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Initial Comments

Report by Jonathan Gamsey

DHSR Construction Section conducted a Biennial
Follow-up Survey on May 1, 2024 from 10:30 AM
to 11:20 AM at the above-referenced facility. At
the time of the survey, not all deficiencies were
corrected therefore further action is required.
Additional deficiencies were also observed.

NOTES:

1.) At the time of our visit, we cited deficiencies
that require an acceptable plan of correction. All
deficiencies listed were discussed with onsite
staff during the exit interview. There were
previous deficiencies that were not closed out
from an open biennial survey, these deficiencies
were brought forward from the previous survey.

2.) Take actions to correct all listed deficiencies,
once completed provide verification in the form of
photos, receipts, invoices, etc. for all work
performed.

The cited deficiencies are as follows:

Construction-Res. Areas Same Floor Level

SECTION .0300 - THE BUILDING

10ANCAC 13G .0302 DESIGN AND
CONSTRUCTION

(i) In homes licensed on or after April 1, 1984, all
required resident areas shall be on the same floor
level. Steps between levels are not permitted.

This Rule is not met as evidenced by:

1.) At the time of the survey, it was observed that
the laundry room was down a step down. This is
not compliant with the rule. Take the necessary
steps to submit policy and procedures to DHSR
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stating that the facility does the laundry for the
residents.
C 172 Fire Safety-Four Rehearsals C 172

SECTION .0300 - THE BUILDING

10ANCAC 13G .0316 FIRE SAFETY AND
DISASTER PLAN

(e) There shall be at least four rehearsals of the
fire evacuation plan each year. Records of
rehearsals shall be maintained and copies
furnished to the county department of social
services annually. The records shall include the
date and time of the rehearsals, staff members
present, and a short description of what the
rehearsal involved.

This Rule is not met as evidenced by:

* New Deficiencies *

1.) At the time of the survey, it was observed that
the facility is not performing fire drills on 3rd shift.
This is not compliant with the rule. Take the
necessary steps to perform fire drills on all 3
shifts, 1st, 2nd, and 3rd.

2.) At the time of the survey, it was observed that
only one of the three residents present in the
house responded and evacuated at the time the
smoke detectors were activated. This is not
compliant with the rule due to the home being
licensed for all ambulatory clients. Take the
necessary steps to train the residents to respond
and evacuate, without staff prompting or
assistance, at any time the smoke detectors are
activated. The residents must perform this take
on their own for the home to maintain its
ambulatory status.
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SECTION .0300 - THE BUILDING

10ANCAC 13G .0317 BUILDING SERVICE
EQUIPMENT

(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in a family
care home shall be maintained in a safe and
operating condition.

(i) This Rule shall apply to new and existing
family care homes.

This Rule is not met as evidenced by:

* New Deficiencies *

1.) At the time of the survey, it was observed that
the 2nd private bedroom is missing globes on the
light fixture. This is not compliant with the rule.
Take the necessary steps to replace globes on
the light fixture.
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