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A Post Survey Revisit (PSR) to the Emergency 

Preparedness Survey conducted on 04/17/23 was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 483.73.

Survey Date:  06/09/23

Facility Number:  000501

Provider Number:  155635

AIM Number:  100266260

At this PSR survey, Grace Village Health Care 

Facility was found not in compliance with 

Emergency Preparedness Requirements for 

Medicare and Medicaid Participating Providers 

and Suppliers, 42 CFR 483.73. The facility has a 

capacity of 89 and had a census of 51 at the time 

of this survey.

Quality Review conducted on 06/14/23

E 0000 This plan of correction also 

represents the facility's 

allegations of compliance. The 

following combined plan of 

correction and allegations of 

compliance is submitted solely 

because it is required by law 

and is not an admission to any 

of the alleged deficiencies or 

violations.   Furthermore, none 

of the actions taken in this plan 

of correction are an admission 

that additional steps should 

have or could have been taken 

by the facility to prevent the 

alleged deficiency. These steps 

are only included because a 

plan of correction is required 

by law.

The facility was in compliance 

with all licensure and 

certification requirements at 

the time of the survey and 

disputes that any alleged 

deficiency or violation existed.

 

403.748(d)(2), 416.54(d)(2), 418.113(d)(2), 

441.184(d)(2), 482.15(d)(2), 483.475(d)(2), 

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),  

E 0039
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§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, 

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 
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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 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.

(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 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.
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(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:

(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 
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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 

(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.

 (ii) 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:
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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 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.

(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 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/IID] must do the following:

(i)  Participate in an annual full-scale exercise 
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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 

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, 
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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 

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 
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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.

(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 
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OPO is exempt from engaging in its next 

required testing exercise following the onset 

of the emergency event.

(ii) Analyze the OPO's response to and 

maintain documentation of all tabletop 

exercises, and emergency events, and revise 

the [RNHCI's and OPO's] emergency plan, as 

needed.

*[ RNCHIs 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.

(ii) 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 

failed to conduct exercises to test the emergency 

plan (EPP) at least twice per year, including 

unannounced staff drills using the emergency 

procedures. The LTC facility 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 experiences an actual natural 

or man-made emergency that requires activation 

of the emergency plan, the LTC facility is exempt 

from engaging its next required full-scale in a 

community-based or individual, facility-based 

E 0039 Grace Village requests 

consideration for the desk review 

for all citations.

-        what corrective action(s) 

will be accomplished for those 

residents found to have been 

affected by the deficient 

practice;

No residents were identified as 

affected by the deficiency cited at 

E039.

-        how other residents 

having the potential to be 

affected by the same deficient 

practice will be identified and 

what corrective action(s) will 

06/28/2023  12:00:00AM
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full-scale functional exercise for 1 year following 

the onset of the actual event. 

(ii) Conduct an additional 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.

b. A mock disaster drill; or 

c. A tabletop exercise or workshop that is 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 LTC facility's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise the 

LTC facility's emergency plan, as needed in 

accordance with 42 CFR 483.73(d)(2). This 

deficient practice could affect all occupants.

Findings include:

Based on records review with the Maintenance 

Director and the Maintenance Coordinator on 

06/09/23 at 11:41 a.m., no documentation of a 

community based annual exercise, an actual 

natural or man-made emergency, or an annual 

individual facility-based functional exercise if a 

community drill is not available was available for 

review.  Also, the tabletop documentation 

provided was on a standard fire dill and did not 

meet the requirements for an EPP drill. Based on 

an interview during records review, the 

Maintenance Director stated the annual EPP drills 

are scheduled this month.

This finding was reviewed with the Maintenance 

Director, and Maintenance Coordinator during the 

exit conference.

be taken;

Human Resources Department 

has added Fire Safety and 

Emergency preparedness 

in-service to our Relias system for 

all employees to complete 

annually.  Community based 

exercise was not accessible so 

facility level exercise was 

completed on 6/19/23.  Tabletop 

disaster drill was completed on 

6/28/23.

- what measures will be put 

into place and what systemic 

changes will be made to 

ensure that the deficient 

practice does not recur;

The Human Resources 

department has Fire Safety and 

Emergency Preparedness 

in-service to automatically be 

required for all current employees 

annually.  This in-service also 

requires a test at the end to show 

competency.  We have 

established our annual schedule 

moving forward with our tabletop 

drill to be completed in March and 

community level or facility level 

drill to be completed in July of 

each year.  

 

-        how the corrective 

action(s) will be monitored to 

ensure the deficient practice 

will not recur, i.e., what quality 

assurance program will be put 

into place; and

Human Resources Department will 

monitor completion of Fire Safety 
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This deficiency was cited on 04/17/23. The facility 

failed to implement a systemic plan of correction 

to prevent recurrence.

and Emergency Preparedness 

in-service to all employees 

throughout the year.  We will also 

review our in-service and disaster 

drill exercise results on the 

agenda of QAPI for review.  If at 

any time concerns are identified, 

the QAPI committee will consist of 

at a minimum the CEO, Director of 

Nursing, Medical Director, or 

designee attending at least 

quarterly.

 

 K 0000

 

Bldg. 01

A Post Survey Revisit (PSR) to the Life Safety 

Code Recertification and State Licensure Survey 

conducted on 04/17/23 was conducted by the 

Indiana Department of Health in accordance 42 

CFR Subpart 483.90(a).

Survey Date:  06/09/23

Facility Number:  000501

Provider Number:  155635

AIM Number:  100266260

At this PSR survey, Grace Village Health Care 

Facility was found in compliance with 

Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 483.90(a), 

Life Safety from Fire, the 2012 edition of National 

Fire Protection Association (NFPA) 101 LSC and 

410 IAC 16.2 and was surveyed with Chapter 19 

Existing Health Care Occupancies. 

The facility consists of the original building (Bldg. 

1), the 1980 addition (Bldg. II), and the 2007 

K 0000 This plan of correction also 

represents the facility's 

allegations of compliance. The 

following combined plan of 

correction and allegations of 

compliance is submitted solely 

because it is required by law 

and is not an admission to any 

of the alleged deficiencies or 

violations.   Furthermore, none 

of the actions taken in this plan 

of correction are an admission 

that additional steps should 

have or could have been taken 

by the facility to prevent the 

alleged deficiency. These steps 

are only included because a 

plan of correction is required 

by law.

The facility was in compliance 

with all licensure and 

certification requirements at 

the time of the survey and 
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rehabilitation and therapy addition (Bldg. III). 

Bldg. 1 consisting of halls 1, 2, 3, and the main 

dining room was determined to be Type III (211) 

construction. Bldg. 1 was fully sprinklered and 

had a fire alarm system with smoke detection in 

the corridors and in areas open to the corridors.  

Resident rooms 196, 399, and 435 contained hard 

wire smoke detection and all other resident rooms 

in Bldg. 1 contained battery operated smoke 

detectors. The facility has a capacity of 89 and 

had a census of 51 at the time of this survey.

All areas where the residents have customary 

access were sprinklered.  Areas providing facility 

services which were not sprinklered included a 

detached garage used for storage of maintenance 

equipment and parts with the portion of the 

building used as a maintenance garage, and a 

detached shed used for storage of parts and lawn 

equipment.  The facility had a separate fire pump 

building that was sprinklered.

Quality Review conducted on 06/14/23

disputes that any alleged 

deficiency or violation existed.

 K 0000

 

Bldg. 02

A Post Survey Revisit (PSR) to the Life Safety 

Code Recertification and State Licensure Survey 

conducted on 04/17/23 was conducted by the 

Indiana Department of Health in accordance 42 

CFR Subpart 483.90(a).

Survey Date:  06/09/23

Facility Number:  000501

Provider Number:  155635

AIM Number:  100266260

K 0000 This plan of correction also 

represents the facility's 

allegations of compliance. The 

following combined plan of 

correction and allegations of 

compliance is submitted solely 

because it is required by law 

and is not an admission to any 

of the alleged deficiencies or 

violations.   Furthermore, none 

of the actions taken in this plan 

of correction are an admission 
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At this PSR survey, Grace Village Health Care 

Facility was found in compliance with 

Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 483.90(a), 

Life Safety from Fire, the 2012 edition of National 

Fire Protection Association (NFPA) 101 LSC and 

410 IAC 16.2 and was surveyed with Chapter 19 

Existing Health Care Occupancies. 

The facility consists of the original building (Bldg. 

1), the 1980 addition (Bldg. II), and the 2007 

rehabilitation and therapy addition (Bldg. III). 

Bldg. 2 consisting of hall 5 and is on the first floor 

of a two-story building separated by a two-hour 

floor assembly from the independent living center 

was determined to be of Type II (222) 

construction. The building was fully sprinklered 

and had a fire alarm system with smoke detection 

in the corridors and in areas open to the corridors.  

Battery operated smoke detectors were installed in 

all resident rooms of hall 5. The facility has a 

capacity of 89 and had a census of 51 at the time 

of this survey.

All areas where the residents have customary 

access were sprinklered.  Areas providing facility 

services which were not sprinklered included a 

detached garage used for storage of maintenance 

equipment and parts with the portion of the 

building used as a maintenance garage, and a 

detached shed used for storage of parts and lawn 

equipment.  The facility had a separate fire pump 

building that was sprinklered.

Quality Review conducted on 06/14/23

that additional steps should 

have or could have been taken 

by the facility to prevent the 

alleged deficiency. These steps 

are only included because a 

plan of correction is required 

by law.

The facility was in compliance 

with all licensure and 

certification requirements at 

the time of the survey and 

disputes that any alleged 

deficiency or violation existed.

 K 0000

 

Bldg. 03
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A Post Survey Revisit (PSR) to the Life Safety 

Code Recertification and State Licensure Survey 

conducted on 04/17/23 was conducted by the 

Indiana Department of Health in accordance 42 

CFR Subpart 483.90(a).

Survey Date:  06/09/23

Facility Number:  000501

Provider Number:  155635

AIM Number:  100266260

At this PSR survey, Grace Village Health Care 

Facility was found in compliance with 

Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 483.90(a), 

Life Safety from Fire, the 2012 edition of National 

Fire Protection Association (NFPA) 101 LSC and 

410 IAC 16.2 and was surveyed with Chapter 19 

Existing Health Care Occupancies. 

The facility consists of the original building (Bldg. 

1), the 1980 addition (Bldg. II), and the 2007 

rehabilitation and therapy addition (Bldg. III). 

Bldg. 3 consisting of the rehabilitation hall and the 

therapy gym was determined to be of Type V (111) 

construction. This one-story building was fully 

sprinklered and had a fire alarm system with 

smoke detection in the corridors, resident rooms, 

and in areas open to the corridors. The facility has 

a capacity of 89 and had a census of 51 at the time 

of this survey.

All areas where the residents have customary 

access were sprinklered.  Areas providing facility 

services which were not sprinklered included a 

detached garage used for storage of maintenance 

equipment and parts with the portion of the 

building used as a maintenance garage, and a 

K 0000 This plan of correction also 

represents the facility's 

allegations of compliance. The 

following combined plan of 

correction and allegations of 

compliance is submitted solely 

because it is required by law 

and is not an admission to any 

of the alleged deficiencies or 

violations.   Furthermore, none 

of the actions taken in this plan 

of correction are an admission 

that additional steps should 

have or could have been taken 

by the facility to prevent the 

alleged deficiency. These steps 

are only included because a 

plan of correction is required 

by law.

The facility was in compliance 

with all licensure and 

certification requirements at 

the time of the survey and 

disputes that any alleged 

deficiency or violation existed.
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detached shed used for storage of parts and lawn 

equipment.  The facility had a separate fire pump 

building that was sprinklered.

Quality Review conducted on 06/14/23
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