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January 12, 2015

Steve Silberberger, Administrator

~ Seven Oaks Community Homes - Knapp West
3940 West Sth Avenue #c

Post Falls, ID 83854

RE: Seven Oaks Community Homes - Knapp West, Provider #13G068

Dear Mr. Silberberger:

This is to advise you of the findings of the Medicaid/Licensure survey of Seven Oaks
Community Homes - Knapp West, which was conducted on January 7, 2015,

Enclosed is a Statement of Deficiencies/Plan of Correction Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of
Correction address each deficiency in the following manner:

1. ‘What corrective action(s) will be accomplished for those individuals found to have been
“affected by the deficient practice;

2. How you will identify other individuals having the potential to be affected by the same
deficient practice and what corrective action(s) will be taken;

3. ‘What measures will be put in place or what systemic change you will make to ensure that
the deficient practice does not recur;

4. THow 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;

5. The plan must include the title of the person responsible for implementing the acceptable
plan of correction; and
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6. Include dates when corrective action(s) will be completed. 42 CER 488,28 states
ordinarily a provider is expected to take the steps needed to achieve compliance within 60
days of being notified of the deficiencies. Please keep this in mind when preparing your
plan of correction. For corrective actions, which require construction, competitive
bidding or other issues beyond the control of the facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
January 25, 2015, and keep a copy for your records.

‘You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in the State Informal Dispute Resolution (IDR) Process which

can be found on the Internet at:

www.icfmr.dhw.idaho.gov

Scroll down until the Program Information heading on the right side is visible and there are three
IDR seclections to choose from.

This request must be received by January 25, 2015, If a request for informal dispute resolution is
received after January 25, 2015, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626, option 4.

Sincerely,

/ 3IM TEOUPFETTER NICOLE WISENOR

Health Facility Surveyor Co-Supervisor
Non-Long Term Care " Non-Long Term Care
JT/pmt

Enclosures
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The following deficlency was cited during the
raceriifleation survey conducted from 1/5M15 to
177118,
Tha survayer conducting your survey was,
James Troutfetter, QIDP

Common abbreviations used in this repoit are:

QIDP -~ Qualified Intallectusl Disabiiities
Professional
W 440 | 483,470()(1) EVACUATION DRILLS W 440

The facility must hold evacuation drills at least
quarterly for each shift of personnel.
THE Hord, bhe Ao 4

I e " -
This STANDARD is not met as evidenced by: Cb PO s" TN

Basad on record review and staff interview, it PUESS ToE Quedysely
was determined the facility failed to ensure AL A
avacuatioh drills were conducied quarterly for : 'q“""“"‘?:f‘""_‘: ~ o el
sach shift of personnel for 4 of 4 individuals SWEE,  THE R AAGEL

(Individuals #1 - #4) residing at the facility. This

' ¥
resulted in the potential for the facility and staff Wire Aewges FHe Onres

not being able to determing indiviguals’ WewrF e 0 Fo LGt Tt

responses to emergencies or identify problem MERE AP BS  SeMLLLLELD

greas, The findings include;

THE StHsqucs ooty CotREe, 2,

1. The facility's evacuation drills were reviewed !

and did nat include documentation that an d:'u % Yoars™ awd o “ ;
" evacuation drill had been complated for the day I asn Ty el Al gLl
- ghift (6:00 a.m. - 2:00 p.m.) of the first quarter TR porpd s b Sairesd |

{January - March) of 2014.

QIDP stated the drill had not been gompleted due

| -
LABORATORY DIRECTOR'S OR PROVIDER/SUPELIE R BEPRESENTATIVE'S.EIGNATU TITLE (X8 DATE
L T / _/577'4'5‘

Any deficiency statemient ending with an asterisk (*J denotes a deficlancy which the institution may be excused from correcting providing it I determined thet
vther safequards provide sufficient protaction lo the patisnts. (S¢e instructions.) Except for nursing homes, tha findings stated above are disclosabie 90 days
following the date of strvey whather or not a plan of coirection is pravided. For nursing homes, the above findings and ptans of cormectlon are disclosable $4
days following the date thase documents are made avaliable to the facility, If deficiencies are clied, an approved plan of carractlon is requisile o continued
program participation. '

During an intervlew on 147115 at 8:25 am., the | ’
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ta an oversight,

The facility falled 10 énsure svacuation drils were

completed esch quarter for each shift of staff,
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The following deficiency was cited duting the
licensure survey conducted from 1/5/15 - 17115,
The survey was conducted by:
Jim Troutfetter, QIDP
MM337] 16.03.11.110.04(c) Fire Drills MM3a7 vhams & Yo
A minimum of twelve {12) unannaunced fire drilis
must be held annually, irregularly scheduled
throughout all shifts. (n addition, & least one (1)
drill per shift must be held on a Sunday or
holiday.
This Rule Ia not inet as evidenced by:
. Refer {o W440,
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