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F 0919 Make sure that a working call system is available in each resident's bathroom and bathing area.

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm observations of the resident rooms, and interviews with staff, it was determined that the facility failed to
maintain the Resident call bell system in working condition for two out of 10 residents' rooms observed for

Residents Affected - Few call bell functioning.Findings Include:On January 28, 2026, a tour of the fourth floor of the facility was

conducted, and at 11:53 a.m., observations in room [ROOM NUMBER], Bed D, revealed the call bell device
was non-functioning. Resident R2 of room [ROOM NUMBER], Bed D, stated that the call bell was not
functioning for a few days.On January 28, 2026, a tour of the fourth floor of the facility was conducted, and
at 11:57 a.m., observations in room [ROOM NUMBERY], Bed B, revealed the call bell device was
non-functioning.On January 28, 2026, at 11:57 a.m., the findings were confirmed with E 3, a Licensed
Nurse.28 Pa Code 207.2(a) Administrator's responsibility

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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