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Initial Comments

Report of a Biennial Follow Up Construction
Survey by Suzanna Fay conducted on July 3,
2024.

There are deficiencies from the Biennial
Construction Survey that remain to be corrected.

Existing Licensed Fac- No less than '71 Rules

SECTION .0300 - PHYSICAL PLANT

10ANCAC 13F .0301 APPLICATION OF
PHYSICAL PLANT REQUIREMENTS

The physical plant requirements for each adult
care home shall be applied as follows:

(2) Except where otherwise specified, existing
licensed facilities or portions of existing licensed
facilities shall meet licensure and code
requirements in effect at the time of construction,
change in service or bed count, addition,
renovation, or alteration; however in no case shall
the requirements for any licensed facility where
no addition or renovation has been made, be less
than those requirements found in the 1971
"Minimum and Desired Standards and
Regulations" for "Homes for the Aged and Infirm",
copies of which are available at the Division of
Health Service Regulation at no cost;

This Rule is not met as evidenced by:

2. Observations revealed that the facility is not in
compliance with code requirements in effect at
the time of construction, change in service or bed
count, addition, renovation or alteration. Rooms
open to the corridor are required to be protected
by automatic smoke detection.

Findings on July 3, 2024:
a. Employee Breakroom - the door to the corridor
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{C 101} Continued From page 1 {C 101}

has been removed and the room does not have
automatic smoke detection. The contractor has
supplied a quote and the facility is waiting on the
addition of a smoke detector.

{C 189} Building Equipment Maintained Safe, Operating {C 189}

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311 OTHER
REQUIREMENTS

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

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (e)
which shall not apply to existing facilities.

This Rule is not met as evidenced by:

2. Based on observation there is a failure to
maintain the building's fire safety systemsin a
safe condition. Holes or gaps at penetrations
through fire resistant rated ceilings could allow
fire and smoke to spread beyond the area of
origin.

Findings on July 3, 2024

g. Multi-Purpose Room - the escutcheon ring is
loose on the sprinkler head near the door.
Interview with staff revealed that a 2x4 above the
head is preventing it from recessing into the
ceiling.

I. Kitchen - there are gaps in the ceiling around
the sprinkler head near the dishwashing area.

{C 199} Exhaust Ventilation {C 199}

SECTION .0300 - PHYSICAL PLANT
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10ANCAC 13F .0311 OTHER
REQUIREMENTS

(g) The spaces listed in this Paragraph shall be
provided with exhaust ventilation at the rate of
two cubic feet per minute per square foot. This
requirement does not apply to facilities licensed
before April 1, 1984, with natural ventilation in
these specified spaces:

(1) soiled linen storage;

2) soil utility room;

3) bathrooms and toilet rooms;

4) housekeeping closets; and

5) laundry area.

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (e)
which shall not apply to existing facilities.

(
(
(
(

This Rule is not met as evidenced by:

1. Observations revealed that the facility did not
maintain exhaust ventilation in specified spaces.
Lack of ventilation allows for the build up humidity
that can cause mildew and slick areas and
prevents the dissipation of odors.

Findings on July 3, 2024:

a. Men's Guest Bathroom - the exhaust fan is not
working.

b. C Hall Spa - the fan is not working.

c. There is a pattern of exhaust fans in utility
areas not working.
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