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Complaints #TN00037294, #TN00037474,
#TNOD037379, #TNDD037364, #TNO0037263,
#TNOO037285, #TNOO037187, #TNOO036317,
#TNOD037168, #TNO0037167, #TNQ0037157,
#TNQOD37156, #TNOGO36718 and #TN00037363
were Investaged 10/20/15 through 10/22/15. The
facility was clted F469 related to complaint
#TN00037204, There were no deficlencies cited
related to the other complaints. :
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failure to follow recommendations given by the also monitor for continued assurance that all
pest control agent and the consistent discovery of measures are taken to correct this occurrencerna+h L.é .
insects inside the building and in resident care
areas during visits in the last 5 months (June .
2015 through October 2015). '
The findings included:
Review of the pest cantrol records from June
2015 through October 2015 revealed that a pest
control vendor found live cockroaches in the .
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cockroaches were found In the housekeeping
closet, resident rooms and Janitor closets. During
inspections in June, July, August, September and
October, 2015 the company had suggested
Interventions, including the addltion of door
sweeps fo security exit doors to prevent pests
from entering the bullding. The records also
noted that these suggestions had not been made.

An interview was conducted with the director of
nursing (DON) on 10/21/15 at 11:20 AM, the DON
explained that the facility had changed pest
control companles during the past year.

Observations during & tour of the facility on
10/21/15 at at 12:45 PM, revealed the first floor of
the facility had five exit doors leading directiy fo
outdoor areas, the exit doors were observed to
have gaps, either at the bottom or between the
doors where pest could penetrate and pass
through.

An interview was conducted with the maintenance
director in the haflway near one of the
aforementioned exit doors on 10/21/15 at 12:45
AM. The maintenance director confirmed that the
door had a gap and needed to he adjusted.

An interview was conducted with the
administrator on 10721415 at 2:15 PM, the
administrator verbalized that recommendations
rade by the pest control company should have
been put in place and would be followed up on.
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