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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:  06/15/23

Facility Number: 000081

Provider Number: 155162

AIM Number:  100289570

At this Emergency Preparedness survey, Autumn 

Ridge Rehabilitation Centre was found in 

compliance with Emergency Preparedness 

Requirements for Medicare and Medicaid 

Participating Providers and Suppliers, 42 CFR 

483.73. The facility has a capacity of 75 and had a 

census of 36 at the time of this survey.

Quality Review completed on 06/19/23

E 0000  

 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:  06/15/2023

Facility Number:  000081

Provider Number: 155162

AIM Number: 100289570

At this Life Safety Code survey, Autumn Ridge 

Rehabilitation Centre was found not in compliance 

with Requirements for Participation in 

K 0000 Please review for paper 

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

Life Safety from Fire and the 2012 edition of the 

National Fire Protection Association (NFPA) 101, 

Life Safety Code (LSC), Chapter 19, Existing 

Health Care Occupancies and 410 IAC 16.2.

This three story facility was determined to be of 

Type II 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 powered smoke 

detectors in the resident sleeping rooms. The 

facility has a capacity of 75 and had a census of 

36 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 completed on 06/19/23

NFPA 101 

Doors with Self-Closing Devices 

Doors with Self-Closing Devices

Doors in an exit passageway, stairway 

enclosure, or horizontal exit, smoke barrier, 

or hazardous area enclosure are self-closing 

and kept in the closed position, unless held 

open by a release device complying with 

7.2.1.8.2 that automatically closes all such 

doors throughout the smoke compartment or 

entire facility upon activation of:

* Required manual fire alarm system; and 

* Local smoke detectors designed to detect 

smoke passing through the opening or a 

required smoke detection system; and 

* Automatic sprinkler system, if installed; and 

* Loss of power.

18.2.2.2.7, 18.2.2.2.8, 19.2.2.2.7, 19.2.2.2.8

K 0223

SS=E

Bldg. 01

Based on observation and interview, the facility K 0223 It is the intent of this provider to 07/07/2023  12:00:00AM
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failed to ensure 1 of 1 therapy horizontal exit door 

is self-closing and kept in the closed position, 

unless held open by a release device complying 

with 7.2.1.8.2.  This deficient practice could affect 

up to 5 residents and staff in the therapy room.

Findings include:

Based on observations during a tour of the facility 

with the Maintenance Director (MD) on 06/15/23 

at 1:55 p.m., the therapy horizontal exit door was 

held open by a chain. The door from therapy was 

self-closing, but there was a chain attatached to 

the wall and the door not allowing the door to 

close. Based on interview at the time of 

observation, the MD agreed the door was held 

open with a device that would not release with the 

fire alarm. The MD disconnected the chain from 

the door which allowed the door to close.

This finding was reviewed with the Administrator 

and MD at the exit conference.

3.1-19(b)

maintain compliance with the 

regulations for means of ensure 

horizontal exit door is self-closing 

and kept in the closed position, 

unless held open by a release 

device.

 

What corrective action(s) will 

be accomplished for those 

residents found to have been 

affected by the deficient 

practice;

The chain attached to the wall was 

removed. Staff educated on not 

holding door open with objects.

How other residents having the 

potential to be affected by the 

same deficient practice will be 

identified and what corrective 

action(s) will be taken;

All residents had the potential to 

be affected by this deficient 

practice.

What measures will be put into 

place and what systemic 

changes will be made to 

ensure that the deficient 

practice does not recur;

The Maintenance Supervisor or 

designee will complete an 

in-house audit of all doors to 

ensure further compliance.

 

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

On going compliance with this 
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corrective action will be monitored 

via facility QAPI program, with 

meetings being held monthly, and 

is overseen by the Executive 

Director.

 Maintenance Supervisor or 

designee will document on the 

Facility Doors K223 QAPI tool on 

weekly x 4 weeks, monthly x 3 

months, and quarterly there after 

until compliance is achieved.

If Threshold of 90% is not met an 

action plan will be developed to 

ensure compliance.

By what date the systemic 

changes for each deficiency 

will be completed. After 

submitting an acceptable Plan 

of Correction, if it is 

determined that the correction 

will not be completed by the 

date previously submitted, The 

Division needs to be contacted 

as soon as possible. The facility 

will need to submit an 

amended plan of correction 

with the updated plan of 

correction date.

7/7/23

 

Please review for paper 

compliance. 

NFPA 101 

Protection - Other 

Protection - Other

List in the REMARKS section any LSC 

Section 18.3 and 19.3 Protection 

requirements that are not addressed by the 

provided K-tags, but are deficient. This 

K 0300

SS=F

Bldg. 01

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VCNU21 Facility ID: 000081 If continuation sheet Page 4 of 13



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

07/05/2023PRINTED:

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

WABASH, IN 46992

155162 06/15/2023

AUTUMN RIDGE REHABILITATION CENTRE

600 WASHINGTON AVE

01

information, along with the applicable Life 

Safety Code or NFPA standard citation, 

should be included on Form CMS-2567.

Based on observation and interview; the facility 

failed to ensure all battery operated smoke alarms 

in resident rooms were maintained.  NFPA 101 in 

4.6.12.3 states existing life safety features obvious 

to the public, if not required by the Code, shall be 

maintained.  NFPA 72, National Fire Alarm and 

Signaling Code, 2010 Edition, Section 29.10 states 

fire-warning equipment shall be maintained and 

tested in accordance with the manufacturer's 

published instructions and per the requirements 

of Chapter 14.  Section 14.2.1.1.1 Inspection, 

testing, and maintenance programs shall satisfy 

the requirements of this Code and conform to the 

equipment manufacturer's published instructions.  

Section 14.4.8.1 states unless otherwise 

recommended by the manufacturer's published 

instructions, single- and multiple-station smoke 

alarms shall be replaced when they fail to respond 

to operability tests but shall not remain in service 

longer than 10 years from the date of manufacture. 

This deficient practice could affect all residents, 

staff, and visitors.

Findings include:

Based on observation and interview; the facility 

failed to ensure all battery operated smoke alarms 

in resident rooms were manufactured within the 

past 10 years. Based on observation of battery 

operated smoke alarms in resident rooms it was 

indicated the manufacture date was more than 10 

years old. Based on interview with the 

Maintenance Director (MD), he was unaware of 

the manufactured date of the smoke alarms. MD 

indicated he would check every battery operated 

smoke alarm in all residents' rooms for 

manufacture date and replace if necessary. 

K 0300 What corrective action(s) will 

be accomplished for those 

residents found to have been 

affected by the deficient 

practice;

The battery-operated smoke 

alarms have been replaced.

How other residents having the 

potential to be affected by the 

same deficient practice will be 

identified and what corrective 

action(s) will be taken;

All residents had the potential to 

be affected by this deficient 

practice.

What measures will be put into 

place and what systemic 

changes will be made to 

ensure that the deficient 

practice does not recur;

The Maintenance Supervisor or 

designee will complete an 

in-house audit of all battery 

operated smoke alarms to ensure 

further compliance.

Maintenance Supervisor or 

designee will complete 

inspection/monitoring monthly as 

part of the monthly battery 

powered detector testing currently 

done via a Tel’s task.

 

 

How the corrective action(s) 

will be monitored to ensure the 

deficient practice will not 

recur, i.e., what quality 

07/07/2023  12:00:00AM
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This finding was reviewed with the Administrator 

and MD at the exit conference.  

3.1-19(c)

assurance program will be put 

into place;and

On going compliance with this 

corrective action will be monitored 

via facility QAPI program, with 

meetings being held monthly, and 

is overseen by the Executive 

Director.

Maintenance Supervisor or 

designee will document on the 

K300 QAPI tool on weekly x 4 

weeks, monthly x 3 months, and 

quarterly there after until 

compliance is achieved.

If Threshold of 90% is not met an 

action plan will be developed to 

ensure compliance.

By what date the systemic 

changes for each deficiency 

will be completed. After 

submitting an acceptable Plan 

of Correction, if it is 

determined that the correction 

will not be completed by the 

date previously submitted, The 

Division needs to be contacted 

as soon as possible. The facility 

will need to submit an 

amended plan of correction 

with the updated plan of 

correction date.

7/7/22

Please review for paper 

compliance.

NFPA 101 

Portable Fire Extinguishers 

Portable Fire Extinguishers

Portable fire extinguishers are selected, 

installed, inspected, and maintained in 

K 0355

SS=D

Bldg. 01
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accordance with NFPA 10, Standard for 

Portable Fire Extinguishers.

18.3.5.12, 19.3.5.12, NFPA 10

Based on observation and interview, the facility 

failed to inspect 1 of 1 portable fire extinguishers 

on the patio each month. NFPA 10, Standard for 

Portable Fire Extinguishers, Section 7.2.1.2 states 

fire extinguishers shall be inspected either 

manually or by means of an electronic device / 

system at a minimum of 30-day intervals. Section 

7.2.2 states periodic inspection or electronic 

monitoring of fire extinguishers shall include a 

check of at least the following items:

(1) Location in designated place

(2) No obstruction to access or visibility

(3) Pressure gauge reading or indicator in the 

operable range or position

(4) Fullness determined by weighing or hefting for 

self expelling-type extinguishers, 

cartridge-operated extinguishers, and pump tanks

(5) Condition of tires, wheels, carriage, hose, and 

nozzle for wheeled extinguishers 

(6) Indicator for nonrechargeable extinguishers 

using push to-test pressure indicators.

Section 7.2.4.1 states personnel making manual 

inspections shall keep records of all fire 

extinguishers inspected, including those found to 

require corrective action. Section 7.2.4.3 requires 

where at least monthly manual inspections are 

conducted, the date the manual inspection was 

performed and the initials of the person 

performing the inspection shall be recorded. 

Section 7.2.4.4 requires where manual inspections 

are conducted, records for manual inspections 

shall be kept on a tag or label attached to the fire 

extinguisher, on an inspection checklist 

maintained on file, or by an electronic method.  

Section 7.2.4.5 requires records shall be kept to 

demonstrate that at least the last 12 monthly 

inspections have been performed. This deficient 

K 0355 What corrective action(s) will 

be accomplished for those 

residents found to have been 

affected by the deficient 

practice;

The fire extinguisher located on 

the patio was inspected 

immediately and was found to be 

in proper working condition.

How other residents having the 

potential to be affected by the 

same deficient practice will be 

identified and what corrective 

action(s) will be taken;

All residents had the potential to 

be affected by this deficient 

practice.

What measures will be put into 

place and what systemic 

changes will be made to 

ensure that the deficient 

practice does not recur;

The Maintenance Supervisor or 

designee will complete an 

in-house audit of all fire 

extinguishers to ensure further 

compliance.

The Maintenance Supervisor or 

designee will complete 

inspection/monitoring at monthly 

as part of the monthly fire 

extinguisher inspection currently 

done via a Tels task.

 

How the corrective action(s) 

will be monitored to ensure the 

deficient practice will not 

07/07/2023  12:00:00AM
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practice could affect staff and residents in the area 

of the patio.

Findings include:

Based on observation during a tour of the facility 

with the Maintenance Director (MD) on 06/15/23 

at 1:55 p.m., the monthly inspection tag on the fire 

extinguisher located on the patio lacked 

documentation of a monthly inspection from 

September 2022 through May 2023. Based on 

interview at the time of observation, the MD 

confirmed the fire extinguisher located on the 

patio was missing the September 2022 - May 2023 

monthly inspection. 

This finding was reviewed with the Administrator 

and MD at the exit conference.

3.1-19(b)

recur, i.e., what quality 

assurance program will be put 

into place;and

On going compliance with this 

corrective action will be monitored 

via facility QAPI program, with 

meetings being held monthly, and 

is overseen by the Executive 

Director.

 Maintenance Supervisor or 

designee will document on the 

Fire extinguishers K355 QAPI tool 

on weekly x 4 weeks, monthly x 3 

months, and quarterly there after 

until compliance is achieved.

If Threshold of 90% is not met an 

action plan will be developed to 

ensure compliance.

By what date the systemic 

changes for each deficiency 

will be completed. After 

submitting an acceptable Plan 

of Correction, if it is 

determined that the correction 

will not be completed by the 

date previously submitted, The 

Division needs to be contacted 

as soon as possible. The facility 

will need to submit an 

amended plan of correction 

with the updated plan of 

correction date.

7/7/23

 

Please review for paper 

compliance. 

NFPA 101 

Utilities - Gas and Electric 

Utilities - Gas and Electric

K 0511

SS=E

Bldg. 01
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Equipment using gas or related gas piping 

complies with NFPA 54, National Fuel Gas 

Code, electrical wiring and equipment 

complies with NFPA 70, National Electric 

Code. Existing installations can continue in 

service provided no hazard to life. 

18.5.1.1, 19.5.1.1, 9.1.1, 9.1.2

Based on observation and interview, the facility 

failed to ensure 1 of 1 electrical junction boxes in 

the attic above resident room 319 was protected. 

NFPA 70, 2011 Edition. Article 406.5 (F) Exposed 

Terminals, Receptacles shall be enclosed so that 

live wiring terminals are not exposed to contact. 

This deficient practice could affect 10 residents in 

the area of room 319.

Findings include:

Based on observation during a tour of the facility 

with the Maintenance Director (MD) on 06/15/23 

at 12:40 p.m., in the attic above room 319 there was 

an electrical junction box with exposed wires 

because there was no cover. Based on interview 

at the time of observation, the MD acknowledged 

the aforementioned condition and confirmed that 

exposed wiring was visible.

This finding was reviewed with the Administrator 

and MD at the exit conference.

3.1-19(b)

K 0511 What corrective action(s) will 

be accomplished for those 

residents found to have been 

affected by the deficient 

practice;

The cover was replaced on the 

electrical junction box.

How other residents having the 

potential to be affected by the 

same deficient practice will be 

identified and what corrective 

action(s) will be taken;

All residents had the potential to 

be affected by this deficient 

practice.

What measures will be put into 

place and what systemic 

changes will be made to 

ensure that the deficient 

practice does not recur;

The Maintenance Supervisor or 

designee will complete an 

in-house audit of all electrical 

junction boxes to ensure further 

compliance.

 

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

On going compliance with this 

07/07/2023  12:00:00AM
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corrective action will be monitored 

via facility QAPI program, with 

meetings being held monthly, and 

is overseen by the Executive 

Director.

 Maintenance Supervisor or 

designee will document on the 

Electrical boxes K511 QAPI tool 

on weekly x 4 weeks, monthly x 3 

months, and quarterly there after 

until compliance is achieved.

If Threshold of 90% is not met an 

action plan will be developed to 

ensure compliance.

By what date the systemic 

changes for each deficiency 

will be completed. After 

submitting an acceptable Plan 

of Correction, if it is 

determined that the correction 

will not be completed by the 

date previously submitted, The 

Division needs to be contacted 

as soon as possible. The facility 

will need to submit an 

amended plan of correction 

with the updated plan of 

correction date.

7/7/23

Please review for paper 

compliance.

NFPA 101 

Electrical Equipment - Power Cords and 

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 

K 0920

SS=E

Bldg. 01
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(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 

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

1. Based on observation and interview, the facility 

failed to ensure 1 of 1 power strip was not used as 

a substitute for fixed wiring to provide power 

equipment with a high current draw. 

NFPA-70/2011, 400.8 state unless specifically 

permitted in 400.7 flexible cords and cables shall 

not be used for (1) as a substitute for fixed wiring. 

This deficient practice could affect up to 2 

residents in resident room 326.    

Findings include:

Based on observation during a tour of the facility 

with the Maintenance Director (MD) on 06/15/23 

at 2:20 p.m., a refrigerator (high power draw 

equipment) was plugged into and supplied power 

by a power strip in resident room 326. Based on 

interview at the time of observation, the 

Maintenance Director acknowledged a power strip 

was supplying power to high power draw 

K 0920 What corrective action(s) will 

be accomplished for those 

residents found to have been 

affected by the deficient 

practice;

The refrigerator was plugged into 

the wall and the power strip was 

removed immediately. All lamps 

with built in plug ins were removed 

immediately from rooms.

How other residents having the 

potential to be affected by the 

same deficient practice will be 

identified and what corrective 

action(s) will be taken;

All residents had the potential to 

be affected by this deficient 

practice.

What measures will be put into 

place and what systemic 

07/07/2023  12:00:00AM
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equipment. The power strip was removed by the 

MD at the time of discovery.

This finding was reviewed with the Administrator 

and MD at the exit conference.

3.1-19(b)

2.  Based on observation and interview, the 

facility failed to ensure 11 resident rooms did not 

use flexible cords as a substitute for fixed wiring. 

LSC 9.1.2 requires electrical wiring and equipment 

shall be in accordance with NFPA 70, National 

Electrical Code. NFPA 70, 2011 Edition, Article 

400.8 requires that, unless specifically permitted, 

flexible cords and cables shall not be used as a 

substitute for fixed wiring of a structure. This 

deficient practice affects up to 15 residents and 

staff.

Findings include:

Based on observation on 06/15/23 with the 

Administrator and Maintenance Director (MD) 

during a tour of the facility between the hours of 

2:00 p.m. and 2:40 p.m., the following was 

discovered:

a) two lamps in resident room #312 had a powered 

plug in the base that made them an extension 

cord.

b) two lamps in resident room #313 had a powered 

plug in the base that made them an extension 

cord.

c) two lamps in resident room #314 had a powered 

plug in the base that made them an extension 

cord.

d) two lamps in resident room #315 had a powered 

plug in the base that made them an extension 

cord.

e) two lamps in resident room #316 had a powered 

changes will be made to 

ensure that the deficient 

practice does not recur;

The Maintenance Supervisor or 

designee will complete an 

in-house audit of all rooms to 

ensure further compliance.

 

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

On going compliance with this 

corrective action will be monitored 

via facility QAPI program, with 

meetings being held monthly, and 

is overseen by the Executive 

Director.

 Maintenance Supervisor or 

designee will document on the 

refrigerators and lamps K920 

QAPI tool on weekly x 4 weeks, 

monthly x 3 months, and quarterly 

there after until compliance is 

achieved.

If Threshold of 90% is not met an 

action plan will be developed to 

ensure compliance.

By what date the systemic 

changes for each deficiency 

will be completed. After 

submitting an acceptable Plan 

of Correction, if it is 

determined that the correction 

will not be completed by the 

date previously submitted, The 

Division needs to be contacted 

as soon as possible. The facility 
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plug in the base that made them an extension 

cord.

f) two lamps in resident room #317 had a powered 

plug in the base that made them an extension 

cord.

g) two lamps in resident room #318 had a powered 

plug in the base that made them an extension 

cord.

h) two lamps in resident room #319 had a powered 

plug in the base that made them an extension 

cord.

i) two lamps in resident room #320 had a powered 

plug in the base that made them an extension 

cord.

j) one lamp in resident room #325 had a powered 

plug in the base that made it an extension cord.

k) one lamp in resident room #344 had a powered 

plug in the base that made it an extension cord.

Based on interview at the time of each 

observation, the Administrator and MD 

acknowledged each instance of extension cord 

usage and immediately started removing them 

from each of the resident rooms.

This finding was reviewed with the Administrator 

and MD at the exit conference.

3.1-19(b)

will need to submit an 

amended plan of correction 

with the updated plan of 

correction date.

7/7/23

Please review for paper 

compliance.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: VCNU21 Facility ID: 000081 If continuation sheet Page 13 of 13


