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E 0000
Bldg. --
An Emergency Preparedness Survey was E 0000 Preparation and/or execution of
conducted by the Indiana Department of Health in this plan do not constitute
accordance with 42 CFR 483.73. admission or agreement by the
provider that a deficiency exists.
Survey Date: 04/26/23 This response is also not to be
construed as an admission of fault
Facility Number: 012931 by the facility, its employees,
Provider Number: 155828 agents, or other individuals who
AIM Number: 201278730 draft or may be discussed in this
response and plan of correction.
At this Emergency Preparedness survey, Heritage This plan of correction is
Pointe of Fort Wayne was found not in submitted as the facility’s credible
compliance with Emergency Preparedness allegation of compliance. The
Requirements for Medicare and Medicaid Facility respectfully requests
Participating Providers and Suppliers, 42 CFR paper compliance for this citation.
483.73. The facility has a capacity of 84 and had a
census of 54 at the time of this survey.
Quality Review completed on 05/04/23
E 0037 403.748(d)(1), 416.54(d)(1), 418.113(d)(1),
SS=F 441.184(d)(1), 482.15(d)(1), 483.475(d)(1),
Bldg. -- 483.73(d)(1), 484.102(d)(1), 485.625(d)(1),
485.68(d)(1), 485.727(d)(1), 485.920(d)(1),
486.360(d)(1), 491.12(d)(1)
EP Training Program
§403.748(d)(1), §416.54(d)(1), §418.113(d)(1),
§441.184(d)(1), §460.84(d)(1), §482.15(d)(1),
§483.73(d)(1), §483.475(d)(1), §484.102(d)(1),
§485.68(d)(1), §485.625(d)(1), §485.727(d)
(1), §485.920(d)(1), §486.360(d)(1),
§491.12(d)(1).
*[For RNCHIs at §403.748, ASCs at §416.54,
Hospitals at §482.15, ICF/IIDs at §483.475,
HHAs at §484.102, "Organizations" under
§485.727, OPOs at §486.360, RHC/FQHCs
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

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 disclo

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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at §491.12:]

(1) Training program. The [facility] must do
all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected roles.

(ii) Provide emergency preparedness training
at least every 2 years.

(iii) Maintain documentation of all emergency
preparedness training.

(iv) Demonstrate staff knowledge of
emergency procedures.

(v) If the emergency preparedness policies
and procedures are significantly updated, the
[facility] must conduct training on the
updated policies and procedures.

*[For Hospices at §418.113(d):] (1) Training.
The hospice must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing hospice employees, and individuals
providing services under arrangement,
consistent with their expected roles.

(ii) Demonstrate staff knowledge of
emergency procedures.

(iii) Provide emergency preparedness training
at least every 2 years.

(iv) Periodically review and rehearse its
emergency preparedness plan with hospice
employees (including nonemployee staff),
with special emphasis placed on carrying out
the procedures necessary to protect patients
and others.

(v) Maintain documentation of all emergency
preparedness training.

(vi) If the emergency preparedness policies
and procedures are significantly updated, the
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hospice must conduct training on the
updated policies and
procedures.

*[For PRTFs at §441.184(d):] (1) Training
program. The PRTF must do all of the
following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected roles.

(ii) After initial training, provide emergency
preparedness training every 2 years.

(iii) Demonstrate staff knowledge of
emergency procedures.

(iv) Maintain documentation of all emergency
preparedness training.

(v) If the emergency preparedness policies
and procedures are significantly updated, the
PRTF must conduct training on the updated
policies and procedures.

*[For PACE at §460.84(d):] (1) The PACE
organization must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing on-site
services under arrangement, contractors,
participants, and volunteers, consistent with
their expected roles.

(ii) Provide emergency preparedness training
at least every 2 years.

(iii) Demonstrate staff knowledge of
emergency procedures, including informing
participants of what to do, where to go, and
whom to contact in case of an emergency.
(iv) Maintain documentation of all training.
(v) If the emergency preparedness policies
and procedures are significantly updated, the
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PACE must conduct training on the updated
policies and procedures.

*[For LTC Facilities at §483.73(d):] (1)
Training Program. The LTC facility must do all
of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected role.

(ii) Provide emergency preparedness training
at least annually.

(iii) Maintain documentation of all emergency
preparedness training.

(iv) Demonstrate staff knowledge of
emergency procedures.

*[For CORFs at §485.68(d):](1) Training. The
CORF must do all of the following:

(i) Provide initial training in emergency
preparedness policies and procedures to all
new and existing staff, individuals providing
services under arrangement, and volunteers,
consistent with their expected roles.

(ii) Provide emergency preparedness training
at least every 2 years.

(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of
emergency procedures. All new personnel
must be oriented and assigned specific
responsibilities regarding the CORF's
emergency plan within 2 weeks of their first
workday. The training program must include
instruction in the location and use of alarm
systems and signals and firefighting
equipment.

(v) If the emergency preparedness policies
and procedures are significantly updated, the
CORF must conduct training on the updated
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policies and procedures.

*[For CAHs at §485.625(d):] (1) Training
program. The CAH must do all of the
following:

(i) Initial training in emergency preparedness
policies and procedures, including prompt
reporting and extinguishing of fires,
protection, and where necessary, evacuation
of patients, personnel, and guests, fire
prevention, and cooperation with firefighting
and disaster authorities, to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected roles.

(ii) Provide emergency preparedness training
at least every 2 years.

(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of
emergency procedures.

(v) If the emergency preparedness policies
and procedures are significantly updated, the
CAH must conduct training on the updated
policies and procedures.

*[For CMHCs at §485.920(d):] (1) Training.
The CMHC must provide initial training in
emergency preparedness policies and
procedures to all new and existing staff,
individuals providing services under
arrangement, and volunteers, consistent with
their expected roles, and maintain
documentation of the training. The CMHC
must demonstrate staff knowledge of
emergency procedures. Thereafter, the
CMHC must provide emergency
preparedness training at least every 2 years.
Based on record review and interview, the facility
failed to maintain documentation of all required
Emergency Preparedness Program (EPP) training

E 0037 The facility held mandatory
in-service regarding the facility’s
Emergency Preparedness plan in

05/03/2023
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and to demonstrate staff knowledge of emergency October 2022, however the facility
procedures. failed to provide this information to
the surveyor at the time of survey.
Findings include: To ensure total compliance,
employees were provided
Based on records review with the Administrator individual copies of the plan and it
and the Maintenance Director on 04/26/23 at 10:11 was reviewed after the survey
a.m., no documentation of annual EEP training and process. The facility will continue
no documentation to show staff could to include the annual review in its
demonstrate knowledge of the EPP was available in-service calendar going forward
for review. Based on an interview at the time of to ensure total compliance.
records review, the Maintenance Director and the The Administrator, or designee,
Administrator stated the EPP training was not will be responsible to ensure that
conducted within the last year. the facility educates and
in-services all employees of the
This finding was reviewed with the Administrator facility Emergency Preparedness
and Maintenance Director during the exit plan in a timely manner to not
conference. exceed 12 months or when there
have been any significant changes
to the plan.
Should 100% compliance not be
achieved, the findings will be
presented to the QA committee for
further interventions.
K 0000
Bldg. 01
A Life Safety Code Recertification and State K 0000 Preparation and/or execution of
Licensure Survey was conducted by the Indiana this plan do not constitute
Department of Health in accordance with 42 CFR admission or agreement by the
483.90(a). provider that a deficiency exists.
This response is also not to be
Survey Date: 04/26/23 construed as an admission of fault
by the facility, its employees,
Facility Number: 012931 agents, or other individuals who
Provider Number: 155828 draft or may be discussed in this
AIM Number: 201278730 response and plan of correction.
This plan of correction is
At this Life Safety Code survey, Heritage Pointe submitted as the facility’s credible
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of Fort Wayne was found not in compliance with
Requirements for Participation
Medicare/Medicaid, 42 CFR Subpart 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 and 410 IAC 16.2-3.

This one story facility was determined to be of
Type V (111) construction and fully sprinklered.
The facility has a fire alarm system with smoke
detection in the corridors, in all areas open to the
corridors with hard wired smoke detectors in all
resident rooms. The facility has a capacity of 84
and had a census of 54 at the time of this visit.

All areas where residents have customary access
were sprinklered. All areas providing facility
services were sprinklered.

Quality Review completed on 05/04/23

K 0353 NFPA 101

SS=D Sprinkler System - Maintenance and Testing

Bldg. 01 | 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

allegation of compliance. The
Facility respectfully requests

paper compliance for this citation.
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coverage for any non-required or partial
automatic sprinkler system.
9.7.5,9.7.7,9.7.8, and NFPA 25
Based on observation and interview, the facility K 0353 Facility immediately removed all 04/27/2023
failed to ensure the spray pattern for 1 of 1 items from the top shelf of room
sprinkler heads were not obstructed in accordance 302 to ensure total compliance
with LSC 19.3.5.1. NFPA 13, 2010 edition, Section that items did not prevent the
8.5.5.1 states sprinklers shall be located so as to sprinkler’s spray pattern from fully
minimize obstructions to discharge as defined in developing.
Section 8.5.5.2 and Section 8.5.5.3 or additional The facility conducted a
sprinklers shall be provided to ensure adequate room-to-room audit to ensure no
coverage of the hazard. Sections 8.5.5.2 and 8.5.5.3 other residents at risk of this
do not permit continuous or noncontinuous deficiency. No other residents
obstructions less than or equal to 18 inches below were during this audit.
the sprinkler deflector or in a horizontal plane Facility staff in-serviced and
more than 18 inches below the sprinkler deflector educated on the regulation
that prevent the spray pattern from fully requiring 18 in clearance from
developing. This deficient practice could affect 2 sprinkler heads, not storing
residents in room 302. resident items on the very top
shelf of their personal closets, and
Findings include: the need to immediately remove
any items they find on the top
Based on observation with the Maintenance shelf.
Director on 04/26/23 at 11:40 a.m., the closet in The Administrator, or designee,
room 302 had resident personal items stored about will perform weekly random room
6 to 8 inches away the deflector of the sprinkler spot audits for 6 months to ensure
head. Based on interview at the time of total compliance with the identified
observation, the Maintenance Director agreed the deficiency. Should 100%
items were less than 18 inches from the sprinkler compliance not be achieved, the
and would obstruct sprinkler coverage. findings will be presented to QA
committee for further interventions.
This finding was reviewed with the Administrator
and Maintenance Director during the exit
conference.
3.1-19(b)
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