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{C 000} Initial Comments {C 000}

Report of a Biennial Follow Up Construction
Survey by Suzanna Fay conducted on August 14,
2025.

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

{C 164} Housekeeping and Furnishings-Clean, Repaired | {C 164}

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall:

(1) have walls, ceilings, and floors or floor
coverings kept clean and in good repair;

(2) have no chronic unpleasant odors;

(3) have furniture clean and in good repair;

(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:
1. Observations revealed that the furnishings
were not kept in good repair.

Findings on August 14, 2025:
b. Women's Guest Bathroom - the new toilet
paper dispenser is falling off of the wall.

{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
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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 and testing there is
failure to maintain the facility's emergency fire
alarm system devices and equipment in a safe
operating condition. All the occupants of the
facility could be affected if the equipment failed to
alert the occupants in case of a fire.

Findings on August 14, 2025:

a. The fire alarm panel is indicating trouble on
the system and is now indicating that it is a
ground fault.

2. Based on observation the facility's fire safety
equipment is not maintained in a safe and
operating condition. Accelerators in the off
position could indicate abnormal conditions and
may delay the operation of the sprinkler system in
the event of a fire.

Findings on August 14, 2025:

a. The gauge on the accelerator is at zero
pressure indicating that the accelerator has been
turned off.

6. Based on observation there is a failure to
maintain the facility's fire safety equipmentin a
safe operating condition. Occupants in the smoke
compartment could be exposed to smoke or fire if
doors do not completely close and latch to help
limit the spread of smoke or fire to the area of
origin.
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Findings on August 14, 2025:

c. Kitchen Housekeeping - the frame is
separating at the top left corner and the door
does not close and latch.

d. Room 403 - the door rubs on the top of the
frame and required excessive force to close and
latch.

e. SCU Storage Room - the door is rubbing on
the frame making is difficult to close.

7. Based on observation the facility did not
maintain electrical emergency/safety lighting
equipment in safe operating condition. This could
affect occupants of the facility if egress paths and
exits were not illuminated during a power outage.

Findings on August 14, 2025:
b. SCU - the exit sign by Room 505 did not
illuminate on test.
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