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February 9, 2016

Steve Silberberger, Administrator

Seven Oaks Community Homes - Tybalt
3940 West 5th Avenue #c
Post Falls, ID 83854

RE: Seven Oaks Community Homes - Tybalt, Provider #13G023
Dear Mr. Silberberger:

This is to advise you of the findings of the Medicaid/Licensure survey of Seven Oaks
Community Homes - Tybalt, which was conducted on February 4, 2016.

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
February 22, 2016, 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 selections to choose from.

This request must be received by February 22, 2016. If a request for informal dispute resolution
is received after February 22, 2016, 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,
WM& Cose 150 W%f/
MICHAEL CASE NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
MC/pmt

Enclosures
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PREFIX (EAGH CORRECTIVE ACTION SHOULD BR BOMPLETION
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
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INITIAL COMMENTS

The following deficiencies were cited during the
shnual recettification stirvey conducted from
218 - 2418,

The surveyar candycting your sutvey ws:
Michael Caza, LSW, QIDP, Team Leadl
Coinmon abbrevistions used i this report are;
PDCS - Direct Gare Staff

! IPR - Individusl Program Plan
! LPN - Licensed Practical Nurse

W 4541 483.470(1)(1) INFEGTION CONTROL

Tha facility must provide a sanitary environment
to avoid sources and transmission of infactions.

This STANDARD is not met as evidenced hy:
Based on observation and staif interview, it was
determinecl the facility failed to ensura Infection
control procedures wers followed to pravent and
contrat infection and/or communicable diseases,
which diractly impacted 2 of § Individuals
(Individuals #2 and #3) residing af the facility, and
had the patential to impaot all individuals
{Individuals #1 ~#5), That failure had the
potential o provide opportunities for
cress-cantamination to beour and negativaly
impact individuale' health, The findings include:

1. Indivicual #2's 8/21115 IPP stated he was 2 63
year old male whose diagnoses included
profound mental retardation,

During an ohaervation an 2/3/16 from 6:05 - 7215

'
H
I
1
'

W 0Do

Any deficiency statammnt endify wihdh aftarisk ()
other safeguards provide sufficlent protection ta the patients. (See inslruckans.
foliawing the dete of survay whether or nat & plan of correction ia provided. Fo
daya follswing the date thesa documents are mada evallat

program perlcipation,

FORM CMS.2587(02-89) Pravious Versiohs Dbsolsle

E e deticienoy which the Instiution maff be excy

TITLE

i
(X8} DATE

Evant [[3;8BVY 15

‘ \ . m;phﬁ,’&ﬁ,ﬂf‘%i{)‘}ﬁkﬁ Eﬁgﬁé

sed from cotrecting providing It ls deferminad it
) Excapl for nursing homas, the findlngs stated above are disclosahls 90 days
1 nursing homes, the above findings and plans of correction are disclosabls 14
5 lo tha faclity. If deficlencies are citet, an approvad glan of correcllon i requlslte to eontinuad

Feifity ID: 136023 Fe—anﬂnuét"if':n' sheat Page 1of4
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a.m., Individual #2 wag ohserved {o participate in

a medication adminiatration program. During that
(ime, infection control concerns were noted, as
 follows:

i A 8:05 a.m., Individual #2 entered the madication

. adminislration area with DG A, DCS Adonned a

| pair of gloves, then ohtalned and preparad a
blood glucosa monitor for Individuat #2. DGS A
asslsted Individual #2 to obtain a blood sample

| from s finger and apply it to the monitor. DCS A |

1 then disposed of the testing supplies and

I removed her gloves. DCS A was not observed fo |
wash har harils. ’

}

| DCS Acbtained one of individual #2's blister |
| packs, pierced the bacl of the blister with her .
? fingernail, hald the blister pack over a medication |
cup, and had Individual #2 punch the plll into the
cup. PGS Arepeated this process with each of

! Individual #2's 10 blister packs. { was noted

" DPCE Ahad acrylic nails, |

Tha Centers for Disease Contral websita
 (www.cde.oom, accessed 2/8/18), stated
| "Healthcare workers who wear artiticial nails are
“more likely to harber gram-nagalive pathogens on!
their fingartips than are those who have natural
nails, both before and after handwaghing.” ;

« During an interview on 2/4416 from 300 - 325
.M., the Program Director and LPN both statad |
DCS Ashould have washed her hands after '
removing her gloves. The L.PN stated DCS A l
should not have baen punaturing the back of the
blister packs with her nails,

2. Individual #3's 5/14/15 IPP stated she was a 38 !
year old femals whose diagnoses included :

FORM GVIS-2567 (0205} Previnto Viorslana Qbrotle Evant ID:8BVT1T Faclity b; 133023 If cantination shont Page 2 of 4




v

| 03/28/2016 B8:57 2887738346 SEVEN DAKS PAGE  @85/86
2016/03/1714:44:54 7 /9

. PRINTED: 03/17/2018

DEPARTMENT GF HEALTH AND HUMAN SERVIGES : FORM APFROVED
CENTERS FOR MEDICARE & MEDICAID BERVICES OMB NQ. 0938-0391
STATEMENT OF DEPIGIENGIES (1) PROVIDERSUPSLIERIGLIA (%2} MULTIPLE GONSTRIICTION {X2) DATE SURVEY
AND PLAN OF SORRECTION IDENTIFICATION NUMBFR: A BULDING ~ COMPLETED
13Go2z B WING 02/04/2016
NAME (IF PROVIDER (R SUFPLIER STRERT ADPRESS, CITY, STATE, ZIP CODR
6680 NORTH TYRALT
SEVEN OAKS COMMURNITY HOMES - TYBALY POST FALLS, ID 82854
o o BUMMARY STATEMENT OF DEFIGIENCIES 0 RHOVIDER'S PLAK OF CORREGTION tés)
PREFIX [BACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX {FACH CORREGTIVE AGTION $HOULD BE COMPLETION
ThG REGULATORY OR LG INENTIFYING INFORMATION) TAG CROSS.-REFERENGED T¢ THE APPROFRIATE pars
: DREIGIENGY)
W 454 Continued From page 2 L WAs4

" moderata mental retardation.

I During an ohaervation on 2/3/16 fram 3:00 - 4:35 ‘
p.m., Individual #3 was ohserved to particlpate in
! & medication administration program. During that ’
. iime, infeatlon control concarns were nated, as

j follows: !
]

1 At 410 pam., Individual 3 entergd the medication
administration area with DTS B, After bath |
Individual #3 and DCS B washed thaeir Hands, !
DCS B danned a palr of gloves and removeda |
tressing covering an open wound on the tap of
Individua! #3's left hand,

'DOS B disposed of the dressing and removes her |
gloves, DCS B donned a naw pair of gloves. '_
However, she was not okserved to wash her !
hatds. DES B then removed Individuat #3's

- medicatian Wlister packs énd clean dressing
raatetlals from the medleation cabinet. DCS B
was abservad to change her gloves a second
titne, but did not wash her hands,

DES B cut a plecs of gauze pad, removed her
gloves and ohtained hydrogen peroxide from the
matication cabingt. DCS B mixed hydrogen
peloXide with water in & medication cup. DCS B
denned new gloves, but was not observad to
wash har hands,

DCS B cleanad the area on Individual #3's left

hand with the hydiagen peroxide Imixturs, then

appliad triple antibiotie ointment and a new

dressing. DGS B then changed her gloves, but
was not obsarved to wash her handa.

DCS B used her gloved hand to tur the pages in
the medication administration record, ran har

FORM GMS-2587(02.R8) Pravious Varaiohs Ohoglete Event [0 gy Faeillly ID: 13G023 If continuation shaet Page 3of4
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gloved finger to piarce the back of Individugl #2's
medization blister pack, Her gloved fingerwas
observed o come in contact with the pill in the
blistar pack, DCS B beld the punctured blister

over & fredication cup, and Individual %3 punched

the pill inta the cup.

DCS R then remaved her gloves and documented
in the medication administration record. DCS B
was not observed {0 wash her hands after
removing her gloves.

Ruring an Interview on 2/3/16 at 6:00 pun., DCS
B stated she had participated in a medieation
administration class, When asked about glave
use, DS B stated staff were trained to wrap one
glove in the other when removing them, but was
unable ta describe wher hand washing should
take place in relation to glove use.

During an fnterview on 2/4/16 from 3:00 « 3:25
p.m_, the Program Diractor and LPN hoth stated
RCS B should have washed har hands batween
glave changes,

The facilily failed o angure appropriate infattion
control procedures were implamented.

4o SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN GF CORREGTION (x5)
PRESIX | (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGLULATORY OR LEC IDENTIFYING INFORMATION) YAG CRUSS REFFRENGED]rg cmy)n APPROPRIATE CATE
DEFIGIE
;
W 454 Continued From page 3 W 454 "
gloved hand down the page, then usad her :
¢

W 454

|
{The facility nurse will review the
iinfection control policy of the facility agd
lwill add detailed information as needed
'Thc known areas of concern addressed
!wa]l include: When engaged in 4 medicd]
]proccdurc, (inchuding medication
;aqsmance) the staff will be trained wheh/
ihaw to wash hands properly; Also, wﬂ![
linelude training regarding when/how to;
idont medical gloves and remave them .i
.properiy, Improper ways to pierce bubble
pack% The training will be provided to hil
.staff and will be added to the facilities )
}“Monthly Medical/Equipment Training)
{Checklist™ form to insure it is reviewed
|regulatly with the staff, The information
‘will be added to the new employee
{ OSHA/Med class as well, to ingure all )
{ new employees are initially trained. To
| insure routine monitoring of Infection
"eoniteol is cotpleted, it will be added {d
i the Managers TPS schedule.

' By whom: facility nurse
: Completion date: 4/1/2016 !

| :
’ ]

M ' 1
v ]
A
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M 00Dy 16.03.11 Initial Comments M 000
The follewing deficiancies wers citéd during the
state foensure survey conducted fram 2/2/16 -
. 214118,
The surveyor conducting your survey was:
Michae! Cage, LSW, QIDF, Team lead
Mivit68 18,03.41700 Physical Environment | Mmisg
. The reguirements of Sectlons 700 through 798 of
these Iules are modifications and additions to the
requirements in 42 CFR 483,470 - 483.470(1)(4), '
Condition of Participation: Physical Environtrent, o 1
incorporated ih Section 004 of these rulas, Other ;
documants incorporated in Section D04 of these _
riles related to an 1IGH/ID physical enviranment P /MS/:’-J re7 9/‘ 743
are the NFPA's Life Safely Code and IDAPA
07.03.01, "Rules of Building Satety.” w /54
| |
Thig Rule is hot met as evidenced by: '
Refer to W454,
i

TITLE (X0 DATE

RtV fiss (TR I 3/ &/l
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