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INITIAL COMMENTS

An Annual survey was completed 04-24-19. A
deficiency was cited.

This facility is licensed for the following service
category: 1T0ANCAC 27G .1700 Residential
Treatment staff secure for children or
adolescents.

27G .0303(c) Facility and Grounds Maintenance

10ANCAC 27G .0303 LOCATION AND
EXTERIOR REQUIREMENTS

(c) Each facility and its grounds shall be
maintained in a safe, clean, attractive and orderly
manner and shall be kept free from offensive
odor.

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to be maintain as a safe environment. The
findings are:

Observation 04-22-19 at approximately 11:30am
revealed the smoke detector outsided the first
client's bedroom and in the kitchen area chirpped
throughout the home.

Interview on 04-22-19, clients #1-#4 verified they
heard the chirpping sound. All clients reported the
chirpping sound had been heard for a few weeks.

Interview on 04-23-19, staff #3 stated the
following:
-worked third shift 12:00am-8:00am
-chirping sound heard throughout the home
maybe the alarm system
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Interview between 04-18-19 and 04-24-19
director /qualified professional stated the
following:

-04-22-19: she thought the smoke detector
may need battery replaced. She would have the
maintenance replace the battery

-04-24-19: the chirpping sound may be the
alarm system and not the smoke detector
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