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A Life Safety Code Recertification and 

State Licensure Survey was conducted by 

the Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  05/21/14

Facility Number:  002955

Provider Number:  155693

AIM Number:  200346570

Surveyor:  Mark Bugni, Life Safety Code 

Specialist

At this Life Safety Code survey, Silver 

Oaks Health Campus was found not in 

compliance with Requirements for 

Participation in Medicare/Medicaid, 42 

CFR Subpart 483.70(a), Life Safety from 

Fire and the 2000 edition of the National 

Fire Protection Association (NFPA)  101, 

Life Safety Code (LSC), Chapter 19, 

Existing Health Care Occupancies and 

410 IAC 16.2.  The original building 

consisting of everything except the 

Transitional Care Suites was surveyed 

with Chapter 19, Existing Health Care 

Occupancies.

This one story facility was determined to 

be of Type V (111) construction and fully 

sprinkled.  The facility has a fire alarm 

K010000 Preparation or execution of this 

plan does not constitute 

admission or agreement of 

provider of the truth of the facts 

alleged or conclusions set forth 

on the Statement of Deficiencies. 

The Plan of Correction is 

prepared and executed solely 

because it is required by the 

position of Federal and State 

Law. The Plan of Correction is 

submitted in order to respond to 

the allegation of noncompliance 

cited during the Life Safety Code 

Survey on May 21, 2014 (ID 

8UH821). Please accept this plan 

of correction as the provider's 

credible allegation of compliance.
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system with smoke detection in the 

corridors, in spaces open to the corridors, 

and hard wired smoke detectors in all 

resident sleeping rooms.  The healthcare 

portion of the facility has a capacity of 80 

and had a census of 77 at the time of this 

visit.

All areas where residents have customary 

access were sprinkled and all areas 

providing facility services were 

sprinkled.

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 05/29/14.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:

NFPA 101 

LIFE SAFETY CODE STANDARD 

Smoke barriers are constructed to provide at 

least a one half hour fire resistance rating in 

accordance with 8.3.  Smoke barriers may 

terminate at an atrium wall.  Windows are 

protected by fire-rated glazing or by wired 

glass panels and steel frames.  A minimum 

of two separate compartments are provided 

on each floor. Dampers are not required in 

duct penetrations of smoke barriers in fully 

K010025

SS=E
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ducted heating, ventilating, and air 

conditioning systems.      19.3.7.3, 19.3.7.5, 

19.1.6.3, 19.1.6.4

Based on observation and interview, the 

facility failed to ensure 1 of 7 attic smoke 

barriers in the original building was 

constructed to provide at least a one half 

hour fire resistance rating.  This deficient 

practice affects 22 residents who reside 

on the 200 Hall.

Findings include:

Based on observation with the director of 

plant services on 05/21/14 at 1:30 p.m., 

the 200 Hall attic smoke barrier wall had 

a two inch gap along the entire length of 

the wall where the wall met the ceiling 

with no fire stopping, and a two inch gap 

around the center four inch sprinkler pipe 

penetration with no fire stopping material 

around the penetration.  This was verified 

by the director of plant operations at the 

time of observation and acknowledged at 

the exit conference on 05/21/14 at 2:15 

p.m.

3.1-19(b)

K010025 What Corrective actions will be 

accomplished for those to have 

been affected by the deficient 

practice;In the TCS attic of the 

2004 addition on the smoke 

barrier wall, the 4 inch electrical 

conduit will be sealed with fire 

stopping material. There were no 

adverse outcomes to any 

residents on the TCS Hall as a 

result of the alleged deficient 

practice.How other residents 

having the potential to be affected 

by the same deficient practice will 

be identified and what corrective 

action will be taken;All residents 

on the TCS-Hall have the 

potential to be affected by the 

same alleged deficient 

practice.What measures will be 

put into place or what systemic 

changes will be made to ensure 

that the deficient practice does 

not recur;In the TCS attic of the 

2004 addition on the smoke 

barrier wall, the 4 inch electrical 

conduit will be sealed with fire 

stopping material.How the 

corrective action will be monitored 

to ensure the deficient practice 

will not recur;The Director of Plant 

Operations or designee, will make 

rounds that include the TCS-Hall 

attic, each month for 6 months, 

then quarterly thereafter, to 

ensure 2 of 2  attic smoke 

barriers are intact and provide at 

least a one hour fire resistance 

rating.  Findings will be reported 

06/20/2014  12:00:00AM
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to the QA Committee monthly for 

review and further 

recommendations.By what date 

the systemic changes will be 

completed;June, 20 2014

NFPA 101 

LIFE SAFETY CODE STANDARD 

Door openings in smoke barriers have at 

least a 20-minute fire protection rating or are 

at least 1¾-inch thick solid bonded wood 

core.  Non-rated protective plates that do not 

exceed 48 inches from the bottom of the 

door are permitted.  Horizontal sliding doors 

comply with 7.2.1.14.  Doors are self-closing 

or automatic closing in accordance with 

19.2.2.2.6.  Swinging doors are not required 

to swing with egress and positive latching is 

not required.     19.3.7.5, 19.3.7.6, 19.3.7.7

K010027

SS=E

Based on observation and interview, the 

facility failed to ensure 2 of 7 sets of 

smoke barrier doors would restrict the 

movement of smoke for at least 20 

minutes.  LSC, Section 19.3.7.6 requires 

doors in smoke barriers shall comply 

with LSC, Section 8.3.4.  LSC, Section 

8.3.4.1 requires doors in smoke barriers 

to close the opening leaving only the 

minimum clearance necessary for proper 

operation which is defined as 1/8 inch to 

restrict the movement of smoke.  This 

deficient practice affects 18 residents 

who reside on the 100 Hall and 22 

residents who reside on the 200 Hall.

Findings include:

Based on observations on 05/21/14 

K010027 What Corrective actions will be 

accomplished for those to have 

been affected by the deficient 

practice;The 100-Hall set of 

smoke barrier doors and the 

200-Hall set of smoke barrier 

doors will have the gaps closed 

using an Astragal Seal.  There 

were no adverse outcomes to any 

residents on the 100-Hall and 

the 200-Hall as a result of the 

alleged deficient practice.How 

other residents having the 

potential to be affected by the 

same deficient practice will be 

identified and what corrective 

action will be taken;All residents 

on the 100-Hall and 200-Hall 

have the potential to be affected 

by the same alleged deficient 

practice.What measures will be 

put into place or what systemic 

changes will be made to ensure 

06/20/2014  12:00:00AM
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during a tour of the facility from 9:30 

a.m. to 2:15 p.m. with the director of 

plant operations, the 100 Hall set of 

smoke barrier doors and the 200 Hall set 

of smoke barrier doors each had a one 

inch gap along the top and latching sides 

of the doors when the doors were in the 

closed position.  This was verified by the 

director of plant operations at the time of 

observations and acknowledged at the 

exit conference on 05/21/14 at 2:15 p.m.

3.1-19(b)

that the deficient practice does 

not recur;The 100-Hall set of 

smoke barrier doors and the 

200-Hall set of smoke barrier 

doors will have the gaps closed 

using an Astragal Seal.How the 

corrective action will be monitored 

to ensure the deficient practice 

will not recur;The Director of Plant 

Operations or designee, will make 

rounds that include the 100-Hall 

attic and the 200-Hall attic, each 

month for 6 months, then 

quarterly thereafter, to ensure 7 

of 7 sets of smoke barrier doors 

will restrict the movement of 

smoke for at least 20 minutes.  

Findings will be reported to the 

QA Committee monthly for review 

and further recommendations.By 

what date the systemic changes 

will be completed;June, 20 2014

NFPA 101 

LIFE SAFETY CODE STANDARD 

Required automatic sprinkler systems are 

continuously maintained in reliable operating 

condition and are inspected and tested 

periodically.     19.7.6, 4.6.12, NFPA 13, 

NFPA 25, 9.7.5

K010062

SS=E

Based on observation and interview, the 

facility failed to ensure 1 of over 300 

sprinklers was replaced since it was 

covered in corrosion .  LSC 9.7.5 requires 

all automatic sprinkler systems shall be 

inspected, tested and maintained in 

accordance with NFPA 25, Standard for 

the Inspection, Testing, and Maintenance 

of Water-Based Fire Protection Systems.  

NFPA 25, 1998 edition, 2-2.1.1 requires 

K010062 What Corrective actions will be 

accomplished for those to have 

been affected by the deficient 

practice;  The kitchen staff 

bathroom sprinkler was cleared of 

any corrosion.  There were no 

adverse outcomes to any of the 

48 residents who use the main 

dining room located adjacent to 

the kitchen as a result of the 

alleged deficient practice.  How 

other residents having the 

06/20/2014  12:00:00AM

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 8UH821 Facility ID: 002955 If continuation sheet Page 5 of 11



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

06/17/2014PRINTED:

FORM APPROVED

OMB NO. 0938-0391

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 CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(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

COLUMBUS, IN 47203

155693 05/21/2014

SILVER OAKS HEALTH CAMPUS

2011 CHAPA DR

01

any sprinkler shall be replaced which is 

painted, corroded, damaged, loaded, or in 

the improper orientation.  This deficient 

practice could affect 48 residents who use 

the main dining room located adjacent to 

the kitchen.

Findings include:

Based on observation on 05/21/14 at 

10:40 a.m. with the director of plant 

operations, the kitchen staff bathroom 

sprinkler was completely covered in 

black corrosion.  This was verified by the 

director of plant operations at the time of 

observation and acknowledged at the exit 

conference on 05/21/14 at 2:15 p.m.

3.1-19(b)

potential to be affected by the 

same deficient practice will be 

identified and what corrective 

action will be taken;  All residents 

who use the main dining room 

have the potential to be affected 

by the same alleged deficient 

practice.  What measures will be 

put into place or what systemic 

changes will be made to ensure 

that the deficient practice does 

not recur; The kitchen staff 

bathroom sprinkler head was 

cleared of any corrosion. All other 

sprinkler heads were assessed 

as well to ensure there is no 

corrosion, paint, or damage.  How 

the corrective action will be 

monitored to ensure the deficient 

practice will not recur;  The 

Director of Plant Operations or 

designee, will make rounds that 

include checking the sprinkler 

heads throughout the facility each 

month for 6 months, then 

quarterly thereafter, to ensure all 

sprinkler heads are free of paint, 

corrosion, improper orientation, or 

damage.  Findings will be 

reported to the QA Committee 

monthly for review and further 

recommendations.  By what date 

the systemic changes will be 

completed;  June, 20 2014

 K020000

 

A Life Safety Code Recertification and 

State Licensure Survey was conducted by 

the Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

K020000 Preparation or execution of this 

plan does not constitute 

admission or agreement of 

provider of the truth of the facts 

alleged or conclusions set forth 
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Survey Date:  05/21/14

Facility Number:  002955

Provider Number:  155693

AIM Number:  200346570

Surveyor:  Mark Bugni, Life Safety Code 

Specialist

At this Life Safety Code survey, Silver 

Oaks Health Campus was found not in 

compliance with Requirements for 

Participation in Medicare/Medicaid, 42 

CFR Subpart 483.70(a), Life Safety from 

Fire and the 2000 edition of the National 

Fire Protection Association (NFPA)  101, 

Life Safety Code (LSC) and 410 IAC 

16.2.  The 2004 Transitional Care Unit 

addition was surveyed with Chapter 18, 

New Health Care Occupancies.  

This 2004 addition to the one story 

facility was determined to be of Type V 

(111) construction and fully sprinkled.  

The facility has a fire alarm system with 

smoke detection in the corridors, in 

spaces open to the corridors and hard 

wired smoke detectors in all resident 

sleeping rooms.  The healthcare portion 

of the facility has a capacity of 80 and 

had a census of 77 at the time of this 

survey.

on the Statement of Deficiencies. 

The Plan of Correction is 

prepared and executed solely 

because it is required by the 

position of Federal and State 

Law. The Plan of Correction is 

submitted in order to respond to 

the allegation of noncompliance 

cited during the Life Safety Code 

Survey on May 21, 2014 (ID 

8UH821). Please accept this plan 

of correction as the provider's 

credible allegation of compliance.
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All areas where residents have customary 

access were sprinkled and all areas 

providing facility services were 

sprinkled.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:

NFPA 101 

LIFE SAFETY CODE STANDARD 

Smoke barriers are constructed to provide at 

least a one-hour fire resistance rating in 

accordance with 8.3.  Smoke barriers may 

terminate at an atrium wall.  Windows are 

protected by fire-rated glazing or by wired 

glass panels in approved frames.  A 

minimum of two separate compartments are 

provided on each floor. Dampers are not 

required in duct penetrations of smoke 

barriers in fully ducted heating, ventilating, 

and air conditioning systems.     18.3.7.3, 

18.3.7.5, 18.1.6.3

K020025

SS=E

Based on observation and interview, the 

facility failed to ensure 1 of 2 attic smoke 

barriers in the 2004 addition was 

constructed to provide at least a one hour 

fire resistance rating.  This deficient 

practice affects 24 residents who reside 

on the 2004 addition Transitional Care 

Unit.

Findings include:

K020025 What Corrective actions will be 

accomplished for those to have 

been affected by the deficient 

practice;In the TCS attic of the 

2004 addition on the smoke 

barrier wall, the 4 inch electrical 

conduit will be sealed with fire 

stopping material. There were no 

adverse outcomes to any 

residents on the TCS Hall as a 

result of the alleged deficient 

practice.How other residents 

having the potential to be affected 

by the same deficient practice will 

06/20/2014  12:00:00AM
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Based on observation with the director of 

plant operations on 05/21/14 at 1:45 p.m., 

the attic smoke barrier wall at the 2004 

Transitional Care Unit addition had a 

four inch electrical conduit in the center 

of the wall which was open on both sides 

with no fire stopping material used to 

seal the opening.  This was verified by 

the director of plant operations at the 

time of observation and acknowledged at 

the exit conference on 05/21/14 at 2:15 

p.m.

3.1-19(b)

be identified and what corrective 

action will be taken;All residents 

on the TCS-Hall have the 

potential to be affected by the 

same alleged deficient 

practice.What measures will be 

put into place or what systemic 

changes will be made to ensure 

that the deficient practice does 

not recur;In the TCS attic of the 

2004 addition on the smoke 

barrier wall, the 4 inch electrical 

conduit will be sealed with fire 

stopping material.How the 

corrective action will be monitored 

to ensure the deficient practice 

will not recur;The Director of Plant 

Operations or designee, will make 

rounds that include the TCS-Hall 

attic, each month for 6 months, 

then quarterly thereafter, to 

ensure 2 of 2  attic smoke 

barriers are intact and provide at 

least a one hour fire resistance 

rating.  Findings will be reported 

to the QA Committee monthly for 

review and further 

recommendations.By what date 

the systemic changes will be 

completed;June, 20 2014

NFPA 101 

LIFE SAFETY CODE STANDARD 

Hazardous areas are protected in 

accordance with 8.4.  The areas are 

enclosed with a one hour fire-rated barrier, 

with a 3/4 hour fire-rated door, without 

windows (in accordance with 8.4).  Doors 

are self-closing or automatic closing in 

accordance with 7.2.1.8.     18.3.2.1

K020029

SS=E

Based on observation and interview, the 

facility failed to ensure the corridor door 

K020029 What Corrective actions will be 

accomplished for those to have 
06/20/2014  12:00:00AM
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to 1 of 2 hazardous areas in the 2004 

Transitional Care Unit such as storage 

room for combustibles 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 

affects any residents who use the corridor 

near the center nurses' station in the 

Health Care Center.

Findings include:

Based on observation on 05/21/14 at 1:20 

p.m. with the director of plant operations, 

the Health Care Center supply storage 

room which measured two hundred 

twenty square feet and stored 

combustible paper, plastics, and paper 

nursing supplies had a two inch gap 

along the latching side of the door in the 

closed position and the door failed to 

latch into the door frame.  This was 

verified by the director of plant 

operations at the time of observation and 

acknowledged at the exit conference on 

05/21/14 at 2:15 p.m.

3.1-19(b)

been affected by the deficient 

practice;  The Health Center 

Supply Room Door will be resized 

to repair the 2 inch gap along the 

latching side of the door in the 

closed position so the door 

latches to the door frame.  There 

were no adverse outcomes to any 

residents using the corridor near 

the center nurses station on the 

Health Center side as a result of 

the alleged deficient practice.  

How other residents having the 

potential to be affected by the 

same deficient practice will be 

identified and what corrective 

action will be taken;  All residents 

who use the corridor near the 

nurses station in the Health Care 

Center have the potential to be 

affected by the same alleged 

deficient practice.  What 

measures will be put into place or 

what systemic changes will be 

made to ensure that the deficient 

practice does not recur;The 

Health Care Supply Room Door 

will be resized to repair the 2 inch 

gap along the latching side of the 

door in the closed position so the 

door latches to the door frame.  

How the corrective action will be 

monitored to ensure the deficient 

practice will not recur;  The 

Director of Plant Operations or 

designee, will make rounds that 

include checking the door to the 

supply room on the Health Center 

near the nurses station each 

month for 6 months, then 

quarterly thereafter, to ensure the 

doors are closing properly. 
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 Findings will be reported to the 

QA Committee monthly for review 

and further recommendations.  

By what date the systemic 

changes will be completed;  June, 

20 2014
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