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{C 000} Initial Comments {C 000}

Report of a Biennial Follow Up Construction 
Survey by Suzanna Fay conducted on November 
16, 2017.

There are deficiencies that remain to be 
corrected.

 

{C 189} Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10A NCAC 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:

{C 189}

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 effected if the equipment failed to 
alert the occupants in case of a fire.

Findings on 11/16/2017:
a. There are a total of seven fire alarm strobe 
lights in the facility. Five of the strobe lights did 
not illuminate when the fire alarm system was 
tested during the follow up survey.  Maintenance 
staff stated that he had replaced bulbs and the 
strobes were working when he tested them.  They 
did not flash when the fire alarm went off.  The 
fire alarm was activated by spraying a smoke 
detector with canned smoke.
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