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INITIAL COMMENTS

The 2012 edition of NFPA 101, Life Safely Code,
Chapter 33-Existing Residential Board and Care
Occupancies {Large), was used for this survey in
compliance with North Dakota Administrative
Code Chapter 33-03-24.2. The fingdings that
follow demonstrate noncompliance with these
requirements,

The facility was located in a one-story buiiding of
Type H (000} consfruction with no besement. The
building had no automatic fire sprinkler system.

Resident evaluation determined a Prompt level of
evacuation difficulty. The E-Score was 0.95.

Noie:

A Fire Safely Evaluaticn System (FSES) was
conducted as a result of the 06/27/2023 Life
Safety Code survey. The FSES was specifically
used as an altermnative safety method for Tag K
212 Building Consfruction Type.

BUILDING CONSTRUCTION

Minimum Construction Requirements. Large
facilities shalt be limited to the building
construction types specified in Table 33.3.1.3.
(See 82.1.)

33.3.1.3

This State Licensing Rule is not met as

K000

K212
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evidenced by:

Buildings of this construction are required {o have
automatic sprinklers installed throughout.
33.3.1.3, Table 33.3.1.3

The facility failed to ensure the building met the
minimum type of construction.

Observation determined the structural elements
of the building were not protected with a one-hour
fire resistance rating or fully sheathed as required
for 2 one-story Residential Board and Care
Occupancy. The building was one-story of Typs /'/

it (000} construction with no automatic fire : A
sprinkler system.

Failure to ensure the appropriate type of building
construction increases the risk of injury and death
by fire.

The deficiency affected all areas of the building.

K 321 inspection of Door Openings K321

Door assemblies for which the door leaf is
required to swing in the direction of egress ravel
shall be inspected and tested not less than
annually in accordance with 7.2.1.15.

33.7.7

This State Licensing Rule is not met as
evidenced by:
Door assemblies for which the door leaf is
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required to swing in the direction of egress travel
shall be inspected and tested not less than
annually. 33.7.7,7.2.1.15
The facilty failed to inspect and test door Yearly review, starting in January 2026
assemblies as required. o ]
of all door assembties in facility to swing
Review of records and interview of staff S - h P
A h . : - hout the facility.
determined no record was available indicating in direction of egress throug .
annual deor inspections were completed in the Maintenance to complete annually and document.
past year. ‘
Failure to inspect and test door assemblies in the o
means of egress increases the risk of death or -
injury due to fire. -
This deficiency affected all door assemblies
required to swing in the direction of egress
throughout the facility.
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