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Initial Comments

Report of a Follow Up Survey by Billy S. Bryant
and Ed Miller conducted on 02/24/2016.

Deficiencies noted during the Biennial Survey on
10/30/2015 remain to be corrected.

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:

2. Based on observation there is a failure to
maintain the facility's fire safety equipment in a
safe operating condition as evidenced by doors
that do not completely close and latch. Doors are
required to completely close and latch in the
event of a fire in order to resist the passage of
smoke or the spread of fire. All the occupants in
the facility could be effected if doors do not latch
and remain closed so as to limit the spread of
smoke or fire to the area of origin.

Findings on 02/24/2016:
b. "B" Hall, Room B-11 - The door from the room
to the corridor did not completely close and latch.

c. "A" & "B" Hall - The cross corridor fire
resistant rated doors did not completely close and
latch when released from their magnetic hold
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open devices.

4. Based on observation there is a failure to
install and maintain plumbing piping in a safe
condition. Failure to maintain or install plumbing
piping in a safe condition could effect all
occupants of the facility if because of the unsafe
condition the domestic water supply became
contaminated.

Finding on 02/24/2016:

a. The ice maker drain is resting on the floor drain
and does not have a minimum 2" gap between
the discharge point of the drain pipe and the floor
drain.
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