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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide enough nursing staff every day to meet the needs of every resident; and have a licensed nurse in 
charge on each shift.

47966

Based on observations, policy review, and resident and staff interviews, it was determined that the facility 
failed to have sufficient nursing staff to provide nursing and related services to attain or maintain the highest 
practicable physical, mental, and psychosocial well-being of each resident for one out of five nursing units 
(Medbridge). 

Findings Include:

Review of the facility's policy, titled NSG101 Call Lights, last review date February 1, 2023, revealed the 
following: Staff will respond to call lights and communication devices promptly.

During an observation on April 23, 2024, at 10:47 AM, Resident 1's call light was noted to be on. The call 
light remained on until a staff member entered the room at 11:33 AM. 

During an interview with Resident 1, she stated that her call light was on because she needed to be toileted 
and expressed concern regarding the wait time for staff response. 

During an observation on April 23, 2024, at 10:47 AM, Resident 3's call light was noted to be on. 

On April 23, 2024, at 11:17 AM, a Nurse Aide entered Resident 3's room and proceeded to answer the 
Resident's call light. 

During an interview with Resident 3 on April 23, 2024, at 10:55 AM, he revealed that his call light was on 
because he had to use the rest room, and that staff always take a long time to answer his call light. Resident 
3 revealed that he is not incontinent, but is often wet by the time staff arrive to answer his call light.

During an observation on April 23, 2024, at 10:49 AM, Resident 8's call light was noted to be on. The call 
light remained on until a staff member entered the room at 11:23 AM. 

During an observation on April 23, 2024, at 10:47 AM, Resident 10's call light was noted to be on. 

On April 23, 2024, at 11:33 AM, a Nurse Aide entered Resident 10's room and proceeded to answer the 
Resident's call light.
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During an interview with the Nursing Home Administrator and the Director of Nursing on April 23, 2024, at 
2:00 PM, they revealed that the call bell response times noted above were not appropriate and would have 
expected them to have been answered sooner. 

28 Pa. Code 211.12 (a)(c)(d)(4)(5) Nursing Services

28 Pa. Code 201.18 (e)(1)(2)(3)(6) Management
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