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Park House Nursing & Rehab
Complaint Survey

#1483318/71137 - F469
F 469 | 483.70(h)(4) MAINTAINS EFFECTIVE PEST F 469
ss=p | CONTROL PROGRAM

The facility must maintain an effective pest
control program so that the facility is free of pests
and rodents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the facility failed to ensure that an
effective pest control service rendered. This
involves one of three residents (R2) in the
sample. This failure has the potential effect all
102 residents in the facility.

Findings include:

On 7/31/14 at 12:55pm, surveyor observed a
small gray mouse running along the baseboard in
the facility hallway. On 7/31/14 at 4:15pm, E5
(Maintenance Director) stated that he caught a
mouse yesterday.

On 7/31/14 at 1:00pm, R2 stated that last week,
there was a rat that ran by her feet. E2 (DON-
Director of Nurse) on 7/31/14 at 4:45pm stated
that residents just told him today about problems
with mice and rats. E2 stated that he was aware
of a rat problem when the weather became nice.
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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 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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On 7/31/14 at 2:05pm, E3 (Food Service Director)
stated that two days ago someone reported rat
droppings in the ice machine. E3 stated that the
ice machine was cleaned yesterday.

The facility's Pest Control Policy undated reads
"The building and grounds shall be kept free of
any possible infestations of insects and rodents
by eliminating sites of breeding and harborage

inside and outside the building."
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