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SS=D

483.70(h)(4) MAINTAINS EFFECTIVE PEST 

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:

F 469

 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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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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