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E 000 Initial Comments E 000

 This facility is in substantial compliance with 

Appendix Z-Emergency Preparedness for All 

Provider and Supplier Types Interpretive 

Guidance 483.73, Requirements for Long Term 

Care (LTC) Facilities.

 

K 000 INITIAL COMMENTS K 000

 A Life Safety Code Survey was conducted by the 

New Jersey Department of Health, Health Facility 

Survey and Field Operations on 01/17/2023 and 

United Methodist Communities at Collingswood 

was found to be in noncompliance with the 

requirements for participation in 

Medicare/Medicaid at 42 CFR 483.90(a), Life 

Safety from Fire, and the 2012 Edition of the 

National Fire Protection Association (NFPA) 101, 

Life Safety Code (LSC), Chapter 19 EXISTING 

Health Care Occupancies.

United Methodist Communities at Collingswood is 

a five-story building without basement, Type I 

construction, fully sprinklered building. The 

building was constructed in approximately 1995. 

The skilled nursing facility is located on the fifth 

floor of the building. The fifth floor is divided into 

four smoke compartments.

 

K 353 Sprinkler System - Maintenance and Testing

CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing

Automatic sprinkler and standpipe systems are 

inspected, tested, and maintained in accordance 

with NFPA 25, Standard for the Inspection, 

Testing, and Maintaining of Water-based Fire 

Protection Systems. Records of system design, 

maintenance, inspection and testing are 

maintained in a secure location and readily 

K 353 2/17/23

SS=F

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

02/10/2023Electronically Signed

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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available. 

  a) Date sprinkler system last checked   

_____________________

  b) Who provided system test  

____________________________

  c) Water system supply source  

__________________________

Provide in REMARKS information on coverage for 

any non-required or partial automatic sprinkler 

system.

9.7.5, 9.7.7, 9.7.8, and NFPA 25

This REQUIREMENT  is not met as evidenced 

by:

 Based on interview and document review, the 

facility failed to ensure the five-year internal 

inspection of the fire sprinkler system was 

performed as indicated by National Fire 

Protection Association (NFPA) 25: Standard for 

the Inspection, Testing, and Maintenance of 

Water-Based Fire Protection Systems. This 

deficient practice had the potential to affect all 45 

residents who currently resided in the facility. 

Findings included:

A review of the facility's "Automatic Sprinkler 

Inspection Report," dated 11/29/2022, indicated a 

quarterly inspection was performed.  

During an interview on 01/17/2023 at 2:20 PM, 

the Executive Director, Director of Building 

Services, and the Director of Maintenance 

acknowledged the finding that no five-year 

internal inspection of the fire sprinkler system was 

performed. 

New Jersey Administrative Code § 8:39-31.1(c), 

31.2(e)

NFPA 13, 25

 1. No single resident has been identified 

to be affected by the deficient practice. 

The Report for the 5-year internal 

inspection for the fire sprinkler was 

completed July 16, 2020. Document was 

later obtained from the 3rd party vendor 

used, and placed in the life safety manual 

for future reference.

2. All residents residing in the community 

have the potential to be affected by the 

deficient practice in the event of 

emergency had the inspection not been 

performed.

3. The Building Service Director and 

Maintenance Director will be re-educated 

by the administrator on the preventive 

maintenance program and ensuring 

proper documents are secured upon 

service and filed timely for future 

reference.

4. The administrator will review the 

preventive maintenance manual with the 

maintenance director monthly x3 month 

and then quarterly to ensure compliance 

with maintenance program and that 

documents have been secured and filed. 
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THE ED will meet monthly with the 

building service director to review the 

maintenance schedule to ensure all 

services and reports are completed and 

filed timely. Findings will be reviewed in 

the quarterly QAPI committee meeting to 

ensure compliance and determine if 

further action is deemed necessary.
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