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This visit was for the Investigation of
Complaints IN00103201 and
IN00103214.

Complaint IN00103201- Unsubstantiated
due to lack of evidence.

Complaint IN0O0103214- Substantiated
with Federal/ state deficiencies cited at
F469.

Survey dates: February 7 and §, 2012

Facility number: 000386
Provider number: 155428
AIM number: 100286820

Survey team:
Christine Fodrea, RN, TC

Census bed type:
SNF/NF: 32
Total: 32

Census payor type:
Medicare: 4
Medicaid: 27
Other: 1
Total: 32

Sample: 4

F0000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds 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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This deficiency reflects state findings
cited in accordance with 410 IAC 16.2.

Quality review completed on February 9,
2012 by Bev Faulkner, RN
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F0469 The facility must maintain an effective pest
SS=F control program so that the facility is free of
pests and rodents.
Based on observation, record review and F0469 Preparation and/or execution 03/09/2012
interview, the facility failed to prevent of this plan does not constitute
. .. . admission or agreement by the
rodent infestation in resident rooms. )
. . provider of the truth of the
This actually affected 8 of 32 residents facts alleged or conclusions
whose nightstand drawers were observed set forth on the statement of
with mouse droppings ( Resident #D, deficiencies. This plan of
Resident #Q, Resident #R, Resident #S, correction is prepared and/or
Resident #T, Resident #X, Resident #U, exec.u ted solely because
. required. F 469 Pest Control
and Resident #BB) (a) What corrective action(s)
and 4 of 32 residents interviewed will be accomplished for those
(Resident # E, #DD, #H, and #W) who residents found to have been
reported seeing mice in the facility. affected by the practice: The
This had the potential to affect all 32 contracted pest control company
) o L was immediately contacted to
residents currently residing in the facility. treat the identified areas.
Purchased plastic containers for
resident snacks and food to be
Findings include: stored. (b) How you will
identify other residents having
o . potential to be affected by the
During initial tour of the facility same practice and what
conducted on 2-7-2012 at 10:10 a.m., corrective action will be taken:
resident nightstand drawers were The contracted pest control
. . . .. company treated each area within
inspected with resident permission. Small "
) ) . the facility to address any other
black rice shaped particles were noted in possible pest issues. (c) What
nightstand drawers of the following measures will be put into place
residents: Resident #D, Resident #Q, or what systematic changes
Resident #R, Resident #S, Resident #T, you will rpake to ensure that
Resident #X, Resident #U, and Resident the Practlce does not recur:
Facility staff were re-educated on
#BB. the importance of immediately
reporting any pest issues so they
In an interview on 2-7-2012 at 10:30 a.m., can be quickly addressed. Facility
the MDS Coordinator indicated the res!dents were.re-educated at
resident council on proper
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facility had a mouse control program and storage of food items to reduce
there were mouse droppings in the the_ |.Ike|Ih00d o_f .pests _Wlthln the
hat th . 1 facility. The facility Maintenance
drawers and t. at the 'dropplngs would be Director/designee will check for
taken care of immediately. possible pest issues while
conducting his routine weekly
An invoice from a pest control company TOU”‘,‘? aqd will ensure that any )
ided by the Admini identified issues are addressed in
provided by the mll’l}StI'fltOI‘ on a timely manner. Pest control
2-7-2012 at 1:45 p.m., indicated on vendor will double visits during
1-20-2012 the pest control company had Winter months. (d) How the
placed bait stations in the kitchen and corre_ctlve action(s) will be
hallways, and had checked traps in the monn?ored.to ensure th?
. g practice will not recur, i.e.,
exterior of the building. There was no what quality assurance
indication the resident rooms or other program will be put into
storage areas had been protected. place: The monitoring of this will
be a joint effort between the
. . facility Administrator/designee
In an interview on 2-7-2012 at 10:15 a.m., y 7 . 9
. o and Maintenance Director who
Resident #E indicated he had seen a will conduct weekly rounds on
mouse in his room around the first of the each unit to observe for any
month. possible pest issues. Resident
council will query at each meeting
) ) if any pest identification is noted,
In an interview on 2-7-2012 at 1:30 p.m., the type and this will be reported
Resident # DD indicated he had seen a to the maintenance director so it
mouse in the last couple of weeks, but will be immediately addressed.
could not give an exact date Facility management will use the
£ ’ QIS resident interview Monthly X
1 then quarterly thereafter and
In an interview on 2-7-2012 at 1:59 p.m., focus on section “E-Building and
Resident # H indicated she had seen a Environment” and specifically
mouse in the drawer, but had not told as keq about any concermn W't.h
sighting of pests. Findings will be
anyone. reported to the facility QA/Risk
Management committee until
In an interview on 2-8-2012 at 10:00 such time as.compliance has
a.m., Resident # W indicated she had seen been deter mined. Wegkly roun.ds
L by the Maintenance Director will
a mouse within the last week, but could be an ongoing plan for this
not give an exact date. correction. Date of compliance:
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In an interview on 2-8-2012 at 8:49 a.m.,
the Administrator indicated the facility
had no written pest control policy, but it
was understood the facility would not
tolerate pests. The Administrator further
indicated the pest control company had
been in to upgrade the pest control and
staff were currently cleaning rooms and
drawers and placing resident food stuffs
in the rooms in plastic containers.

On 2-8-2012 at 9:30 a.m., the
Administrator provided a receipt from a
pest control company, dated 2-7-2012.
The receipt indicated the pest control
company had placed bait stations and tube
traps in the kitchen, storage areas, office
areas, and patient rooms.

3.1-19(H)(4)
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