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{C 000} Initial Comments {C 000}

Complaint Follow Up Construction Survey by Billy
S. Bryant conducted on 11/30/2016.

Deficiencies from the 09/12/2016 Construction
Section Complaint Survey remain to be
addressed.

{C 166} Housekeeping-Maintained Free of Hazards {C 166}

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall:

(5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;

(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

1. The facility was not in compliance with The
"Rules Governing the Sanitation of Hospitals,
Nursing and Rest Homes, Sanitariums,
Sanatoriums, and Educational and Other
Institutions" Specifically 15ANCAC 18A .1317 (a)
[which requires that] Effective measures shall be
taken to keep... vermin out of and to prevent their
breeding and presence on the premises.

Findings on 11/30/2016:

a. The provider does not have established
policies in place describing what measures the
facility is taking to prevent bed bugs from being
introduced into the facility.

The facility's plan as submitted entails only
inspection of rooms to identify suspicious activity
and communicating this information to pest
control company.
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b. The DHSR surveyor inspected the rooms that
were previously identified as having bed bugs
including Rooms 101, 102, 104, 202, 203, 204,
205, 206, 208, 209, 211, 213, 215, 300, 302, 311,
313 - . No evidence of bed bugs activity was
found.

Finding on 11/30/2016:

¢. Rooms 103 and 105 - One molted exoskeleton
of a beds bug was found in each of these two
rooms.
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