
I D A H 0 DEPARTMENT OF 

HEALTH &WELFARE 
C.L. "BUTCH' OTTER- Governor 
RICHARD M. ARMSTRONG- Director 

July 20,2015 

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

RE: Seven Oaks Community Homes - Elm, Provider# 130025 

Dear Mr. Silberberger: 

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

3232 Elder Street 
P.O. Box83720 

Boise, 10 83720-0009 
PHONE 208-334-6626 

FAX 208-364-1888 

This is to advise you of the fmdings of the Medicaid/Licensure survey of Seven Oaks 
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. 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. 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; 

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 (lDR) 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 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 questions, please call 
this office at (208) 334-6626, option 4. 

Sincerely, 

.~tl~LW 
MICHAEL CASE 
Health Facility Surveyor 
Non-Long Term Care 

MC/pmt 
Enclosures 

~~~ 
NICOLE WISENOR 
Co-Supervisor 
Non-Long Term Care 
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(~1) PROVIDE:.R/$UPPL.I6RIOLIA 
ID~NTII'ICATION NUMB~R: 
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NAME OF F'ROVID~R OR SUPPLIER 

SEVEN OAKS COMMUNITY HOMES- ~lM 

(X4)1D 
PREFIX 

TAG 

sUMMARY ST.<\TCME:NT or- O!i:FICJCNCICS 
(E:ACH OEiFJCIEiNCY MUST BG PRGiCEDI:O BY FUL.I... 

REGULATORY OR lSC ltiENTIFYING INFO~MATION) 

W 000 INITIAL COM.MENTS 

I The following deficiencies were cited during the 
annual recertificetion survey conducted frorn 
7/13/15 to 7/15/15 . 

. The surveyors conducting your survey were: 

. Michael Case, LSW, QIDP, Tearn lead 
Karen Mar$ hall, MS, RD, LD 

Common obbreviations u$ed in this report are; 

IPP, Individual Prograrn Plan 
W369, 4S3.460(k)(2) DRUG ADMINISTRATION 

: The system for ctrug administration must assure 

I 
that all drugs, including lho$e that are 

, self-adrninistered, are a<lminlstered without error. 

This STANDARD is not rnet M evidenced by: 
Based on ob~ervatlon, record review and staff 
interviews, it was determined the facility failed to 

' ensure medioalions were administered without 
erTor for 1 of 3 individuals (Individual #4) 

, observed to take medications. This resulted in an 
individual's fluoride mouthwash being irnpropeny 
administered. The findings Include: 

1. Individual #4's 3/2311S IPP stated he was a 36 
year old male whose diagnoses included 
moderale mental retardation. 

Individual #4's 611115 Physician's Orders sheet 
contained an order for fluoride mouthwash every 
day after breakfast and dinner, and another order 
for Prevident 5000 toothpaste twice daily. Th0 
toothpaste order also specified toothpaste and 

.ASORATDRY PlRECTOA'S OR Pr.!OVJOERJSUF'!'-'L!ER R 
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PRINTED: OB/17/2015 
FORM APPROVED 

OMS NO. 0938-0391 

(X3) DATE S~RVEY 
COMPI.E:TE:O 

07115/2015 

ID 
PRF.FJX 

TAG 

PROV!OER'S PlAN OF CO~~E.CTJON 
(F.ACH 00RRECT)V5 ACTION .SHOl,Jl,O ll!e 

CROSS-REFERENC50 TO THE APPROPRIATE 
o•FICIENCY) 

!Xl\l 
CCIMPLF.TIOr-1 

DATE 

W369 8/15/15 

TITLE: (Xtl)OATI: 

08/14/2015 

lr'JY dBficiency $\~!ement ending with an ~slt11tisk {•) denotes <l d~fitiertcy which the ir'l5titulion m~y bo a;.;cuaed from ~orreeling providing Ills dAtBnnined th~t 
1lher !jl:;lfegU<.\I'd$ provide EIUff[C!ent pro~ction_to the patlsn!S. (See instfUctiOM.) Except 1or t'ltlffiir'l9 hom~St tha t'indinR;B !!~WJ abOve .are di~C!OMh!A ~0 rffly'l 
~dll~wlng the date ot survey wMther or not a p!i:m of oorreo11on Is provided. For nursing hOmas, tile above finding~ ~nd plat'ls of correction <)re diaclos~ble 14 
laya following the date these doCIJmentsata made avall~b!s to !he facility, lfdaficiancies .are elt~d. en approved ))l~n of correction is rt'lquiaiie ta can!1t'ltJ6d 
•rogram pariiCIP<3-tiOJi. 

CRM CMS-2!3G7(Q~-M} Prll'Vlt:lu~ Vcr~llon'l ObSOlete Eventi0:FE7111 Fiklll!y JD: 1313025 If oontlnu~mon sheet Page 1 of 3 
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. DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENiERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF oerJCJGNG!tS 
ANtJ PLAN 01=' CORRE.CnON 

(X1) F'ROVIDJ;.RISUF'PU~RJCI,IA 
IOENTIFICATION NUMBE:R: 

~~0025 

NI\M!; OF PROVlOER OR SUPf'LrER 

S~VeN OAKS COMMUNITY HOMoS· ElM 

(X-'1) II) ! 
PRI:.!'IX 1 

TAG i 
SUMMARY stATEMENT OF OE:FICIENCili!S 

{BACH DeFICIENCY MUST BE PRECEbED BY FULL 
RliClJLATORY OR LSC JD!!NTIFYING INrbRMATION) 

! 
I 

W 369 1 Continued Prom page 1 

! mouthwash must be administered at least one 
i hour apart. His July 2015 Medication Flow Sheet 
1 stated he was to receive fluoride mouthwash 
· every day after breakfast and dinn!:!r. 

i 

I 
Dufihg a drug pass observation on 7114/15 frnm 
liti!O G'i31i ;!I.Rt I ! ~;~;td ,:.;;,-~ t.!G.IF .;~~i~t~ 

' Individual #4 to rinse his mouth with the nuorlde 
J mouthwash. The Home Supe!Visor was press nt 
, during the obsoNation. When asked about the 
j administration of the fiuoride moulhWo$h beloro 
i bre~kfast, ths Home Supervisor stared the 
1 toothpaste •nd the mouthwash were to be given 
~ one hour lllpart. Th~ Home Supervisor reviewed 
I the mouthw•$h order and said the order did 
I specify after breakfast, not bofore breakfast. 

I The laQIIIty failed to ensure Individual #4's flUO!ide 
: mouthwash was accurately administered, 

W 382 i 48M60(1)(2) DRUG STORAGE AND 
j RECORDKEEPING . 

! The facility must keep all drugs Md biologloals 
: looked except when baing prepared lor 
! admlnlstration, 

! This STANDARD is not met as evidenced by: 
'; Based on observation and staff interview, ft was 
j determined the fat;llity failed to ensure all drugs 
snd biologiC<! I$ wero maintoined unde! looked 

, conditions, which had the potential to impact6 of 
·161ndlvlduals (Individuals #1 - #S) residing at the 

fMility. Thlo r"'sulted In the potential for harm In 
: the ev@nt individuals aoeessed and ingested ~ 
j drug, The findln9s include: 

[ 1. An observation was conducted at the facmty on 

FORM CMS-M~7(02·99} PrclvjQ1,19 \/Bf"SIOJ\:1 01;1eolete 

I 

SEVEN OAKS PAGE 04/05 

PRINTED: llil/17/?.015 
I'Of1M APPROVE;D 

OMB NO 0938-0391 
(.XZ} Mtll TIPlE CONSTRUCTION (X:l) DATE: SURVEY 

COMPLETED A.EtUJLOING ______ _ 

B. v.lNG 07/1512015 
STRE'ET ADDR.!:5SS, CITY, STATe, ZIP CODE 

630 NORi'H ~laM STRE:i;T 

. POST FALLS, 10 6~654 

10 
PREriX 

TAG 

PRO\IIDE;;R'S PLAN O!t CORRECTION (X5) 
(I!ACH CORRECTI~ ACTION SI-IOt.H.D BE 

1

, COI.lP~I!'I'IoN 

CRC~£:-REFERF.:NCE[i TO TH!;; APF'ROPRIATI! DAY£ 
oEF)CitNCY) . 

W3$91 W369 I 

! T~e Manager and the ttutse rev~.ewed 
the a.rror rn.acl$ <?.rtd adj ustmenta wer.e 
made to the indj,v,i,t;h.;~a ).a schedu.\e to 
alert sta£~ to ~ssiat with the 

!mediCation at tha a~pr.optiete time. 
All Medication £:Low.s were reviewed. 
and $Chedules, observations wer€ 
done to ensure therm was no further 
errors being made with all 
individuals in t.h€! f~cility. Two 
addition~l medication observations 
will be completad each month, 

1 providing further training and 
' support as needed. 

Completion date 8/15/1~· 
By Whom~ Q~R~, Home Supe~~$Or 

J Assist.;..nt HGHIE! St.ApeXii.i..SO:t' 

an .a 

I 
W3S21 

i 

i 
ia11si15 
I 

! 
' 

If cantim~t~!ion aheef P.::~:Q'e 2 of 3 
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. DEPARTMENT Of HEALTH AND HUMAN SERVICES 
CENTI':RS FOR MEDICARE & MEDICAID SERVICES 

STATeM!:NT OF OE:rJCI!!NCIE$ 
ANO PLAN OF COJ~RF.CTION 

(X1J PROVIOER/Sl)F'Ii'LIERICJ.IA 
IDSNTIFICA'tiON NUMaER: 

1~G025 

NAME OF PROVIDE~ OR SUPPLrtR 

$!;VoN OAKS COMMI.INI1Y liOMES- El.M 

{X4)1r;l \ 

PREF"IX I 
TAG 

SUMMARY .STATEMENT OF OEFICIENC!ES 
<EACH DEF!Cii::NCY !l.lUSi BE PRE:CE:DUO 13Y FULL 
REGUlATORY OR LSC rD!tMfjFYING JNF'O~MATICN) 

W ~R? i rontlnuool F'""' ~$~o 2 

1

711311 G from~; 10 ·3:55p.m. During that lime, a 
botllo of GNC Mega Mans Vitamins (a 

, supplemont;>l drug) was observed to be •iWng on 
' e table near the entry way, A bottle of Garoinia 

I
I Cambogia (an herbal weight lo•s drug) was 
observed to be in an unlocked drawer of the 
~~~ . 

I The Home Supervisor, who was present durina 
I the observation, stated she did not know the 

1 
dru9s were there and '>tated they must have 

1 belonged to one al the direct care staff. The 

I
! Home Supervisor •tatod the dnugs should not be 

unlocked. 

. I The facility failed to ensure all drugs were 
j maintained under lacked conditions. 

' 

€ventlD:FE:7111 
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PRINTeD: OS/1712015 
FORM APPROVED 

OMS NO 0938 0391 
(X2) Mlll11PLE; CONS1RUCTION 

A, 13UrLDING __ ~----

(X:l) DATE SU"'-'"'r 
COMP!.CTI:O 

S.VvlNG 07115/2015 
STRiiE:T AbDRI;SS, CIT'!', $TATE:, ZIP CODE 

~0 NORiH !ELM STR~eT 

POST FALLS, 10 83854 

I 10 !' 

I
. F'Fi:EFIX 

PROVIbi:R'S PLAN Of&' CORA'V:CTION 
(EACH CORRt:C:TIVE ACTION .SHOULD 8~ 

CROS$-REF~RENC£:0 TO THE: APPROPRJATE 
OSl'fGI,NCY) 

~" J COMP!..4i10N 
~ DATE TM 

i 

I
I w 3s2J N3a?. 

i The Vitarn.i.n supplement" found in the 

I 1

·. heme wGre id~ntifi~d as a staff"' s 
personal it~m. The item W~$ removed 
f;("om t.he house and the ataff was 

I 
counseled. 

I I 
rrhe f~cilit.y was checked for other 
drugs/biologicals that should be 
kept. lockedt but no other$ \'rere 

I 
found, AU staff at the facUity 

J W@re told 

I to keep their per$onal .items on them 

I
. or locked T~p. A new poJ,icy wi.J.l be 

I 
implemented that instructs alJ, staff 
about any drugs/biologicalo that 

I I 
the.y bring into the facility must be 
kept in its original co~tainer, 
labeled, and identify who it belong:;; 

I 

I to. The J, terns m.us t b$ kept :i.n the i ;~; 
pocket on them. or locked up in !!he 

I fa.cilities designated locked 
cabinet~ This Poli¢y will go out to 

I. all thl!:! homes and o;~ddre.s.sed at the 

I 
monthly home meeting's. rt >till ~lso 

. bs iMludect in the new J:tir., 
\ paperwork. 
I 
' 
i Completion i !ly l'i~oltt: 
1 Sup.ervisor 
: 

I 
I 
I 
l. 
I 

I 
_I 

Pacl»l)' !D: 1~G02fi 

dacte B/21 ;.is 
Mlnl"i$.t;ri\·tor, Hotne 

It oontjr'nltdlon !!;hoet Pag~ '3 of 3 
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PR.S:FIX 

TAG 
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RIEGUl.AiDRY OR LSC IDENTIFYING INFOAMATION) 

Moo 16.03 .. 11 lnili~l Comments 

I The following deflciencie$ were cited during the 
licensure survey conducted from 7/13/151o 

I 7115115. 

! The surveyors conducting your survey ware: 

1 Michael Case, LSW, QIDP, Team Lead 
! Karen Marshall, MS, RD, LO 

MM16116.03.11600 Health Care Services 

ihe requirements of Sections 600 through 699 of 
these rules are for modifications and additions to 

I
. the requirements in 4.< CFR 483.460 • 483.460(n) 

(.<), CondUion of PMicipetion; Health Care 
Services inoorporated in Section 004 of these 

· rules. 

I This Rule is not met as evidenced by: 
I Refer to Wl69 and W382. 

1. 

ureau of f=scilib' Standards 
\f.l0RAT0RV O!RECiOR' .S OR PROVrDF.: 

fATE FORM 

MOOO 

MM100 

~E7111 

P~OVJDE~'S PLAN OF CORREOTJON 
(EACH CORR!::CTNE ACTION SHOULD BE; 

CROSS.Re:FERENCISO TO THE; APPROPRIATE 
D~:FICIENCY) 

I 
I 
I 
I 
I 

\.t) 35-.7---1 

TITLE: 

(X5l 
C(lMF'lETI: 

QATE 

(XI3)0AT~ 

08114/15 


