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Steve Silberberger, Administrator

Seven Oaks Community Homes-- Cleveland
3940 West 5th Avenue #C

Post Falls, ID 838534

RE: Seven Oaks Community Homes - Cleveland, Provider #13G04%

Dear Mr. Silberberger:

This is to advise you of the findings of the Medicaid/Licensure Fire Life Safety Survey, which
was concluded at Seven Oaks Community Homes - Cleveland, on April 14, 2014,

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. If 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;

(W8]

What measures will be put in place or what systemic change vou 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
wili not recur, 1.e., what quality assurance program will be put info place; and,

5. Include dates when corrective action will be completed. 42 CFR 488.28 states
ordinarily a provider is expected to take the steps needed to achieve compliance
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within 60 days of being notified of the deficiencies. Please keep this in mind
when preparing your plan of comrection. 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
May 7, 2014, 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, vou are required to send your written request and al]
required information as directed in the State Informal Dispute Resolution (IDR) Process which
can be found on the Internet at:

www.icfmr.dhw.idaho.sov

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 May 7, 2014, If a request for informal dispute resolution 1s
received after May 7, 2014, 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 our staff during our visit. If you have any questions,
please call our office at (208) 334-6626.

Sincerely,
//‘71 //\_/

MARK P. GRIMES

Supervisor

Fire Life Safety & Construction Program
MPG/j

Enclosure
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FORM AFPROV
OB NO, 0838-02

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {3) DATE SURVEY
AND FLAN OF CORRECTION RIENTIFICATION NUMBER: A BUILDING 03 GOMPLETED
13G(48 8. WING DAY 4I2014
- NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
2732 NORTH CLEVELAND STREET
SEVEN OAKS COMMUNITY HOMES - CLEVELAND POST FALLS, D 83854
SUMMARY STATEMENT OF DEFICIENCES o " PROVIDER'S PUAN OF CORRECTION )
Sni (EACH DEFICIENCY MUST BE PRECEDED BY FLILL PREFIX (EACH GARRECTIVE ACTION SHOULD BE BRIl
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnassuaﬁneggﬁaég GT:{)EAPPRC:PRIATE
K Q00 | INITIAL COMMENTS ¥ 000
The faciiity is a single story residential type
building with Type ¥ (000} construction. It was
built in May of 2004 It is fully sprinkierad with
quick rasponss heads. i has a complete fire
alarm/smoke detection systam. Currantly it is
licensed for five JCFAD bads.
The foliowing daficiencies were cited at the above
facility during the annual Fire/Life Safety survey !
conducted on Apiii 14, 2014, The facility was
surveyed under the LIFE SAFETY CODE, 2000
Edition, Chapter 32, New Residenfial Board and
Care Occupancies, and in accordance with 42 08
GFR, 483.470 (i}, AL
- EACIITY STAND

The suivey was condugted by:
Sam Burbank Health Facility Surveyor
Dan Holbrook Health Facility Survayor - )
Mark P Grimes Health Facility Surveyor The facility has implementad & new
Supervisor fire dril] schedule to inelude one fire

KO152 | 483 4700 1)(N LIFE SAFETY CODE STANDARD K152 drill on a weekend or g ho]ida}r each
The facifity holds evacuation drills at least quﬂmiezolﬂﬁSm the dnll; i’;e run as
guarterly for each shift of personnet and undar scheduled, | a}fe requeste . at
varied conditions to ensure that all personne! on managers turn in their fire drills for
all shifts are trained to perform assigned tasks: the month no later than the 20 1o the
and easure that all personnel on §H shifts are Office Manager. The Office Manager
;an??i?;a“;ttgr th;::;zg; th;g‘;‘ggz emergency will review the drills and check them

P P i off & quarterly log. When problems are
The facility must- ‘ 0 the month end. This should help
(h Actually evacuate clients during at least ona alleviate any future problems, and it
drilt @ach year on esch shift will be in effect, May 1™ 2014,
Clonte wit ohysiom cisaoitiens oo Completion by 4729714
: ifities; ) .

(i) Fite 2 raport and evaluation on each drill; Whom: Administrator

SRATORY DIRECTOR OR PROVIDERISUFPLIER REFRESENTATvES SIGNATURE <6 baE

o sty

"sefeguards provide sufficiant profchion to the patients. (See stk

Aefickeney statement anding with an asterisl () denmepiﬁewmh jﬁé’ﬁ'z

sutiuiney e

ons.) Excapt for musing homes, the findings sfatad above are disciosabie 90 tlays

g S R

roviding il Is determined that

Ang ;h_e date of survey whether or not 2 plan of correction is provided, Far nursing hames, the abova findings amd plans of comaction ams disclozabla 14
following the date these dostments are made available o he facility. 1 deficiencies are eited, an approvisd pian of correction is raglisis to cartinued

2 partisipation.
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FORM APPROV
OMEB NO. 0838-02

STATEMENT OF DIEFICIENGIES T PROMVIDERSUPPLIER/CLA P2) MALTIPLE CONSTRUCTION Xy DAT":;SURVEY
BND PLAN OF QORRECTION IDENTIFICATION MUMBER: A BUILDING 63 COMPLETED
13G04g B. WING 0411412044
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
-3732 NQRTH CLEVELANE STREET
SEVEN OAKS COMMUNITY HOMES - CLEVELAND POST FALLS, ID 83854 |
%410 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFD [EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX [EAGH CORREGTIVE ACTION SHOULD BE M
TAG REGULATORY OR LSC IDENTIFYING [NFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE
DEFICIENCY)
KU152 | Confinuad From page 1 K0152 .
: . . X The f;
{W) Investigate all problems with evacuation drills, Th Facﬂgy' at 3732 Cleve:lanc‘i Court
including ancidents and take corrective achian: was found to be out of compliance for
and . _ mssing a documented fire diill for the
i) E;uring fire ?arill‘.[@-.ijc:ﬁents %nzy bedev?hcu?:ed tE weekend shift of the 3™ quarter 2013,
g safe area In facilibes certified under the Hea Although the proper number of drills
g:;i Qccupanc:e.s Chapter af the Life Safaty were run in the 37 quarter, they were
‘ ’ ‘ | not corpleted on a weekend or
Fagilities meet the requirements of paragraphs | holiday.
{1} and (2) of this section for any five-in and rafief ‘
staff that they utilize, |
| |
1
This STANDARD s not met as evidenced by:
Based on intarview and record raviaw, the facility
failed to provide documanted fire diills for each
shift i each guarter for the last twalve months.
Failure te perform necessary fire drills in each
quarter as reguired has the polential to adversely
affect the abifity of cliants, staff and visitors to
evacuate safely in the event of a fire. This
deficient practice affected all cdlients, staff and
visitors, The facility is licensed for 5 ICFAD bads
and had a cansus of 4 on the date of the survey
Findings include:
During record review of the facifity's fire driy
reporis for the 12 month peried prior to the survey
conducted on 4/14/2014, the facility was unable
o provide a documented fire drill for the weekend
shift of the 3rd quarter of 2013. During the exit
conference conducked with the Administrator on .
4/14/2014 at approximately 440 PM, the .
N Administrator acknowiedged that the faciity did ~ A /’V
IM CME-26687(02-50) Previsus Varslons (Obsalse Event IIn 720v2 Faciitty 10 1 205045 ¥ continuation s?»aet;Page 2af3
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FRINTED: Da23/2014
FORM APPROVED
OMB NC. 0B38-0321

STATEMENT OF DEFICIENCIES - X1 PROVIDER/SUPPLIER/CIIA
RHD PLAN OF CORRECTION IDENTIFICATION NUMBER:

13G048

(2) MULTIFLE CONSTRUCTION
.| A BURDING B3

B. WING

X3 DATE SURVEY
COMPLETED

0411412014

MAME OF PROVIDER OR SUPPLIER
SEVEN OAKS COMMUNITY HOMES - CLEVELAND

STREST ADDRESS, CITY, STATE, ZIF CODE
3732 NORTH CLEVELAND STREET
POST FALLS, 1D 23854

X4 10 SUMMARY STATEMENT OF DEFICENCES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED EY FLILL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

i)
PREFX
TAG

i

FROVIDER'S PLAN OF CORRECTION )
(EACH CORRECTIVEAGTION SHOULD BE GOMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

KO152 | Continued From page 2
not kave documentation of this drill baing

performed,

Actual Standard:
4834700 D))

The facility holds evacuation drilis at least
guarteny for each shift of personnst and under

alf shifts 2re trainad to perform assignad tasks;
and ensure ihat all personnel on alf shifts are
familiar with the use of the facility's emergency
and diszster plans and procadures,

The facifity st -
{i} Actually evacuate clients during at least one
dofl esch vear on each shiff;

clients with physical disabilities:
(iil) File a report and evaluation ont each dvill

including accidents and take corrective action:
and

Cara Occupancies Chaptar of the Life Safely
Code,

Facilities meef the requirements of paragraphs

(1) and {2) of this section far any five-in and refief

staff that they utiiize.

-
|
|

vanad conditions to ensure that alf personna! on

(i} Make special provisions for the evacuation of

(iv) lnvestigate all problems with evacuation drilis,

{v} During fire drills, clients may be svacuated to
a safe area in fadiiies certified under the Health

K152

DEFICIENGY) ‘
7
| |

L

ME-Z58T(02-85) Previous Versions Dbsn‘.\cle

Event 10: 72021

Fatiiy 10 1 35045
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PRINTED: 04/23/2014

Lk FORM APPROVED
Buressy of Facility Stapdards
STATEMENT OF DEFICIENCIEE (X1) PROVIDER/SUPPLIERICLIA (X2 MULTIPLE CONSTRLUICTION (%) ggﬁ EURVEY
AND PLAN OF CORRECTION IDENTIFICATION RUMSER: A BUILDING: 03 ETED
15048 B, WING DAMAI2014
MAME OF PROVIDER OR SUPPLIER STREET ADORESS, GITY, STATE. ZIP CODE
3732 HORTH CLEVELAND STREET
SEVEN DAKS COMMUNITY HOMES -GLEVEL) POST FALLS, ID 83854
[} SUNMMARY STATEMENT OF DEFICIENCIES T FROVIDERS PLAN OF CORRECTION ®5)
;:(v;‘%-‘m (EACH DEFICIENCY MUIST BE PRECEDED BY FULL PREFL (EACYH CORRECTIVE ACTION SHOLIWLD BE cogn:TLgrE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TaC camss-aemaegsgg r;g g%E AFPROPRIATE 2
W Q000 15.03,11 Initial Comments M 000 l
|

The facility 1s & singie story residential type
building with Typz V (000) constriction. K was
built in May of 2004, it is fully sprinkieraed with
quick respanse heads. It has 2 complate fire
alarm/smoke detection systerm. Currently it s
ficensed for five ICFID beds.

The foliowing deficiencies wers cited at the shove
faciiity during the annua! Fire/Life Safety survey
conducted on April 14, 2014, The faciity was
surveyed under the LIFE SAFETY CCDE, 2000
Edition, Chaptar 32, New Residential Board and
Care Occupancies, and in accondance with 42
CFR, 482,470 (i) and IDAPA 16.03.11 Rules
Governing Intermadiste Care Facifities for
individuals with Inteliectual Disabilities.

The Survey was conducted by:

Sam Burbank Health Facilify Surveyor
Dan Holbrook Health Facility Surveyor
Mark P Grimes Health Facility Surveyor
Supervisor :

Automatic sprinkler systams, if instalied, must be
serviced at least annually by an authorized
sarvicing agency. Servicing must be in
accordance with the applicable NFPA Standard
1 13a (1878 edition), "Care and Maintenance of 1
Sprinkier Systems.”

This Rule is not met as evidenced by:
Based on observation and interview the facility
falled to maintain the sprinkier head gim
COVEerings as required, Failure to maintain the trim
coverning for sprinkler heads could aliow the
passage of haat, smoke and toxiz gases o
unprotesied areas. This deficient practica o -

MM344 16,03,11.110.06(e) Automatic Sprinkler Systems | MM344 FACH.ITY STANDARD

L%

Zuraaty of Facility Standands

ABORATORY DIREGTOR'S OR PROVIDERISUPPLIE] ATIVE'S SIE]

STATE FORM el

{%E} DATE

L

if continuzfion sheet 1 of 2




PRINTED: D4f23/2044

FORM APPROVED |
Suraan of Faciity Standards : i
STATEMENT OF DEFIGIENGIES X1y PROVIDER/SUPPLIER/CLIA (x2) MULTIPLE CONSTRUCTION . 3y DATE sSuRvEY I
AND PLAN OF CORRECTHON [DENTIEIGATION NLIMBER A SUILDING: 03 COMPLETED } :
. " " F
. 43GED4% B, WING ' 041412014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. ‘ 3732 NORTH CLEVELAND STREET
SEVEN O c NITY HOMES - SLEVELs ;
EN DAKS cOMML 9 VE POST FALLS, 1D 83B54 .
%) 10 SUMMARY STATEMENT CiF DEFICIENGIES o EROVIDER'S PLAN OF CORRECTION {xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REERRENCED TO THE AFPROPRIAT! DATE
: DEFICIENGY) -
MM344 | Continued From page 1 . MM344
ffected all clisnts, & nd isifor
affected all clients, staff and visitors on the dafe MM344

of survay. The faciity was ficensed for § beds and

had 2 cansus of 4 on the day of survey. The facility will assure the sprinkler

system installed is properly inspected,

Findings include: : ' tested, and maintained in accordance #
. . X with NFPA 25 Standard for
During the tour of the faciiity on Aprit 14, 2044 inspection, testing and maintenance of

betwean the hours of 8,30 AM i 2:30 PM it was
observed that ihe mim ring which covers the
sprinkier head opening in the ceiling of the

water based fire protection systems.
The facility has implemented a

kitchen pantry was rmigsing. This obsarvation was monthly fire inspection 1o be
acknowledgsd by the adiministrator dusing the completed by the facilitiss
tour. Administrator or the facility

maintenance person. Also a licensed

Actual NFPA Standard: X .
plumber or fire protection service

NEPAS 13,121
company will inspect the systerm on an
;\ 2-1* Gk?neraf.te e N . annual basis and as needed for any
sprinkler system instalied in accordance wi problems that may arise. The
this standard shall be properly inspacted, tested, inspection will include Dbéewing each

arnd maintined in accordance with NFPA 25,

Standard for the Inspection, Testing, and fire sprinkler head to assurs they are

Maintenance of Waier-Based Fire Protection _properly installed and not missing
Systems, to provide at least the same fevel of caps, rings, or receding into the attic.
perfonmance and protection as designed. Completion Date 4/29/14

By Whom: Administrator

of Facility Stardards W géﬁ‘yy

FORM . st F20V24 If continuation shest 2 af 2



