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HEALTH & WELFARE 
C.L. "BUTCH' OTIER- Governor 
RICHARD M. ARMSTRONG- Direclor 

January 12, 2015 

Steve Silberberger, Administrator 
Seven Oaks Community Homes- Knapp West 
3940 West 5th Avenue #c 
Post Falls, ID 83854 

RE: Seven Oaks Community Homes- Knapp West, Provider #130068 

Dear Mr. Silberberger: 

DEBRA RANSOM, R.N.,R.H.I.T .. Chief 
BUREAU OF FACILITY STANDARDS 

3232 EWer Streel 
P.O. Box 83720 

Boise, ID 83720-0009 
PHONE 208·334·6626 

F/>:1. 208·364·1888 

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 cotTective 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 recm; 

4. How the corrective action(s) will be monitored to ensure the deficient practice will not 
recur, i.e., what quality assmance 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 CFR 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 Inf01mal 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 selections 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, 

k~~ 
Health Facility Surveyor 
Non-Long Term Care 

JT/pmt 
Enclosures 

~~ 
Co-Supervisor 
Non-Long Term Care 
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(XI) PROVIOER/SVPPLIER!CLIA 
IDENTIFICATION NUMBER: 
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NAME OF PROVIDER OR SUPPLIER 

SEVEN OAKS COMMUNITY HOMES • KNAPP WEST 

{X4) 10 
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SUMMARY STATEMENT OF DEFICIENCIES 
{EACH DEFICioNCY MUST BE PR~CEOEO BY FULL 

ReGULATORY OR LSC IDENTIFYING INFORMATION) 

w 000 I INITIAL COMMENTS 

The following deficiency W<IS cited during the 
recertification survey conducted from 1/5/15 to 
1/7/15. 

The surveyor conducting your suNey was: 

Jamee Troutfetter, QIOP 

Common abbreviations used in this report are: 

QIDP ·Qualified Intellectual Oieabllities 
Professional 

W 440 463.470(i)(1) EVACUATION DRILLS 

The facility must hold ev<~cuatlon drills at least 
quarterly for each shift of per~onnel. 

This STANDARD is not met as evidenced by: 
Based on record review and staff interview, it 

was determined the facility failed to ensure 
evacuation drille were conducted quarterly for 
each shift of personnel for 4 of 4 individuals 
(Individuals #1 - #4) residing at the facility. This 
resulted In the potential for the facility and staff 
not being able to determine individuals' 
responses to emergencies or identify problem 
areas. The findings include: 

1. The facility's evacuation drills were reviewed 
and did not Include documenlation that an 

. evacuation drill had been completed for the day 

. shift (6:00 a.m. - 2;00 p.m.) of the first quarter 
(January. Mllrch) of 2014. 

During an Interview on 1/7/15 at 8:25a.m., the 
QIDP stated the drill had not been cor'lipleted due 
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Any deficiency stater'fl(ll'lt ending with an asteris-k('") der1¢k!$ a deficiency which the institution may b~ excused from correcting providing It Is determined that 
other safeguards provide suffioie~t proteetlon to lhe patients. (See i~structions.) Exc•pt for nursing hOmes, the findings stated abOve OF(> dlsclosable 90 days 
following the date ofsutvey whether or not a plan of correction is provided. For nursing homes, the ebove findings and plans of <:orroe\lon aro disclosable 14 
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W 440 Continued From page 1 
to an oversight. 

The facility failed to ensure evacuation drills were 
completed each quarter for each shift of staff. 
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PRo FIX 
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SUMMARY STATEMENT OF DEFICIENCIES 
(EACH D".FICIENCY MUST BE PRECEDED BY FULL 

REOULATORY OR lSC IDENTIFYING INFORMATION) 

MOOd 16.03.111nltial Comments 

I The following deficiency was cited during the 

I 
licensure survey conducted from 1/5/15- 1f7/15. 

The survey was conducted by: 

I Jim Troutfetter, QIDP 

MM33116.03.11.110.04(c) Fire Drills 

A minimum of twelve (12} ~nannounced fire drills 

I 
must be held annually, irregularly scheduled 
throughout all shifts. In addition, a least one (1) 

I 
drill per shift must be held on a Sunday or 
holiday. 
This Rule Is not met as evidenced by: 

1 

Refer to W440. 
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