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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:  07/09/24

Facility Number: 011045

Provider Number: 155698

AIM Number: 200380790

At this Emergency Preparedness survey, Bethany 

Pointe Health Campus was found in compliance 

with Emergency Preparedness Requirements for 

Medicare and Medicaid Participating Providers 

and Suppliers, 42 CFR 483.73.

The facility has 74 certified beds.  At the time of 

the survey, the census was 55.

Quality Review completed on 07/10/24
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A Life Safety Code Recertification and State 

Licensure Survey was conducted by the Indiana 

Department of Health in accordance with 42 CFR 

483.90(a).

Survey Date:  07/09/24

Facility Number: 011045

Provider Number: 155698

AIM Number: 200380790

At this Life Safety Code survey, Bethany Pointe 

Health Campus was found not in compliance with 

K 0000  
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Requirements for Participation in 

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.

This one-story facility was determined to be of 

Type V (111) construction and was fully sprinkled.  

The facility has a fire alarm system with smoke 

detection in corridors, areas open to the corridor, 

and hard-wired smoke detectors in the resident 

rooms. The facility has a capacity of 74 and had a 

census of 55 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 07/10/24

NFPA 101 

Sprinkler System - Installation 

Spinkler System - Installation

2012 EXISTING

Nursing homes, and hospitals where required 

by construction type, are protected 

throughout by an approved automatic 

sprinkler system in accordance with NFPA 

13, Standard for the Installation of Sprinkler 

Systems. 

In Type I and II construction, alternative 

protection measures are permitted to be 

substituted for sprinkler protection in specific 

areas where state or local regulations prohibit 

sprinklers. 

In hospitals, sprinklers are not required in 

clothes closets of patient sleeping rooms 

where the area of the closet does not exceed 

6 square feet and sprinkler coverage covers 

K 0351
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the closet footprint as required by NFPA 13, 

Standard for Installation of Sprinkler 

Systems.

19.3.5.1, 19.3.5.2, 19.3.5.3, 19.3.5.4, 

19.3.5.5, 19.4.2, 19.3.5.10, 9.7, 9.7.1.1(1)

Based on observation and interview, the facility 

failed to maintain the ceiling construction in 1 of 5 

corridors in accordance with NFPA 13, Standard 

for the Installation of Sprinkler Systems. NFPA 13, 

2010 edition, Section 6.2.7.1 states plates, 

escutcheons, or other devices used to cover the 

annular space around a sprinkler shall be metallic 

or shall be listed for use around a sprinkler. This 

deficient practice could affect as many as 12 

residents, 4 staff and 2 visitors.

Findings include:

Based on observation with the Senior Director of 

Plant Operations, the Facilities Maintenance 

Support Director and the Area Executive Director 

on 07/09/24 at 12:40 p.m., the corridor sprinkler 

head outside resident room #106 had a one-half 

inch gap of annular space around the escutcheon. 

Based on interview at the time of observation, the 

Senior Director of Plant Operations acknowledged 

the annular space around the escutcheon and 

gave the aforementioned measurement.

This item was again discussed at the exit 

conference held on 07/09/24 at 1:50 p.m. with the 

Senior Director of Plant Operations, the Facilities 

Maintenance Support Director and the Area 

Executive Director.

3.1-19(b)

K 0351 The submission of this plan of 

correction does not indicate and 

admission by Bethany Pointe 

Health Campus that the findings 

and allegations contained herein 

are accurate, true representation 

of the quality of care provided, and 

the living environment provided to 

the residents of Bethany Pointe 

Health Campus.  The facility 

recognizes its obligation to provide 

legally and medically necessary 

care and services to its residents 

in an economic and efficient 

manner.  The facility hereby 

maintains it is in substantial 

compliance with all state and 

federal requirements governing the 

management of this facility.  It is 

thus submitted as a matter of 

statute only.  The facility 

respectfully requests from the 

department a desk review for 

substantial compliance. 

K351  Sprinkler System - 

Installation

  Education regarding proper 

maintenance of ceiling 

construction regarding 

escutcheons completed for all 

maintenance employees. 

Escutcheon repaired on 7/25/24 

and is operational per code. Up to 

12 residents, 4 staff, and 2 visitors 

have the potential to be affected 

07/25/2024  12:00:00AM
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by the alleged deficient practice. 

As a measure of ongoing 

compliance, the DPO or designee 

to audit 10 escutcheon’s 3x 

weekly for 4 weeks, 2x weekly for 

3 months, and weekly for 2 

months or until 100% compliance 

is maintained. As a quality 

measure, the Executive Director 

(ED) or designee will review any 

findings and corrective action at 

least quarterly in the campus 

Quality Assurance Performance 

Improvement meetings.  The plan 

will be reviewed and updated as 

warranted and will continue until 

100% compliance is maintained. 
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