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F 0908 Keep all essential equipment working safely.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38735
or potential for actual harm
Based on observations and interviews with residents and staff, it was determined that the facility failed to
Residents Affected - Few ensure that essential equipment related to bathroom sink and ice and water dispenser on the first floor were
in a safe and working condition for use by residents and nursing staff on one of two nursing units (Second
Floor nursing unit).

Findings include:

Observation on December 3, 2024, at 10:45 a.m. in room [ROOM NUMBER] on the second-floor nursing unit
revealed a sink with no fixtures (hot and cold water faucets and spout) were on the sink so that no water
could be run to wash your hands.

Interview with Resident R5, who lives in room [ROOM NUMBER], Bed A, revealed that the water in the sink
has not been working for at least the past five days. She stated that she has to walk to the other end of the
hall to go to the bathroom and wash her hands and to wash up in the morning.

Interview with Resident R8, who lives in room [ROOM NUMBER], Bed C, revealed that she also has to walk
to the other end of the hall to the central bath go to the bathroom and wash her hands and to wash up.

Interview with the Maintenance Director on December 3, 2024, at 12:40 p.m. revealed that the sink in room
[ROOM NUMBER] has been out of service since Thursday, November 28, 2024, and that they had to patch
the wall which took longer.

Interview with the Director of Nursing on December 3, 2024, at 12:50 p.m. revealed that it was not
appropriate for these two residents and staff giving care in room [ROOM NUMBER] to have to walk to the
central bath to wash their hands.

Observation on December 3, 2024, at 10:55 a.m. on the second floor nursing unit revealed an ice and water
dispenser in the hall outside the dining room that was not working, it would not dispense ice or water.

Interview with Employee E9, nurse aide, on December 3, 2024, at 10:55 a.m. revealed that the ice and water
dispenser has not been working for at least a week, and before it was turned off it was dispensing water that
was very cloudy and disgusting. She further indicated that they get the ice from the first floor and the water
from Dietary.

(continued on next page)
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F 0908 Interview with the Administrator on December 3, 2024, at 12:40 p.m. confirmed that the water and ice
dispenser has been out of service for the past few days, that they are waiting for a new filter.

Level of Harm - Minimal harm or

potential for actual harm 28 Pa. Code 201.14(a) Responsibility of licensee

Residents Affected - Few 28 Pa. Code 211.12(d)(5) Nursing services
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