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Based on a revisit survey completed on July 1, 

2025, it was determined that Kadima Rehabilitation 

and Nursing Center at Washington corrected one 

deficiency cited during the survey of May 14, 2025, 

however, has two continuing deficiencies under the 

requirements of the 28 Pa, Code, Commonwealth 

of Pennsylvania Long Term Care Licensure 

Regulations.
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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:

07/23/2025

Status:

APPROVED

Date:

07/09/2025

1. The facility cannot correct the 

ratio of 1 NA to 10 residents on the 

daylight shift on six of eight days 

(6/23/25 through 6/25/25 and 6/28/25 

through 6/30/25) as required. 

2. The facility will ensure that nurse 

aide staffing ratios are met every 

shift.

3. The Regional Clinical Consultant 

will re-educate the Nursing Home 

Administrator, Director of Nursing, 

and HR Director/Scheduler on 

regulation P5520 and the correct 

ratios.

4. In order to help to retain/attain 

sufficient staff for the facility, NHA 

will continue to focus on hiring 

qualified candidates as well as 

utilizing retention strategies. Facility 

will continue to utilize Indeed 

postings are being utilized and 

facility department heads are 

assisting with recruiting as needed 

per department.

5. The Nursing Home 
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Administrator/designee will audit 

staffing daily for four weeks to 

ensure nurse aide staffing ratios are 

being met. The results of these 

audits will be reported to the Quality 

Assurance Performance 

Improvement Committee for review, 

recommendations, and frequency of 

audits.
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Based on a review of staffing documents provided 

by the facility and staff interview it was determined 

that the facility failed to provide one nurse assistant 

(NA) per 10 residents on the daylight shift on six of 

eight days (6/23/25 through 6/25/25 and 6/28/25 

through 6/30/25) as required. 

Findings include: 

A review of facility staffing documents provided by 

the facility from 6/23/25 through 6/30/25, revealed 

the facility failed to provide NA on the following 

shifts as required:  

Daylight shift:

Date Census Actual hours   Hours 

required 

6/23/25 66 34.00 49.50

6/24/25 66 45.00 49.50

6/25/25 66 37.50 49.50
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6/28/25 68 26.25 51.00

6/29/25 68 22.50 51.00

6/30/25 69 41.50 51.75

During an interview on 7/1/25 at 4:09 p.m., the 

Nursing Home Administrator confirmed that the 

facility failed to provide  NA's in the facility on the 

above shifts as required

P 5640 P 5640  0.00
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 Nursing services.

(2) Effective July 1, 2024, the total number of hours of 

general nursing care provided in each 24-hour period shall, 

when totaled for the entire facility, be a minimum of 3.2 

hours of direct resident care for each resident.

This REGULATION is not met as evidenced by:

Completion 

Date:

07/23/2025

Status:

APPROVED

Date:

07/09/2025

The facility cannot correct that the 

minimum number of general nursing 

hours to each resident in a 24-hour 

period were not met on eight of eight 

days ( 6/23/25 through 6/30/25).

2. The facility will ensure that 

general nursing hours are met every 

shift.

3. The Regional Clinical Consultant 

will re-educate the Nursing Home 

Administrator, Director of Nursing, 

and HR Director/Scheduler on 

regulation P5640 and ensuring 

general nursing hours to each 

resident are met each shift.

4. In order to ensure staffing is met, 

the facility will focus on recruitment 

and retention and continue to utilize 

indeed. 

5. The Nursing Home 

Administrator/designee will audit 

staffing daily for four weeks. The 

results of these audits will be 

reported to the Quality Assurance 

Performance Improvement 
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Committee for review, 

recommendations, and frequency of 

audits.
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Based on a review of nursing time schedules and 

staff interview, it was determined that the facility 

failed to provide a minimum of 3.20 PPD (per 

patient daily) hours of direct care for each resident 

on eight of eight days ( 6/23/25 through 6/30/25).

Findings include:

Review of staffing documents and nursing staff 

schedules from 6/23/25 through 6/30/25, indicated 

that the State required PPD minimum hours of 3.20 

was not met on the following days:

6/23/25= 2.87 PPD.

6/24/25= 2.92 PPD.

6/25/25= 3.04 PPD.

6/26/25= 3.18 PPD.

6/27/25= 3.01 PPD.

6/28/25= 2.61 PPD.

6/29/25= 2.96 PPD.

6/30/25= 2.86 PPD.
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During an interview on 7/1/25, at 4:09 p.m. the 

Nursing Home Administrator confirmed that the 

facility failed to provide a minimum of 3.20 PPD 

hours of direct care on the above dates as required.
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