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An Emergency Preparedness Survey was E 0000 Preparation, submission and
conducted by the Indiana Department of Health in implementation of this Plan of
accordance with 42 CFR 483.73. Correction does not constitute an
admission or agreement with the
Survey Date: 06/08/23 facts and conclusions set forth the
survey report. Our Plan of
Facility Number: 000097 Correction was prepared and
Provider Number: 155687 executed as a means to
AIM Number: 100290970 continuously improve the quality of
care and comply with all
At this Emergency Preparedness survey, applicable federal and state
Brickyard Healthcare- Muncie Care Center was requirements.
found not in compliance with Emergency
Preparedness Requirements for Medicare and The facility respectfully requests
Medicaid Participating Providers and Suppliers, 42 a desk review.
CFR 483.73. The facility has a capacity of 117 and
had a census of 106 at the time of this survey.
The requirement at 42 CFR, Subpart 483.73 is NOT
MET as evidenced by:
Quality Review conducted on 06/12/23
E 0039 403.748(d)(2), 416.54(d)(2), 418.113(d)(2),
SS=F 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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Kaushik Patel Executive Director 06/23/2023

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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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.

*[ 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.
(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
failed to conduct exercises to test the emergency
plan at least twice per year, including
unannounced staff drills using the emergency
procedures. The LTC facility must do the
following:

(1) 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
full-scale functional exercise for 1 year following
the onset of the actual event.

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

a. A second full-scale exercise that is

E 0039

-039

What corrective action(s) will be
accomplished for those residents
found to have been affected by the
deficient practices:

Education on the EPP policy of
“after action report” for each
full-scale community-based
disasters drill, event and or
tabletop exercise was completed
by corporate maintenance director
to the Executive Director and
Maintenance Director.

How other residents having the
potential to be affected by the

06/26/2023
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community-based or an individual, facility-based same deficient practice will be
functional exercise. identified and what corrective
b. A mock disaster drill; or actions will be taken:
c. A tabletop exercise or workshop that is led by a
facilitator that includes a group discussion, using All residents residing at the facility
a narrated, clinically-relevant emergency scenario, have potential to be affected.
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 What measures will be put into
maintain documentation of all drills, tabletop place and what systemic changes
exercises, and emergency events, and revise the will be made to ensure that the
LTC facility's emergency plan, as needed in deficient practice does not recur:
accordance with 42 CFR 483.73(d)(2). This
deficient practice could affect all occupants. Education on EPP policies and
procedures was completed and all
Findings include: disaster drills will be accompanied
by an after-action report going
Based on records review with the Administrator forward. The drills will be audited
and the Maintenance Director on 06/08/23 at 11:30 in the EPP annual review by the
a.m., documentation for the community-based ED and Maintenance to ensure
exercise conducted on 04/03/23 was incomplete. compliance.
This exercise did not show if the facility's
response was analyzed to ensure the EPP policies
were effective. Based on interview at the time of
records review, the Administrator and the How the corrective actions will be
Maintenance Director agreed no documentation monitored to ensure the deficient
for analyzing the LTC facility's response was practice will not recur, what quality
completed. assurance program will be put into
place:
This finding was reviewed with the Administrator
and Maintenance Director at the exit conference. ED/Maintenance Director will
submit the After-action report to
the QAPI meeting after each event
and review with QAPI no less than
quarterly in perpetuity.
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K 0000
Bldg. 01
A Life Safety Code Recertification and State K 0000 Preparation, submission and
Licensure Survey was conducted by the Indiana implementation of this Plan of
Department of Health in accordance with 42 CFR Correction does not constitute an
483.90(a). admission or agreement with the
facts and conclusions set forth the
Survey Date: 06/08/2023 survey report. Our Plan of
Correction was prepared and
Facility Number: 000097 executed as a means to
Provider Number: 155687 continuously improve the quality of
AIM Number: 100290970 care and comply with all
applicable federal and state
At this Life Safety Code survey, Brickyard requirements.
Healthcare- Muncie Care Canter was found not in
compliance with Requirements for Participation in The facility respectfully requests
Medicare/Medicaid, 42 CFR Subpart 483.90(a), a desk review.
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
sprinklered. The facility has a fire alarm system
with smoke detection in the corridors, areas open
to the corridors and battery operated smoke
detectors in the resident sleeping rooms. The
facility has a capacity of 117 and had a census of
106 at the time of this survey.
All areas where the residents have customary
access were sprinklered. All areas providing
facility services were sprinklered.
Quality Review conducted on 06/12/23
K 0291 NFPA 101
SS=F Emergency Lighting
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Bldg. 01 Emergency Lighting
Emergency lighting of at least 1-1/2-hour
duration is provided automatically in
accordance with 7.9.
18.2.9.1,19.2.9.1
Based on records review and interview, the facility K 0291 K-291 06/26/2023
failed to ensure 1 of 1 battery backup emergency
light was tested annually for 90 minutes. Section
7.9.3.1.1 (1) requires functional testing shall be What corrective action(s) will be
conducted monthly, with a minimum of 3 weeks accomplished for those residents
and a maximum of 5 weeks between tests, for not found to have been affected by the
less than 30 seconds, (3) Functional testing shall deficient practices:
be conducted annually for a minimum of 1 1/2
hours if the emergency lighting system is battery The battery operated 90-minute
powered and (5) Written records of visual emergency light test was
inspections and tests shall be kept by the owner completed for all locations where
for inspection by the authority having battery operated lights are located
jurisdiction. This deficient practice could affect all by the Maintenance Director on
residents in the facility. 6/20/23. The test was successful
with no concerns noted.
Findings include:
Based on records review with the Maintenance
Director on 06/08/23 at 11:15 a.m., annual testing How other residents having the
for the battery backup emergency lights was potential to be affected by the
unavailable. The Battery Operated Emergency same deficient practice will be
Light Test Log indicated the annual 90 minute identified and what corrective
testing for the nine battery backup emergency actions will be taken:
lights was not conducting in the last 12 months.
Based on an interview at the time of records All residents of the facility have
review, the Maintenance Director stated the potential to be affected.
annual 90 minute testing for the battery backup
emergency light has not been conducted in the
past 12 months.
What measures will be put into
This finding was reviewed with the Administrator place and what systemic changes
and Maintenance Director at the exit conference. will be made to ensure that the
deficient practice does not recur:
3.1-19(b)
-minute emergency light test was
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K 0920 NFPA 101

SS=D Electrical Equipment - Power Cords and

Bldg. 01 Extens

Electrical Equipment - Power Cords and
Extension Cords

Power strips in a patient care vicinity are only
used for components of movable
patient-care-related electrical equipment
(PCREE) assembles that have been
assembled by qualified personnel and meet
the conditions of 10.2.3.6. Power strips in
the patient care vicinity may not be used for
non-PCREE (e.g., personal electronics),
except in long-term care resident rooms that
do not use PCREE. Power strips for PCREE
meet UL 1363A or UL 60601-1. Power strips
for non-PCREE in the patient care rooms
(outside of vicinity) meet UL 1363. In

successfully completed on the
applicable units. The next annual
testing date has been scheduled
and it has been noted in the
maintenance portal.

How the corrective actions will be
monitored to ensure the deficient
practice will not recur, l.e., what
quality assurance program will be
put into place:

The annual testing date has been
into maintenance portal and will be
reviewed in QAPI for completion of
timely testing no less than
quarterly in perpetuity.
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non-patient care rooms, power strips meet
other UL standards. All power strips are
used with general precautions. Extension
cords are not used as a substitute for fixed
wiring of a structure. Extension cords used
temporarily are removed immediately upon
completion of the purpose for which it was
installed and meets the conditions of 10.2.4.
10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8
(NFPA 70), 590.3(D) (NFPA 70), TIA 12-5
Based on observation and interview, the facility K 0920 -920 06/26/2023
failed to ensure 1 of 1 resident rooms did not used
multi-plug adaptors as a substitute for fixed
wiring. LSC 9.1.2 requires electrical wiring and What corrective action(s) will be
equipment shall be in accordance with NFPA 70, accomplished for those residents
National Electrical Code. NFPA 70, 2011 Edition, found to have been affected by the
Article 400.8 requires that, unless specifically deficient practices:
permitted, flexible cords and cables shall not be
used as a substitute for fixed wiring of a structure. The multiplug adaptor was
This deficient practice affects 1 resident. removed upon discovery during the
survey by maintenance director.
Findings include:
Based on observation with the Maintenance
Director on 06/08/23 at 1:50 p.m., resident room How other residents having the
150 contained a multi-plug adaptor powering potential to be affected by the
computer equipment. Based on interview at the same deficient practice will be
time of observation, the Maintenance Director identified and what corrective
agreed a multi-plug adaptor was in use in room actions will be taken:
150. The multi-plug adapter was removed at the
time of discovery. All residents in the vicinity of the
multi-plug adapter have the
This finding was reviewed with the Administrator potential to be affected.
and Maintenance Director at the exit conference.
What measures will be put into
3.1-19(b) place and what systemic changes
will be made to ensure that the
deficient practice does not recur:
Maintenance Director/ Designee
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removed the multiplug adaptor

from the resident during the

survey. Maintenance

Director/Designee has completed

facility wide inspection multi plug

adaptors and extension cords.

Maintenance Director/Designee

will observe 10 areas each

monthly x 3 months for

compliance

How the corrective actions will be

monitored to ensure the deficient

practice will not recur, l.e., what

quality assurance program will be

put into place:

The Maintenance Director will

submit the report along with any

life safety issues and corrections

during the monthly QAPI meeting

no less than quarterly in

perpetuity.
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