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Initial Comments

This report is of a Followup Survey done by Bob
Getchell on February 10, 2016.

The followup survey revealed that all deficiencies
have not been corrected, therefore a new plan of
correction is required.

Building Equipment Maintained Safe, Operating

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:

1. Based on observation, the building was not
maintained in a safe manner by not maintaining
the fire-resistance rating of building components.
This would affect all residents by not containing
smoke and fire in the room or smoke
compartment of origin.

Followup Findings on 2-10-16 include:

a. The attic smoke barrier wall in the center
compartment has unprotected penetrations by
pipe and cable, and an open sleeve.

2. Based on observation, the facility components
were not maintained operable by having doors
that did not close completely and latch.

Followup Findings on 2-10-16 include:
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The following doors have issues:

a) The fire door to the right wing has had the
closer disconnected. (Repaired on site)

b) The kitchen door has a kickdown,

3. Based on observation, the building fire
protection equipment was not maintained to keep
the facility safe. This would affect all residents if
the systems failed to detect smoke or suppress a
fire.

Followup Findings on 2-10-16 include:

b. Room 213 has a sprinkler escutcheon missing
c. Room 210 has a sprinkler escutcheon missing
in the closet
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