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An Emergency Preparedness Survey was
conducted by the Indiana Department of Health in
accordance with 42 CFR 483.73.

Survey Date: 01/04/23

Facility Number: 004429
Provider Number: 15E681
AIM Number: 200502430

At this Emergency Preparedness survey,
Hildegard Health Center Inc. was found not in
compliance with Emergency Preparedness
Requirements for Medicare and Medicaid
Participating Providers and Suppliers, 42 CFR
483.73

The facility has 17 certified beds, with a current
census of 16.

Quality Review completed on 01/09/23

The requirement at 42 CFR, Subpart 483.73 is NOT
MET as evidenced by:

403.748(d), 416.54(d), 418.113(d),
441.184(d), 482.15(d), 483.475(d), 483.73(d),
484.102(d), 485.625(d), 485.68(d),
485.727(d), 485.920(d), 486.360(d),
491.12(d), 494.62(d)

EP Training and Testing

§403.748(d), §416.54(d), §418.113(d),
§441.184(d), §460.84(d), §482.15(d),
§483.73(d), §483.475(d), §484.102(d),
§485.68(d), §485.625(d), §485.727(d),
§485.920(d), §486.360(d), §491.12(d),
§494.62(d).
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Michael Van Hoy

TITLE

Administrator
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01/20/2023

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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*[For RNCHls at §403.748, ASCs at §416.54,
Hospice at §418.113, PRTFs at §441.184,
PACE at §460.84, Hospitals at §482.15,
HHAs at §484.102, CORFs at §485.68,
CAHs at §486.625, "Organizations" under
485.727, CMHCs at §485.920, OPOs at
§486.360, and RHC/FHQs at §491.12:] (d)
Training and testing. The [facility] must
develop and maintain an emergency
preparedness training and testing program
that is based on the emergency plan set forth
in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this
section, policies and procedures at paragraph
(b) of this section, and the communication
plan at paragraph (c) of this section. The
training and testing program must be
reviewed and updated at least every 2 years.

*[For LTC facilities at §483.73(d):] (d) Training
and testing. The LTC facility must develop
and maintain an emergency preparedness
training and testing program that is based on
the emergency plan set forth in paragraph (a)
of this section, risk assessment at paragraph
(a)(1) of this section, policies and procedures
at paragraph (b) of this section, and the
communication plan at paragraph (c) of this
section. The training and testing program
must be reviewed and updated at least
annually.

*[For ICF/IIDs at §483.475(d):] Training and
testing. The ICF/IID must develop and
maintain an emergency preparedness training
and testing program that is based on the
emergency plan set forth in paragraph (a) of
this section, risk assessment at paragraph
(a)(1) of this section, policies and procedures
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at paragraph (b) of this section, and the
communication plan at paragraph (c) of this
section. The training and testing program
must be reviewed and updated at least every
2 years. The ICF/IID must meet the
requirements for evacuation drills and training
at §483.470(i).
*[For ESRD Facilities at §494.62(d):]
Training, testing, and orientation. The
dialysis facility must develop and maintain an
emergency preparedness training, testing
and patient orientation program that is based
on the emergency plan set forth in paragraph
(a) of this section, risk assessment at
paragraph (a)(1) of this section, policies and
procedures at paragraph (b) of this section,
and the communication plan at paragraph (c)
of this section. The training, testing and
orientation program must be evaluated and
updated at every 2 years.
Based on record review and interview, the facility E 0036 E 036 02/03/2023
failed to develop and maintain an emergency The corrective action taken for
preparedness training and testing program that those residents found to have
was reviewed and updated at least annually in been affected by the deficient
accordance with 42 CFR 483.73(d). This deficient practice is that although no
practice could affect all occupants. specific residents were identified
during the survey, all residents,
Findings include: staff and visitors have the potential
to be affected by this deficient
Based on review of the Emergency Management practice. The facility has now
Plan on 01/04/23 between 9:45 a.m. and 1:00 p.m. developed and will maintain an
with the Administrator and Maintenance emergency preparedness training
Supervisor present, there was no documentation and testing program which will be
available to show the facility had an emergency reviewed and updated annually.
preparedness training and testing program The corrective action taken for the
available. Based on interview at the time of record other residents that have the
review, the Administrator confirmed there is no potential to be affected by the
training and testing program available within the same deficient practice is that
Emergency Management Plan. although no specific residents
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This finding was reviewed with the Administrator
and Maintenance Supervisor during the exit

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),
483.73(d)(1), 484.102(d)(1), 485.625(d)(1),

were identified during the survey,
all residents, staff and visitors
have the potential to be affected
by this deficient practice. The
facility has now developed and will
maintain an emergency
preparedness training and testing
program which will be reviewed
and updated annually.

The measures that have been put
into place to ensure that the
deficient practice does not recur is
that the facility has developed an
emergency preparedness training
and testing program. All facility
staff members have now
participated in the mandatory
emergency preparedness training
program and tested on the content
of the material presented during
the training session.

The corrective action taken to
monitor to ensure the deficient
practice will not recur is that the
facility Administrator and/or their
designee will audit the facility’s
emergency preparedness and
training program quarterly in
conjunction with the facility’s
Quality Assurance program to
ensure that all employee’s have
the documentation to support that
they have received the required
emergency preparedness training
at least annually and tested on the
content of the training program.
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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 RNCHls 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
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.
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(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
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
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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
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
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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
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.
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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 E 0037 E 037 02/03/2023
failed to conduct annual training for the The corrective action taken for
Emergency Preparedness Program (EPP). The those residents found to have
LTC facility must do all of the following: (i) Initial been affected by the deficient
training in emergency preparedness policies and practice is that although no
procedures to all new and existing staff, specific residents were identified
individuals providing services under arrangement, during the survey, all residents,
and volunteers, consistent with their expected staff and visitors have the potential
roles; (ii) Provide emergency preparedness to be affected by this deficient
training at least annually; (iii) Maintain practice. The facility has reviewed
documentation of all emergency preparedness and revised all policies and
training; (iv) Demonstrate staff knowledge of procedures related to the facility’s
emergency procedures in accordance with 42 CFR emergency preparedness training.
483.73(d) (1). This deficient practice could affect All facility staff as well as all
all residents in the facility. individuals providing services under
arrangement and volunteers will
Findings include: now be receiving training
consistent with their roles upon
Based on review of the Emergency Management hire and at least annually. The
Plan on 01/04/23 between 9:45 a.m. and 1:00 p.m. facility will maintain
with the Administrator and Maintenance documentation of all emergency
Supervisor present, no documentation of annual preparedness training as well as
Emergency Management Plan training and no supportive documentation that
documentation to show staff could demonstrate demonstrates the staff members
knowledge of the Emergency Management Plan knowledge level of their
was available for review. Based on an interview at responsibilities and role during an
the time of record review, the Administrator emergency.
confirmed there was no documentation of annual The corrective action taken for the
Emergency Management Plan training and no other residents that have the
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documentation to show staff could demonstrate
knowledge of the Emergency Management Plan
was available for review.

This finding was reviewed with the Administrator
and Maintenance Supervisor during the exit
conference.

potential to be affected by the
same deficient practice is that
although no specific residents
were identified during the survey,
all residents, staff and visitors
have the potential to be affected
by this deficient practice. The
facility has reviewed and revised
all policies and procedures related
to the facility’s emergency
preparedness training. All facility
staff as well as all individuals
providing services under
arrangement and volunteers will
now be receiving training
consistent with their roles upon
hire and at least annually. The
facility will maintain
documentation of all emergency
preparedness training as well as
supportive documentation that
demonstrates the staff members
knowledge level of their
responsibilities and role during an
emergency.

The measures that have been put
into place to ensure that the
deficient practice does not recur is
that a mandatory in-service has
been conducted for all facility staff
members as well as all individuals
providing services under
arrangement and volunteers on
their specific responsibilities and
roles during an emergency. Each
training attendee has also
demonstrated their knowledge
level of their responsibilities and
role during an emergency with
documentation to support their
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knowledge level which will be
maintained in the facility’s
emergency preparedness records.
The corrective action taken to
monitor to ensure the deficient
practice will not recur is that the
facility Administrator and/or their
designee will audit the facility’s
emergency preparedness
in-service training records
quarterly in conjunction with the
facility’s Quality Assurance
program to ensure that each
employee, individuals providing
services under arrangement and
volunteers have documentation to
support their specific training of
their roles and responsibilities
during an emergency. The
administrator will also audit to
ensure there is supportive
documentation of those individuals
knowledge level of their specific
responsibilities and roles during an
emergency.
E 0039 403.748(d)(2), 416.54(d)(2), 418.113(d)(2),
SS=C 441.184(d)(2), 482.15(d)(2), 483.475(d)(2),
Bldg. -- 483.73(d)(2), 484.102(d)(2), 485.625(d)(2),
485.68(d)(2), 485.727(d)(2), 485.920(d)(2),
486.360(d)(2), 491.12(d)(2), 494.62(d)(2)
EP Testing Requirements
§416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.625(d)(2), §485.727(d)(2), §485.920(d)
(2), §491.12(d)(2), §494.62(d)(2).
*[For ASCs at §416.54, CORFs at §485.68,
OPO, "Organizations" under §485.727,
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CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct
exercises to test the emergency plan
annually. The [facility] must do all of the
following:

(i) Participate in a full-scale exercise that is
community-based every 2 years; or
(A) When a community-based exercise is
not accessible, conduct a facility-based
functional exercise every 2 years; or

(B) If the [facility] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the [facility]
is exempt from engaging in its next required
community-based or individual, facility-based
functional exercise following the onset of the
actual event.
(ii) Conduct an additional exercise at least
every 2 years, opposite the year the full-scale
or functional exercise under paragraph (d)(2)
(i) of this section is conducted, that may
include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.
(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the [facility's] emergency plan, as needed.
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*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in
the patient's home. The hospice must
conduct exercises to test the emergency
plan at least annually. The hospice must do
the following:

(i) Participate in a full-scale exercise that is
community based every 2 years; or

(A) When a community based exercise is not
accessible, conduct an individual facility
based functional exercise every 2 years; or
(B) If the hospice experiences a natural or
man-made emergency that requires activation
of the emergency plan, the hospital is
exempt from engaging in its next required full
scale community-based exercise or individual
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency plan twice
per year. The hospice must do the following:
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(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual
facility-based functional exercise; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation
of the emergency plan, the hospice is
exempt from engaging in its next required
full-scale community based or facility-based
functional exercise following the onset of the
emergency event.

(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop led by a
facilitator that includes a group discussion
using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an
emergency plan.

(iii) Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise
the hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at
§482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency

plan twice per year. The [PRTF, Hospital,
CAH] must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or
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(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or

(B) If the [PRTF, Hospital, CAH] experiences
an actual natural or man-made emergency
that requires activation of the emergency
plan, the [facility] is exempt from engaging in
its next required full-scale community based
or individual, facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an [additional] annual
exercise or and that may include, but is not
limited to the following:

(A) A second full-scale exercise that is
community-based or individual, a
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [facility's] response to
and maintain documentation of all drills,
tabletop exercises, and emergency events
and revise the [facility's] emergency plan, as
needed.

*[For PACE at §460.84(d):]

(2) Testing. The PACE organization must
conduct exercises to test the emergency

plan at least annually. The PACE
organization must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or
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(B) If the PACE experiences an actual natural
or man-made emergency that requires
activation of the emergency plan, the PACE
is exempt from engaging in its next required
full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every
2 years opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted that may include,
but is not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, a facility
based functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.
(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise
the PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises
to test the emergency plan at least twice per
year, including unannounced staff drills using
the emergency procedures. The [LTC facility,
ICF/1ID] must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise.

(B) If the [LTC facility] facility experiences an
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actual natural or man-made emergency that
requires activation of the emergency plan, the
LTC facility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.
(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or an individual, facility
based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [LTC facility] facility's
response to and maintain documentation of
all drills, tabletop exercises, and emergency
events, and revise the [LTC facility] facility's
emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]:

(2) Testing. The ICF/IID must conduct
exercises to test the emergency plan at least
twice per year. The ICF/IID must do the
following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the ICF/IID
is exempt from engaging in its next required
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full-scale community-based or individual,
facility-based functional exercise following the
onset of the emergency event.

(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or an individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct
exercises to test the emergency plan at
least annually. The HHA must do the
following:

(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise
is not accessible, conduct an annual
individual, facility-based functional exercise
every 2 years; or.

(B) If the HHA experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the HHA is
exempt from engaging in its next required
full-scale community-based or individual,
facility based functional exercise following the
onset of the emergency event.
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(ii) Conduct an additional exercise every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or an individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the HHA's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the HHA's emergency plan, as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct
exercises to test the emergency plan. The
OPO must do the following:

(i) Conduct a paper-based, tabletop exercise
or workshop at least annually. A tabletop
exercise is led by a facilitator and includes a
group discussion, using a narrated, clinically
relevant emergency scenario, and a set of
problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan. If the OPO experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
OPO is exempt from engaging in its next
required testing exercise following the onset
of the emergency event.

(i) Analyze the OPOQ's response to and
maintain documentation of all tabletop
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exercises, and emergency events, and revise
the [RNHCI's and OPO's] emergency plan, as
needed.
*[ RNCHls at §403.748]:
(d)(2) Testing. The RNHCI must conduct
exercises to test the emergency plan. The
RNHCI must do the following:
(i) Conduct a paper-based, tabletop exercise
at least annually. A tabletop exercise is a
group discussion led by a facilitator, using a
narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
(i) Analyze the RNHCI's response to and
maintain documentation of all tabletop
exercises, and emergency events, and revise
the RNHCI's emergency plan, as needed.
Based on record review and interview, the facility E 0039 E 039 02/03/2023
failed to conduct exercises to test the emergency The corrective action taken for
plan at least twice per year, including those residents found to have
unannounced staff drills using the emergency been affected by the deficient
procedures. The LTC facility must do the practice is that although no
following: specific residents were identified
(1) Participate in an annual full-scale exercise that during the survey, all residents,
is community-based; or staff and visitors have the potential
a. When a community-based exercise is not to be affected by this deficient
accessible, conduct an annual individual, practice. The facility has now
facility-based functional exercise. conducted an exercise to test the
b. If the LTC facility experiences an actual natural facilities emergency plan. The
or man-made emergency that requires activation facility will also continue to
of the emergency plan, the LTC facility is exempt conduct emergency preparedness
from engaging its next required full-scale in a exercises to test the facility
community-based or individual, facility-based emergency plan at least twice a
full-scale functional exercise for 1 year following year.
the onset of the actual event. The corrective action taken for the
(ii) Conduct an additional exercise that may other residents that have the
include, but is not limited to the following: potential to be affected by the
a. A second full-scale exercise that is same deficient practice is that
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community-based or an individual, facility-based although no specific residents
functional exercise. were identified during the survey,
b. A mock disaster drill; or all residents, staff and visitors
c. A tabletop exercise or workshop that is led by a have the potential to be affected
facilitator that includes a group discussion, using by this deficient practice. The
a narrated, clinically-relevant emergency scenario, facility has now conducted an
and a set of problem statements, directed exercise to test the facilities
messages, or prepared questions designed to emergency plan. The facility will
challenge an emergency plan. also continue to conduct
(iii) Analyze the LTC facility's response to and emergency preparedness
maintain documentation of all drills, tabletop exercises to test the facility
exercises, and emergency events, and revise the emergency plan at least twice a
LTC facility's emergency plan, as needed in year.
accordance with 42 CFR 483.73(d)(2). The measures that have been put
This deficient practice could affect all occupants into place to ensure that the
in the facility. deficient practice does not recur is
that a mandatory in-service has
Findings include: been provided for the facility’s
maintenance supervisor on their
Based on review of the Emergency Management role and responsibility to develop
Plan on 01/04/23 between 9:45 a.m. and 1:00 p.m. and provide emergency
with the Administrator and Maintenance preparedness exercises to test
Supervisor present, the facility was able to the facility’s emergency plan at
provide documentation of a community based least twice a year.
exercise during the past 12 months, however, the The corrective action taken to
facility was unable to provide documentation of a monitor to ensure the deficient
second exercise conducted during the past twelve practice will not recur is that the
months. The Administrator said the facility has facility administrator and/or their
taken part in a community based exercise during designee will audit the
the past 12 months, but said the facility did not documentation of the facility’s
conduct a second exercise during the past 12 emergency plan quarterly in
month period. conjunction with the Quality
Assurance meetings to ensure
This finding was reviewed with the Administrator that the facility is conducting
and Maintenance Supervisor during the exit exercises of the facility
conference. emergency plan at least twice
annually.
K 0000
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Bldg. 01
A Life Safety Code Recertification and State K 0000 By submitting the enclosed
Licensure Survey was conducted by the Indiana materials, we are not admitting the
Department of Health in accordance with 42 CFR truth or accuracy of any specific
483.90(a). findings or allegations. We
reserve the right to contest the
Survey Date: 01/04/23 findings or allegations as part of
any proceedings and submit these
Facility Number: 004429 responses pursuant to our
Provider Number: 15E681 regulatory obligations. The facility
AIM Number: 200502430 requests the plan of correction be
considered our allegation of
At this Life Safety Code survey, Hildegard Health compliance effective 2/3/23 to the
Center Inc. was found not in compliance with state findings of the Emergency
Requirements for Participation in Medicaid, 42 Preparedness and Life Safety
CFR Subpart 483.90(a), Life Safety from Fire and Code Survey conducted on
the 2012 edition of the National Fire Protection 01-04-23.
Association (NFPA) 101, Life Safety Code (LSC),
Chapter 19, Existing Health Care Occupancies and
410 IAC 16.2.
This facility was located on the third floor of this
four story building which was determined to be of
Type I (332) construction and was fully
sprinklered. The facility has a fire alarm system
with hard wired smoke detectors in the corridors,
spaces open to the corridors, and all resident
sleeping rooms. The facility has a capacity of 17
and had a census of 16 at the time of this survey.
All areas where the residents have customary
access were sprinklered and all areas providing
facility services were sprinklered.
Quality Review completed on 01/09/23
K 0345 NFPA 101
SS=F Fire Alarm System - Testing and
Bldg. 01 Maintenance
Fire Alarm System - Testing and
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Maintenance
A fire alarm system is tested and maintained
in accordance with an approved program
complying with the requirements of NFPA 70,
National Electric Code, and NFPA 72,
National Fire Alarm and Signaling Code.
Records of system acceptance, maintenance
and testing are readily available.
9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72
Based on record review and interview, the facility K 0345 K 345 02/03/2023
failed to ensure documentation was available to The corrective action taken for
show that all smoke detectors were sensitivity those residents found to have
tested within the past 24 months or prior. NFPA been affected by the deficient
72, National Fire Alarm Code, 2010 Edition, practice is that although no
Section 14.4.5.3.1 states detector sensitivity shall specific residents were identified
be checked within 1 year of installation, and every during the survey, all residents,
alternate year thereafter. After the second staff and visitors have the potential
required calibration test, if sensitivity tests to be affected by this deficient
indicate that the detector has remained within its practice. All smoke detectors
listed and marked sensitivity range, the length of have now had a sensitivity test
time between calibration tests shall be permitted completed to ensure their proper
to be extended to a maximum of 5 years. If the functioning. The facility has on file
frequency is extended, records of detector caused a copy of the sensitivity testing to
nuisance alarms and subsequent trends of these support this action. The facility
alarms shall be maintained. In zones or areas will also ensure that the smoke
where nuisance alarms show an increase over the detector sensitivity testing is
previous year, calibration tests shall be performed. conducted at least every 24
To ensure that each smoke detector is within its months and maintain a
listed and marked sensitivity range, it shall be documented record of this testing.
tested using any of the methods: The corrective action taken for the
(1) Calibrated test method. other residents that have the
(2) Manufacturer's calibrated sensitivity test potential to be affected by the
instrument. same deficient practice is that
(3) Listed control equipment arranged for the although no specific residents
purpose. were identified during the survey,
(4) Smoke detector/fire alarm control unit all residents, staff and visitors
arrangement whereby the detector causes a signal have the potential to be affected
at the control unit where its sensitivity is outside by this deficient practice. All
its listed sensitivity range. smoke detectors have now had a
(5) Other calibrated sensitivity method acceptable sensitivity test completed to
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to the authority having jurisdiction. ensure their proper functioning.
Detectors found to have sensitivity outside the The facility has on file a copy of
listed and marked sensitivity range shall be the sensitivity testing to support
cleaned and recalibrated, or replaced. this action. The facility will also
The detector sensitivity cannot be tested or ensure that the smoke detector
measured using any spray device that administers sensitivity testing is conducted at
an unmeasured concentration of aerosol into the least every 24 months and
detector. This deficient practice could affect all maintain a documented record of
residents, staff, and visitors in the facility. this testing.
The measures that have been put
Findings include: into place to ensure that the
deficient practice does not recur is
Based on record review on 01/04/23 between 9:45 that a mandatory in-service has
a.m. and 1:00 p.m. with the Administrator and been provided for the maintenance
Maintenance Supervisor present, the facility was supervisor on their responsibility to
unable to produce a smoke detector sensitivity ensure that the smoke detectors
report for all smoke detectors for the past 24 are sensitivity tested at least every
month period. The most recent smoke detector 24 months and to maintain a
sensitivity test available was dated 01/09/20. record of this testing for the
Based on interview at the time of record review, facility’s records.
the Maintenance Supervisor confirmed there was The corrective action taken to
no smoke detector sensitivity testing monitor to ensure the deficient
documentation available since 01/09/20. practice will not recur is that the
facility administrator and/or their
This finding was reviewed with the Administrator designee will conduct an audit at
and Maintenance Supervisor during the exit least annually in conjunction with
conference. the Quality Assurance meetings
to ensure that there is
documentation to support that all
smoke detectors have been
sensitivity tested at least every 24
months and that there is record of
this testing on file at the facility.
K 0353 NFPA 101
§S=C 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
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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
Based on record review, observation, and K 0353 K 353 02/03/2023
interview; the facility failed to document sprinkler The corrective action taken for
system inspections in accordance with NFPA 25 those residents found to have
for 1 of 1 sprinkler system. NFPA 25, Standard for been affected by the deficient
the Inspection, Testing, and Maintenance of practice is that although no
Water-Based Fire Protection Systems, 2011 specific residents were identified
Edition, Section 5.2.4.1 states gauges on wet pipe during the survey, all residents,
sprinkler systems shall be inspected monthly to staff and visitors have the potential
ensure that they are in good condition and the to be affected by this deficient
normal water pressure is being maintained. practice. The facility has now
Section 5.1.2 states valves and fire department conducted and will continue to
connections shall be inspected, tested, and conduct monthly inspections of
maintained in accordance with Chapter 13. the sprinkler system gauges and
Section 13.1.1.2 states Table 13.1.1.2 shall be control values. These inspections
utilized for inspection, testing and maintenance of will be documented monthly and
valves, valve components and trim. Section 4.3.1 maintained in the facility’s
states records shall be made for all inspections, sprinkler system preventative
tests, and maintenance of the system and its maintenance files.
components and shall be made available to the The corrective action taken for the
authority having jurisdiction upon request. This other residents that have the
deficient practice could affect all residents, staff, potential to be affected by the
and visitors in the facility. same deficient practice is that
although no specific residents
Findings include: were identified during the survey,
all residents, staff and visitors
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Based on record review on 01/04/23 between 9:45 have the potential to be affected
a.m. and 1:00 p.m. with the Administrator and by this deficient practice. The
Maintenance Supervisor present, there was no facility has now conducted and will
monthly sprinkler gauges inspection continue to conduct monthly
documentation available during the past 12 month inspections of the sprinkler
period other than the quarterly sprinkler system system gauges and control
inspections performed by the facility's vendor on values. These inspections will be
02/17/22, 05/19/22, 08/18/22 and 11/10/22. documented monthly and
Furthermore, there was no monthly sprinkler maintained in the facility’s
system control valves inspection documentation sprinkler system preventative
since 07/14/22 other that the quarterly sprinkler maintenance files.
system inspections performed by the facility's The measures that have been put
vendor on 08/18/22 and 11/10/22. Based on into place to ensure that the
interview at the time of record review, the deficient practice does not recur is
Maintenance Supervisor confirmed the lack of that a mandatory in-service has
sprinkler system inspections on the gauges and been provided for the maintenance
control valves during the past 12 months. supervisor on their responsibility to
conduct monthly inspections of
This finding was reviewed with the Administrator the sprinkler system gauges and
and Maintenance Supervisor during the exit control values and document
conference. these findings in the facility’s
sprinkler system preventative
3.1-19(b) maintenance files.
The corrective action taken to
monitor to ensure the deficient
practice will not recur is that the
facility administrator and/or their
designee will conduct a quarterly
audit in conjunction with the
facility’s Quality Assurance
meetings to ensure that the
maintenance supervisor is
inspecting the facility’s sprinkler
system gauges and control values
monthly and documenting these
inspections in the facility’s
sprinkler system preventative
maintenance files.
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K 0712 NFPA 101
SS=F Fire Drills
Bldg. 01 Fire Drills
Fire drills include the transmission of a fire
alarm signal and simulation of emergency fire
conditions. Fire drills are held at expected
and unexpected times under varying
conditions, at least quarterly on each shift.
The staff is familiar with procedures and is
aware that drills are part of established
routine. Where drills are conducted between
9:00 PM and 6:00 AM, a coded
announcement may be used instead of
audible alarms.
19.7.1.4 through 19.7.1.7
Based on record review and interview, the facility K 0712 K712 02/03/2023
failed to provide quarterly fire drill documentation The corrective action taken for
for 2 of 3 shifts during 3 of 4 quarters. This those residents found to have
deficient practice could affect all residents, as well been affected by the deficient
as staff and visitors in the facility. practice is that although no
specific residents were identified
Findings include: during the survey, all residents,
staff and visitors have the potential
Based on review of the facility's fire drill reports to be affected by this deficient
on 01/04/23 between 9:45 a.m. and 1:00 p.m. with practice. The facility has now
the Administrator and Maintenance Supervisor conducted a fire drill on each shift
present, there were only eight fire drill reports and will continue to conduct
available for review, and the facility lacked fire drill quarterly fire drills on each of the
documentation for the following shifts and three shifts. A record of these fire
quarters during the past 12 month period: drills will be maintained in the
a. Second shift (evening) of the second quarter facility files by the maintenance
(April, May, and June), third quarter (July, supervisor.
August, and September), and fourth quarter The corrective action taken for the
(October, November, and December) of 2022. other residents that have the
b. Third shift (night) of the third quarter (July, potential to be affected by the
August, and September), and fourth quarter same deficient practice is that
(October, November, and December) of 2022. although no specific residents
Based on interview at the time of record review, were identified during the survey,
the Maintenance Supervisor confirmed the lack of all residents, staff and visitors
fire drill reports during the previously mentioned have the potential to be affected
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shifts and quarters.
This finding was reviewed with the Administrator
and Maintenance Supervisor during the exit

conference.

3.1-19(b)

by this deficient practice. The
facility has now conducted a fire
drill on each shift and will continue
to conduct quarterly fire drills on
each of the three shifts. A record
of these fire drills will be
maintained in the facility files by
the maintenance supervisor.

The measures that have been put
into place to ensure that the
deficient practice does not recur is
that a mandatory in-service has
been provided for the facility
maintenance supervisor on their
responsibility to conduct and
maintain documentation to support
the completion of quarterly fire
drills on each of the three shifts.
The corrective action taken to
monitor to ensure the deficient
practice will not recur is that the
facility administrator and/or their
designee will conduct quarterly
audits in conjunction with the
facility Quality Assurance
meetings of the facility fire drill
records to ensure there is
supportive documentation of the
completion of quarterly fire drills
being conducted on each of the
three shifts.
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