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 Nursing services.

(3)  Effective July 1, 2024, a minimum of 1 nurse aide per 10 

residents during the day, 1 nurse aide per 11 residents 

during the evening, and 1 nurse aide per 15 residents 

overnight.

This REGULATION is not met as evidenced by:

Completion 

Date:

04/01/2025

Status:

APPROVED

Date:

02/07/2025

Step 1.

The facility cannot retroactively 

provide the minimum number of 

Nurse Aide hours for cited dates. 

Step 2.

Moving forward, the facility will 

continue to schedule staff to meet or 

exceed the mandated Nurse Aide 

ratio hours. The facility will make all 

good-faith efforts to utilize both 

internal and external resources to 

meet or exceed the staffing ratios. 

We are continuing to use available 

resources provided including 

Indeed, Appolli, signing contracts 

with nursing agencies as needed. 

We are attending job fairs in the 

area. Wages remain competitive in 

the industry.

Step 3.

To prevent this from reoccurring, the 

RDCS/designee reeducated the 

NHA, DON and Scheduler on the 

updated staffing regulations in 

relation to the minimum staffing of 

Nurse Aide for the facility. 

Step 4.

To monitor and maintain ongoing 

compliance, the NHA/designee will 

IF CONTINUATION SHEET Page 2 of 11NG7U13State Form



(X2) MULTIPLE CONSTRUCTION:

A. BLDG: __00______________ 

B. WING: ________________ 

(X5)

COMPLETE

DATE

PROVIDER'S PLAN OF CORRECTION (EACH 

CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

SUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENCY 

MUST BE PRECEEDED BY FULL REGULATORY OR LSC 

IDENTIFYING INFORMATION)

(X4) ID 

PREFIX  

TAG

STATEMENT OF DEFICIENCIES AND  

PLAN OF CORRECTION (POC)

(XI) PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

395644

(X3) DATE SURVEY

COMPLETED:

01/27/2025

NAME OF PROVIDER OR SUPPLIER: 

MID-VALLEY HEALTH CARE CENTER

STATE LICENSE NUMBER:  027502

STREET ADDRESS, CITY, STATE, ZIP CODE:

63 STURGES ROAD

PECKVILLE, PA  18452

PRINTED: 3/28/2025

FORM APPROVED

 ID

 PREFIX  TAG

Pennsylvania Department of Health

Continued from page 2P 5520 5520P

audit deployment sheets to ensure 

the facility staffing meets or exceeds 

the minimum Nurse Aide hours 

needed for the facility. Audits will be 

completed 3x/week weekly x 4 and 

then monthly x 2. 

The results of the audits will be 

forwarded to the facility QAPI 

committee for further review and 

recommendations.
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Based on a review of nurse staffing and 

staff interview, it was determined the 

facility failed to ensure the minimum nurse 

aide staff to resident ratio was provided 

on each shift for 5 shifts out of 21 

reviewed. 

Findings include:

A review of the facility's weekly staffing 

records revealed that on the following 

dates the facility failed to provide 

minimum nurse aide staff of 1:10 on the 

day shift and 1:15 on the night shift based 

on the facility's census.

January 20, 2025 - 2 nurse aides on the 

night shift, versus the required 2.27 for a 

census of 34.

January 21, 2025 - 2 nurse aides on the 

night shift, versus the required 2.20 for a 

census of 33.
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January 22, 2025 - 2 nurse aides on the 

night shift, versus the required 2.13 for a 

census of 32.

January 23, 2025 - 2 nurse aides on the 

night shift, versus the required 2.13 for a 

census of 32.

January 25, 2025 - 3 nurse aides on the 

day shift, versus the required 3.20 for a 

census of 32.

On the above dates mentioned no 

additional excess higher-level staff were 

available to compensate this deficiency. 

An interview with the Nursing Home 

Administrator on January 27, 2025, at 

approximately 3:50 PM, confirmed the 

facility had not met the required nurse aide 

to resident ratios on the above dates.
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 Nursing services.

(5)  Effective July 1, 2023, a minimum of 1 RN per 250 

residents during all shifts.

This REGULATION is not met as evidenced by:

Completion 

Date:

04/01/2025

Status:

APPROVED

Date:

02/07/2025

Step 1.

The facility cannot retroactively 

provide the minimum number of 

Registered Nurses hours for cited 

dates. 

Step 2.

Moving forward, the facility will 

continue to schedule staff to meet or 

exceed the mandated Registered 

Nurse ratio hours. The facility will 

make all good-faith efforts to utilize 

both internal and external resources 

to meet or exceed the staffing ratios. 

Step 3.

To prevent this from reoccurring, the 

RDCS/designee reeducated the 

NHA, DON and Scheduler on the 

updated staffing regulations in 

relation to the minimum staffing of 

Registered Nurses for the facility. 

Step 4.

To monitor and maintain ongoing 

compliance, the NHA/designee will 

audit deployment sheets to ensure 

the facility staffing meets or exceeds 

the minimum Nurse Aide hours 

needed for the facility. Audits will be 

completed 3x/week weekly x 4 and 
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then monthly x 2. 

The results of the audits will be 

forwarded to the facility QAPI 

committee for further review and 

recommendations.
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Based on a review of nurse staffing and 

staff interview, it was determined that the 

facility failed to ensure the minimum 

Registered nurse staff to resident ratio 

was provided on each shift for 7 shifts 

out of 21 reviewed. 

Findings include:

A review of the facility's weekly staffing 

records revealed that on the following 

dates the facility failed to provide 

minimum Registered nurse (RN) staff of 

1:250 on the night shift based on the 

facility's census.  

January 20, 2025 - 0 RNs on the night 

shift, versus the required 1 for a census of 

34.

January 21, 2025 - 0 RNs on the night 

shift, versus the required 1 for a census of 
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33.

January 22, 2025 - 0 RNs on the night 

shift, versus the required 1 for a census of 

32.

January 23, 2025 - 0 RNs on the night 

shift, versus the required 1 for a census of 

32.

January 24, 2025 - 0 RNs on the night 

shift, versus the required 1 for a census of 

32.

January 25, 2025 - 0 RNs on the night 

shift, versus the required 1 for a census of 

32.

January 26, 2025 - 0 RNs on the night 

shift, versus the required 1 for a census of 

32.

On the above dates mentioned no 

additional excess higher-level staff were 

available to compensate this deficiency.
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An interview with the Nursing Home 

Administrator on January 27, 2025, at 

approximately 3:50 PM, confirmed the 

facility had not met the required RN to 

resident ratios on the above dates. 
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