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| {C 000) Initial Comments {C 000}
,f Report of a Biennial Follow Up Construction
? Survey by Billy S. Bryant conducted on
120712017
There are deficiencies cited in the Biennial Follow
Up Construction Survey that remain to be @
corrected.

{C 188} 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 aduit
care home shall be maintained in a safe and
operating conditioh.

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (s)
which shall not apply to existing facilities.

This Rule is not met as svidenced by;
"1. Based on observation, this facility has failed to
maintain the fire safety systems in a safe and
operational condition.

Findings on 12/07/2017: . .
_ﬁﬁ a. Upoen testing of the Fire Alarm System, the M-M _ :
inter-connected magnetic hold open devices for A

the Cross-corridor in the West Hall/lMemory Care

failed to release. rl [ La ( ( ﬁ

Based on an interview with the administrator a
work order has been signed and the vendor's

technicians are scheduled to be on site ’* _
12/08/2017 to make repairs. _ /(/J | gﬂ?

2. Based on observation there is a failure to
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Sticky Note
7/24/18 Wake DSS called askinig if it was OK that the SCU gate was not locked allowing SCU residents to cross to AL courtyard unrestricted. Please look into it. CS
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maintain the building's fire safetysystemsina
safe condition. Holes or gaps at penetrations
through fire resistant rated ceilings and walls
could allow fire and smoke to spread beyond the
area of origin.

Findings on 10/11/2017:

a. Penetrations in the smoke barrier wall
construction above the cross corridor doors in the
Upper Level West Hall and also has sleeves for
electrical wiring with open ends that are not fire
protected.

b. The smcke barrier wall construction above the
lay-in ceiling has penetrations that are not fire-
protected at the following locations:

{a) Room 203

{b) Room 2086

{c) Room 207

¢. There are electrical conduit ceiling penetrations
that have incomplete fire protection that are
located in the Main Electrical Room above Panel
MDF.

An attempt was made to seal the penetrations,
however; an expanding foam type of sealant that
is not fire resistant rated was used.

3. Based on observation, this facility has failed to
identify electrical components in a safe and
operating condition.

Findings on 10/11/2017;

The following rooms have electrical panels that
have mislabeled electrical circuits:

{a) Room 171

{b) Room 248

{c) Room 254

{d) Room 258
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{C 189} | Continued From page 2

estimate to perform the
and the administrator is

Based on an interview with the administrator an

the corporate office to commence with the work.

{C 189}

work has been prepared
awaiting approval from

N2 [iF
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