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E 000 Initial Comments E 000

 A recertification survey conducted on 02/14/2024 
found Tioga Medical Center LTC in compliance 
with the requirements of 483.73 Long-Term Care 
Facilities Emergency Preparedness.
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K 000 INITIAL COMMENTS K 000

 This survey used the 2012 edition of NFPA 101, 
Life Safety Code, Chapter 19-Existing Health 
Care Occupancies and the 2012 edition of NFPA 
99, Health Care Facilities Code in compliance 
with 42 CFR 483.70(a)(b). The findings that 
follow demonstrate noncompliance with these 
standards. 

The facility was located in a one-story building of 
Type II (000) construction. The building was 
equipped with an automatic sprinkler system 
designed to meet the requirements of NFPA 13, 
Standard for the Installation of Sprinkler 
Systems.  

A hospital was attached to the west side of the 
facility and was separated by an occupancy 
separation wall having a two-hour fire resistance 
rating. A one-story apartment building was 
attached to the east side of the facility and was 
separated by an occupancy separation wall 
having a two-hour fire resistance rating.

 

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 
available. 
  a) Date sprinkler system last checked   
_____________________
  b) Who provided system test  

K 353 2/23/24
SS=F
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____________________________
  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:
 Automatic sprinkler systems are continuously 
maintained in reliable operating condition and are 
inspected and tested periodically. The property 
owner or designated representative shall correct 
or repair deficiencies or impairments that are 
found during the inspection, test, and 
maintenance required by NFPA 25, Standard for 
the Inspection, Testing and Maintenance of 
Water-based Fire Protection Systems. 19.7.6, 
4.6.12, NFPA 25 4.1.4.1 

The facility failed to ensure the automatic 
sprinkler system was continuously maintained in 
a reliable operating condition as required by 
NFPA 25.  

Record review determined quarterly flow tests of 
the automatic sprinkler system were not 
completed as required. Records did not indicate 
a flow test was conducted during the first, third, 
or fourth quarters of 2023. An annual inspection 
and flow test was conducted by an outside 
company on 06/14/2023.

Failure to inspect, test and maintain the 
automatic sprinkler system in accordance with 
NFPA 25 increases the risk of death or injury due 
to fire.

 1. Training staff in the procedures for 
testing flow alarms listed in the NFPA 13 
and 25
2. Policy written for corrective action in 
LTC will be applied to flow alarms in the 
Hospital and Clinic.
3. A testing log will be added to each area 
with a flow alarm as well as being added 
to a scheduled PM in our work order 
software 
4. The physical and electronic log will be 
checked quarterly X 1 year and signed by 
the Maintenance Supervisor.
5. 2/23/2024
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The deficiency affected the complete automatic 
sprinkler system, which serves the entire facility.
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