EXECUTIVE SUMMARY

At the request of Petersburg Medical Center, a building-wide condition survey was conducted on August 5, 2025. e
survey team consisted of:

Kate Incarnato, AlA, LEED AP, PMP, Bettisworth North Architects and Planners
Milaud Baugartner, Mechanical, RSA Engineering

Xuan Ta, Electrical, RSA Engineering

Steven Bassler, Electrical, RSA Engineering

e surveyors spent time with PMC Leadership Team, reviewing recurring maintenance issues and overall concerns
with the aging facility. Several department representatives also provided feedback on the challenging functionality in
their spaces.

e 2025 Condition Survey of Petersburg Medical Center reveals a facility that, while exceptionally well maintained by
stal, has moved beyond the end of its functional and regulatory lifespan and is now operating in a prolonged “end-
of-life” phase. Originally constructed in multiple additions between the 1950s and 1990s, the building now delivers
critical medical services in a fragmented, outdated, and increasingly fragile environment.

Despite decades of dedicated upkeep and incremental renovations, the infrastructure and layout no longer meet
modern healthcare, safety, or regulatory standards. Key findings include:

Aging, failure-prone systems: Many mechanical, electrical, plumbing, and medical gas systems are well past
their expected life cycle. Critical equipment is obsolete, unreliable, and in some cases not code compliant,
increasing the risk that a single failure could interrupt essential services.

Patient safety and regulatory risks: e facility cannot fully comply with current Facility Guidelines Institute (FGI)
standards. Deficiencies include inadequate infection control (handwashing sinks, isolation rooms, ventilation),
undersized and outdated patient rooms, insu® "cient privacy, and life-safety risks from obsolete electrical and
emergency power systems.

Structural and environmental concerns: Original cast iron piping, foundation erosion, and deteriorating exterior
cladding pose long-term risks to building stability and water intrusion. Interior finishes, including flooring,
casework, and wall protection, have exceeded their lifespan and compromise infection prevention.

Functional ine""ciencies: Clinical workflows are constrained by cramped, poorly configured spaces; insu*® "cient
storage; and outdated layouts that no longer reflect current models of care. Departments such as Acute Care,
Emergency, Surgery, Imaging, and Long-Term Care lack essential support spaces, patient privacy, and adequate
room sizes.

Life safety and continuity of care: e hospital’s primary generator and electrical distribution systems do not
meet modern healthcare requirements, creating a real risk of catastrophic service failure during a power outage
or major fault. Elevators and fire protection systems are also well beyond their expected service life.

Incremental renovation cannot solve these systemic problems. e facility’s limitations now threaten patient safety,
stal electiveness, and community trust. Each year of deferral increases the likelihood of a major system failure or
regulatory action that could force service restrictions or unplanned shutdowns including urgent relocation of our LTC
residents o! island. While existing conditions may remain grandfathered until renovation, any updates must bring
alected areas into full compliance with the latest guidelines, which is impossible in some instances.

e operations budgets for this facility continue to increase each year due to the failures they have experienced.
Maintenance sta! have no choice but to continue to apply bandaid fixes to keep the systems operational. At some
point in time, this e !ort will be unsustainable.
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A new PMC campus on the Borough'’s greenfield site, developed in carefully sequenced phases, is the most practical
and cost-e ective way to modernize the hospital, emergency, acute, primary care, and long-term care facilities
while keeping services open. is phased replacement strategy ensures continuous operations, achieves compliance
with current life-safety and healthcare standards, reduces mounting maintenance burdens, and provides a modern,
e cient environment for patients and providers. New construction would align current standards holistically, rather
than through fragmented, reactive upgrades.

Conclusion: e choice is clear. Continued patchwork investment in an obsolete, end-of-life facility is unsustainable
and exposes the community to escalating clinical and operational risk. Replacing the hospital through a planned,
phased campus is essential to protect patient safety, meet regulatory requirements, and secure reliable, high-quality
healthcare for Petersburg’s future.

ARCHITECTURAL

Overall, the facility is well maintained; however, its age presents significant challenges. Many of the original systems
are now obsolete, with components no longer manufactured or supported, making ongoing maintenance and repairs
increasingly di cult due to the scarcity of replacement parts and qualified technicians. Modern medical technology
was not anticipated at the time of the facility’s construction roughly 70 years ago, and as a result, the current
infrastructure is insu  cient to meet contemporary operational requirements and must be either comprehensively
upgraded or fully replaced.

e Petersburg Medical Center facility has seen minimal structural or functional updates over the past decades,
despite substantial advancements in healthcare delivery, medical technology, regulatory guidelines, and building
codes. As a result, several areas within the facility are no longer aligned with their original purpose and are now
underutilized or operationally ine cient. Furthermore, changes in healthcare standards and building regulations
have rendered many existing spaces inadequately sized, suboptimally located, and insu ciently equipped to meet
current clinical and operational demands.

e Petersburg Medical Center is a 50,574 SF facility housing the following departments:

Acute Care

Long Term Care (LTC)
Emergency
Surgery/Procedure
Primary Care Clinic
Imaging

Lab

Rehabilitation
Information Technology
Dietary

Laundry

Materials Management

Maintenance
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e building is currently three distinct eras of construction: the Long Term Care (LTC) wing, the Hospital/Acute Care
Wing, and the Clinic.

e original construction dates back to the late 1950s, and the remaining portion of that houses the Long Term Care
(LTC) wing today. isis a 2-story portion of the facility with a pile foundation. e first floor is concrete slab on grade,
and the second floor is a concrete slab supported by concrete beams and exterior concrete bearing walls. Floor-to-
ceiling heights 9-4” and 107", making necessary upgrades to building systems in the above ceiling spaces nearly
impossible, whereas typical new hospital construction would have a minumum floor to floor height of 14-0". e LTC
occupies the second floor, and the first floor is Dietary, which was recently renovated in 2017-2018.

e hospital was expanded in 1983, when the original Acute Care was relocated to the new expansion. e structural
system for the expansion consists of steel columns and beams. e first floor is slab on grade, and the second floor is
concrete on metal deck. e Acute Care wing is on the second floor and shares a centrally located reception desk with
LTC.

e clinic addition was constructed in the mid-1990s and is a wood-framed pre-fab structure, constructed outside of
Petersburg and shipped as modules to the site. Exterior walls are load-bearing wood framed walls, and additional
support for the pre-fab modules is provided by wood beams and columns.

e entire facility has a ventilated attic above, enclosed by a sloping gable metal roofing system. e roof structures
of the LTC and Acute Care wings are steel trusses and purlins, and the clinic’s roof structure is wood trusses. e attic
houses several components of the facility’s electrical and mechanical systems. Access to attic areas and equipment is
via a concrete walking surface that is elevated above the attic insulation.

Over the past four decades, Petersburg’s hospital and long-term care (LTC) infrastructure has seen limited
modernization, with much of the facility remaining as originally constructed during the 1983-1984 Hospital
Expansion. While several isolated renovation e orts have been undertaken, the majority of building systems, finishes,
and equipment are now well beyond their expected lifecycle—some exceeding 40 to 50 years in age.

Key historical improvements include:

1984 Hospital Addition & LTC Expansion: A major structural addition included expansion of the hospital and LTC
facilities. A second-floor aluminum sunroom was later added to enhance resident experience in the LTC wing.

2004 Acute Care Renovation: e acute care nurse station and associated support areas were remodeled.
is included upgrades to the infant nursery, which has since been decommissioned due to changesino ered
birthing services.

2010 Clinic Modernization: e outpatient clinic underwent a significant renovation, including a basement
expansion to add exam rooms, administrative o ¥ ces, and a conference room. e main entrance was relocated
to improve patient flow, and a new elevator was installed to enhance vertical accessibility.

2012—-2015 Roofing Project: A new metal roof was installed across the hospital and LTC facilities to improve
weather resilience and reduce long-term maintenance needs.

LTC Shower Renovation: A shower renovation was completed in the LTC wing, creating a large roll-in shower for
patients.

Dietary Upgrades: the kitchen area of the facility was renovated in 2018 with new equipment and a more
functional layout.

Despite these e orts, the core infrastructure, including mechanical, electrical, and plumbing systems, interior finishes,
and fixed medical equipment, remains largely original to the 1980s. is aging environment poses increasing
maintenance burdens, limits operational flexibility, and impacts the patient and resident experience.
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Given the current facility condition, a strategic, phased capital improvement plan is essential to:

Ensure continued regulatory compliance and patient safety

Modernize clinical and residential environments to meet current standards of care
Improve operational e ¥ ciency and reduce reactive maintenance costs

Support long-term sustainability of healthcare delivery in Petersburg

A comprehensive facilities improvement plan is recommended as the next step to inform scope, prioritization, and
budgeting for modernization. Investment in infrastructure renewal and replacement will position the organization to
meet both current and future healthcare demands while maintaining community trust and service excellence.

ARCHITECTURAL NARRATIVE

A structural analysis of the building was not conducted as part of this report, though some structural concerns were
noted. Please refer to the 2015 report by Jensen, Yorba, Lott for more structural information.

Currently, there are reported concerns about floor heaving in the laundry area. Causes and steps for correction should
be evaluated with a full analysis of site drainage and structural integrity.

Given the age of cast iron piping below the concrete slab, it can be assumed that that pipe is at or nearing the end

of its useful life and will deteriorate, causing erosion below the building over time, thus compromising the structural
integrity of the slab and foundation. Replacing this piping will be rather disruptive to the Medical Center’s day-to-day
functions.

" "ere are several areas around the perimeter of the building where drainage from the roof or elsewhere has caused
soils to erode, leaving foundation walls exposed. An example where this is noticeable is at the fuel tank supported by
wood members on the north side of the building. It is apparent that soils are eroding around one of the vertical legs
of the support system, potentially compromising the integrity of the system. (Figure A-1)

Roof

" "e existing roof assembly consists of a mechanically fastened metal panel system with interlocking formed-rib
panels and concealed fasteners. " "is type of system provides a high-performance weather barrier while minimizing
visible hardware, thus enhancing both durability and aesthetics. * " e roofing system was installed over the Long
Term Care (LTC) wing and the main Hospital facility in 2014 as part of a facility-wide exterior envelope improvement
initiative.

Based on manufacturer specifications and industry standards, the expected service life of the current metal roofing
system ranges between 20 to 30 years, contingent upon environmental exposure and maintenance practices. " "e
panel finish carries a 20-year factory-applied coating warranty, which o#ers a limited guarantee against issues such
as fading, chalking, and corrosion of the coating system.

" "e eave assemblies are constructed using pre-finished metal so ¥ t panels combined with a continuous perforated

eave vent system, which provides attic ventilation. " "e integrated eave vent includes a protective insect screen layer
designed to prevent pest infiltration while allowing air movement. Adequate ventilation is required for a cold roof to
function as intended and reduce the amount of ice damming occurring on the roof surface. PMC noted that there
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are portions of the roof that experience ice damming, and that the ice slides beneath the snow guards on to the
sidewalks and vehicles below, creating a hazard for people outside the building. (Figure A-2)

Roof drainage is through a series of gutters and downspouts which require regular maintenance. Moss and grass
accumulate in the gutters, blocking the flow of water to the down spouts. Downspouts around the building are rusting
and damaged. In one case, a downspout does not drain to a storm drain system and discharges up against the
foundation, where severe erosion is occurring.

Overall, the metal so t panels are in fair to poor condition. e roof has several areas that leak into attic space.
(Figure A-3) ese leaks are currently collected in buckets that are routinely emptied by maintenance sta , creating
an excessive burden on their time. A roof replacement is recommended for the entire facility in the next 5-10 years,
and any damaged areas causing leaks should be repaired.

e insect screen material at the eave vents shows signs of significant deterioration, including advanced rusting,
tearing, and detachment in multiple locations. is compromised condition could result in increased potential for
insect and rodent ingress. Full replacement of the insect screen material is recommended to restore system integrity
and maintain proper attic ventilation performance.

Several areas of the roof did not appear to have adequate ventilation, particularly where the ambulance bay canopy
meets the main gable roof. Care should be taken to make sure all ventilation pathways are unobstructed.

Exterior Walls

Exterior walls are clad with an EIFS system consisting of insulation and stucco. e EIFS system is applied to the

CMU or wood or metal stud exterior walls, depending on the construction type in the facility, and has a typical rigid
insulation depth of 2 inches. Metal and wood stud walls typically have batt insulation between studs. e EIFS system
has reached the end of its useful life, though it does appear to be holding up relatively well, particularly for the coastal
climate of Petersburg. Joints and corners are experiencing cracking, which could lead to moisture infiltration. Select
areas are worn, exposing the multiple layers of stucco, which could also lead to moisture infiltration. As rigid insulation
becomes saturated with water, its R-value is reduced and the potential for mold increases. e estimated R-value of
the existing exterior stud walls does not likely exceed R-30, and the CMU exterior wall R-value does not likely exceed
R-8.

e R-values for the exterior wall types are below the minimum value for continuous insulation per the International
Energy E ciency Code for climate zone 6A. Given this and the age of the EIFS system, it's recommended that the
EIFS be removed from the entire building and replaced with a new cladding system. is will improve the energy
e ciency of the building and reduce risk of moisture infiltration.

Exterior Windows

e facility’s exterior window assemblies consist primarily of two types: vinyl-clad, wood-framed units with insulated
glazing and aluminum-framed units. Most window units are comprised of insulated glass, though there are some
windows, particularly in older sections of the building, that are single-pane glazing, which no longer meets current
energy e ciency standards.

e vinyl-clad wood-framed windows were installed during the 1984 expansion and are now exceeding their
anticipated service life of 20 to 30 years.

e aluminum-framed windows are of varying ages, with the oldest being located in the Long Term Care (LTC) wing,
with some likely exceeding four decades in age. Notably, the aluminum-framed sunroom at the south end of the
LTC unit exhibits visible seal failure in multiple insulated glazing units, which has become particularly concerning,
as pigeons have taken a liking to the sunroom roof and their feces is collecting on the windows. s situation could
potentially lead to contamination inside the facility.
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Due to their age, the majority of windows throughout the facility are reported to be not properly operating.
e operational issues can lead to windows being le open a er hours, creating a security risk for the hospital,
particularly since occupants rely on the operable windows to mitigate the poor ventilation throughout the facility.

To ensure ongoing energy e ciency, occupant comfort, and exterior envelope integrity, windows should be replaced,
particularly prioritizing areas where single-pane units or seal failures are evident.

Exterior Doors

e facility’s exterior door assembilies include a combination of hollow metal doors with hollow metal frames and
aluminum storefront door systems located primarily at high-tra c first-floor entry points. Several of these doors
incorporate vision lites (glazed panels) to allow for visibility and daylighting. e Emergency Department entrance
was recently replaced with automatic operating sliding doors and are in excellent working condition.

e majority of the hollow metal and aluminum door systems remain in generally good structural condition, despite
reaching or exceeding 40 years of service life.  ese assemblies have performed well under normal operational loads,
with only minor signs of surface wear, such as rusting at the base of the doors, and hardware fatigue in higher-tra ¢
areas.

In addition to material condition issues, weatherstripping across all exterior doors has deteriorated, resulting

in reduced thermal performance and potential air and moisture infiltration. Comprehensive weatherstripping
replacement is recommended as a short-term corrective action to improve building envelope e ciency. isis
critical at the lower-level materials management double door. Exterior site drainage does not lead water away
from the door in the event of a heavy rainstorm or snow melt. is has caused water infiltration in to the materials
management area, which could lead to damage of stored goods.

From a security standpoint, the current facility is equipped with a limited electronic access control system that
provides restricted entry at select doors. However, many exterior access points remain outside the scope of this
system. Expansion of the access control infrastructure to encompass all exterior doors would significantly enhance
building security by enabling centralized monitoring, restricting unauthorized access, and improving sta! and patient
safety, particularly in emergency or lockdown scenarios.

In addition to access control, there are a number of doors on the exterior of the building that are not used or not
required by code. It's recommended that these doors are removed to reduce vulnerability at the perimeter of the
building and to deter occupants from attempting to exit through them in an emergency, which could lead to injury.

It is recommended that exterior door replacements, weatherproofing upgrades, and access control system expansion
be included in a phased capital improvement strategy to modernize building security and envelope integrity.

Interior Partitions

e current interior partition systems across the facility reflect the era and construction practices prevalent at the
time of each building’s development. is has resulted in a diverse mix of partition types that present significant
limitations in terms of adaptability, modernization, and long-term operational e ciency.

In the long-term care (LTC) wing, interior partitions consist primarily of poured-in-place concrete, concrete masonry
units (CMU), and metal stud framing. While structurally robust, the extensive use of concrete and CMU walls imposes
substantial constraints on the integration of modern building systems. Specifically, these wall types significantly
impede the installation or re-routing of electrical, plumbing, and low-voltage communication infrastructure. As

a result, modifications to accommodate modern care technologies or upgraded systems o en require the use of
surface-mounted conduits, raceways, and junction boxes, resulting in an environment that appears piecemeal and
utilitarian, undermining e ! orts to create a warm, welcoming atmosphere that is conducive to patient dignity and
comfort. Surface mounted elements pose a significant risk to infection control e ! orts as all of these surfaces collect
dust and bacteria and require constant cleaning.
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e Acute Care wing utilizes metal stud framing with gypsum board sheathing on both sides, which provides greater
flexibility for system integration and future modifications. Where fire-resistance ratings are required, assemblies
incorporate multiple layers of gypsum board in compliance with code requirements. e Clinic wing, however,
is constructed using wood stud framing, which—while functionally adequate—presents challenges in terms of
durability, fire resistance, and long-term maintenance compared to non-combustible framing systemes.

A critical deficiency across multiple areas of the facility, particularly within medical spaces, is the inadequate level

of acoustic privacy. e existing wall assemblies were not designed with su cient attention to sound attenuation,
and many fail to meet contemporary standards for speech privacy. In patient care areas, conversations held in one
room can o en be overheard in adjacent rooms. is speech transference compromises patient confidentiality,
violates modern expectations for privacy under HIPAA, and erodes trust between patients and care providers. Use of
demountable partitions to create new o ces is a prime example of compromised patient privacy. (Figure A-4) Any
partition separating rooms where patient information is discussed typically needs to extend to the deck above to
meet sound transmission class ratings required by FGI.

Across all areas, previous mechanical, plumbing, and electrical interventions have resulted in numerous wall
penetrations and patchwork repairs. Although the general condition of most partitions remains serviceable, the
cumulative impact of ad-hoc renovations and outdated infrastructure indicates diminishing returns on further
patching or adaptation.

Any substantial reconfiguration of clinical or residential functions will necessitate the removal and reconstruction of
many partitions. Consequently, reconfiguration of the partitions also requires an extensive renovation of the HVAC
ductwork/system and the electrical systems serving the power and lighting. Future partition assemblies should be
designed to support enhanced acoustic isolation, increased flexibility for system integration, and compliance with
current infection control, fire safety, and patient privacy standards.

Interior Doors

e existing interior door systems throughout the facility vary by functional zone. Within public and patient care
areas, doors are predominantly solid core wood mounted in hollow metal frames. Service and support areas utilize
fully hollow metal door and frame assembilies. Fire doors are tested on a weekly basis and adjusted as needed.

High-tra c doorways, particularly those located along primary circulation routes and in patient-accessible zones,
show considerable wear and physical damage. Common failure points include chipped or delaminated finishes
due to repeated impact from carts, wheelchairs, and medical equipment. Additionally, doors that have undergone
hardware modifications over time (e.g., removal or retrofitting of locks, closers, or handles) exhibit visible scarring,
misalignment, and in some cases, compromised structural integrity.

Lead-lined doors in the Imaging department have failing hinges, which cause the doors to fall 0! the hinges,
damaging the panels. (Figure A-5)

ese conditions are not only unsightly and indicative of deferred maintenance, but they also present functional and
regulatory challenges. In many instances door maneuvering clearances fall short of current accessibility requirements
as outlined in the Americans with Disabilities Act (ADA) and 2017 ANSI Al171.

Should functional reconfigurations or space repurposing be undertaken, significant door replacement, relocation,
or resizing will be necessary. is presents an opportunity to implement fully code-compliant assemblies, improve
infection control with appropriate door materials and finishes, and enhance acoustic and visual privacy through
better gasketing and seals.

Flooring
e current flooring systems throughout the hospital and long-term care facility are a mix of materials including
sheet vinyl, vinyl composition tile (VCT), quarry tile, broadloom carpet, carpet tile, and painted concrete. ese floor
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finishes, many of which are now over 30 years old, have exceeded their intended service life, except for concrete,
which has a longer functional lifespan but o en requires refinishing to maintain appearance and hygiene standards.

Extensive wear and degradation are evident throughout the facility. (Figure A-6) e sheet vinyl and VCT exhibit
widespread cracking, gouging, and seam separation. Cracks at the integral cove base and missing trim at the top

of the integral cove base are especially concerning, as these breaches compromise the facility’s ability to maintain a
sterile, infection-controlled environment. In isolated instances, vinyl tiles have fractured or li ed entirely, creating trip
hazards and rendering the flooring uncleanable to healthcare-grade standards.

e deterioration of flooring surfaces directly undermines infection prevention e orts, compromises the healing
environment, and increases the burden on environmental services sta . Damaged flooring surfaces harbor bacteria
and pathogens, posing a risk for infections. e inability to fully sanitize flooring also places the facility at risk of
noncompliance with state and federal healthcare regulations.

Furthermore, degraded flooring impairs patient and sta safety. Cracks, delaminated sections, and transitions
between dissimilar surfaces increase the potential for trips and falls, particularly for mobility-impaired patients,
visitors, and clinical sta operating medical equipment.

In contrast, the clinic flooring is sheet vinyl and carpet tile installed during a 2010 renovation and remains within

its e ective service life and is currently in fair condition. While these finishes will require replacement in the coming
years, they are not presently a critical concern. However, the disparity between newer clinic areas and the aging main
facility further highlights the fragmentation and obsolescence of the existing infrastructure.

It is recommended to replace flooring in the Hospital and LTC wings. Fully heat welded sheet vinyl is a suitable
replacement for corridors and patient care areas. Ceramic tile is recommended in shower and toilet room areas, but
sheet vinyl is an cost-reducing alternative. Carpet tile is recommended ino ces.

Wall Surfaces

Most walls are painted gypsum wall board with no washable surfaces applied. e procedure room has wall
protection board that needs replacement, as it is peeling from the wall, creating an infection control risk. It is
recommended that the procedure room receives a fully sealed high impact panel (HIP) finish that is easily scrubbable.
Corridors lack su cient wall protection, and it is recommended that a HIP wainscot and rub rail be installed to
protect the wall from impacts from wheelchairs and mobile equipment. Exam rooms should have chair rails to
protect chairs from causing wall damage.

Numerous walls throughout the facility have visible remnants of past renovations and alternations that have

not been fully remedied. For example, the laundry room has an opening that is filled with batt insulation, likely

from removal of previously utilized ventilation. e batt insulation is exposed in the room, which could lead to
contamination of clean linens should any batt fibers migrate from the wall into the airspace. It is recommended that
areas such as these be properly patched, repaired, sealed and repainted.

Ceilings

Most areas within the hospital and clinic have acoustical tile ceilings installed in metal suspension grid systems, while
select rooms have painted gypsum board ceilings. As ceilings are generally not subject to the same wear and tear as
floors and walls in a healthcare setting, they tend to have a long service life. e most common causes of damage are
water intrusion or incidental contact with equipment; in such cases, individual tiles can typically be replaced without
extensive e ort. Overall, the ceilings are in good condition, though some localized areas, particularly where previous
cut-and-patch work has been done, would benefit from tile replacement or patching and repainting.

Existing access panels in ceilings are not sized appropriately for maintenance access. Where feasible, access panels
should be removed and replaced with 24"x24” panels for ease of facility maintenance.

It's recommended that all damaged ceiling tiles be replaced and all hard lids be repainted.
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Casework

e long-term care facility and hospital currently utilize plastic laminate-clad wood casework throughout, including
cabinetry, countertops, baseboard heating enclosures, patient headwalls, and integrated wardrobe units. While most
of these installations have remained functionally intact, some isolated components show signs of wear, delamination,
and moisture damage. Importantly, the casework is now over 30 years old—exceeding the typical service life
expectancy of 25 to 30 years for these materials.

From an infection prevention standpoint, aging laminate surfaces pose increased risks. As materials degrade,
seams can separate and surfaces can become porous, compromising the facility’s ability to maintain strict hygiene
protocols. ese conditions do not align with current infection control standards, which call for durable, non-porous,
and easily cleanable surfaces in clinical environments.

Wall Protection

e facility’s wall protection systems, including corridor handrails, bed bumpers, wall guards, and heating enclosures,
are primarily constructed of clear-finished wood. Over time, repeated exposure to hospital-grade cleaning agents
and disinfectants has deteriorated the protective finish, leaving raw, porous wood surfaces exposed. is degradation
not only alects the appearance and durability of the materials but also presents a significant infection control
concern. ere are areas where wood trims are missing, leaving exposed gaps that can harbor infection concerns.

Porous materials such as unfinished wood are di* "cult to disinfect e ! ectively and are not compliant with current
healthcare design standards, which emphasize non-porous, seamless, and cleanable surfaces to prevent microbial
growth and transmission.

Headwalls
In patient care areas, headwall units house critical medical gas connections and electrical services necessary for
day-to-day clinical operations. e existing headwalls are custom-fabricated using wood trim and plastic laminate
panels, both of which have significantly deteriorated due to prolonged exposure to hospital-grade disinfectants.

e finish on the wood components has worn away, leaving porous surfaces that are non-compliant with current
infection control standards and di" "cult to clean eectively.

More critically, the aging infrastructure supporting the medical gas systems, now decades old, is approaching the
end of its functional lifespan. Degradation of the internal connections and fittings raises serious concerns about the
reliability and safety of gas delivery systems, which are essential for patient care in acute and long-term settings.
Failures in medical gas systems present serious risks, including compromised patient outcomes and regulatory non-
compliance.

Modern headwall systems are constructed from seamless, non-porous, high-performance materials specifically
engineered to withstand harsh disinfectants and meet rigorous infection prevention protocols. ese systems also
olerintegrated accessory tracks, modular components, and flexible configurations to support the evolving demands
of modern healthcare environments.

Elevators

e facility currently operates three elevators serving the hospital, LTC, and outpatient clinic. e elevator located
in the LTC building is original to the facility and is now over 65 years old — over double the industry-standard service
life of approximately 25 to 30 years for elevator systems. (Figure A-7) While the unit remains operational, it no longer
supports full functionality in its call stations or smooth floor-to-floor transitions, and it lacks critical modern safety
and security features, including fire service operation, emergency communication upgrades, and access control
integration.

Compounding the issue, replacement components for this antiquated system are largely obsolete, and certified
technicians with the expertise to service equipment of this age are increasingly di* "cult to source. is elevates the
risk of prolonged downtime and compromises both patient and sta! safety during transport within the facility.
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e hospital’s primary elevator is also original to its structure and is approximately 40 years old. Although still
operational, it is approaching the end of its expected lifecycle, and parts availability is becoming limited. In
contrast, the clinic’s elevator was installed during the 2010 renovation and is currently the only unit meeting modern
performance, safety, and accessibility standards.

e age, obsolescence, and functionality limitations of the existing elevator systems, particularly in the LTC, highlight
the urgent need for infrastructure replacement. Reliable, code-compliant vertical transportation is essential in any
modern healthcare environment to ensure safe and e cient movement of patients, sta , and critical equipment.

Is it extremely di cult to modernize/expand elevators because it requires enlarging the hoist way size, deepening
the first level pit, and adjusting overhead clearances. Additionally, building structure is required to be modified at
significant cost.

Over the past four decades, Petersburg Medical Center has adapted as best as possible within the constraints of

its existing infrastructure to meet the changing needs of healthcare delivery. However, the original facility layout

and space configurations have become increasingly misaligned with modern medical practices, patient care
requirements, and technological advancements. Evolving clinical workflows, expanded medical services, and the
growing complexity and quantity of equipment have significantly outpaced the physical capacity and design intent of
the current facility.

Many rooms no longer serve their originally intended functions. Clinical spaces are now overcrowded with equipment,
placing strain on circulation, infection control, and sta e ciency. Electrical and data infrastructure is insu cient

to support the power and connectivity needs of today’s medical equipment. Formerly functional alcoves now serve

Nno purpose, and storage space is critically inadequate. Patient care areas are cramped and su er from suboptimal
room adjacencies that hinder coordinated care and increase sta fatigue. Overall, a comprehensive reorganization of
departments and interior spaces is necessary to restore operational e ciency, safety, and patient-centered design—
goals that cannot be fully realized within the limitations of this aging facility.

In addition to functional challenges, the facility must meet regulatory requirements set by the State of Alaska,
which has adopted the FGI (Facility Guidelines Institute) “Guidelines for Design and Construction of Hospitals and
Outpatient Facilities” and the “Guidelines for Design and Construction of Residential Health, Care, and Support
Facilities” ese guidelines evolve regularly to reflect best practices in healthcare design, addressing key concerns
such as infection prevention, patient privacy, life safety, technological integration, and changing clinical models.

A brief comparison of current conditions with FGI 2022 Guidelines reveals numerous deficiencies, illustrating the
growing gap between the existing environment and today’s standard of care:

Handwashing Compliance: Guidelines require handwashing sinks in both patient rooms and patient toilet rooms,
as well as increased sink frequency at nurse stations and clinical zones such as the ED and Laboratory. e
current facility provides only one sink per patient room and few in patient toilets, falling short of basic infection
control standards.

Patient Room Configuration: e guidelines prefer private rooms, with a maximum of two beds allowed per room
(with justification). e hospital currently operates 3 two-bed acute care rooms and 3 in long-term care, which
does not meet preferred infection control or patient privacy models. Double patient rooms do not have space to
accommodate the use of two patient li!s.
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Patient Room Size: Patient rooms must provide 120 square feet of clear floor area with 3 feet of clearance on
sides and foot of the bed. Current patient rooms average only 92 sf of clear space, making safe mobility and
equipment use a daily challenge. FGI also requires space for at least one chair for visitors.  ere is a small chair
in each room, currently, but it is recommended that more space be provided for a more comfortable chair, as
visitors might be there a long time with their loved ones. (Figure A-8)

Patient of Size Care: During the planning for a new facility, it was determined that PMC had a need to
accommodate patients of size.  is requires a room in the acute care and a room in the ED be sized to
accommodate a patient of size and PMC's selected method of maneuvering the patient within the room. ese
size requirements would also apply to any airborne infection isolation rooms. e current facility does not have
any rooms that meet the size requirements for a patient of size in the acute care or emergency departments.

Airborne Infection Isolation (All) Rooms: PMC currently uses a critical care room for isolation, though it does not
function as an All room. All rooms require private patient toilet rooms with toilet, shower and handwashing
station. A handwashing station is not required in the All patient room as in a typical patient room. Anterooms
were deemed necessary for the new facility design and are not included in the current facility. e anteroom
needs to include space for people to don and do! PPE and the appropriate storage for them and a
handwashing station. Alarms and automatic door closers are required on the ante rooms, and all doors,
windows, and penetrations are required to be sealed to maintain required air pressures in the rooms.

Dining Facilities: e guidelines require a dedicated dining area for ambulatory patients, visitors, and stal. isis
not currently provided.

Sta! Support Spaces: Adequate sta! areas, including secure locker storage, sta! toilets, and designated
changing areas, are lacking in the existing layout.

Surgical Suite Compliance: Current best practice requires decontamination and sterile supply areas to be
accessible directly from the surgical suite without passing through public corridors. Dedicated patient changing
areas are required and are not currently available in the semi-secure area.

Medical Equipment Storage: Guidelines require storage space for every department. e facility falls significantly
short of storage overall, resulting in cluttered hallways and compromised safety. e critical care room has
become a storage area for movable equipment, and it all needs to be relocated when the room needs to be
used, taking valuable time away from patient interactions. e procedure and birthing rooms in the surgery suite
are currently serving as storage, rendering them unusable for patient care.

Pharmacy: A private counseling room for patient-pharmacist interaction is required and is not available in the
existing pharmacy layout.

Emergency Department (ED) Exam Rooms: Each exam room must o!er 120 sf of clear space, with a minimum
dimension of 10 feet. e current ED rooms range from only 90 to 115 sf and are too narrow to accommodate the
required minimum 3-foot clearance on the sides and foot of exam beds and necessary medical equipment.

Waiting areas: many areas of the hospital require waiting areas for family and visitors. e emergency
department and surgery suite share a small alcove 0! the hallway that does not allow any privacy for visitors.

e waiting area is directly across from the check-in area for lab and imaging and near the emergency
entrance, which can also compromise patient privacy for patients visiting those departments.

Imaging Suite: e imaging suite lacks several patient and sta! support functions. FGI requires that a sta!
restroom be immediately accessible to the imaging suite where more than 3 imaging rooms are included in the
suite. It also requires that the stal restroom be directly adjacent to the stal breakroom. Imaging’s breakroom
is currently shared with the Lab. Patient changing rooms are not available; patients are currently using toilet
rooms for changing purposes. Several imaging rooms do not have a required handwashing station in the room,
nor have 3 feet of clearance on circulating sides of the patient table.

PETERSBURG MEDICAL CENTER CONDITION SURVEY 11 JANUARY 2026



Long Term Care: LTC currently lacks the required quiet room, with enough space for a bed and a chair for a
patient and provider. e quiet room is also required to have an adjacent toilet room, or one nearby. LTC also
lacks a dedicated nurse work area.

Medical Records: A room within the materials management area is dedicated to medical records storage. e
room has studs that go to the deck above, but the tops of the walls do not have any gypsum wall board, making
it possible for an individual to access the medical records, which should be secure. (Figure A-9)

Acute Care Nourishment: this station is shared with sta! and should be dedicated to patient nourishment only. A
separate stal breakroom is required.

Additional functional limitations are present within the facility. While these conditions do not technically violate FGI
guidelines, they hinder sta! from operating their departments e" "ciently and may pose challenges to delivering
quality patient care in the future.

Long Term Care: LTC does not have a bath in the suite. e current shared bathing room has only a shower, which
is not private. A private space for families would improve patient and visitor experience.

Acute Care: ere is currently a refrigerator in the clean utility room and it should be relocated. e clean utility
room should be increased in size to accommodate other items besides linens.  ere is inadequate dedicated
space for trash containers. Garbage cans reside in hallways, sometimes tucked in alcoves that should be used
for patient care purposes. Crash carts reside in the hallway and should be stored in a dedicated alcove. A consult
room should be added to facilitate private discussions with patients and families.

Pharmacy: the current compounding pharmacy was built in 2020. e casework designed does not fit the bins
used by the stal and the casework drawers are not a desirable configuration for the suite.

Lab: Lab regulations and technologies evolve relatively quickly, and the equipment used in labs requires specific
environmental conditions to function properly. e Lab has adapted to these evolutions as best they can. e
sta! indicates that humidity and temperature levels are consistently challenging to control.  ere are acoustic
concerns between the phlebotomy room and the 0" "ce on the other side of the wall.  ere are currently no
public access restrictions to the back main area of the lab from the patient side. Workflow is regularly disrupted
to shu#fe equipment around so it can stay on generator power, as there are not enough outlets in the correct
locations for equipment to be on the generator. e microbiology room has equipment on counters that is not
easily accessible for maintenance, causing sta! to climb on counters to reach the back of machines. (Figure A-10)
Islands in the main lab space have power strips on the ends, leaving plugs and cords protruding into the aisles,
which presents a hazard to equipment and stal, especially for wheelchair users. A water shut o! in the drug
screening toilet room is recommended.

Blood Bank Function: ¥ e blood bank is currently in the lab. Additional blood bank space is desired, as the limited
space prohibits the ability to dispense quick release units in the event of an emergency and it is currently shared
with the stal locker room. ere are also no red outlets for the blood bank, leaving blood vulnerable to a power
outage.

Imaging: Several imaging rooms have remnants of past construction at or near floor level that are tripping
hazards that should be removed and openings patched.
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Several regulatory agencies have requirements that address patient privacy. Patient privacy should be considered
when storing medical records, arranging spaces that contain sensitive patient information, and determining
adequate barriers to isolate speech between rooms. In addition to the patient privacy issues already identified within
this report, there are a few others that should be addressed:

Clinic configuration: ¥ e current clinic layout presents several vulnerabilities related to patient privacy. ¥ e main
floor is configured as a U-shaped hallway lined with exam rooms and 0" "ces, with an open work area at the
center. In this central space, screens displaying patient information are visible from the hallway. (Figure A-11)
Additionally, the vitals station is located at the end of the hallway near the suite’s exit and lacks su*®"cient privacy,
making patient information easily viewable by those leaving the clinic. As noted in the interior partitions section,
some 0" "ces use demountable partitions that stop at ceiling height. ¥ ese do not provide adequate Sound
Transmission Class (STC) ratings to meet FGI standards, allowing confidential conversations to be overheard in
the hallway.

STC ratings: It is recommended that PMC undertake a comprehensive acoustic analysis to identify and address
any weaknesses related to patient privacy throughout the facility. FGI indicates specific Sound Transmission
Class (STC) ratings required for walls in various healthcare environments to protect sensitive information and
ensure speech privacy. In most clinical and administrative areas where confidential conversations occur, walls
should achieve a minimum STC rating that prevents speech from being intelligible outside the enclosed space.
To meet these standards, partitions must extend to the structural deck above, and all penetrations, such as
those for electrical, plumbing, or mechanical systems, should be acoustically sealed. Failure to meet these
requirements may compromise patient confidentiality, in violation of both regulatory guidelines and best
practices for healthcare design.

MECHANICAL

¥ e Hospital and Long Term Care (LTC) Facility mechanical systems are functioning, but are old with many systems at
the end of their service life. ¥ e Medical Clinic mechanical systems have a mix of mid-to-late life mechanical systems
on the first floor and systems near the end of their service life on the second floor.

Heating

Heating Plant: ¥ e Hospital heating plant currently consists of an electric boiler (A.O. Smith, NW150-540. 540 kW
/1,843 MBH), which is the primary source of heat and a secondary back-up electric boiler (Cole 20CWB-2, 540
KW/1,843 MBH). A third electric boiler is present, however it is no longer in service (Figure M-1). ¥ e existing fire tube
type boiler (Cleaver Brooks CBH-100-60, 2511 MBH) is no longer in operation. ¥ e LTC oil-fired boiler plant has been
removed and the heating system connected to the Hospital heating plant.

Hospital Heating Water Circulation: All circulation pumps are installed in-line and supply heating water to the building
at a constant volume rate. All of the pumps are installed as part of the original construction in 1983, with some

parts replaced in the interim. ¥ e pumps serve heating units and ventilation coils in all areas of the Hospital and

LTC. All pumps are manually being throttled using their downstream isolation valves. ¥ ere is no control or precision
balancing valves installed for any of the circulation pumps. ¥ ere is a lack of terminal unit control valves. Many
terminal units and coils exhibit signs of long term build up of corrosion (Figure M-2).
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Pumps P-1 and P-2: Heating circulation pumps for AHU-5 and AH-6 in the LTC Wing Attic. e pumps are utilized in a
lead and standby configuration. Pumps P-1 and P-2 are located in the Boiler Room (Figure M-3).

Pumps P-3 and P-4: Heating circulation pumps for duct reheat zones. e pumps are utilized in a lead and standby
configuration. Pumps P-3 and P-4 are located in the Boiler Room (Figure M-3).

Pumps P-5 and P-6: Heating circulation pumps for heating coil HC-1 and perimeter radiation. e pumps are utilized
in alead and standby configuration. Pumps P-5 and P-6 are located in the Boiler Room (Figure M-3).

Pump P-9 is the heat recovery pump and circulates tempered glycol fluid between the exhaust air and outside
plenums. Pump P-9 is located in the first floor Fan Room adjacent to the Boiler room.

Pumps CP-1 and CP-2 are located in the Boiler room and supply heating water to the second-floor fan units (CF) in
the Clinic. CP-1 and CP-2 pumps are utilized in a lead and standby configuration.

Oil pumps, P-11A and P-11B are not functioning and have been abandoned. Oil pump P-13 is still functioning and
provides oil to the oil-fired hot water heater.

Long Term Care Facility Heating Water Circulation

P-14, 15, & 16 are in-line pumps that previously provided circulation of heating water in the LTC facility, but were shut
ol as part of LTC boiler plant decommissioning and connection to the Hospital heating plant. e Hospital circulation
pumps provide circulation of heating water for the LTC facility but P-14, 15, & 16 could be used for boosting flow in the
LTC facility if needed.

Air-conditioning Systems

Hospital Chilled Water

A chilled water unit located in the chiller room with an exterior condenser (Trane CAUJC4042B13J1, 40 Tons) provides
cooling water for three cooling coils in the air handling units that serve the second floor areas of the Hospital: AHU-
2, AHU-3, and AHU-4. Maintenance personnel noted that the chiller had been replaced around 7-10 years ago. e
chiller utilizes R-410A refrigerant, which is no longer in production. It was operational at the time of this survey.

Pumps P-7 and P-8 are in-line style and located in the chiller room and provide circulation for the cooling coils. e
pumps are utilized in a lead and standby configuration.

Room Air-conditioning
Server Rooms: Two ductless split air conditioning units (Fujitsu AOU 24RC and Mitsubishi PUY-A30ONHA4) provide
cooling to IT Server/electrical room on the first floor of the Hospital.

Several other ductless split air conditioning units are located throughout the Hospital serving various equipment
areas, such as the lab on the second floor of the clinic or the green room/deck in the LTC wing.

e kitchen cooler utilized a split system with an evaporator located inside of the cooler and the condensing unit
located outside of the building on a pad with a sloped canopy over it. It appears to be a 1-ton cooling system utilizing
R-404A refrigerant which is currently being phased out.

Ventilation/Exhaust

Hospital

Four air handling units provide ventilation air for the Hospital and are located in the first floor fan room adjacent to
the Boiler room: AHU-1 AHU-2, AHU-3, and AHU-4.  ree Return/Exhaust fans provide return air from these areas
back to the respective AHU for recirculation or exhaust: R/E-1, R/E-2, and R/E-3. S-3 is a make-up air fan located
in the attic and supplies make-up air for the Lab area, but has been turned o! due to its ineIectiveness and noise.

PETERSBURG MEDICAL CENTER CONDITION SURVEY 14 JANUARY 2026



Exhaust fan E-3 is located in the Attic and serves the Hospital first floor general exhaust air requirements. Exhaust
fans E-4 and E-5 are located in the Attic and provide exhaust air needs for the second floor west and east areas,
respectively. Exhaust fan E-6 is located in the Attic and provides exhaust air needs for the critical care area of the
second floor. Ductwork is generally not sealed at the seams.

e Hospital Fan Room has two outside air intakes. One intake has a heat recovery coil (glycol) and heating coil
(water). e otheris an open duct to the fan room.

Additional Hospital fans include:
S-1: Boiler Room combustion supply air.
E-1: Chiller Room exhaust air ventilation.
E-7: BTS Hood exhaust fan
E-8: General Lab exhaust. Located in the Attic.
E-9: Lab fume hood exhaust. Located in the Attic.
E-10: Elevator Machine Room exhaust. Located in the Elevator Machine Room.
SF: Circulation fan is an air-source heat pump, located above the CT room, and circulates cooling air.

An individual Exhaust Fan in a Patient Room is used for Isolation if needed. Exhaust fan is connected to existing attic
exhaust air ductwork.

Long Term Care Facility

Two air handling units provide ventilation air for the LTC Wing and are located in the Attic area above: AHU-5 and
AHU-6. A heat recovery loop is present at the E-13 exhaust fan and outside ductwork.

Additional Long Term Care Facility fans include:

E-11: Kitchen dishwasher exhaust. Located in the Attic above kitchen.

E-12: Kitchen range hood exhaust. Located on the roof.

E-13: LTC general duty exhaust air needs. Located in the Attic.
Medical Clinic
Four fans provide air to the clinic. One is an air handling unit, with an electric heating coil in the first floor Fan Room,
which supply’s air to four zones on the first floor area of the clinic. Each zone has a duct mounted electric heating
coil controlled by room thermostats. ere are three units located above the ceiling (CF-1, CF-2, CF-3) that supply air
to the second floor areas of the clinic. Each unit is controlled by a wall mounted thermostat that control a hydronic
heating coil to maintain set point temperature. Additional Clinic fans include:

EF-1: Ceiling mounted fan serving Med 223, controlled by a wall switch.

EF-2: Ceiling mounted fan serving Lab 226, controlled by a wall switch.

EF-3: Ceiling mounted fan serving Toilet 228, controlled by a wall switch.

EF-4: Ceiling mounted fan serving Proc 2 on the first floor, controlled by a wall switch.

EF-5: Ceiling mounted fan serving Proc 3 on the first floor, controlled by a wall switch.

EF-6: Ceiling mounted fan serving Proc 1 on the second floor, controlled by a wall switch.

EF-7: Ceiling mounted fan serving Toilet 219 on the second floor, controlled by a wall switch.

EF-8: Ceiling mounted fan serving Elec/Data 213 on the second floor, controlled by wall mounted thermostat.

EF-9: Ceiling mounted fan serving Conf 104 on the first floor, controlled by wall mounted speed control switch.
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EF-10: Ceiling mounted fan serving Elev Mach 116 on the first floor (In Hospital), controlled by a wall mounted
thermostat.

EF-11: Ceiling mounted fan serving Toilet 107 on the first floor, controlled by a wall mounted switch.

EF-12: Ceiling mounted fan serving Elec 108 on the first floor, controlled by a wall mounted thermostat.

Plumbing

Plumbing Systems

Domestic cold water for the entire facility is supplied by the water service entrance located in the Hospital fan room.
A 6-inch water main supplies water for the sprinkler and domestic water systems; valves have begun to fail and are
being replaced as they are discovered (Figure M-4). A 4-inch water service taps 0! the underground 6-inch main for
domestic water. " "e domestic water main is located in the southwest corner of the Hospital Fan Room. Above ground
domestic water piping is primarily Type L copper.

Underground waste and vent piping is reported to be cast-iron hub-n-spigot for the LTC facility and cast-iron no-hub
piping for the Hospital. * "e LTC sanitary drainage su!ers from age and has frequent problems (see Figures M-5 and
M-6).

" "e Hospital domestic hot water production comes from a fuel-oil fired water storage tank heater located in the
Boiler Room. A tempering valve is located above the storage tank to temper the domestic hot water to plumbing
fixtures. Domestic hot water is circulated by several in-line pumps located above the water heater. An in-line
domestic hot water recirculation pump, P-17 used to circulate water between the old electric water heater and oil-
fired heater; however, it is no longer in use and has been abandoned.

" "e LTC Facility domestic hot water production comes from two electric hot water storage tanks located in the old
Boiler room of the 1967 building. " "e tanks are 100 nominal gallons each with 5 elements at 15 kW each for a total

of 75 kW (A.O. Smith DSE-100A 200). " "ere is no tempering valve on the outlet of the two tanks. A 65-gallon, 9 kW
electric hot water heater is located in the bathroom next to the kitchen and supplies boosted 140 #F temperature hot
water for the dishwasher and general kitchen use.

" "e laundry room has two residential washers, two commercial dryers, one residential dryer, and a wall mounted
service sink. * "e dryers are each ducted to the exterior wall. Washer supply water piping and trim are exposed behind
the washers. Both washers discharge waste into a formed concrete sump which discharges the main waste service.

" "e Clinic plumbing system is a mix of original (1994) and first addition (20010) plumbing with copper domestic water
piping and cast-iron drainage piping.

Plumbing Fixtures

" "e plumbing fixtures are mostly original, are generally functional, but most are non-water saving types. Hospital
plumbing fixtures are in fair condition. * "e LTC facility plumbing fixtures are in fair to poor condition. Individual
showers in the LTC Facility have been mostly abandoned. " "e original shower room leaked above the main electrical
room and has since been abandoned, as a secondary shower room was constructed for use.

Kitchen

All sinks and equipment in the kitchen are stainless steel and appear to be in good condition except for one
handwash sink that is white porcelain china and is also in good condition. A grease-trap is plumbed in-line at one
of the prep sinks; however, the installed piping is not piped in a code compliant manner and is likely ine Yective at
drainage.

" "ere are minimal floor drains and floor sinks located in the Kitchen.
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Medical Gases
A vacuum compressor system is located in the Boiler room and is original — OXE Equip Model SP-5357AP.
Maintenance has indicated that it is still in service.

An oxygen generator and two manifolds are present in the Med Gas room. It appears to be well maintained and in
good condition. Oxygen piping is original throughout the building. Quick connect systems are original throughout the
building.

No nitrous gas was present.

Fire Protection
A wet and dry sprinkler system serves the facility. Satellite dry systems are located on the first floor exterior canopies.
¥ ere is evidence of past leaks visible at several heads.

Separate fire sprinkler risers serve the LTC facility and the rest of the Hospital and Clinic.

Controls

Hospital/Long Term Care Facility

¥ e controls for the Hospital and the LTC Facility are a mix of electronic and direct digital controls (DDC). Electronic
controls are original and the DDC controls were installed approximately 20 years ago. A computer station located in
the Fan Room displays graphics pages of the mechanical DDC systems and parameters.

Medical Clinic
¥ e clinic controls for the first-floor ventilation and heating zones are direct digital controls (DDC) installed in 2011. ¥ e
controls for the second-floor ceiling fan units and heating units are electronic.

¥ e existing BAS system at the Hospital is antiquated and should be replaced in its entirety.

Heating

Heating Plant

¥ e primary electric boiler consistently has maintenance issues and is only able to run at 100% of its capacity
resulting in very large temperature swings throughout the building. ¥ is has a negative impact on occupant comfort
as well as equipment longevity. ¥ ere is a secondary back-up electric boiler; however this boiler is routinely down for
maintenance so there is no redundancy. ¥ ere is also no back-up heat source (fuel-oil) if the building loses power in
the winter. Both electric boilers are too large to be carried by the existing emergency generator. Heating piping and
terminal units are mostly original and should be replaced as they are nearing the end of their service life.

Heating Water Circulation

All the in-line mounted pumps are ine""cient and are part of the original construction of the Hospital. ¥ ey require
consistent maintenance and are well past the typical service life. All pumps should be replaced, and the heating
piping system reconfigured to allow for a reduction in the number of pumps along with the addition of variable speed
pumps for increased energy e" "ciency (Figure M-3). Excessive build up of corrosion is present at numerous coil and
terminal unit connections throughout the facility. (Figure M-2).

Air-conditioning Systems

Hospital Chilled Water

¥ e chiller and condenser were replaced in the last 7-10 years and have approximately 10 years of usable life le#.

¥ e condenser utilizes a refrigerant (R-410A) which is no longer in production and will continue to increase the cost
of maintenance, as that refrigerant becomes harder and more costly to obtain due to a reduction in stock over time.
¥ e pumps in the chiller room are part of the original construction and are past their typical service life. ¥ e chiller
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does not provide cooling water for the entire facility and is undersized for that role. Currently only part of the Hospital
utilizes cooling; there is no mechanical cooling present for the Clinic or LTC facility.

Recommend replacing the entire chilled water system including piping with a larger system that can serve the
Hospital, Clinic, and LTC Facility. New variable speed pumps should be installed to increase operational e ciency.

Room Air Conditioning

One of the ductless air conditioning systems for the Server Room has been newly installed within the last 5 years and
has 5 years of life le ! with consistent maintenance. * "e other air conditioning system is past its service life and should
be replaced.

Other ductless air conditioning systems look to be around 5-10 years of age and could be considered for replacement.
If the entire chilled water system is replaced, it should be sized to accommodate the loads that are currently being
served by the ductless systems for the consolidation of maintenance.

Ventilation/Exhaust

Hospital

Hospital ventilation systems are constant volume systems with no ability to vary airflow volumes and typically
operate 24/7. Most of the air handlers do not currently provide cooling air to the spaces and ventilation rates are well
below current required Hospital ventilation standards. Regulation of interior air temperatures is poor throughout all
areas of the building resulting in hot interior areas and lack of ventilation in other areas. In particular, the lab su#ers
greatly from a lack of properly conditioned and humidified air which is critical for operation.

Many of the ductwork joints are not adequately sealed resulting in uncontrolled ventilation and decreased rates in
occupied areas. Original air balancing report listed many of the ventilation and exhaust systems under-delivering
from design amounts with no record of correcting the deficiencies. Code requirements for ventilation rates have
increased significantly and most if not all areas would not meet current code requirements for outside air, ventilation
air, and exhaust air rates.

Recommend replacing all air handlers serving the Hospital. Any new air handling units will be significantly larger
than the existing units due to the increased code requirements for ventilation for Hospital facilities. More than likely
the existing fan room would not be large enough to accommodate appropriately sized air handlers. All distribution
ductwork throughout the Hospital would need to be replaced with significantly larger ductwork to accommodate the
increased ventilation rates required by code. * "ere is not adequate room above ceiling to install the required sized
ductwork throughout the Hospital.

Hospital Exhaust Air Systems

" "e Hospital exhaust air systems are mostly original construction. " "e fans and ductwork are dirty from the years of
use. Recommend replacing all exhaust fans and incorporating many of them into heat recovery systems for better
energy e ciency. Recommend cleaning all exhaust ductwork. Recommend sealing as much of the exhaust air
ductwork joints as possible.

Hospital Exhaust Air for Isolation Room

" "e Hospital exhaust fan for isolation room does not meet current code requirements. A new separate fan with
ducting to roof should be installed in a designated patient room for isolation purposes. * "e fan should be a variable
speed type with controls for controlling and monitoring. A di#erential pressure panel should be mounted on the wall
outside the Isolation Room.

Hospital Make-up air Systems

" "e Lab area make-up air system has been removed and the area is subject to large negative pressures from the
fume hoods resulting in uncontrolled infiltration of air. Similarly, the laundry make-up air system has been removed
resulting in large negative pressures from the dryers resulting in uncontrolled infiltration of air. Recommend installing
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make-up air for both the Lab and Laundry as it is required per modern ventilation codes. ey should be installed
with connection to heat recovery systems for energy e ciency.

Long Term Care Ventilation

e LTC area is poorly ventilated with one of the two ventilation system (AHU-5) not operational. Both AHU-5 and
AHU-6 are in poor condition and are well past their service life. Even with both systems operational the design air
flow rates do not meet modern code requirements for health facility required ventilation rates. No cooling/air-
conditioning is available to the LTC ventilation systems.

Recommend replacing both air handlers serving the LTC area. Any new air handling units will be significantly larger
than the existing units due to the increased code requirements for ventilation for Hospital facilities. More than likely,
the existing fan rooms would not be large enough to accommodate appropriately sized air handlers. All distribution
ductwork throughout the LTC area needs to be replaced with significantly larger ductwork to accommodate the
increased ventilations rates required by code. ere is not adequate room to install the required size of ductwork
through the LTC area.

Long Term Care Exhaust
Many areas suler from lack of exhaust air systems and exhibit odor smells and high humidity.

Recommend that all exhaust air fans and associated ductwork be replaced and sized per modern ventilation code
requirements for healthcare facilities. All new systems should incorporate heat recovery for better energy e ciency.

Kitchen Ventilation and Exhaust Systems
e LTC kitchen hood exhaust system and dishwasher exhaust systems are beyond the typical service life. Make-up
air for both systems is inadequate.

Recommend that both kitchen exhaust systems be replaced. Recommend installing variable speed make-up air
systems for both exhaust systems.

Medical Clinic Ventilation

e first-floor medical clinic ventilation system is in acceptable condition and have an estimated 10-15 years of
service life le** with regular maintenance. e second floor ventilation systems are in poor condition and should be
replaced. Both systems are undersized per modern code, which requires ventilation rates for Hospital facilities.

Recommend replacing both air handlers serving the clinic area. Any new air handling units will be significantly larger
than the existing units due to the increased code requirements for ventilation for Hospital facilities. More than likely,
the existing fan rooms would not be large enough to accommodate appropriately sized air handlers. All distribution
ductwork throughout the clinic area would need to be replaced with significantly larger ductwork to accommodate
the increased ventilation rates required by code.

Ductwork throughout the entire facility is poorly insulated and would not meet modern energy code standards for
thickness (Figure M-6).

Plumbing

Hospital

Plumbing systems and piping within the Hospital are mostly original and are past the typical service life. Many
alterations and remodels throughout the years have resulted in numerous plumbing dead-legs throughout the
facility which is against code and is a legionnaires concern.

Sanitary sewer piping is original throughout the facility and is well past the typical service life.  ere are several
documented instances of the hospital flooding due to blockages in the buried waste piping under the building; this
may indicate that there is either collapsed piping or blockages in the piping.
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Recommend the oil-fired hot water storage tank become a back-up hot water source and a new electric water heater
be installed as the primary source of hot water. A tempering valve should also be installed to protect all building
occupants from accidental scalding. All domestic water piping should be replaced.

Long Term Care Facility

Plumbing systems in the LTC facility are mostly original and are well past the typical service life. Many alterations
and remodels throughout the years have resulted in numerous plumbing dead-legs throughout the facility which is
against code and is a legionnaires concern.

Recommend that all domestic water piping, waste, and vent piping, as well as all plumbing fixtures, be replaced.

Medical Clinic
Plumbing systems in Medical clinic are near the end of the typical service life. No major deficiencies or problems are
observed, but all systems could be replaced at some time in the future to preserve building longevity.

Medical Gases
¥ e Hospital vacuum system is original and has reached the end of its service life. ¥ e oxygen generator is in good
condition and should have 5-10 years of service life le*" with regular maintenance.

Recommend replacement of the vacuum system and recertification of all vacuum and oxygen piping throughout the
facility. ¥ ere is no medical air in the facility; it is recommended that it be added for at least the LTC wing.

Recommend replacement of all quick connect fittings throughout the facility.

Fire Protection
¥ e existing fire protection systems are original and appear to be in fair condition. Sprinkler heads should be replaced
as necessary as leaks are observed.

Controls
All existing controls are well past their typical service life, and it was observed that many points on the graphics are
either incorrectly displaying or are no longer connected to their sensors/valves/equipment.

Recommend that all control so**ware, equipment, and end devices throughout the entire facility (Hospital, LTC
Facility, and Medical Clinic) be replaced. Special care should be taken to select a control system and equipment that
is continuously supported, without interruption, by a controls contractor located within the State of Alaska.

ELECTRICAL

Distribution Equipment

Electrical 105 is the main electrical room for the facility and houses most of the service distribution equipment. Service
feeders from an exterior pad mounted, I000KVA, 208/120V, 3 transformer terminate at a Main Switchboard with

a 2000 amp, 480 volt, 3-phase main bolted pressure switch. ¥ e Main Switchboard provides overcurrent protection
for three sub-feeders and a tapped feed to an old capacitor bank. (Figure E-1). A 400 amp, 3-pole circuit breaker
feeds the “emergency” distribution system through a transfer switch. Since the generator is only rated for stand-by,
the generator is not a true emergency generator and does not meet listing requirements set by current codes. ¥ e
alternate source of power is a 250kW diesel generator, located in Generator 104, that was installed in 1984 and is

40 years old. ¥ e transfer switch feeds distribution, lighting, and appliance panelboards throughout the facility that
serve equipment, “life safety,” and “critical” loads. ¥ e life safety and critical loads are not configured properly to meet
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current codes and having them backed up by a generator that is not true emergency means that the power system
is out of compliance with current codes and the type of care being provided in the facility is not backed up by the
proper type of power source required. e second overcurrent protection in the main service gear, a 600 amp, 3-pole
circuit breaker feeds Panelboard DH. Panelboard DH provides normal power to lighting and appliance panelboards
throughout the facility (Figure E-2). Panel DH has working clearance violations with the incoming service feeders
impeding upon its National Electrical Code (NEC) required 3 feet of working clearance in front of the panel. Although
relocation of this panel could correct the identified deficiency, it represents a minor corrective action relative to the
broader and more significant deficiencies observed within the electrical system. ese conditions indicate the need
for extensive system-wide rework rather than isolated modifications. It to would be more e cient to replace Panel
DH at the time of this extensive rework. Panel DH feeds the top section of an unnamed panel that has a separate
bottom bus section that is fed from the generator panel. is panel has mixed emergency and normal loads, which
is an NEC violation. All emergency loads must be in separate panels and pathways from normal power. e third
overcurrent protection in the main service gear is a 1600 amp, 3-pole bolted pressure switch that feeds Distribution
Panel M in Mechanical 107A. Distribution Panel M feeds the electric boiler and other ancillary mechanical loads in
Mechanical 107A. All of the overcurrent protection devices are equipped with ground fault detection.

e building’s heating and ventilation, life safety, and critical equipment that serve locations in the hospital where
Category 1 and Category 2 health care is taking place are required to be on separate and isolated power branches
of the Emergency Power Supply System (EPSS) for patient, sta , and visitor safety and is currently not in compliance.
Category 1 healthcare is defined as care in which failure of equipment, or a system is likely to cause major injury
or death of patients, sta , or visitors. Category 2 healthcare is defined as care in which failure of equipment, or a
system is likely to cause minor injury to patients, sta , or visitors. In the event of a power failure, the generator and
power system are not adequate to meet code-required support for Category 1 and Category 2 spaces, creating an
unacceptable risk of injury or loss of life.

To summarize, the power system’s configuration for this hospital is out of compliance with all National Electrical
Codes published a er 1985 for the level of care taking place at the hospital. A complete demolition of the existing
power system and generator to include most panels and a redesign to current standards would need to take place
in order to bring it into compliance. is would likely require floor plan changes and additional rooms for meeting
separation requirements of the normal power system and Emergency Power Supply (EPS) and would be extremely
invasive and unlikely to be achievable without numerous or prolonged shutdowns to the hospital.

e clinic portion of the building is fed by two feeders that originate at Panelboard M, located in the hospital,
Mechanical 170A. A 225 amp, 480 volt, 3-phase feeder provides power to Panelboard CH! that serves the mechanical
equipment and controls. e second feeder has the same rating and feeds a 150kVA transformer. e secondary
side of the transformer routes through a 400 amp, 120/208 volt, 3-phase automatic transfer switch. e alternate
source of power is a packaged, exterior, standby rated 80kW diesel generator that is newer and in excellent condition.

e load side of the transfer switch feeds Panel CL! that feeds (5) 120/208 volt, 3-phase panelboards that serve
convenience, equipment receptacles, and lighting loads. is generator is adequate for its current purpose, serving
the clinic for standby power.

ere is one large motor control center for the facility, located in the hospital, which provides power to the air
handling units, pumps, and other miscellaneous equipment in Mechanical Rooms 170 and 170A (Figure E-3). Virtually
all the mechanical loads are fed from the one MCC and is not to current code for this hospital. e ventilation
and heating for Category | and 2 spaces should be fed from a separate equipment branch that would be on the
emergency generator. If there is a power outage this equipment would not operate as required by current codes.

e limited equipment located outside of the mechanical rooms are located in the clinic and are equipped with
independent combination starters.
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Light Fixtures, Controls, and Branch Circuits
Interior lighting consists primarily of T12 fluorescent light fixtures in surface and recessed configurations (Figure E-4).
e light fixtures are controlled by line voltage switches. High pressure sodium downlights are recessed in exterior
canopies. Site and parking lot illumination is provided by new LED fixtures that are building and pole mounted
(Figure-5). e exterior lighting controls consist of a photocell, hand-o -auto switch, time clock, and contactor,
located in General Storage 128. Branch circuits are single conductors in conduit. e fluorescent circuits are rated
277 volt.  ere are limited incandescent light fixtures, which are rated 120 volt. Egress lighting circuits are routed in
separate conduits to emergency panels.

e clinic light fixtures predominately utilize T8 linear lamps in recessed and surface mounted configurations. e
light fixtures are controlled by line voltage switches. Branch circuits are single conductors in conduit. e circuits
are rated 120 volt. Emergency batteries integral to the light fixtures provide egress illumination and stand-by task
illumination.

Devices and Branch Circuits

Receptacles are located throughout the facility for convenience, cleaning, and patient beds. Special devices and
connections are provided for miscellaneous equipment. Branch circuits are single conductors in conduit. Emergency
circuits are provided to the patient beds and critical equipment locations but as mentioned above with only having a
standby rated generator these are not true emergency systems. Devices in the clinic are new and in good condition
and are connected to standby power via the newer generator reserved for clinic use.

Fire Alarm System

e main fire alarm control panel is a microprocessor-based, addressable unit. It is located in General Storage 128
(Figure-6). e initiating and signaling devices are analog style, connected through zone modules for monitoring by
the fire alarm control panel. A booster power supply provides power to signaling circuits. Initiating devices consist of
smoke detectors in the corridors and patient rooms, heat detectors in the mechanical and utility spaces, and manual
pull stations at exterior exits and stairwells from the second floor. Bells are utilized for occupant notification. ereisa
remote annunciator located at the reception desk located on the first floor of the building.

e clinic fire alarm circuits are connected to the main fire alarm control panel located in the hospital. e initiating
and indicating devices are addressable. A booster power supply provides power to indicating circuits. Initiating
devices consist of smoke detectors in the corridors and storage rooms, heat detectors in the conference room and
utility spaces, and manual pull stations at exterior exits. Combination horn/strobe units are utilized for occupant
notification.

e current system is a standard fire alarm and does not have voice evacuation, which is the current code
requirement for hospitals. To bring the fire alarm up to current code would require a new fire alarm control panel and
notification devices throughout the facility.

Telephone and Network Systems

e outside plant telephone and optical fiber cables terminate at a communications backboard in General Storage
128. e communications backboard contains service entrance terminations, 110-blocks, a new rack mounted
telephone switch, and intercom equipment and terminations (Figure E-7). A secondary communications backboard is
located in Storage Room 242. Most of the network equipment is located in Files 142 (Figures E-8 & E-9). Small network
racks are located in Storage Room 242 and Histo 331. e telephone system wiring is Category 3 vintage or older. e
network cables are mostly Category 5.

Many of the cables are routed unsupported in the accessible ceilings.
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e clinic communications backboard is located in Mechanical/Electrical 108. A backbone cable is routed from the
clinic to the hospital for telephone service. A data rack is located in Electrical 213 that supports patch panels, network
switches, and an uninterruptible power supply. Cables for both the telephone and network are Category 6 and routed
in conduit or supported with J-hooks in accessible ceilings.

Television System

e television terminal cabinet is located in Storage Room 242. (Figure E-10) Outlets are provided in each of the
patientrooms. e system is configured with (3) trunk cables daisy-chained from outlet to outlet. e clinic does not
have any television outlets.

Intercom System

e intercom system has recently been upgraded to a Rauland zoned system for the hospital. e controller and the
amplifier is located in a repurposed recessed box in General Storage 128 (Figure E-11). e system is connected to
corridor speakers and the telephone system speakers. Pages are accomplished with telephone handsets. Sta! have
indicated that there are locations in the building that do not have coverage and paging alerts are not currently heard
building wide.

e clinic has a stand-alone intercom system that is supported from the telephone and network rack in Electrical
213 (Figure E-12). Flush, ceiling mounted speakers are located in the corridors and common spaces. Pages are
accomplished with telephone handsets.

Camera Surveillance System

e camera surveillance system is very limited and could be increased to include all entries and exits. ereis an
exterior camera, and a couple interior cameras that store images on a digital video recorder. e clinic does not have
any cameras. e cameras are IP based and modern (Figure E- 13).

Nurse Call

e nurse call system head-end equipment and terminal cabinet are located in Storage Room 242. e system covers
the patient rooms and the surgery area. e system consists of a central control unit, desk-mounted master station,
bedside and toilet stations, dome lights, and code blue buttons. e clinic does not have a nurse call system.

Access Control

e facility has a few sensitive areas that are secured with electronic door locks. Access is gained with the use of
proximity sensor key cards. e keypads are believed to be stand-alone, single-entry. We did not locate a master
control panel during our survey. e clinic does not have an access control system.

e Long Term Care wing has a Wander Guard departure alert system in use. e system monitors the corridor and
exit stairs. e system controls are located in Storage Room 242.

Master Clock

e facility does not have a master clock system. Battery clocks have been installed in various locations.  is makes
building wide adjustments cumbersome as each clock needs to be individually adjusted for daylight savings and can
cause clocks to be out of sync with each other.

Distribution Equipment

Four panelboards remain in the Long Term Care wing from the existing 1960’s construction. Most of the other
distribution equipment was installed with the 1983 renovation and addition.  ere have been a few pieces of
equipment installed in the last 10 years to serve minor renovations. Several code deficiencies were identified
throughout the electrical system. e most significant is that the essential electrical system does not have separate
transfer switches for equipment, life safety, and critical branches which has been an NEC requirement since 1985.
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is hospital has Category 1 and Category 2 healthcare taking place and there are extensive code requirements
for backup power that is not currently present at the hospital. e power system is designed in compliance with
40-year-old code and, in addition, the equipment installed is nearing or has surpassed its service life. As electrical
equipment for life safety and critical tasks need to be replaced, they will need to be brought up to current code
which is impossible without providing a completely new power system for the building. To bring the building’s power
system up to current code to support the Category 1 and 2 care, the building will require a new generator, new service
entrance equipment, (4) new automatic transfer switches, new branch panels through the building, and a rewiring of
all life safety, critical, and equipment loads. If the building is able to be shut down during construction, new electrical
service equipment and a new generator will need to be provided into two new rooms which will be the new main
electrical room and the Emergency Power Supply (EPS) room. Once the new generator, new service entrance, new
ATS’s, and new branch panels are installed a power switchover from the old service and generator to the new service
and new generator. A erwards the old service can be demolished.

To expand on the power system being out of compliance with current codes, downstream of the transfer switches,
branch loads in the building would need to be separated and each branch (Normal power, Equipment, Critical loads
and Life safety) would be fed back to dedicated panels for their respective branch. Currently these mentioned loads
are lumped onto either normal or “emergency” power and out of compliance with current codes. It should be noted
that maintenancee sta reported that the generator does not properly transfer at times and even when it does it is
not within the criteria required for an emergency generator. Additionally, the generator is rated for stand-by only and
not emergency, therefore the emergency system should be considered only a stand-by system.

Since this is a 24-hour facility, current code will require an additional power generator feed to be used when the main
emergency generator is down for maintenance or testing.  is requirement can be met a few ways, but since this is

a true hospital with operating rooms and Category 1 and Category 2 care, it would be recommended to first look at
providing a redundant generator to serve this purpose. is would require the EPS room to be much larger than the
current generator room such that it can house two fully rated generators. Another way to meet this code requirement
is to provide a roll up portable generator and plug it into the building when maintenance on the permanent
generator is taking place. is might be impractical for Petersburg, as the town may not benefit from a roll up
generator to be stored elsewhere in lieu of a permanent one being installed at the hospital.

Additionally, to meet current codes while testing of the generator, the hospital should have a load bank to put 100%
load on the generator when doing their 3 year test. ey can use the building load for their annual test but will be
required to test with 100% load every 3 years. is could be done with a roll up load bank but similarly to the option of
a roll up generator, this might be impractical for Petersburg, as the town may not benefit from a roll up load bank to
be stored elsewhere in lieu of a permanent one being installed at the hospital.

Panelboards CL! and CL2, and Transformer CLL in the clinic were installed in 1994 with the original medical center
construction and were placed back in service with the 2010 renovation. ey have approximately 5 years of remaining
service life. All of the other equipment in the clinic was installed in 2010 and has approximately 20 years of remaining
service life.

ere is an electrical contactor or control cabinet that that contains conductors that feed an adjacent boiler which
have been burned from an arc event that occurred inside the enclosure (Figure E-14). e arc has damaged all
conductors in the enclosure and presents an ongoing hazard if not properly decommissioned. e boiler downstream
of this is no longer functional because of this damage. Investigation should take place to identify the reason for the
arc before the equipment is replaced in kind to avoid recurrence.

Recommendation: To bring the building’s power system into compliance with current codes or even codes newer
than 1985 would be extensive and invasive. Essentially, it will require the building to be completely rewired with

the exception of certain areas like the clinic that could be refed from the new system’s normal power distribution
once installed. Since this is a 24-hour facility, upgrading the power system while maintaining operation would be a
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logistical obstacle and feasibility would need to be looked at very closely. At a minimum, 2 additional rooms would
need to be created to house the new system EPS and electrical service entrance equipment in order for the new
system to be built before the old system is switched over and demolished out. Consideration should be made to
whether a new building is more economical, or a logistically simpler solution considering the facilities inability to shut
down and the extensive renovation requirements to bring the power system into compliance.

Generator

¥ e existing main generator that is being used to support emergency loads was installed around 1984 and is at its
end of life. While the generator is being used to support emergency loads it is only rated as a standby generator. In
discussion with building maintenance, it was mentioned that the generator does not always start up when required
and has loads connected to it that, on occasion, overload the generator and cause it to shut down during operation
unless there is human intervention to load shed certain mechanical items. ¥ is is a massive life safety issue and can
cause interruptions during Category 1 or 2 care that can result in serious injury or death to patients.

Light Fixtures, Controls, and Branch Circuits

Most of the light fixtures are from the original 1960’s construction and the 1983 renovation and addition, except

for the areas where minor renovations have occurred. ¥ e light fixtures are ine""cient and use obsolete lamps and
ballasts. Maintenance of the existing light fixtures will become increasingly di* "cult, as the lamps and ballasts
become more di""cult to obtain. ¥ e facility does not have a lighting control system or any automatic control devices
to promote energy e" "ciency. Lighting quality is not adequate in much of the facility and evident in many locations
throughout the building. ¥ e lighting system is extremely outdated and has surpassed its service life.

¥ e clinic lighting system is in good condition with approximately 20 years of remaining service life.

Recommendation: Demolish the Hospital and Long Term Care wing lighting systems in its entirety and replace
them with LED lights. Provide new systems that comply with current energy e" "ciency standards and illumination
recommendations. Provide automatic lighting controls where allowable for energy and lifetime cost savings.

Devices and Branch Circuits

¥ e devices and branch circuits are from the original construction and the 1983 renovation and addition, except for
the areas where minor renovations have occurred. ¥ ere is a general lack of devices throughout the facility and at
most patient beds. ¥ e devices have surpassed their expected service life. ¥ e mechanical, life safety, and critical
equipment are not terminated at independent panelboards or installed in separate raceways as required by current
code. Receptacles in areas specified by NEC 406.12(5) (Business 0" "ces, corridors, waiting rooms and the likin in
clinics, medical and dental 0" "ces, and outpatient facilities) are required to be of the tamper proof type. Tamper
proof receptacles are not provided in most of these areas with the exception of the clinic. Sta# has mentioned that
there are not enough receptacles backed up by the generator in the lab area or near patient beds, however, with the
generator already overloaded, it is unadvised to add more to the current system.

¥ e devices and branch circuits in the clinic are in good condition and have 20 years of useful life.

Recommendation: Demolish the Hospital and Long Term Care wing devices and branch circuits and provide new
tamper proof receptacles as required. Provide su® "cient quantity of receptacles for convenience, equipment, and
patient beds per the requirements and NEC section 517. Provide separate branch circuits for equipment, life safety,
and critical devices. Provide additional generator back up receptacles as required for sta# in the lab and patient bed
areas, which since the generator is currently overloaded, would require the generator to be of larger capacity than
the current generator.

Elevator

¥ ere is an elevator near the kitchen that is rumored to be the oldest elevator in Alaska (Figure E-15). It has far
surpassed its useful service life and does not come anywhere close to meeting current codes. ¥ e controller for the
elevator (Figure E-16) does not have a cover and has exposed live metal parts that present a hazard to unqualified
personnel. It is recommended to replace this elevator as soon as possible.
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Fire Alarm System

e fire alarm control panel was replaced with the 2010 clinic renovation. e initiating and indicating devices, and
wiring remain from the 1983 renovation and addition. e fire alarm system does not comply with the Americans with
Disabilities Act for device mounting heights or occupant notification. e fire alarm is not a voice evacuation system
and does not meet current code. e initiating and indicating devices have surpassed their service life. e wiring
system is nearing the end of service life.

e clinic fire alarm system is in good condition with approximately 10 years of remaining service life.

Recommendation: Demolish the entirety of the fire alarm system to include fire alarm control panel, fire alarm
annunciator panels, initiating and indicating devices in the Hospital and Long Term Care wing. Provide new
addressable, voice evacuation devices, and new voice evacuation fire alarm control panel to comply with current
codes.

Telephone and Network Systems

Because the cabling system will not support a digital telephone system, the network system was retrofitted into
the building over the last 15 years as digital technologies evolved. e network system is incapable of supporting
emerging technologies.

e clinic telephone handsets would be upgraded to digital technology with improvements to the hospital telephone
system. e cables in the clinic are in good condition with approximately 15 years of remaining service life.

Recommendation: Demolish the Hospital and Long Term Care wing telephone and network systems. Provide new
systems that support the transition to current technologies. Provide new telecommunications spaces, racks, raceway
systems, and cabling.

Intercom System

e clinic intercom system is not connected to the hospital. It would be beneficial to provide a trunk between the
hospital and clinic for emergency communications. e clinic intercom system and wiring are in good condition with
approximately 15 years of remaining service life. Sta! mentioned that the building has poor coverage and that pages
are not heard in all areas of the building.

Recommendation: Provide a trunk cable between the Hospital and Clinic to integrate the systems together. To
remedy the poor coverage mentioned by sta! there should be a study of current coverage and an analysis of speech
intelligibility throughout the building to either adjust volume to existing speakers or determine if additional coverage
is required with additional speakers.

Camera Surveillance System

e camera surveillance system was likely installed in the last 10 years. e system only has a few cameras
monitoring a limited amount of the facility. e system is inadequate and should be expanded to include the entire
facility.

Recommendation: Demolish the limited camera surveillance system. Provide a facility-wide camera surveillance
system that monitors building entries, corridors, and common areas.

Nurse Call

e nurse call system was replaced in 2005. According to the maintenance supervisor, the system is obsolete and has
been di* "cult to maintain. It was also mentioned that there is a desire to extend the nurse call system to the clinic, so
that all available personnel can respond to codes.

Recommendation: Demolish the obsolete nurse call system. Provide a new system for the Hospital and Long Term
Care wing. Expand the system to the Clinic.
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Access Control

e access control keypads were likely installed in the last 15 years. e keypads appear to provide door locking
function, only. e doors do not appear to be monitored for status, or report to a master controller. e system is
inadequate. Provide appropriate access control system for the Hospital and Long Term Care wing.

Recommendation: Provide an appropriate access control system for the Hospital and Long Term Care wing to monitor
the facility. Provide electronic locks with proximity sensor keypads at all exterior doors and select interior doors where
required. Provide door contacts to monitor door status. Provide new Wander Guard system for the Long Term Care
wing.

Master Clock System
A master clock system is required for the Hospital and Long Term Care wing.

Recommendation: Provide a new master clock system with wireless synchronization for the Hospital and Long Term
Care wing. e system may include analog or digital clocks.
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FIGURES

Figure A-2: Hazardous roof area.

Figure A-4: Demountable partitions.
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Figure A-5: Lead-lined door hinge. Figure A-6: Flooring degradation.

Figure A-7: LTC elevator. Figure A-8: Acute Care room.
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Figure A-1L: Clinic work area. Figure M-L: Interior of electric boiler; no longer usable.
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Figure M-2: Interior view of original water service butterfly Figure M-3: Heating circulation pumps with original
isolation valve that has disintegrated over time. insulation. Note stains & lack of control valves.
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Figure M-4: Interior view of original water service butterfly Figure M-5: Interior of cast iron waste pipe from LTC original
isolation valve that has disintegrated over time. construction 1950's era. Shows build up of corrosion.
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Figure M-5: Original cast iron waste piping; cracked and Figure E-1: Main switchboard.
removed from service.

Figure E-2: Panel DH. Figure E-3: Motor control center.
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