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F 0925 Make surethereisa pest control program to prevent/deal with mice, insects, or other

pests.

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

harm or potential for actual | Based on observation, interview, and record review, the facility failed to ensure a pest free environment when alive

harm cockroach was observed in room [ROOM NUMBER]. This failure had the potential to cause health hazards to residents.
Findings: During an interview with Resident 1 on 2/26/20 at 9:20 am., she stated she and afamily member had seen

Residents Affected - Few cockroaches in her room (room [ROOM NUMBER]). During an interview with certified nursing assistant (CNA) on 2/26/20 at 9:22
am., he stated he saw cockroaches in Resident 1's room. During an observation with the administrator (ADM) on 2/26/20 at

9:30 am., in room [ROOM NUMBER] alive cockroach was observed on the wall. During a concurrent interview with the ADM she

stated every room has a sliding glass door to the outside so there was access. She also stated she had seen cockroachesin

the dining room across from room [ROOM NUMBER]. During an interview with the housekeeping supervisor (HS) on 2/26/20 at

10:15 am., he stated he had seen cockroaches crawling on the floor in rooms [ROOM NUMBERS]. During atelephone interview

with the director of nursing (DON) on 6/10/20 at 1:05 p.m., he stated it was the facility's responsibility to maintain a

pest free environment to ensure resident health. Review of the facility's pest service report dated 2/5/20, indicated

cockroaches were in the kitchen. Review of the facility's pest service report dated 2/14/2020, indicated cockroaches were

in the dining room and resident room [ROOM NUMBER]. Review of the facility's undated policy, Pest Control, indicated the

facility shall ensureit is free of insects, rodents, and other pests that could compromise the health, safety, and comfort of residents,
facility staff, and visitors.
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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
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