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Component 01

West Building

Based on a Revisit to a Medicare/Medicaid 

Recertification Survey completed on December 23, 

2024, it was determined that Cheltenham Nursing 

And Rehabilitation Center - West Building was not 

in substantial compliance with the following 

requirements of the Life Safety Code for an existing 

Nursing health care occupancy.  Compliance with 

the National Fire Protection Association's Life 

Safety Code is required by 42 CFR 483.90(a).

This is a one-story, Type V (000) unprotected 

wood frame building, with a partial basement, that is 

fully sprinklered.
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NFPA 101 Sprinkler System - Maintenance and Testing

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  

____________________________

  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:

Completion 

Date:

02/26/2025

Status:

APPROVED

Date:

02/26/2025

Preparation and/or execution of this 

plan of correction does not 

constitute admission or agreement 

by this provider of the facts alleged, 

or conclusion set forth in the 

statement of deficiencies. The plan 

of correction is prepared and/or 

executed solely because it is 

required by the provisions of federal 

and/or state law. The plan of 

correction constitutes our credible 

allegation of compliance.

1. On 1/6/2025 he Maintenance 

Director contacted The Tustin Group 

to schedule UL testing for the 

sprinklers in the "old part" of the 

building.

2. On 1/31/2025 the Tustin Group 

gathered the make and model for 

heads on the "old part" of the 

building to order replacement parts 

for the upcoming UL testing. 

3. On 2/11/2024 the Maintenance 

Director checked the most recent 

sprinkler inspection report for cited 

deficiencies. There were no other 

deficiencies. 

4. On 2/11/2025 the NHA 
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re-educated the maintenance team 

on correcting deficiencies cited 

following a sprinkler inspection. 

5. The Maintenance 

Director/designee will conduct 

weekly audits for 4 weeks to verify 

that the deficiencies cited following 

an inspection are corrected timely. 

Results of the audits will be 

reviewed at the QAPI meeting held 

monthly.
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Based on document review and interview, it was 

determined the facility failed to maintain automatic 

sprinkler system components, affecting the entire 

facility.

Findings include:

Document review on December 23, 2024, at 9:30 

a.m., revealed the November 8, 2024, sprinkler 

inspection report listed the following deficiencies:

a. The sprinklers in the "old part" of the building are 

dated 1974 and are due for UL-Testing.

b. FDC needs to be hydrotested.

Exit Interview with the Administrator and 

Maintenance Director on December 23, 2024, at 

12:15 p.m., confirmed the sprinkler system 

deficiencies.

**************************************

Based on an onsite Revist conducted on February 

11, 2025, the following was determined:
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Item a. Not Completed. The sprinklers in the "old 

part" of the building are dated 1974 and are due for 

UL-Testing.  

Exit interview with the Administrator on February 

11, 2025, at 11:15 a.m., confirmed the missing 

documentation. 

All other deficiencies listed under this tag were 

corrected. 
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Component 02

East & South Addition

Based on a Revisit to a Medicare/Medicaid 

Recertification Survey completed on December 23, 

2024, it was determined that Cheltenham Nursing 

And Rehabilitation Center - East & South Addition, 

was in substantial compliance with the requirements 

of the Life Safety Code for an existing Nursing 

health care occupancy.  Compliance with the 

National Fire Protection Association's Life Safety 

Code is required by 42 CFR 483.90(a).

This is a four-story, Type II (000), unprotected 

non-combustible building, that is fully sprinklered.
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