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RE: Seven Oaks Community Homes - Stephanie, Provider #13G054

Dear Mr. Silberberger:

This is to advise you of the findings of the Medicaid/Licensure survey of Seven Oaks
Community Homes - Stephanie, which was conducted on June 5, 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. 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
June 22, 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, 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 June 22, 2014, If a request for informal dispute resolution is
received after June 22, 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 us during our visit, If you have questions, please call
this office at (208) 334-6626.

Sincerely,
w-%mjﬁdw, L5 ,4/1//(%”/
MICHAEL CASE NICOLE WISENOR

Health Facility Surveyor Co-Supervisor

Non-Long Term Care Non-Long Term Care

MC/pmt

Enclosures
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INITIAL GOMMENTS

The following deficiencies were cited during the
recertification survey conducted from 6/2/14 -
6/5/14.

The survey was conducted by:
Michael Case, LSW, QIDP, Team Leader
Karen Marshall, MS, RD, LD

Comman abbreviations used in this report are:

IDT - interdisciplinary Team

IPP - Individualized Pragram Plan

QIDP - Qualified intellectual Disabilities
Professional

483.440(f)(2) PROGRAM MONITORING &
CHANGE

At least annually, the comprehensive functional
assassment of each client must be reviewed by
the interdisciplinary team for relevancy and
updated as neaded.

This STANDARD is not met as evidenced by:
Based on record raview and staff interview, it

- was determined the facility failed to ensure

assessments were accurate and comprehensive
for 1 of 3 individuals (Individuai #1) whose
assessments and IPPs were raviewad. This
resulted in a lack of assessment information on
which to base program decisions. The findings
include:

1. Individual #1's 1728/14 1PP stated he was a 39
year old rmale whose diagnoses included severe
mental retardation, cerebral palsy, and
quadriplegia. Individual #1's IPP included an
objective to communicate with an iPad.

W 000!

Vy 259

RECEIVED
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FACILITY STANDARDS

W 259

It is the facilities intent to insure that accurate
assessiment information in all areas including
speech and language development is available
and included in each person's record. Each
person’s record has been reviewed to insure
that all assessment infarmation is current and
accurate and a new speech assessment has be
completed for the individual identified. All
evaluafions will be reviewed on at leasl an
annual basis and updated as appropriate as
part of each person’s annual staffing.

By Whom: QIDP, Home Supervisar
Completion Date: June 30, 2014

CABORATORY Zﬁ;@ws OR ?WDEE;SUFPUER REPRESENTATIVE'S SIGNATURE ﬁms X8) OATR
£ z‘(z%? les [ny/‘dZm Mq -Gl

Any defisiengy statement ending with an astetisk ("} denoles a deficiency which the inslitution/may ba excused from correcting praviding it is determined that
other safeguards provide sufficient protection to the patients. (See fnstructions.) Excapl for nursing homes, the findings stated above are disclosable 90 days
follawing the dale of survey whether or not a plan of correction is provided. For nursing homes, the abova findings and plans of corraction are disclosabla 14
days following the date these documents are mado available to tha facility. If daficiancies are cited, an approvad plan of carcection ia requisite to continued

program panicipation,

FORM GMS-2587(02-88) Pravious Verslons Ohsolete

Evenk IDyWAYKT

Facifity ID: 136054

I continuation sheet Page 10f 3
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Observatipns were conducted at the day program
on 6/2/14 from 11:20 am. - 12:10 p.m., at the
facility on 6/2/14 from 4:23 - 5:10 p.m., and on
6/3/14 from 6:55 - 8:05 a.m. and 6:10 - 6:55 p.m.
During those times, Individual #1 was noted to be
offered the use of an iPad for communication
purposes. Individual #1 could express wants and
needs by touching icons on the iPad. No other
communication device was observed to be
present in the facility.

However, Individual #1's Communication
Evaluation Report, dated 3/10/12, stated
Individual #1 was non-verbal and uiitized a "wrist
talker" communication device to express his
wants and needs. The Report did not contain
information related to Individual #1's iPad, his
abilities to access and manipulate the device, or
what needs he had in relation to his ability to
communicate with the device.

During an interview on 6/5/14 from 9:35 am. -
12:00 p.m., the Home Supervisor stated
Individua! #1's wrist talker was no longer being
used as replacement parts for the device could
not be obtained. The QIDP, who was present
during the interview, stated the IDT believed the
iPad would be more functional for Individual #1,
but stated they had not assessed Individual #1's
abilities or needs regarding the use of the iPad.
The QIDP stated the communication assessment
needed to be updated.

The facility failed to ensure Individual #1's record
included updated and accurate information
regarding his communication abilities and needs.
483.470(i}(1) EVACUATION DRILLS

(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BUILDING COMPLETED
B. WING 06/05/2014
STREET ADDRESS, CITY, STATE, ZIP CODE
615 NORTH STEPHANIE STREET
POST FALLS, ID 83854
D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
VW 259
W 440

FORM CMS3-2567{02-99) Previous Versions Obsolete

Event ID; WZYKH

Facility 1D: 13G054

If continuation sheet Page 2 of 3
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The facility must hold evacuation drills at least
quarterly for each shifi of personnel,

This STANDARD is not met a3 evidenced hy:
Basad on record review and siaff interview, it
was determined the facility failed to ensure
evacuaiion drills were conducted quarterfy for

- each shift of personnel for § of 8 individuals
{Individuals #1 - #8) residing at the facility. This
resuited in the potential for the facility and staff
not being able to determine individuals'
responses or identify problem areas, The
findings include:

1. The facility's evacuation drills were reviewed
and did not include documentalion that an
evacuation drill had been completed for the day
shift (6:00 a.m. - 2:00 p.m.) of the first quarter
{(Janvary - March) of 2014,

During an interview on 6/5/14 from 9:35 a.m. -
12:00 p.m., the QIDP and Home Supervisor hoth
stated the drill had not been completed due to an
oversight.

The facility failed to ensure evacuation drills were
compieted each quarter for each shift of staff.

Py In SUMMARY STATEMENT OF DEFICIENCIES ! n PROVIDER'S FLAN OF GORREGTION 1x8)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFRIX (EACH GORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSGC IDENTIFYNG INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
W 440 | Continued From page 2 W 440

w440

Ht is the facility's intent to hold evacuation drills
al teast a quarterly for each shiff of personnel.
The Office Manager routinely receives fire drills
and files these drills. She will record the drills
and nofify both the home supervisor and the
Program Director in the event fire drills are not
completed. In addition fire drills are included
on the home supervisors monthly activity list
and a copy of each completed fire drill will be
submitted to the program director to insure that
fire drills are completed.

By Whom: Program Director, Home
Supervisor, Office Manager
Completion Date: June 30, 2014

FORM CMS-2687(02-98) Previous Varsions Obsolete Event iD: WZYK11

Facllity ID: 136054 If continuation sheet Page 3of 3
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The following deficiencies werg cited during the
licensure survay conducted from &/2/14 - 8/5/14.
The survay was conducted by:
Michael Case, LW, QIDP, Team Leader
Karen Marshall, MS, RD, LD
MMW724! 18.03.11,270.01(2) Assesments Mm724 | MM724 |
As & basis for individual program planning and Please refer to W259 @gﬁﬁwﬁfﬁ
prograrn irnplementation, assessments must be
provided at entry and at least annually thersafter UL A 9 901k
by an Interdisciplinary tearm composed of \ J i
members drawn from or representing such o7y
professions, disciplines or services areas as are EACHITY STANDA
relevant to each particular case.
This Rule iz not et as avidenced by:
Refer to W259,
Bureau of Facliity Standards
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