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{C 000} [nitial Comments {C 000}
Report of a Complaint Follow Up Construction
Survey by Suzanna Fay conducted on February
18, 2028,
Not all of the cited deficiencies have been 1~
_corrected. Therefore, further action is required. b\lb}J.DJJ
I .
! - . I . - = — — . R
{c 189}I Building Equipment Maintained Safe, Operating | {C 189} _'47” A7 Cl')%‘;ﬂ e ﬂ_(’j’/_ﬁﬂlﬁ

; SECTION .0300 - PHYSICAL PLANT

- 10ANCAC 13F .0311 OTHER
REQUIREMENTS
{a) The bullding and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care home shall bemaintained in a safe and

. nperating candition
{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:
Z. Based on observation, review of
documentation andinterview, the facility’s fire
. sprinkler equipment is not maintained in operating
. condition. Failure toa maintain fire sprinkler
equipment in operating condition could affect
occupants of the facility if the aquipment did not
function to suppress a fire.

Findings on February 18, 2025:
a. During the Complaint Survey the removed
pipe contained an excessive amount of debris.
Interview with staff and the local Fire Marshal
_revealed that a syslem flush should be conducted
“when the system was repaired. At this time, the
. system has not been flushed to determine lhe
: amount and type of debris within the sprinkler

i piping.
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