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INITIAL COMMENTS

An annual and follow up survey was completed
on February 20, 2026. A deficiency was cited.

This facility is licensed for the following service
category: T0ANCAC 27G .1300 Residential
Treatment Facilities for Children or Adolescents.

This facility is licensed for 8 and has a current
census of 6. The survey sample consisted of
audits of 3 current clients.

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 observations and interviews, the facility
was not maintained in a safe, clean, and
attractive manner. The findings are:

Observation on 2/19/26 at approximately 4:44pm
revealed:

Kitchen:

-The cabinet underneath the sink had water
damage and the wood was rotted;

-The paint on the wall was discolored
approximately 5 x 5 inches.

Livingroom:

-The wall was missing plaster approximately 2
inches long and 1 inch wide;

-The wall had a dent in the plaster approximately
4 x 4 inches.
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Bedroom #6:
-The sink was missing the cold-water handle.

Interview on 2/19/26 with staff #2 revealed:
-"Maintenance came in and sealed the pipe about
3 weeks ago;"

-There in need of a renovation;

-He was not specific about how long the pipe was
leaking;

Interview on 2/19/26 with The Program Manager
revealed:

-He was unaware of the pipe leaking and the
cabinet being in that condition.

Interview on 2/20/26 with the Case Manager
revealed:

-"All the other programs on campus have been
remodeled except that home. There is a plan to
remodel that home by the summer ..."
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