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F 0925 Make sure there is a pest control program to prevent/deal with mice, insects, or other pests.

Level of Harm - Minimal harm 45244
or potential for actual harm

Based on observation and staff interview, it was determined that the facility failed to maintain an effective
Residents Affected - Few pest control program in one of three nursing units. (North)

Findings include:

Observations on the North unit on July 25, 2024, at 10:42 a.m., revealed flies in the hallway, and in rooms

304, 308, 405, and 407. Observations again on July 25, 2024, at 11:38 a.m., revealed flies in the hallway,
and in rooms 303, 304, 308, 405, and 407.

In an interview on July 25, 2024, at 12:40 p.m., the Administrator confirmed there were flies on the North unit.

28 Pa. Code 201.18(b)(3)(e)(2.1)Management.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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