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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:  01/16/24

Facility Number:  000070

Provider Number:  155149

AIM Number:  100266190

At this Emergency Preparedness survey, Harcourt 

Terrace Nursing and Rehabilitation was found not 

in compliance with Emergency Preparedness 

Requirements for Medicare and Medicaid 

Participating Providers and Suppliers, 42 CFR 

483.73.

The facility has 110 certified beds.  At the time of 

the survey, the census was 76.

Quality Review completed on 01/17/24

The requirement at 42 CFR Subpart 483.73 is NOT 

MET as evidenced by:

E 0000 The creation and submission of 

this plan of correction does not 

constitute an admission by this 

provider of any confusion set forth 

in the statement of deficiencies or 

of any violation of the regulation. 

This provider request that the 

2correction be considered the 

letter of credible allegation and 

request desk review (paper 

compliance) on or after 2/10/24

 

403.748(a), 416.54(a), 418.113(a), 

441.184(a), 482.15(a), 483.475(a), 483.73(a), 

484.102(a), 485.625(a), 485.68(a), 

485.727(a), 485.920(a), 486.360(a), 

491.12(a), 494.62(a) 

Develop EP Plan, Review and Update 

Annually 

§403.748(a), §416.54(a), §418.113(a), 

§441.184(a), §460.84(a), §482.15(a), 

§483.73(a), §483.475(a), §484.102(a), 

§485.68(a), §485.625(a), §485.727(a), 

§485.920(a), §486.360(a), §491.12(a), 

E 0004

SS=F

Bldg. --
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§494.62(a).

The [facility] must comply with all applicable 

Federal, State and local emergency 

preparedness requirements.  The [facility] 

must develop establish and maintain a 

comprehensive emergency preparedness 

program that meets the requirements of this 

section. The emergency preparedness 

program must include, but not be limited to, 

the following elements:

(a) Emergency Plan. The [facility] must 

develop and maintain an emergency 

preparedness plan that must be [reviewed], 

and updated at least every 2 years.  The plan 

must do all of the following:

* [For hospitals at §482.15 and CAHs at 

§485.625(a):] Emergency Plan. The [hospital 

or CAH] must comply with all applicable 

Federal, State, and local emergency 

preparedness requirements.  The [hospital or 

CAH] must develop and maintain a 

comprehensive emergency preparedness 

program that meets the requirements of this 

section, utilizing an all-hazards approach.

* [For LTC Facilities at §483.73(a):] 

Emergency Plan. The LTC facility must 

develop and maintain an emergency 

preparedness plan that must be reviewed, 

and updated at least annually.  

* [For ESRD Facilities at §494.62(a):] 

Emergency Plan. The ESRD facility must 

develop and maintain an emergency 

preparedness plan that must be [evaluated], 

and updated at least every 2 years.
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Based on record review and interview, the facility 

failed to maintain an emergency preparedness 

plan that was reviewed and updated at least 

annually in accordance with 42 CFR 483.73(a). 

This deficient practice could affect all occupants.

Findings include:

Based on review of the facility's Emergency 

Preparedness Plan on 01/16/24 at 9:51 a.m. with 

the Maintenance Supervisor present, 

documentation of an emergency program 

reviewed by the facility within the most recent 

twelve-month period was not available for review. 

A review of the emergency preparedness plan 

presented for records review did not have an 

update or update page of any kind located 

throughout the entire emergency preparedness 

plan. Based on interview at the time of record 

review, the Miantenance Supervisor said that the 

facility Administrator may have a different copy in 

his office. After several failed attempts to locate 

an updated copy of the emergency preparedness 

plan, the Administrator, and the Miantenance 

Supervisor both agreed that an updated binder 

could not be located for record review at the time 

of this survey.

E 0004 . An EP plan was completed and 

is now in place which as been 

reviewed and signed by the ED.

2. All residents could be affected 

and Plan is now in place

3. Two Manuals are now in the 

building, one with Ed and one with 

Maintenance which are up-to -date 

and signed by the ED.

4. The manuals will be up-dated 

as needed and reviewed quarterly 

in Safety Committee. If any 

concerns are identified, an action 

plan will be implemented. Review 

annually will be added to the TELs 

checklist and QAPI calendar by 

the ED.

5. Completion1/18/24

01/18/2024  12:00:00AM

403.748(b), 416.54(b), 418.113(b), 

441.184(b), 482.15(b), 483.475(b), 483.73(b), 

484.102(b), 485.625(b), 485.68(b), 

485.727(b), 485.920(b), 486.360(b), 

491.12(b), 494.62(b) 

Development of EP Policies and Procedures 

§403.748(b), §416.54(b), §418.113(b), 

§441.184(b), §460.84(b), §482.15(b), 

§483.73(b), §483.475(b), §484.102(b), 

§485.68(b), §485.625(b), §485.727(b), 

§485.920(b), §486.360(b), §491.12(b), 

E 0013
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Bldg. --
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§494.62(b).

(b) Policies and procedures. [Facilities] must 

develop and implement emergency 

preparedness policies and procedures, based 

on the emergency plan set forth in paragraph 

(a) of this section, risk assessment at 

paragraph (a)(1) of this section, and the 

communication plan at paragraph (c) of this 

section.  The policies and procedures must 

be reviewed and updated at least every 2 

years. 

*[For LTC facilities at §483.73(b):] Policies 

and procedures. The LTC facility must 

develop and implement emergency 

preparedness policies and procedures, based 

on the emergency plan set forth in paragraph 

(a) of this section, risk assessment at 

paragraph (a)(1) of this section, and the 

communication plan at paragraph (c) of this 

section.  The policies and procedures must 

be reviewed and updated at least annually.

*Additional Requirements for PACE and 

ESRD Facilities:

*[For PACE at §460.84(b):] Policies and 

procedures.  The PACE organization must 

develop and implement emergency 

preparedness policies and procedures, based 

on the emergency plan set forth in paragraph 

(a) of this section, risk assessment at 

paragraph (a)(1) of this section, and the 

communication plan at paragraph (c) of this 

section.  The policies and procedures must 

address management of medical and 

nonmedical emergencies, including, but not 

limited to: Fire; equipment, power, or water 

failure; care-related emergencies; and natural 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: TYW021 Facility ID: 000070 If continuation sheet Page 4 of 27
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disasters likely to threaten the health or 

safety of the participants, staff, or the public.  

The policies and procedures must be 

reviewed and updated at least every 2 years. 

*[For ESRD Facilities at §494.62(b):] Policies 

and procedures.  The dialysis facility must 

develop and implement emergency 

preparedness policies and procedures, based 

on the emergency plan set forth in paragraph 

(a) of this section, risk assessment at 

paragraph (a)(1) of this section, and the 

communication plan at paragraph (c) of this 

section.  The policies and procedures must 

be reviewed and updated at least every 2 

years. These emergencies include, but are 

not limited to, fire, equipment or power 

failures, care-related emergencies, water 

supply interruption, and natural disasters 

likely to occur in the facility's geographic 

area.

Based on record review and interview, the facility 

failed to develop and implement emergency 

preparedness policies and procedures. The 

policies and procedures must be reviewed and 

updated at least annually in accordance with 42 

CFR 483.73(b). This deficient practice could affect 

all residents in the facility.

Findings include:

Based on review of the facility's Emergency 

Preparedness Plan on 01/16/24 at 9:51 a.m. with 

the Maintenance Supervisor present, 

documentation of an emergency preparedness 

program policies and procedures reviewed by the 

facility within the most recent twelve-month 

period was not available for review. A review of 

the emergency preparedness plan policies and 

procedures presented for records review did not 

E 0013  

1      An EP Plan was reviewed 

and signed by ED

2      All residents could be 

affected

3      The manual is signed by ED 

and will be Annually hence forth. 

ED will be educated to ensure the 

emergency plan including policies 

and procedures are reviewed and 

signed annually or as needed.

4      It will be reviewed annually at 

the first QAPI meeting of each 

new year, this will be added to the 

TELs checklist

5      Completion 1/18

01/18/2024  12:00:00AM
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have an update of any kind located throughout 

the entire plan. Based on interview at the time of 

record review, the Miantenance Supervisor said 

that the facility Administrator may have a different 

copy in his office. After several failed attempts to 

locate an updated copy of the emergency 

preparedness plan, the Administrator, and the 

Miantenance Supervisor both agreed that an 

updated binder could not be located for record 

review at the time of this survey.

403.748(c), 416.54(c), 418.113(c), 

441.184(c), 482.15(c), 483.475(c), 483.73(c), 

484.102(c), 485.625(c), 485.68(c), 

485.727(c), 485.920(c), 486.360(c), 

491.12(c), 494.62(c) 

Development of Communication Plan 

§403.748(c), §416.54(c), §418.113(c), 

§441.184(c), §460.84(c), §482.15(c), 

§483.73(c), §483.475(c), §484.102(c), 

§485.68(c), §485.625(c), §485.727(c), 

§485.920(c), §486.360(c), §491.12(c), 

§494.62(c).

(c) The [facility] must develop and maintain 

an emergency preparedness communication 

plan that complies with Federal, State and 

local laws and must be reviewed and updated 

at least every 2 years [annually for LTC 

facilities].

E 0029

SS=F

Bldg. --

Based on record review and interview, the facility 

failed to develop and maintain an emergency 

preparedness communication plan that complies 

with Federal, State, and local laws in accordance 

with 42 CFR 483.73(c). This deficient practice 

could affect all occupants.

Findings include:

Based on review of the facility's Emergency 

E 0029 1      Included in the EP plan is 

the Facility Communication plan

2      All residents could be 

affected

3      The Communication Plan will 

be up-dated  as needed and 

reviewed quarterly in Safety 

meeting. ED will be educated to 

ensure the Emergency 

communication plan is reviewed 

01/18/2024  12:00:00AM
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Preparedness Plan on 01/16/24 at 9:51 a.m. with 

the Maintenance Supervisor present, 

documentation of an emergency preparedness 

program communication plan reviewed by the 

facility within the most recent twelve-month 

period was not available for review. A review of 

the emergency preparedness plan communication 

plan presented for records review did not have an 

update of any kind located throughout the entire 

plan. Based on interview at the time of record 

review, the Miantenance Supervisor said that the 

facility Administrator may have a different copy in 

his office. After several failed attempts to locate 

an updated copy of the emergency preparedness 

plan, the Administrator, and the Miantenance 

Supervisor both agreed that an updated binder 

could not be located for record review at the time 

of this survey.

and signed annually and as 

needed.

4      The Communication plan will 

be reviewed at the quarterly Safety 

meeting. This will be added to the 

TELs Check list and QAPI 

Calendar.

5      1/18/24

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).

*[For RNCHIs 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 

E 0036

SS=F

Bldg. --

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: TYW021 Facility ID: 000070 If continuation sheet Page 7 of 27



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

02/13/2024PRINTED:

FORM APPROVED

OMB NO. 0938-039

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP COD

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIE

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

INDIANAPOLIS, IN 46260

155149 01/16/2024

HARCOURT TERRACE NURSING AND REHABILITATION

8181 HARCOURT RD

--

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 

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):] 
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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 

failed to develop and maintain an emergency 

preparedness training and testing program that 

was reviewed and updated at least annually in 

accordance with 42 CFR 483.73(d). This deficient 

practice could affect all occupants.

Findings include:

Based on review of the facility's Emergency 

Preparedness Plan on 01/16/24 at 9:51 a.m. with 

the Maintenance Supervisor present, 

documentation of an emergency preparedness 

training and testing program reviewed by the 

facility within the most recent twelve-month 

period was not available for review. A review of 

the emergency preparedness training and testing 

program presented for records review did not 

have an update of any kind located throughout 

the entire plan. Based on interview at the time of 

record review, the Miantenance Supervisor said 

that the facility Administrator may have a different 

copy in his office. After several failed attempts to 

locate an updated copy of the emergency 

preparedness plan, the Administrator, and the 

Miantenance Supervisor both agreed that an 

updated binder could not be located for record 

review at the time of this survey.

E 0036 1.A Plan was reviewed and signed 

by the ED

2. All residents could be affected 

by this deficiency.

3. The Emergency plan will will be 

up-dated and as needed at the 

quarterly safety meeting. ED  

educate dto ensure to ensure 

emergency plan is reviewed and 

signed annually.

4. The Plan will be up-dated 

annually and as needed by the ED 

and will be reviewed by the QAPI 

committee. This will be added to 

Tels and QAPI Calendar.

.  

.

01/18/2024  12:00:00AM
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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),  

§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 

E 0039

SS=F

Bldg. --
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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. 

*[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 
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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:

(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.
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(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 

(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, 
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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  

(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 
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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 

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.
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*[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 

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 
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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.

(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 
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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.

(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 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 

E 0039 1.EP Testing requirements will be 

initiated by the facility in the form 

of a round table completed on 

2/6/24

2. All residents could be affected

3. The facility will perform a round 

table and emergency 

01/18/2024  12:00:00AM
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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 

community-based or individual, facility-based 

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 review of the facility's Emergency 

Preparedness Plan on 01/16/24 at 9:51 a.m. with 

the Maintenance Supervisor present, 

documentation of: an annual full-scale exercise 

that is community-based, when a 

community-based exercise is not accessible, 

conduct an annual individual, facility-based 

functional exercise, an actual natural or man-made 

preparedness procedure in the 

form of a round table 

on2/6/24.dealing with a Tornado. 

Facility will schedule a full-scale 

exercise will be completed in next 

14 days.

4. Once a quarter at the Safety 

Meeting EP testing will be 

reviewed. Emergency QAPI tool 

will be completed quarterly to 

ensure exercises/events are 

completed per plan. If 100% is not 

achieved, an action plan will be 

developed.

5 Completed by 2/23/24.
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emergency that requires activation of the 

emergency plan, or a second full-scale exercise 

that is community-based or an individual, 

facility-based functional exercise, a mock disaster 

drill, or 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. Based 

on interview at the time of record review, the 

Miantenance Supervisor said that the facility 

Administrator may have a different copy in his 

office. After several failed attempts to locate a 

different copy of the emergency preparedness 

plan, the Administrator, and the Miantenance 

Supervisor both agreed that a different binder 

could not be located with the aforementioned 

drills at the time of this survey.

 K 0000

 

Bldg. 01

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:  01/16/24

Facility Number:  000070

Provider Number:  155149

AIM Number:  100266190

At this Life Safety Code survey, Harcourt Terrace 

Nursing and Rehabilitation was found not in 

compliance with 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, 

K 0000 The creation and submission of 

this plan of correction does not 

constitute an admission by this 

provider of any confusion set forth 

in the statement of deficiencies or 

of any violation of the regulation. 

This provider request that the 

2correction be considered the 

letter of credible allegation and 

request desk review (paper 

compliance) on or after 2/10/24
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Life Safety Code (LSC), Chapter 19, Existing 

Health Care Occupancies and 410 IAC 16.2.

This one-story facility with a partial basement was 

determined to be of Type III (211) construction 

and fully sprinklered.  The facility has a fire alarm 

system with smoke detection on all levels in the 

corridors and in all areas open to the corridor.  

The facility has battery operated smoke detectors 

in all resident sleeping rooms. The facility has a 

capacity of 110 and had a census of 76 at the time 

of this visit.

All areas where the residents have customary 

access were sprinklered and all areas providing 

facility services were sprinklered except for one 

small wooden shed at the rear of the facility that 

was not sprinklered.

Quality Review completed on 01/17/24

NFPA 101 

Hazardous Areas - Enclosure 

Hazardous Areas - Enclosure 

Hazardous areas are protected by a fire 

barrier having 1-hour fire resistance rating 

(with 3/4 hour fire rated doors) or an 

automatic fire extinguishing system in 

accordance with 8.7.1 or 19.3.5.9. When the 

approved automatic fire extinguishing system 

option is used, the areas shall be separated 

from other spaces by smoke resisting 

partitions and doors in accordance with 8.4. 

Doors shall be self-closing or 

automatic-closing and permitted to have 

nonrated or field-applied protective plates that 

do not exceed 48 inches from the bottom of 

the door. 

Describe the floor and zone locations of 

hazardous areas that are deficient in 

K 0321

SS=E

Bldg. 01
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REMARKS. 

19.3.2.1, 19.3.5.9

Area Automatic Sprinkler

Separation N/A

a. Boiler and Fuel-Fired Heater Rooms

b. Laundries (larger than 100 square feet)

c. Repair, Maintenance, and Paint Shops

d. Soiled Linen Rooms (exceeding 64 

gallons)

e. Trash Collection Rooms

(exceeding 64 gallons)

f. Combustible Storage Rooms/Spaces

(over 50 square feet)

g. Laboratories (if classified as Severe 

Hazard - see K322)

Based on observation and interview, the facility 

failed to ensure the corridor door to 1 of 6 

hazardous areas, such as a House 

Keeping/Bio-hazard room, a storage room of 

combustible supplies over 50 square feet in size, 

was provided with a self-closing device which 

would cause the door to automatically close and 

latch into the door frame.  This deficient practice 

could affect as many as 14 residents, 4 staff and 2 

visitors.

Findings include:

Based on observations made during a tour of the 

facility on 01/16/24 at 12:37 p.m. during a tour of 

the facility with the Maintenance Director, the 

following was noted:

a) the corridor door to the Bio-hazard room next to 

the oxygen storage and transfilling room had a 

broken self-closing device attached to it. For some 

reason, the arm to the self-closing device that 

attaches to the door had been removed. This room 

was approximately 160 square feet in size. (14 feet 

by 12 feet) This room was being used for storage 

K 0321 1      The doors have had new door 

closures installed

2      All residents could be 

affected

3      Doors in question have had 

closures installed by the 

Maintenance Director. Hazardous 

door areas will be checked weekly 

to ensure proper closure.

4      On Weekly rounds 

Maintenance Director will check 

all doors for proper closures and 

will report findings to the QAPI 

Committee for review.

5      Completed 1/18/24

01/18/2024  12:00:00AM
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of cardboard boxes, paper goods, and cleaning 

items as well as four biohazard totes. 

b) the Medical Records office had numerous 

stacks of paper records stacked all over the office. 

This office measured approximately 224 square 

feet in size (16 feet by 14 feet) and the door 

leading to the corridor did not have a self-closing 

device attached to it.

Based on an interview at the time of the 

observations, the Maintenance Supervisor added 

that he had a couple new self-closing devices in 

his office and would install a new ones as soon as 

he was able to do so.

This finding was reviewed with the Maintenance 

Supervisor and the Administrator at the exit 

conference.

3.1-19(b)

NFPA 101 

Sprinkler System - Maintenance and Testing 

Sprinkler System - Maintenance and Testing

Automatic sprinkler and standpipe systems 

are inspected, tested, and maintained in 

accordance with NFPA 25, Standard for the 

Inspection, Testing, and Maintaining of 

Water-based Fire Protection Systems. 

Records of system design, maintenance, 

inspection and testing are maintained in a 

secure location and readily available. 

  a) Date sprinkler system last checked   

_____________________

  b) Who provided system test  

____________________________

  c) Water system supply source  

__________________________

Provide in REMARKS information on 

coverage for any non-required or partial 

automatic sprinkler system.

K 0353

SS=E

Bldg. 01
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9.7.5, 9.7.7, 9.7.8, and NFPA 25

Based on observation, and interview; the facility 

failed to ensure 31 of over 200 sprinkler heads 

located throughout the facility were replaced or 

cleaned in accordance with NFPA 25.  NFPA 25, 

Standard for the Inspection, Testing, and 

Maintenance of Water-Based Fire Protection 

Systems, 2011 Edition, Section 5.2.1.1.1 states 

sprinklers shall not show signs of leakage; shall 

be free of corrosion, foreign materials, paint, and 

physical damage; and shall be installed in the 

correct orientation (e.g., up-right, pendent, or 

sidewall). Furthermore, at 5.2.1.1.2 any sprinkler 

that shows signs of any of the following shall be 

replaced:

(1) Leakage 

(2) Corrosion

(3) Physical Damage 

(4) Loss of fluid in the glass bulb heat responsive 

element 

(5) Loading 

(6) Painting unless painted by the sprinkler 

manufacturer.

In lieu of replacing sprinklers that are loaded with 

dust, it is permitted to clean sprinklers with 

compressed air or by a vacuum provided that the 

equipment does not touch the sprinkler.

This deficient practice could affect as many as 36 

residents, 8 staff. and 4 visitors.

Findings include:

Based on observations made during a tour of the 

facility on 01/16/24 between 12:30 p.m. and 2:20 

p.m. during a tour of the facility with the 

Maintenance Director, the following was noted:

a) the corridor sprinkler outside resident room #1 

had paint on the sprinkler head.

b) the sprinkler head in the closet of resident room 

#1 had paint on it.

K 0353 1.The sprinkler heads will be 

cleaned or replaced for those 

cited.

2. All residents could be affected.

3. Vendor has bee contacted to 

take care of sprinkler heads with 

paint, Maintenance will conduct 

rounds to ensure the integrity of 

the sprinkler heads are not 

compromised.

4. Maintenance when doing 

rounds will monitor heads for 

debris on sprinkler heads and 

remove if possible. He will report 

findings to QAPI Committee.

5> Completion Date 2/15/24

02/14/2024  12:00:00AM
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c) the bathroom sprinkler head in resident room #4 

had paint on it.

d) the closet sprinkler head in resident room #5 

had paint on it.

e) the bathroom sprinkler head in resident rom #5 

had paint on it.

f) the corridor sprinkler outside resident room #6 

had paint on the sprinkler head.

g) the sprinkler head in the closet of resident room 

#7 had paint on it.

h) the sprinkler head in the closet of resident room 

#8 had paint on it.

i) the sprinkler head in the closet of resident room 

#9 had paint on it.

j) the sprinkler head in the closet of resident room 

#11 had paint on it.

k) the sprinkler head in the closet of resident room 

#13 had paint on it.

l) the sprinkler head in the closet of resident room 

#14 had paint on it.

m) the sprinkler head in the closet of resident 

room #19 had paint on it.

n) the sprinkler head in the closet of resident room 

#26 had paint on it.

o) the sprinkler head in the closet of resident room 

#28 had paint on it.

p) the sprinkler head in the closet of resident room 

#32 had paint on it.

q) the center sprinkler in the main dining room had 

paint on it.

r) the sprinkler head in the small dining room in 

the center had paint on it.

s) the sprinkler head in the Central Supply room 

had paint on it.

t) three of eight sprinkler heads in the Therapy 

room have paint on them.

u) the corridor sprinkler outside resident room #48 

had paint on the sprinkler head.

v) the sprinkler head in the closet of resident room 

#49 had paint on it.
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w) the sprinkler head in the closet of resident 

room #49 had paint on it.

x) the two sprinkler heads in resident room #50 

have paint on them.

y) the sprinkler head in the closet of resident room 

#59 had paint on it.

z) the two sprinkler heads in resident room #60 

have paint on them.

aa) the six sprinkler heads in the Memory Care 

unit dining area have paint on them.

bb) the Clinical Educators office has paint on the 

sprinkler head in the closet.

Based on an interview at the time of each 

observation, the Maintenance Supervisor stated 

that his vendor had made him aware of the painted 

sprinkler heads and they are working to have them 

replaced as soon as possible.

This finding was reviewed with the Maintenance 

Supervisor and the Administrator at the exit 

conference.

3.1-19(b)

NFPA 101 

Subdivision of Building Spaces - Smoke 

Barrie 

Subdivision of Building Spaces - Smoke 

Barrier Doors

2012 EXISTING

Doors in smoke barriers are 1-3/4-inch thick 

solid bonded wood-core doors or of 

construction that resists fire for 20 minutes. 

Nonrated protective plates of unlimited height 

are permitted. Doors are permitted to have 

fixed fire window assemblies per 8.5. Doors 

are self-closing or automatic-closing, do not 

require latching, and are not required to swing 

in the direction of egress travel. Door opening 

provides a minimum clear width of 32 inches 

K 0374

SS=E

Bldg. 01
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for swinging or horizontal doors. 

19.3.7.6, 19.3.7.8, 19.3.7.9

Based on observation and interview, the facility 

failed to ensure 1 of 6 sets of smoke barrier doors 

would restrict the movement of smoke for at least 

20 minutes. LSC 19.3.7.8 requires doors in smoke 

barriers shall comply with LSC Section 8.5.4.  LSC 

8.5.4.1 requires doors in smoke barrier shall close 

the opening leaving only the minimum clearance 

necessary for proper operation. This deficient 

practice could affect some residents going to the 

Physical Therapy gym plus staff and visitors 

while in the basement corridor and adjoining 

areas, including the kitchen and laundry area.    

Findings include:

Based on observations made during a tour of the 

facility on 01/16/24 at 12:50 p.m. during a tour with 

the Maintenance Supervisor, the set of smoke 

barrier doors on the Cedar Bay unit did not fully 

close when tested on three separate occasions. 

There was a four-inch gap between the doors 

when closed to their fullest because the 

coordinator did not function as intended. Based 

on interview during the time of observations, the 

Maintenance Director acknowledged these smoke 

barrier doors did not close completely adding that 

he would have them services as soon as possible.

This finding was reviewed with the Administrator 

at the exit conference.

3.1-19(b)

K 0374 1      Maintenance immediately(on 

1/16/24) adjusted doors in 

question so they would close 

properly.

2      26 residents could be 

affected. All doors were inspected 

to ensure proper closure by the 

Maintenance Director.

3      Maintenance Director 

immediately after survey was 

completed adjusted doors so they 

would close correctly.

4      During monthly drills the 

Maintenance Director will monitor 

proper door closings to ensure 

they are closing properly. He will 

report findings to Safety 

Committee and QAPI committee 

for review and compliance

5      Completed 1/16/24.

01/16/2024  12:00:00AM
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