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 Complaint #1661376/IL84016  

F 469

SS=F

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 eliminate and 
eradicate flying insects (gnats) in the facility.  This 
finding has the potential to effect all 103 residents 
residing at the facility.

The finding includes:

On 3-17-16 at 1:40 P.M., at least three flying 
insects (gnats) were flying around an uncovered 
bus pan with food waste from the afternoon 
(noon) meal.  The food waste was on the top of a 
transport cart in the service corridor behind the 
Dietary Department.  The gnats had been on the 
food.  The Dietary Manager, E14 stated at 2:20 
P.M. the cart with the uncovered food waste had 
been it the corridor for 30 minutes.

On 3-17-16 at 2:15 P.M., gnats were observed in 
and around a bucket for broken glass that was 
stored under the soiled side of the dish machine.  
Gnats were observed under the stainless steel 
work table on the soiled side of the dish machine.  
E15, Dietary Aide (Dishwasher), stated she has 
seen gnats intermittently for a while.  E14 stated 
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at 2:20 P.M., the food waste disposal was leaking 
and malfunctioned and it was replaced.  E14 
stated a new disposal had to be ordered and 
there was a two to three week delay to receive 
the replacement part and a two to three week 
delay before the disposal was installed.  E14 
stated the gnat problem is better since the 
disposal is not leaking. 

On 3-17-16 at 11:10 A.M., E12, Maintenance 
Director stated he has seen flying insects in the 
service corridor.

On 3-17-16 at 1:30 P.M., R6 stated R6 observed 
a gnat one time flying around his food in the 
dining room.  R6 stated the gnat was small like a 
speck.

On 3-17-16 at 1:40 P.M. R3 stated the facility has 
gnats in the dining room at meal times.  R3 stated 
R3 and other residents have observed gnats on 
several occasions.  

On 3-17-16 at 1:35 P.M., R2 stated the facility 
has a problem with gnats at mealtimes.  R2 
stated R2 has observed gnats on three to four 
instances.  

According to the facility's  3-16-16 
"Roster/Sample Matrix", 103 residents reside at 
the facility.
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