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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 39343

Based on review of clinical records, and interviews with residents and staff, it was determined that the facility 
failed to maintain an effective pest control program related to mice infestation on two of four nursing units (LL 
South Wing, and LL North Wing).

Findings include:

On November 25, 2024, at 11:59 a.m., interviewed Resident R2 , in her room at LL South Wing. R2 stated 
that in her room yesterday she saw a mouse on her bed. 

On November 25, 2024, at 12:09 p.m., interviewed Resident R3, in her room at LL South Wing. R3 stated 
that through the vent of the AC, mice come into the room.

On November 25, 2024, at 12:19 p.m., interviewed Resident R12, in her room at LL North Wing. R12 stated 
that mice were seen in the room the day before yesterday.

On November 25, 2024, at 12:27 p.m., interviewed Resident R13, in her room at LL North Wing. R13 stated 
that mice were seen in the room three days before.

On November 25, 2024, reviewed the work-orders of the facility revealed that on October 1, 2024, in room 
[ROOM NUMBER]-P, and in room [ROOM NUMBER]-P, mouse sighting was reported; and in room [ROOM 
NUMBER], dead mouse sighting was reported.

Interview with Residents R3, R12 and R13 confirmed that the measures implemented by the facility did not 
solve the infestation of rodents 

Review of the log of pest control products including mouse traps, used in the facility on September 4, 2024; 
September 23, 2024; October 2, 2024; October 16, 2024; November 7, 2024; and November 21, 2024, 
indicated that the facility used pest control products including mouse traps to eliminate the infestation of 
rodents in the facility. 

Interview on November 25, 2024, at 2:42 p.m., with the Director of Nursing, and the Director of Maintenance, 
Employee E14, confirmed the findings.

28 Pa Code 201.14(a) Responsibility of licensee
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