
I DA H 0 DEPARTMENT OF 

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

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: 

TAMARA PRISOCK-ADMINISTRATOR 
DIVISION OF LICENSING & CERTIFICATION 

DEBBY RANSOM, R.N., R.H.l.T. - Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder Street 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: (208) 334-6626 

FAX: (208) 364-1888 
E-mail: fsb@dhw.idaho.gov 

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 CPR 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, 

+w.--fa~,wJ 
MICHAEL CASE 
Health Facility Surveyor 
Non-Long Term Care 

MC/pmt 
Enclosures 

~/~ 
NICOLE WISENOR 
Co-Supervisor 
Non-Long Term Care 
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DEPARTMENI OF HEALTH AND HUMAN SERVICES 
CEMTERS FOR MEDICARE & MEPICAID SISRVlCE8 

STAr\;.MENT Of" Ot:PICIENG!ES (X1) f'ROVTDER/$1)Pl'LIER/CLlA 
AND Pl.AN OF CORRF-G!ICN IDENTlrlCATION NUMB.F.t<;: 

13GQ23 
NM'iE OF' J'.'ROVIDER QR SUPPLIER 

S~EN OAKS COMMUNITY HOMES " TYBAL I 

(X4) l1l I' 
PREFIX . 

TA!'; : 

i 

SUMMMY STAT6MENT OF DE:FICl!i:"lCl~S 
(EACH DEl'!GlENGY MUST BE PREioi;oGD BY FULL 

REGlllATORY OF\ l.SC lDENTlrYING INFORMAl'lON) 

W 000 INFflAL COMMEN!S 

I I 111e following deficiencies were cited during the 
: annual reoertification ::illrV$Y condur::tti!d from 
. 2/2/16 "214116. 
i 

! The surveyor conducting your swvey Mis: 

I Michael Case, lSW, QIDP, Team 1-ead 

Cornman abbreviatrons us~d in this report are: 

OCS - Direct Care Staff 
IPP ~Individual Program Plan 

, LPN • Licensed Practlcal Nurse 

PRINTED; 03/17/2011'.l 
PORM APPROVED 

OMB NO. 0938-0391 
(X2/ MUl.i1PlE CONSlRUCilON (X3} DATF- SURVit'i' 

COMPLETl!t'l A. BUILDING~---~--

f.l, WING 

ID 
PRl:':l<IX 

TAG 

STREET Atlt;!RESS, Cll'Y, $11\TE'., ZIP GODE 

G69 NORTH TYBALT 

POSi rALLS, ID S3B!i4 

PROViD~t\'$ PLAN OF CORREGTION 
(EACH CORRECTIVE ACflON SHOULD ea 

CROSS•l<EFEREm;I>D TO THE APPROPl'\IATE 
O~rlGIENCY) 

w 000 

02/04/2016 

()W) 
l'.:OMP~~TION 

b/1:1'E 

W 454 J 483.470(1)(1) INFECTION CONTROL W 454 
I 

I The facility must provide a sanitary envfronment 
r to avoid smm;es Eiml transmission of infections. 

I This STANDARD is not rneta$ evidenced by: 
Baaed on observation and staff interview, it was 

/ determined the faoil!ty failed to ensure Infection 

I 
control procedur@s were folrowed to prevent and 
control infection and/or eomrnunicable dlsea$eS, 
which directly impacted 2 of 5 lndlVlduals : 

I 
(Individuals #2 and #3) residing at the facility, and I 
had the potential to impaot all lndMduals 1 
(I ndiviciuaJs #1 - #5). That failure had the I 
potential to provide opportunities for 
cross-contamination to occur and negatively 1 

impact individuals' health. The findings include: I 
1. lndivldual #2.'s 9/21/15 IPP stated he was a 63 j

1 

year old male whose diagnoses included 
profourid rnental refardation. 1 

During ~n observation on 2./3/16 from 6:05 - 7:15 

'" ,I , .. :·~ .• ' 

Any de~clsncy statem1;1nt e11111 wm1 a. rlsll dBno a eliciency which the lnsUtullOtl ma be excused from GotreoHng ptoViding It le de1ermln1;1d th1;11 
other se.fegoo~ds ptov!cle 11ull'lcl!I>nt protection to th<> pl'ltlen~. (See irtstruc~omi.) EXG!lpl for nursing homes, th.e fl11dlng$ s!alad above are disoki~able 90 days 
following the d~te o1 survay whether or not a plan of correction Is provided. For nursing homes, (he above fitldings a11d plans of correction M~ dtsc1osable 14 
o::iyll followlog lhe dale thP.se dooum8nts till;! madA sv.allablo lo Iha raalllty. Ir deficiencies are cited, an 11pprovM plan ol eorrocllon ls reqvlslte to eon!lnul;ld 
program pertldp~tlon, 

.. "----···--···- ·----.. ··------.. ---~~ ............ -... -·--.-· ...... ''" ..... ···-·--··"''"' 
!Ovent ID;SSV71\ F~tirilY ID: 1~G023 If Mnrlnuatlon she~! P!.'lge. .1 of 4 
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PRINTED: 03/1712016 
DE.PARIMENT OP HEALIH AND HUMAN SE.RVICES rORM APt,ROVED 
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S11'-Tl~M\ONT OF Dlll'ICIE.NCl~:S 
AND Pl.AN 01" CORRECTl(JN 

(.:<1) PROVltlf.WSUPPl.lfi:RICl.IA 
IO~NTIFICATl(JN NUMJ:',i;;R: 

'13G0.23 

(X:I) DAI!;: SURVEY 
COMPU'\TE'.l:J 

(X2) MlJ\.Tll"LE'. CONSfttUCTfON 
A, BUILDlNc.; ______ _ 

tl,WING, _____ ,,, ·-- 02£04/2016 
i--~~~~~~~~~....._~~.~~~~~~~--'-~~.,...,_~--~-~~~~~~~ ........ --=--..;~"'-'::..:....::~-; 

GTRl:.!:1' ADDRF.SS, CITY, STl\l't:. ZIP CODE 

SE;Vf;.N OAKS COMMUNITY HOMES -TYBALT 

(X'4} ID I 
PRlilflX ' 

$UMMARY $1'ATE'.MENT OF DEFICIENClll;S 
(EACH DEr-lCIENCY ~ll~T BE PRr.Cil::rJED BY FU1.i., 

ReGl.JlATORY OR I.SC IDl:i~lllfYING INi'\"ll"!MATION) TAG i 

W454 Co11th1ued from page 1 
a.m., Individual #2. was observed lo participate in 
a medication admir;jstration program. During that 

1 time, infec:tion control concerns were noted, as 
; follows: 
I 
i At 6:05 a.m., Individual#~ entered the m$clication 
, admlt1islralion arna with DCS A. DGS A donned a 
! pslr of glove;;, then obtained and prepared a 1 
blood glucose monitor for lndivh:lual #2. DCS A 1 

assisted Individual #2 to obtain a blood sarnple ; 
I from his, finger and a.pp ly it to the monitor. DCS A i 
i then dispo~\\ld of the testing supplies and 
1 removed her gloves. DCS A was not obse1ved to I 
wash her hands. · 

I DCS A obtained orie cf Individual #2's blister I 
r packs, pierced the bi:icl( or the blis1er with her ' 
I fingernail, held the blister pack over a medic~tion j 
oup, and had Individual #2. punch tl~o pill into tile · 

1 
cup. IJCS A repeated this process with each of 

1 lrt~lividual #'?..'s 10 nllster packs. It was noted 
j PCS A had acrylic nails. 

The Center~ for Disease Control webslt(.!1 
i (www.cdc.com, accessed 2/B/16), stated 
I "Healtl1care workers who wear a11iticial nF.Jils are 
1
I· more likely to harbor gram·negallve patl1ogens on f 

their fingertips t11an are those who have neh.Jral ' 
! nails, botl1 beforn anci after handw~~shing." J 

[ Durihg an interview on 2/4/'16 from :'3:00 - 3:25 
i p.m., the Program Dtrector and 1-PN both st.':l!ed j 

DCS A $hould hav€l washed her hand$ after 
removing h!i!r gloves. The LPN slated DCS A I 
ehi:iulrJ Mt have baen puncturing the b~ck of the . 
blister packs with her nail~. 

2. lndiviou~l #3's 9/'!4/15 lPP stated she was a 38 [ 
ye~r old female whose diagnose$ included ! 

Evant ID; Cl3V7 I I 

GBS NORTH TVSAf-T 

POST FALLS, IP 83054 

10 f'ROVIDElR'$ PLAN OF CORRECTION 
r>REFIX . (EACH Ct'.lRl\ECllVl;J\Cl'ION SMOl,ILO BE 

TM I CP.O~S-REFERF.N CEO TO ll !I;! APPROP~IATE ::r '"'~"'"' 

: (X.';) 
i COMrl.F.nOl>I 
I OATµ 

I 
I 

PMlllty ID; 13G0~3 If con1inr.t~lion llhOQ\ P~g~ 7. of 4 
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DEPARTMENT 01- HEALTH ANO HUMAN SERVICES 
CJ;;NTE:R$ FOR MEDICARE & MEDICAID SERVICES 

STAl'~MEN'f OF Dl':PIC!ENC!t~f.< 
ANO PLAN OF GORR~C:rKJN 

(X1 l f'ROVIDER1$llf'!!'l .1F.RIGl.IA 
rDEiNTll'ICATION N!JMnfi;:! 

1lG023 

SE.VEN OAKS COMMUNlrY HOMES· TYBAl...T 

(X2} Ml)l,.ill"LE CONSIRl.ICTION 

A. BUILDING~--~--~--

El.WING ..... 

STREET ADP!'\!: SS, CITY, S'fATE, ZIP COOl!i 

669 NO~TH TYEAL I 

PRINTED: 03/17/201£ 
FORM APPROVED 

OMB NO 0936"0391 
{X9) tll\'t'ffi sURVBY 

COMPL!;!.il;;D 

02/04/2016 

POST FALLS, IP 82854 
-·~---~~-~~-~~~~~~~-~~.-,..~~.i...... . ..,_~-~~~~~~~-~~--"\~·~---J 

10 I P>\OVIDER's PtAr4 or coRRr::c110N SllMMllRY STATl!:Mf.',NT OP D5FICl!~NCIES 
(EflC~H DEPICIBN¢'V MUST BE PRl:!t:eDeD BV FULi. 

REGIJlAl'OIW QR lS!J 1Clf,NT\FYING INrORMATlON) 

(X4) ID 
PREFIX 

fA(l 

I 

W 454 I Continued l~rorn page 2 
! moderate mental retardation. 

) During an observation on 2/3/16 from 3:00 - 4:35 I 
j p.m., Individual iff3 was observed to participate in , 
; a mi;;ic\loation administration program. During that I 
; time, infection control concerns were noted, as : 
i fullows: I 
I 

i At 4:'10 p.m., lndMdual 1F3 entered the medication 
I administration area with DCS B. After bath 1 

j lndiVldual #3 and PCS B wash.aid their hands, ! 
. DCS B donned a pair of gloves and rnrnoved a I 
dressing covering en open wourid on the top of : 

1 lndivid~1al #3's left hand. 
i ; 
'. DCS B disposed of the dressing and rernoveci her I 

'

. gloves. DCS 8 donned a new pair of gloves. · 
Howevet, she was not observed to wash her 

· hands. DCS 8 then removed lndMduel #3's 
· medicatlo11 l;Jlister packs i:Hid olean dressing 

m<'.lterhaJs from the in~dfcation ct:lbinet. DCS 13 
was observed to change her gloves a second 
Ume, but did Mt wash her hands. 

DCS S cut a pliace of gauze pac:I, removed hi;ir 
gloves and obtained hydrogen pmro:xidG! from the 
medication cabinet. bCS B mixed hydrogen 
pe1·oxicJe with Water in a medication ol.lp, ocs 8 
donned new gloves, but was not observed to 
wash htilr h:ancls. 

: OCS B cleaned the area on Individual #3's left 
h£ind with the. hyd1·agen peroxide 1nlxt.urn, the11 

I
; applied triple antibiotic ointrl1~11t and a new 
dressing. DCS B thsn changed her glo1.119s, ~Jut/ 1 

. was not ob$GJrved to wash her hanc1s. 

P(-ll';F1X (f;'ACH CORRECrlVE AGT!ON .~l'IOULD BE 
TAG OROst'M~!:l'l:l'lENCED TO Tl-!E APPRoior.IATE 

D~l'ICIENCY) 

W454 

ill") 
OOMPl.E.T1(ltl 

DAT!;: 

I
' PCS a usect h~I' gloved f1and to tun~ the µages in Ii 

the mectieatlon administration record, ran f)er 
"----...J...~--~~--------~~~...L_---~---~--.. -~---~-.-1--~--i 
l'ORM CMS-2~$7(0'.·B!l) PrevloU3 VGrSIOl)S Obar.i\efl;! ~vent ID:eBVt11 f"~µll!ty ID: 13G023 Iv continu::iUon an!l(!)l Page 3 Qf 4 



03/28/2015 08:57 2087738345 SEVEN OAKS PAGE 05/ 05, , 

2016/03/17 14:44:54 8 /9 

PRl~ffED: 03(17/2015 
OEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 

.....=C=EN~IE:....=.cR=S~~~O~R~M~E~D~IC~A~R~g~&~M=E~P~IC~A=ID~S~E~R~V~IC~E~S~_,,_~~~~~~~·-~~~--~~O~M~B~N~0~·~09_3_8-_03~9""'"'1 
STATEMENT OF DEFIGll:iNCfS:$ 
AND PLAN OF CORRe:CTlON 

()(1) PROVIOERISUPPLIERJCLJA 
IOENTIFICAllON NtJM1'lr.1R 

13G023 

NAM!: OF PROVIDER OR SUPPi.iF.~ 

sEV~N OAKS COMMUNlrY HOMl:!S • TYBALT 

(X~) 10 
PRll:rlX 

fAG 

SUMMARY ~T/\TEMENT OF t>F.flCIF-NCIES 
{EACH D!::flOIENCY MUST HE Pltii;'.Cr,;[')e:O BY FULL 
R~GULATORY OR LSC IDEN1'ir:YING INF'ORMATlON) 

W454 Oonti11ued Frorn riage 3 Ii 

gloved hatid down the page, ti\M LIM~! her 
gloved finger to pierce the back of Individual #2's I 
1Mdfc~tJon blister pack. Har gloved finger was 1 
observed to come itl contact with the pill in the I 
P.ll$J~t p~Pk~, ~9~ .~,held thi:1 p~nct1.1r.~o. P.Hs.~~r . : 
over a rned1cation c:;up, and Individual #3 punched j' 

the pill into the cup. 

DCS 8 then removed her glovss and doaurnenlBd 
ln the ttiedioation administration record. DCS B 

I 

I was not observed to wash her hands after 
1 rernovln9 he1· gloves. 

I During an Interview on 2/3/16 at 6:00 p,m,, OCS 
B .stated she had particlpate<l in :;i. medicqtion 
administration das$, When asked about glove 
use, DCS B staled staff were trained to wrap one 
glove in the other when removing them, but was j' 

unable to describe wh1,in hand washing shoulcl 
t::ike pl:;ic<;J l11 r.elallon to glove use. II 

During an int$rvlaw on 2/4116 from 3:00 • 3:25 
p.rn., the Program Director mnd LPN !:10th stated 
DCS B should have washed lier hands between 
glove changes, 

The facility failed to ensure appropr!a.te infacUon 
I contro[ procedures were implemented. 

I 
! 
i 

(x.2) MULTIPLE CON$71\UCTION (X3) OA'ti;\ $\,li'l,VEY 
COMPLETED 

A. BU1LOIN$~--~~--

B. WtNG __ ~-----~ 02/04/2016 

ID 
PREFIX 

YMJ. 

STREET ADDRESS, crrv, SiA't'E, ZIP GODE 

B69 NORTH TYBALT 
POST FALLS, 10 839154 

PROVIDER'S f'l..AN OF CO~REOTIOt-1 
(EACH COtO'\SCTIVS ACTION SHOULD se 

CROSS.1'1:'.FF.RENCED TO TI41!.At'Ptl.Ol'RIAT!:; 
D8:FIClElNCY) 

w 4541 : 

k454 l 
I l 

(XS) 
COMPlF..TIOt1 

DATE 

~he facility nurse will review the l 
l1nfection control policy ,of the facility add 

,. !will add detailed information as needed] 
!The known areas of concern addressed j 
lwHl include: When engaged in a medical 
[procedure~ (including medication I 
1Mststance) th{;: staff will be trained whcW 
\how to wash ha.nds properly; Also, will! 
)include training regarding when/how to; 
(don medical gloves and remove them i 
)properly; Improper ways to pierce bubl~le 
:packs. The training will be provided to ~11 
f staff and will be added to the facilities ) 
l "Monthly Medical/Equipment Train ingl 
jChecklist" form to insure it .is reviewed\ 
Jregolarly with the staff; The informatio'1 
\will be added to the new employee 1 
•OSHA/Med class as wdl, to' insure all ) 
new employees are initially trained. Toj 
insure routine monitoring of Infection. 

. control .is completed, it will be added t 
.; the Managers TPS schedule. 

1
1 

.I 

'.-By whom: facility nurse j 
; Completion date: 4/1/2016 ~ 

1; ,i 
1
1 11 
1l 1 
" I 

fi i 
,__~-...._~~~~~~~~--~--~---1.~-~...JL_;.__~~~------~~~~~-~~-~~· 
FORM CMS·'.2567(02-99) Prevlcur. Verslang Obsolele Event ID: GBV711 Fac!ll'Y ID: 1t3G023 If conlinuallnn ~hes~ f'aHs -1 of 4 . ' 
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NAME OP PROVIDER OR t511PPUER 

SEV!:;N OAKS COMMUNITY HOMES - TYBALT 

STREET AtltlRES.S. CITY, Si'l\TE. ZIP. corn~ 

669 NORTH TYaAL T 
POST FALLS, 10 fl3S54 

(X4) lr.1 
l"RE!l'L'< 

TllO 

SUMMARY STATEM!':NI OF DEFICtENCll':!) 
(lilf\CH DEFICIENCY MUST BE PRECl'lD!!'.b BY FULL 
REGUIATO~Y OR LSC !PE;NTll'YING INFORMAllON) 

MOO 16.03.11 lniU:<ilCommenls 

The following deficiencies were cited during the 
st~1te llcens ure survey conducted frarn .212116 -

. 2/4/16. 

lne sL1rv©yor conducting your survey was: 

Michael Ca$e, LSW, QIDP, Team Lead 

Mlv1'H39l 1a. 03.11700 Physical Environment 

The r$qUiremetlts of Sections 700 t11rough 799 of 
these rules are modifications and additions to th~ 
requirements in 42 CFR 483.470 ~ 483.470('1 }(4 ), 
Condition of Participatiori: Physical t:nVltonment, 
incorporat!ild in Section 004 of these rules. Otl1er 
documents incorporated in Section 004 of these 
rt1les rel~ted to an IC~/ID pl1ysical environment 
are the N FPA's Life Safety Cocte ~nd I DAPA 

· 07.03.01, "Rules of Building Safety." 

I
i lhis Rule Is not met a$ L:JVide.nced by: 

Refer to W454. 

I 
ID 

I 

PRr:iFIX 
TAG 

MOOO 

MM169 

P"OVIDER'S Pl.AN OF CORRECTION 
(EACH COR!l.~CTIVEAGTION gMOULD BE 

CRDS!l-REFERENCF..O TO THE APPROPfl.IATE 
DEFfCIENC':Y) 

yY'IM I /p9 

Pie~ /efer -k 
w ~5'1 

(Xa) 
CIJMPI r.n; 

DATE 

(Xli)DA'l'F. 

.3/rr//(b 


