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Steve Silberberger, Administrator
Seven Oaks Community Homes - Elm
3940 West 5th Avenue #C

Post Falls, ID 83854

RE: Seven Oaks Community Homes - Elm, Provider #13G025

Dear Mr. Silberberger:

This is to advise you of the findings of the Medicaid/Licensure survey of Seven Qaks
Community Homes - Elm, which was conducted on July 15, 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. 1t is 1mportant that your Plan of
Correction address each deficiency in the followmg 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 havmg 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 inake to ensure that
the deficient practice does not recur;

4. How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, 1.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 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
August 3, 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.icfmI.dhw.idaho .FOV

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 August 3, 2015. If a request for informal dispute resolution is
received after August 3, 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 questlons please call
this office at (208) 334-6626, option 4. ‘

Mﬁ&« 150 ////%ﬁ/

MICHAFEL CASE NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care ' Non-Long Term Care
MC/pmt

Enclosures
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FORM APPRQVED
CENTERS FOR MERICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFIGIENGIES {%1) PROVIDERISUPPLIER/GLIA (X2} NULTIPLE GONATRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDEMTIEIGATION NUMBER; A BULGING COMPLETED
136024 B WING 07M&8/2015
NAME GF PROVIDER OR SUPFLIER STREET ADDHESS, CITY, STATE, ZIP CODE
SEVEN QAKS COMMUNITY HOMES - ELM 630 NORTH ELM STREET
’ POST FALLS, 1D 93864
EHD | SUMMARY STATEMENT OF DEFICIENCIES [ n FROVIDER'S PLAN OF GORRECTION : "
FREFIX {EAGH DEFIGIENGY MUST BE PRECEDED BY FULL FREFIX (EAGH CURRECTIVE AGTION SHOLLD BE COMPLETION
Tag REGULATORY OR LEC ILENTIFYING INFORMATION) TAG GROSA-REFERENGED TO THE AFFROPRIATE DATE
| | DEFICIENCY) .
! . ! —
W 000 INITIAL COMMENTS W D0
The following deficiencies were cited during the
annual recertification survey conducted from
7M3M5 to 7TMEHM 5.
. The surveyors conducting your survey were:
Michael Case, LSW, QIDP, Team Lead
Karen Marshall, MS, RD, LD
Commaon abbreviations used in this report are;
IPP - [ndividual Program Plan
W3ES 483.460(k)(2) DRUG ADMINISTRATION W 369 e ANT Pyt 81615
« The system for drug administration must assure '
that all drugs, including those that ars
self-atministered, are administerad without ercar,
This STANDARD is not mat as evidenced by:
Based on observation, record review and ataff
interviews, it was determined the facility falled to

| ensure medications were administerad without

eror for 1 of 3 individunls (Individual #4)
ohsarved o take medleations. This resulted in an
individual's fluoride mauthwash being impropery
administered. The findings Include:

1, Individual #4's 3/23/15 |PP stated he was a 38
year old male whose diagnoses inchuded
moderate mental refardation.

Individual #4's 6/1/156 Physician's Orders sheet
contained an order for fiiaride mouthwash every
day after breakfast and dinnat, and another order
for Prevident 5000 toothpaste twice dally. Tha
toothpaste order alao specified toothpasie and

Pl

FACILITY STANDARDS

B8

o — .

ABORATORY DIRECTOR'S OR PROVIDER/SURFPLIER RERRESENTATIVE'S SIGNA

TILE ' ' (8] OATE

T 08/14/2G15

vy daficiency siatement anding with an-astarisk {"3 denates a defitisnay whigh the institvtion ma'f.r bo axcubed fom corracling providing [t is detamined that
ither safeguards provide sufiiclent profection to the patients . (See instructiona.) Except for nursing homes, tha findinga =tated above are disciosahla 90 days
owling tha date of survey whather or nof a plan of sorrection fs provided. Fornursing homes, the above findings and plans of correclion are diaclosahle 14
laya followlng the date lhese documents are made available o (Me facility, If dafisiancies 2re eited, an approved plan of correction is raguiaile to continusd
qogram particlatiop,

ORM CME.E567{02-99) Pravious Veralony OQbgolete

Evand ID:FETHT

Fadiity ID: 138025

~ if cenfinuation sheet Page 163

S
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. DEPARTMENT OF HEALTH AND HUMAN SERVICES ’ FORM APPROVERD
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NGO, 3938-03391
STATEMENT DF DEFICIENGIES (X1} PROVIDER/SUPRPLIERIGLIA {*2) MULTIPLE GONBTRUGTIDN {%3) DATE SURVEY
AN PLAN OF CORRECTION IDENTIFIBATION NUMBER! ABULDING CORPLETED
136028 3. WING 07612045
MAME OF PROVIDER OR SUPPLIER STREET ADORESS, GITY, STATE, ZIF GOLE
SEVEN 0AKS GOMMUNITY HOMES - ELM 330 NORTH ELM STREET
. - POST FALLS, 1D 83854
) I SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF EORRECTION Py
PREFIX | {EAGH [ZEFICIENCY MUST BE PREGEDED By FUEL PREEIX -(EAGH CORRECTWE AGTION SHOULD BE I COMALETION
TAG | REQULATDRY OR LS50 IDENTIFYING (NFORMATIGNY TAG CROSE-REFERENCED TO TME APPROPRIATE DATE
: DEFIGIENGTY) ‘
1 . |
W 389 } Continued From page 1 W 3891 wisy

mouthwash must be administered at leact ons ! . a
hour apart, His July 2015 Medication Flow Sheet Tha Manage;r\: ;nd n";ih‘: d‘?ﬁgiﬁ’ﬁ;ﬁ:*g‘;‘f_e

l staled he was o receive ﬂuoﬂd? mouthwash ;ggeaigozheaiidividua?ts schedule t;o
' every day after breakfast and dinner, alert staff he  assist with the
medication =t the apprepriate time.

Dring 2 drug pass observation on 7/14/15 fram A1) Medication flows were reviewed
Gid0 Gi6E 8./, 8 dirtct ooz slaff asalaled and asehadules, obpervations were
Individual #4 to ringe his mouth with the fluoride dome to ensure there was no further
mouthwazh, The Home Bupeivisor was present errcrs being made  with all

individuoals in tha fagility. Two
additional medication observations
will be completed each month,
providing further training and

: during the observation. When asked about the
| administration of the fluaride mouthwash bafore
. breakfast, the Heme Superviser Stated the

toothpasta and the mouthwash warle {a be given support as heeded.
ana hour spart. The Home Supatvisor reviewsd
the mouthwash order and said the order did ) Completion date §/15/15°
; specify after breakfast, ot before braakfaat. By Whow: (MRP, Home Supervizon and

hzgistant Home Supervisct
The faclliy failad {o ensure individual #4's fluaride
: ! mauthwash wag acturately administerad,

W 382 ! 483460(){2) DRUG STORAGE AND wag2 : B5H15

| REGORDKEERING

t The facility must keep alf drugs and bintagicals
* locked except when being preparad for
administration,

|

; Thiz STANDARD iz not met as evidenced by: |
Based on pbservation and staff interview, it was !
determingd the facllity failed to ensure all drugs . _ I
f

i

and biclogleals were maintainad under josked
conditians, which had the potential to impact § of |
.| B Individuals (Individuals #1 - #6} residing at the :
facifity. This resuited in the potential for hamn In
. the event individuals pocessed and ingestad a :
drug. The findings includa: : |

1. An pbservatioh was conducted at the facility on

!
| :

FLRRM CME-2867(02-99} Proviaus Varsions Cheolsie Evant I0:FE7i11 Faciliy ID: 136026 H contitezation shes! Page Zaof 3 .
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FORM APFROVED

CENTERS FOR MEDICARE & MEDICAID SERVIDES o et OME NG, 0238-0361
STATEMENT OF DEFICIERGIGS (X1} PROVIDER/S LPPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (A® DAYE SURVEY
ANET PLAN OF CORREGTION IDENTIFICATION HUMBER: A BUILDING COMPLETED
136025 B VNG 07115(2015
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, §TATE, 2P CODE
SEVEN 0AKS COMMUNITY HOMES - ELM 620 NORTH &L STREET
’ POST FALLS, ID B3B54
X310 . SUMMARY STATEMENT OF DEFCIENGIES o PROVIDER'S PLAN OF CORRECTION L e
PREFIZ {EACH DEFICIENCY MUAT BE PRECEDED BY FULL PREFIX {EACH GDRRECTIVE AGTION SHOULD BE | COMPLETION
THG REGULATORY OR L5G IDENTIFYING INF ORMAT|CH) TAQ CROSE-REFERENCED TO THE AFPROPRIATE ( oATE
DEFIGIENCY) Lo
s —
r i
W AR? | Naontinuod Frerm gags D W g2 N382 |

i
!

!
!

|
J
i
|
|
l
|

7113415 from 310 - 2:85 p.m. Dyring that ime, a
botite of GNC Mega Mens Vitarming (2
supplermnentai drug) was obsarvad to be eitting on

* @ tabie near the entry way. A beltle of Garginia

Cambogin (an herbal weight joss drug) was
sbserved to he in an unlocked drawer of the
table. .

The Home Supervisor, who was presant during
the obaarvation, stated she did not know the
drugs were there and stated they must have
belongad to one of the direct gare staff. The
Home Supervisor stated the drugs should not be
unigoked.

The facility failed 10 ensure all drugs were
maintained under locked canditions.

The Vitemin supplements found in the
home were identified as a staff’s
personal item. The item was removed
from thée henae and the staff was
agunseled.

The facility was checked for other
druga/biclegicals that should he
kept locked, but no others were
found., A1) staff at the facility
were told

to keep thelr perscnal ltems on them
or locked up. A new policy will be
implamented that instruets all, staff
abeut any druga/biolegicals  that
they bring into the fasility must be
kept in its original contalner,
lakeled, and identify who it belongsz
to. The items must bea kept in theix
packet on them or lecked wp in the
facilitjies designated locked
cabinet. Thiy Poliey will go ocut to
all the howmes and addresazed at the
monthly home meeting’s. It will also
ba ingluded in the new hire
paperWwork.

{ Completion date 8721715

By  Whoth: Admintarrater, Home:
Supgrvisor .

FDRM CHS-2567(02-59} Pravious Varslons Qbsalolp RuentiFETI

Pacifly ID; 363028

If continuailon skoet Fage 3 ofa
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i FORM APPROVED
_ Bureau of Facllity Standards
STATEMENT OF DEFIGIENCIES (K1) PROVIDERISUPPLIERICLIA {%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PILAN QOF CORREGTION IDENTIFIZATION NUMBER: A, BULDING: ' GONPLETED
136028 B.MNG 07/15/2015
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF £ODE
&30 NORTH ELM STREET
8 a MMUNITY HOMES - EL
EVEN OAKS COMMUNITY HD ELM POST FALLS, ID 44854
pny 1D SUMMARY STATEMENT OF DERICIENCIES e " PROVIDER'S PLAN OF CORRECTION (g
FREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 95 | coumere
TG REGULATORY OR LAC IDENTIFYING HFCRMATION) TAG GROSS-REFERENCED TO THE ARPROPRIATE IATE
DEFICIENGY)
M 60,0‘7 £.03,11 Inifial Comments M 000 ' }
The following deflciencias were cited during the / |
licengure survey cnnducted from 711315 0 '
| 7116015, 1
l The surveynrs conducting your survey ware: ' ,
Michael Cage, LEW, QIDP, Team Lead _ ‘
| Karen Marshall, MS, RD, LD : ' l
MM'IBB‘ 16.03.11600 Health Care Services MM468 (
The requirements of Sections 600 through 699 of |
these rules are for modifications and additions ta mm 1ol ;
the requirernents in 42 CFR 483,480 - 433.460(n) ]
{2, Candition of Participation; Henlth Care _
Services incarporated in Sectlon §04 of these ﬂﬁfiﬁ. T l
i rules, W BhGg  AND W 5.2 {
Thiz Rule is not met as evidencad by: ,

| Refer to W369 and W382. |

t

|
|
|

AUG 2% 65

FACILITY STANDAF q‘“}

uraay of Feilily Standerds

AAQRATORY QIRECTOR'S OR FROVIDER/ TTLE : (RB) DATE

ALy S At P e 08/14/15

TATE FORM Bra FET414 If continuatkinn haet 1 of §




