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Initial Comments

Report of a Biennial Follow Up Construction
Survey by Suzanna Fay conducted on May 23,
2019.

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

Exhaust Ventilation

SECTION .0300 - PHYSICAL PLANT
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. Based on observation and testing with a thin
plastic sheet, the facility failed to maintain the
ventilation system in proper working order. This
could affect all residents, staff, and visitors by
preventing the exhausting of odors.

Findings on May 23, 2019:

b. C Hall Toilet Room across from Bedroom C-9
- the required exhaust ventilation system did not
work.

c. C Hall Laundry - the required exhaust
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ventilation system did not work.
d. C Hall Janitor Closet near laundry - the
required exhaust ventilation system did not work.

Staff interviewed stated, the exhaust fan in the C
Hall was repaired but has gone out again and
they are waiting on parts.
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