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E 000 Initial Comments E 000

A recertification survey conducted on 03/24/2025
found Pembilier Nursing Center in compliance
with the requirements of 483.73 Long-Term Care
Facilities Emergency Preparedness.
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This survey used the 2012 edition of NFPA 101,
Life Safety Code, Chapter 18 New Health Care
Occupancies and 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 V (000) construction surveyed using
Chapter 19 Existing Health Care Occupancies.
Two one-story additions of Type V (111)
construction were attached to the south and east
side of the existing building in 2018 and were
separated from the existing building by walls
having two-hour fire resistance ratings. The 2018
additions were surveyed using Chapter 18 New
Health Care Occupancies. The entire facility was
protected by a wet and dry automatic fire
sprinkler system designed to meet the
requirements of NFPA 13, Standard for the
Installation of Sprinkler Systems.

A garage and assisted living apartments were

attached to the southwest end of the facility. A

two-hour fire rated wall assembly separated the

facility from the adjoining garage and assisted

living building.
K 353 Sprinkler System - Maintenance and Testing K 353 3/25/25
SS=F 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
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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

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, 4.1.41

Gauges shall be replaced every 5 years or tested
every 5 years by comparison with a calibrated
gauge. Gauges not accurate to within 3 percent
of the full scale shall be recalibrated or replaced.
NFPA 255.3.2.1,5.3.2.2

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

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K353 Continued From page 1 K 353

1. Dakota Fire Protection was on site on
3/25/2025 and replaced the gauge on the
sprinkler system in the west storage
room.

2. Two sprinkler systems are located in
the building and both were checked and
are in compliance with the 5 year testing
or replacement standard.

3. The maintenance supervisor along with
the Administrator will monitor the life
safety compliance log prepared annually
and ensure gauges on the sprinkler
systems are replaced or tested every 5
years.

4. The maintenance supervisor will report
issues of non compliance with all life
safety code to Administrator and safety
committee and all areas of concern will be
corrected.

5.03/25/2025
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Observation and record review determined the
sprinkler system gauges located at the west
sprinkler riser dated 10/28/2019 had not been
replaced or calibrated within the last five (5)
years.

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.

The deficiency affected one (1) of two (2)
automatic sprinkler systems, which serve the
entire facility.
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