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F 0925 Make sure there is a pest control program to prevent/deal with mice, insects, or other pests.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41785
or potential for actual harm
Based on clinical record review, resident interviews, staff interviews and policy review the facility failed to
Residents Affected - Some establish a pest control program and failed to implement measures to eradicate and contain household pests
for 2 of 3 residents reviewed. On 12/8/24 staff reported bugs in the room of Resident #1 and #2. The staff did
not know what steps to take to mitigate the spread of what was later identified as bed bugs. The facility
reported a census of 53 residents.

Findings include:

1) According to the Minimum Data Set (MDS) dated [DATE], Resident #1 had a Brief Interview for Mental
Status (BIMS) score of 7 (moderate cognitive deficit.) He required substantial assistance with dressing and
hygiene, and was totally dependent on staff for transfers and toileting. His diagnosis included heart failure,
renal insufficiency, diabetes mellitus and non-Alzheimer's dementia.

The Care Plan for Resident #1 last updated on 5/3/24, showed that he was independent with the use of a
wheelchair and he had right sided paralysis.

On 12/23/24 at 11:30 AM, Resident #1 was in bed on his back. He said that he was moved into a different
room because they kept finding bugs in that room. The resident said that the bugs were found on his
roommates' side of the room. He passed away, Resident #2, didn't know if this was the only time that bugs
were found in the room, he just wanted to know when he could be moved back.

2) According to the MDS dated [DATE], Resident #2 had a BIMS score of 14 (intact cognitive ability.) He was
independent with eating, dressing, transfers and toileting. His diagnosis included heart failure, diabetes
mellitus, respiratory failure and Chronic Obstructive Pulmonary Disease (COPD).

The Care Plan for Resident #2 last revised on 12/11/24, showed that the resident was independent in the
facility with the use of a four wheeled walker. He was at risk for skin breakdown due to decreased mobility.

The Progress Note dated 12/10/24 at 8:57 PM showed that Resident #2 passed away at the facility that
evening.
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F 0925 On 12/23/24 at 11:45 AM, Staff A, Housekeeping Supervisor said that on Sunday, 12/8/24 he had been
alerted by staff that some bugs were found on the recliner of Resident #2. He said that he took that chair out
Level of Harm - Minimal harm or of the room and outside where it was later destroyed. Resident #2 did not have a bed and preferred to sleep
potential for actual harm in his recliner. The staff stripped the bedding off of the bed of Resident #1 and washed it, then waited for the
pest control providers to come and fumigate. All other items were left in the room and clothing in the room.
Residents Affected - Some When asked about policies and procedures, he said they washed the linens with the same process used for

biohazard materials, washed twice on hot and dried twice on high heat. Staff A did not know about education
provided to staff or any specific policies on steps to take for suspected bed bugs.

On 12/23/24 at 9:55 AM, Staff G, Housekeeping, said that she had some training on recommended steps to
take with suspected bed bugs at her previous job, but not at this facility. She said that staff were moving
items out of the room after the bugs were sited. She saw the bugs on that Sunday and was sure they were
bed bugs but when she reported to Staff A, he told her he didn't think they were so there was a delay in
taking steps to contain the bugs. She felt that he had dismissed the concerns until later when staff started
sending pictures to the Administrator (Admin) and Director of Nursing (DON.)

On 12/23/24 at 12:32 PM, the Admin and DON said that they got reports of the bugs on 12/8/24 but no one
could confirm they were bed bugs. Pest control was called on 12/9/24 and they came out on 12/10/24 and
confirmed they found bugs, but initially didn't say for sure they were bed bugs. The two residents (Resident
#1, #2) were showered on 12/10 and they were put in a different room on that date. All of their items were left
in the room, (except for the recliner which was destroyed) then the fumigation process began. The DON said
that she and two other nurses assessed the residents for skin issues but no one documented it.

On 12/23/24 at 1:46 PM, the Admin said that they did not have a bed bug or pest control policy, and they did
not have staff education for identification of bed bugs/pests or steps to take when discovered.

On 12/23/24 at 3:30 PM, Staff B, Certified Nurse Aide (CNA), said she came into work on 12/8/24 just before
2:00 PM and the day staff told her they saw bugs in the room of Resident #1 and #2, about an hour earlier.
Some staff sent pictures to the DON and Admin and they were directed not to take anything in or out of the
room. She said that initially, Staff A told the DON that he didn't think they were bed bugs, so there was no
direction or instructions on what to do until some staff sent pictures to the DON. Staff weren't given any
direction on how to proceed with cares for the residents, and Staff B and Staff D, Licensed Practical Nurse
(LPN) found some shoe coverings to use and other Personal Protective Equipment (PPE) to use for the
evening.

On 12/23/24 at 3:19 PM, Staff C, Registered Nurse (RN), said that she was the nurse on duty in the 200
hallway on 12/8/24. A couple of Aides came and told her about seeing some bugs in the resident's room and
she went in the room to look for herself. Initially, she didn't think they looked like bed bugs, but she went to
get the other nurse to get her opinion. She said that they were just directed not to take anything in or out of
the room. She said that she didn't work again until Tuesday (two days later) and was surprised to find that
the residents were still in that room and they hadn't been showered.
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F 0925

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

On 12/24/24, at 9:00 AM, Staff D, LPN said that she worked on Sunday 12/8/24 when a CNA approached
her about what she thought to be bed bugs. She said that she saw pictures but did not see the bugs. Staff D
notified the DON and put out the PPE outside the resident's room. Staff D said that she assessed both of the
residents for bites and did not see any, she said she failed to document those skin assessments. Staff D said
that she did not have any experience with bed bugs and did not get any specific education on steps to take
when there was suspected outbreak. She said that it would have been helpful to have a specific policy with
directions on proper steps to take if/when bugs were discovered.

On 12/23/24 at 3:23 PM, Staff E, RN said that she was working when staff found bugs, but she thought the
bugs looked too big to be bed bugs. She then went on to finish passing the evening medications. A couple of
the Aides were very concerned and took pictures and sent them to the DON. She said that Staff A had gone
cleaned the room but she didn't know what else had been done. She said that she would not have done
anything differently in dealing with the bugs because no one verified that they were bed bugs. Staff E was
not aware of any policy on how to deal with suspected bed bugs.

The Service Report from the pest control company dated 12/10/24, showed that the Service Description
included; bed bug chemical treatment. In the General Comments column, documentation showed found 1 BB
(Bed Bug) and Target Pest; was listed as Bed Bug.

On 12/24/24 at 8:43 AM, a representative from the pest control company that serviced the facility on
12/10/24, said that when first sighted, they recommend that the person with suspected bed bugs, be isolated
and that all items and people be kept away from others because the bugs could spread very quickly. She
said that at the time of referral, they send a list with steps to take, and she provided a copy of that list.

On 12/24/24 at 9:50 AM, Staff F, Maintenance Manager, said that on 12/8/24 he got a phone call about the
suspected bed bugs and he called the pest control company that afternoon. Staff F said that no one was in
the office to take his call so he tried again on Monday morning. He said that he did not receive a list of steps
to take from the company. All the resident's items, except the chair, had been left in the room during the
fumigation on 12/10 and at that time, the provider was not 100% sure the bugs he saw were bed bugs. Staff
F said that he had no prior knowledge or education on dealing with suspected bed bugs and he said that a
detailed policy would have been helpful in this case.

On 12/24/24 at 8:04 AM, the Administrator said that she found a policy and that we will be educating staff on
following that policy related to pest control.

A facility policy titled: Bed Bugs Infestation, last updated on 11/13/24, addressed steps to take for treatment
of suspected bug bites, but lacked direction to staff on steps to take if/when they suspected bed bugs in the
facility. Environmental actions included insecticide spraying and reporting signs of infestation.

On 12/24/24 at 11:00 AM, the Admin and the DON acknowledged that the policy they had on bed bugs was
very general and really did not direct staff on steps to take if/when they suspected an infestation. They also
acknowledged that the staff seemed to be confused about how to handle the situation and they themselves
were not sure how to identify bed bugs and proper precautions that should be put into place.
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F 0925 A document from the Pest Control company titled: Prepare for Treatment of Bed Bugs showed what to do in
preparing your home for treatment: Clean by vacuuming and washing before home inspection. Remove

Level of Harm - Minimal harm or everything from under bath room sink and medicine cabinet. Remove everything from shelves and floors of

potential for actual harm all closets. Move furniture one foot away from the walls so that the baseboards were accessible for

treatment. Remove dresser drawers so that the inside of the dresser could be treated.
Residents Affected - Some

According to article from WebMD titled: Bedbugs, retrieved from: Bedbugs: How to Identify and Prevent an
Infestation on 12/24/24. The following steps should be taken ifiwhen suspected bed bugs were found.

a. Wash bedding curtains, and clothing in hot water and dry on highest dryer setting. Put stuffed animals,
shoes and other items that can't be washed in dryer and run on high for 30 minutes.

b. Use stiff brush to scrub mattress seems to remove bedbugs and eggs before vacuuming.

c. Vacuum bed and area around, including windows and molding, put vacuum cleaner bag in plastic bag and
place it in the garbage outdoors

d. Put a tightly woven zippered cover on mattress and box spring to keep bed bugs from entering or
escaping. Bedbugs can live several months without feeding. So keep mattress covered for at least a year

e. Repair cracks in plaster and glue down peeing wallpaper, bugs can hide in them.

According to the Facility Assessment last reviewed on 7/16/24, staff were trained on policies and procedures
consistent with their roles. The facility would evaluate policies on a routine basis.
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