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Based on a follow-up survey completed on January 

10, 2025, it was determined that Lancaster Nursing 

and Rehabilitation Center, continues to be out of 

compliance for staffing ratios from the surveys of 

October 31, 2024, September 11, 2024, and the 

original survey of June 18, 2024, in accordance with 

the updated staffing regulation requirements as of 

July, 2024 of the Commonwealth of Pennsylvania 

Long Term Care Regulations for the Health portion 

of the survey process.
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within 14 days after such information is made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued program 
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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:

03/18/2025

Status:

APPROVED

Date:

01/23/2025

Preparation and/or execution of this 

plan of correction does not 

constitute an admission or 

agreement by the provider of the 

truth of the facts alleged or 

conclusions set forth in the 

statement of deficiencies. The plan 

of correction is prepared and/or 

executed solely because it is 

required by the provisions of Federal 

and State Law. The plan of 

correction represents the facility's 

credible allegation of compliance.

P 5520

 Effective July 1, 2024 a minimum of 1 

nurse aide per 10 resident during the 

day, 1 nurse aide per 11residents 

during the evening and 1 nurse aide 

per 15 residents overnight.

1. Findings of Nurse aide care 

ratios cannot be retroactively 

corrected.

2. The facility will provide 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.
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3. The scheduling coordinators 

will be educated on the requirements 

of 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.

4. NHA or designee will conduct 

random audits to verify that the 

requirements are met for nurse aides.  

Nurse aide ratios of 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.   Audits 

will be conducted daily x 7 days then 

weekly for 3 weeks and then monthly 

for 2 months.  Audit results will be 

presented at QAPI meeting for 

review and recommendations.
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Based on review of nursing staff schedules on 

January 10, 2025, it was determined that the facility 

administrative staff failed to provide a minimum of 

one nurse aide per 10 residents during the day shift, 

one nurse aide per 11 residents during the evening 

shift, and one nurse aide per 15 residents for night 

shift, for four of seven days reviewed, January 3 

through January 6, 2025.  

Findings include;

The facility failed to meet the minimum staffing 

requirement on the following dates;

 

On 1/3/25, the census was 374, on Evening shift the 

minimum hours required 255.00, the actual hours 

worked were 246.36. 

On 1/4/25, the census wa 372, on Day shift the 

minimum required hours were 279.0, the actual 

hours worked were, 261.71.

On 1/5/25, the census was 374, on Night shift the 

minimum required hours were 187.0, the actual 
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hours worked were 186.66.

On 1/6/25, the census was 374, on Day shift the 

minimum required hours were 280,50, the actual 

hours worked were 256.54. On Evening shift the 

minimum required hours were 255.0, the actual 

hours were 238.38.  

The above findings were relayed and confirmed 

during a telephone conversation with the NHA, on 

January 10, 2025 at 1:10 PM. 

  

P 5530 P 5530  0.00
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 Nursing services.

(4) Effective July 1, 2023, a minimum of 1 LPN per 25 

residents during the day, 1 LPN per 30 residents during the 

evening, and 1 LPN per 40 residents overnight.

This REGULATION is not met as evidenced by:

Completion 

Date:

03/18/2025

Status:

APPROVED

Date:

01/23/2025

Preparation and/or execution of this 

plan of correction does not 

constitute an admission or 

agreement by the provider of the 

truth of the facts alleged or 

conclusions set forth in the 

statement of deficiencies. The plan 

of correction is prepared and/or 

executed solely because it is 

required by the provisions of Federal 

and State Law. The plan of 

correction represents the facility's 

credible allegation of compliance.

P 5530

Effective July 1, 2023 a minimum of 1 

LPN per 25 residents during the day, 

1LPN per 30 residents during the 

evening, and 1 LPN per 40 residents 

overnight.

1. Findings of LPN nursing staff 

care ratios cannot be retroactively 

corrected.

2. The facility will provide a 

minimum of 1 LPN per 25 residents 

during the day, 1LPN per 30 

residents during the evening, and 1 

LPN per 40 residents overnight.

3. The scheduling coordinators 
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will be educated on the requirements 

of 1 LPN per 25 residents during the 

day, 1LPN per 30 residents during 

the evening, and 1 LPN per 40 

residents overnight.

4. NHA or designee will conduct 

random audits to verify that LPN 

ratios on all shifts meet the 

requirements of 1 LPN per 25 

residents during the day, 1LPN per 

30 residents during the evening, and 

1 LPN per 40 residents overnight.  

Audits will be conducted daily x 7 

days then weekly for 3 weeks and 

then monthly for 2 months.  Audit 

results will be presented at QAPI 

meeting for review and 

recommendations.
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Based on review of Staffing schedules submitted on 

January 10, 2025, it was determined that the facility 

failed to provide the minimum of one Licensed 

Practical Nurse (LPN)  per 25 residents during day 

shift, for two days of 7 days reviewed  from January 

1, 2025 through January 7, 2025.  

Findings include:

Review of the staffing data provided by 

administrative staff, on January 10, 2025, revealed 

the following;  that on January 4, 2025, and January 

5, 2025, the minimum ratio on Day shift  of 1:25 for 

Licenced Practical Nurse ratios, was not met as 

required by state regulation. 

On January 4, 2025, the census was 372, the 

minimum required hours were 119.0, but the actual  

staffing hours worked were 106.17. 

On  January 5, 2025, the census was 374, the 

minimum required hours were 119.68, but the actual 
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hours worked were 114.89.

The above findings were confirmed during a 

telephone conversation with the NHA on January 

10, 2025, at 1:10 PM.

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:

03/18/2025

Status:

APPROVED

Date:

01/23/2025

Preparation and/or execution of this 

plan of correction does not 

constitute an admission or 

agreement by the provider of the 

truth of the facts alleged or 

conclusions set forth in the 

statement of deficiencies. The plan 

of correction is prepared and/or 

executed solely because it is 

required by the provisions of Federal 

and State Law. The plan of 

correction represents the facility's 

credible allegation of compliance.

P 5640 

Effective July 1, 2024 the total 

number of hours of general nursing 

care provided in each 24-hr period 

shall, when totaled for the entire 

facility, be a minimum of 3.20 hours 

of direct resident care for each 

resident.

1. Findings of PPD cannot be 

retroactively corrected.

2. The facility will have daily 

staffing meetings to review staffing 

levels and make the necessary 

adjustments as possible to meet the 

state minimum requirements of 3.2
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3. NHA or designee will provide 

re-education to facility nursing 

administration and scheduling that 

staffing levels must be a 3.2 or above 

and have the appropriate staff to 

perform care in the facility.

4. Facility leadership will complete 

random audits weekly x 4 and then 

monthly x 2 months to ensure the 

facility had a PPD of 3.2 or above. 

The audits will be reviewed by the 

QAPI committee and the QAPI 

committee will determine the need for 

further audits.
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Based on review of facility staffing data, for an 7 

day period, January 1, 2025, through January 7, 

2025, it was determined that the facility failed to 

ensure the total number of hours provided for 

Patients Per Day (PPD) that is, general nursing care 

hours provided over a 24 hour period , the minimum 

of of 3.2 hours per patient per day was not met as 

required by State Regulation, for 2 of 7 days 

reviewed.   

Findings include;

Review of facility staffing data revealed the following 

dates were below 3.2 hours as required by State 

Regulation.

On January 4, 2025, the ratio was 3.12, not 3.2 as 

required.  

On January 6, 2015, the ratio was 3.12, not 3.2 as 

required.

The above findings were confirmed with the NHA, 
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on  January 10, 2025 at 1:10 PM.
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