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Kathy Adams, Administrator
Safe Haven Homes of Wendell
PO Box 306

Wendell, ID 83355

Dear Ms. Adams:

Based on the complaint investigation survey conducted by our staff at Carefix Management & Consulting
Inc, dba Safe Haven Homes of Wendell-Magic Valley Manor on August 28, 2013, we have determined that

the facility failed to protect residents from neglect.

This core issue deficiency substantially limits the capacity of Carefix Management & Consulting Inc, dba
Safe Haven Homes of Wendell-Magic Valley Manor to provide for residents' basw health and safety needs.
The deficiency is described on the enclosed Statement of Deficiencies.

BACKGROUND:

This is the second time in a twelve month period that this particular core-level deficiency has been cited at
this facility. The first time was during the survey of November 9, 2012.

PROVISIONAL LICENSE:

As aresult of the survey findings, the Department is issuing the facility a provisional license, effective
September 12, 2013, through March 12, 2014. The following administrative rule for Residential Care or
Assisted Living Facilities in Idaho (IDAPA 16.03.22) gives the Department the authority to issue a
provisional license:

935. ENFORCEMENT REMEDY OF PROVISIONAL LICENSE.

A provisional license may be issued when a facility is cited with one (1) or more cove issue
deficiencies, or when noncore issues have not been corrected or become repeat deficiencies. The
provisional license will state the conditions the facility must follow to continue to operate. See
Subsections 900.04, 900.05 and 910.02 of these rules. :

The conditions of the provisional license are as follows:
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1. Compliance. The facility will achieve substantial compliance with the rules for Residential Care or Assisted
Living Facilities in Idaho (IDAPA 16.03.22) as demonstrated by having no core issue deficiencies identified
during the follow-up survey, and will ensure correction of all non-core deficiencies as demonstrated by no
deficiencies repeated from either the November 9, 2012 or the August 28, 2013 Non-Core Issues Punch Lists.

2. A provisional license is issued which is to be prominently displayed in the facility. Upon receipt of
this provisional license return the full license, currently held by the facility.

3. When the administrator determines the facility is in full compliance, she will notify the
Department and a follow-up snrvey will be conducted.

Please be advised that you may contest this decision by filing a written request for administrative review
pursuant to TDAPA 16.05.03.300. no later than twenty-eight (28) days after this notice was mailed. Any
such request should be addressed to:

Tamara Prisock, Administrator
Division of Licensing and Certification
Department of ITealth and Welfare
3232 Elder Street
P.O. Box 83720
Boise, ID 83720-0009

If you fail to file a request for administrative review within the time allowed, this decision shall become
final.

You have an opportunity to make corrections and thus avoid further enforcement action. Correction of this
deficiency must be achieved by . We urge you to begin correction immediately.

After you have studied the enclosed Statement of Deficiencies, please write a Plan of Correction by
answering each of the following questions for each deficient practice:

’ ‘What corrective action(s) will be accomplished for those specific residents/personnel/areas found
to have been affected by the deficient practice?

+ How will you identify other residents/personnel/arcas that may be affected by the same deficient
practice and what corrective action(s) will be talen?

' What measures will be put into place or what systemic changes will you make to ensure that the
deficient practice does not recur?

’ How will the corrective action(s) be monitored and how often will monitoring occur to ensure that
the deficient practice will not recur (i.e., what quality assurance program will be put into place)?

+ By what date will the corrective action(s) be completed?

Return the signed and dated Plan of Correction to us by September 25, 2013, and keep a copy for your
records. Your license depends upon the corrections made and the evaluation of the Plan of Correction you

develop.
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You have available the opportunity to question cited deficiencies through an informal dispute resolution
process. If you disagree with the survey report findings, you may make a written request to the Supervisor of
the Residential Care Program for a Level 1 IDR meeting. The request for the meeting must be made within
ten (10) business days of receipt of the Statement of Deficiencies (September 25, 2013). The specific
deficiencies for which the facility asks reconsideration must be included in the written request, as well as the
reason for the request for reconsideration. The facility’s request must include sufficient information for
Licensing and Certification to determine the basis for the provider’s appeal. If your request for inforimat
dispute resolution is received after September 25, 2013, your request will not be granted. Your IDR request
must be made in accordance with the Informal Dispute Resolution Process. The IDR request form and the
process for submitting a complete request can be found at www.assistedliving.dhw.idaho.gov under the
heading of Forms and Information.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and left with you during the exit conference. The completed punch list form and accompanying
proof of resolution (e.g., receipts, pictures, policy updates, etc.) are to be submitted to this office by

September 27, 2013.

If, at the follow-up survey, it is found that the facility is not in compliance with the rules and standards for
residential care or assisted living facilities, the Department will have no alternative but to initiate an
enforcement action against the license held by Carefix Management & Consulting Inc, dba Safe Haven
Homes of Wendell-Magic Valley Manor.

Should you have any questions, or if we may be of assistance, please call our office at (208) 364-1962.

Sincerely,

JAMIE SIMPSON, MBA, QMRP
Program Supervisor
Residential Assisted Living Facility Program

DH/tfp

cc:  Medicaid Notification Group
Steve Millward, Licensing & Certification
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| Karen Anderson, RN
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i Survey Definitions:
" A{C = A blood test that measuras your average
: blood sugar level for the past two to threa
months.
G = Blond Glucose
- B parameters for diabelics = Normal range is
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EMS = Emargency medical services
: ER = Emergency Room
. MAR = Madication Assistance Record
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 "some varbal cueing.” It further dogumented, bo A os. \rotAd vk AT e A
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On 8/27/13 at 9:15 AM, the administrator stated T L e a0 w X edupeabe
the resident had a dental appointment in the N\t
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had not been drinking since 8/26/13. The e e \ P
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further stated, the resident walked the day before. YO &g T 0Oy e
She stated, as of today, the resident required a & \s0 A‘&Lm R ata - Save) s ﬁ«
two-persan assist to transfer and a wheelchair. 5 frt OB AYE
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On 8/27/13, from §:00 AM unti) 2:00 PM, the N 22 €A mym\ﬂ*—h‘ B e
following observations and interviews ware made: .E,e_,\ﬁ_')\.\ ot 3
*8:00 to B:55 AM, Resident #2 sat in 2 wheslchair %&.‘f‘t OSERL i

at the dining room table, The resident was
hunched over, leaning to the right. Her braakfast
congisted of a fried agg, sausage and toast. The
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- har whaalchair to her rocking chair, but was
i uriable to perform the transfer alone, Another

caregiver arrived and the two of them took a hold
of the resident from both sides. The resident's

! legs would not support her. The careqivers

grabbed the back of the resident's pants to
transfer her from the wheeichair to the rocking
chair. The housakeeper and the caregiver both

- stated this was a significant change for the
. tasident as she was abie 10 ambulate the day

hafora,

“0:10 AM to 9:30 AM, Caregiver A came info the
resident's room. The resident had drool conring

i out of her mouth. The caregiver took a rough dry

paper towel and wiped the droot from her face,
The resident was not alert, but grimaced and
fiinchad when having het face rubbed with the
paper iowet,

*0:30 AM to 10:00 AM, Caregiver A offered the
ragident a drink of Ensure. The resident was not
alert or responsive and was riot be able {o drink
the Ensure the caregiver was holding ta her Jips,
The Ensure ran down the side of the resident's
face. The caregiver wiped her face off with
annther dry rough paper towe], The resident

-grimaced and flinched again when the paper

towel was rubbaed over her face.
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*10:00 AM fo 1030 AM, Resident #2 was sitting
in her chair. She was rocking side to side while
grabbing at the air and moaning. 8he had not
openetd her eyeas since being placad in the chair
at 9:05 AM.

: *10:30 AM, Caregiver A chacked Resident #2's

: blood glucose. The reading from the glucometer
: was B0 myiil, The caregiver stated she would™
repaort this to the administrator, she then stated
she would call the facllity RN,

legs were unable to hold her weight during the

Ea

*10:55 AM to 11:42 AM, Caregiver A and B stated
they were not allowed to check BG levels, '
because the facility RN sald it required a
physisiar's order. Both stated they were trained 1o
call the physician when blood glucose levels were
ovear 400 mgfdl. Both caregivers stated the
resident had beon & "two-person ransfer for a
couple of days,” but the facllity RN had not been
called untii today. Caregiver B stated, " told the
administrator about her change of condition,”

out of bed and info her wheelchair fo assigt her to
use the toilat. The residant's body was flaccid and
har legs were not able ip support her waight. The
| resident did not open her evas ond was observed
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PPN - B
gi éuﬁ:ao 1\1\&3}“&&. Lo
Yo yworihu h\’t\"" B | e
f oG Aﬂ;\ AL V‘\D“Tﬂu\_
Vimads .
»A&Mh;\ﬁ‘\ﬁm\_ﬂ“ \

A"
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: hunched over the top of her legs while sitting on

| the toilet. After toilating the resident, tha

! caregivers assisted her back into her wheelchair

" and to the dining room. The wheelchair did not

1 have footrests and tha resident's feet were

t observad dragging on the flaor on the way to the

I dining rovm. Both caragivers stated, the

; whaelchair did not betong to the resident and they
: thought the footrests may be in tha storage.

L *11:42 AM to 12:25 PM, Resident #2 arrived at

| the dining roorm for junch. Caragiver A rechecked
! the resident's BG. The glucometer only read

i "High" and was not able to register her BG level.
! Caregiver A performed another finger stick and
 tested her blood. The glucometer read, "High"

- again. The caregiver stated the administrator was
; on the phone with a physiclan's assistant (FA)

i and he would come examine the resident at the
facility.

|

{1 2:25 PM, tha adminisirator siated, 'l called the
' facility RN today because [Resident #2's name]

! was not eating well yesterday,” The administrator
" stated, ! was off all weekend and | was not

| aware of any change of condition untll today.”

i 8he said, " worked yesterday (Monday) and )

. saw her waiking town the haliway. | did notice

| she was in 2 wheelchair later that day.”

!

| *12:45 PM, Resident #2 remainad af the dining

. room {able and was not ealing or drirking, her

i eyas remained closed. From 11:42 AM unti 12:50
' PM, the resident fell forward with her face on the
i table. Caregiver C noticed and pulled the

| resident's wheelshair away from the tablé so the

’ resident would not hit her head,

| *AL 12:50 PM, the administrator requested heip to

; fake the resident back to bed as she was not
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responsive or able to eat. The Administrator and

1 the house manager assisted the resident out of

hier wheelchalr and into her bed. Again the
administrator stated, " saw the resident walking
yesterday afternoon, | was not awara she was ng
longer able to walk and needed a two-person
assist to transfer.” Bhe stated, "Staff did nol
fnforem me "

*1:10 PM 1o 1:20 PM, a PA arrived and cbserved
the resident laying on the bed. He asked
Caregiver Aand B, how long the resident had
been unresponsive. Caregiver A and B stated she
“had been fike this alt morning." He further
guestioned whether or not they had obtained vital
i signs. They stated they had nol taken any vital
signg. The adminigtrator came into tha room and
stated, "I'm thinking she may have a tooth
problem or infaction, because the left side of her
face looks swollen.” The administralor said,
"When | tried to offer her fluids she fiinched
away." The administrator additionafly stated, "]
have a lot of new staff that are hot
communicating and passing on information to
me.” '

On 8/27/13 at 3:46 PM, Careglver D stated she
“had been off work for four daye and when she
returned she was "nat impressed” with Regideant
#2's condition. She sald when she returned fo
‘work on Saturday, two other caragivers told her
the resident had o be in a whealchair now.
Further, she stated when changing the resident's
brief, she found a 2 Ingh long by 1 inch wide sore
{ an the resident's bultocks. She stated, it looked

! fike the resident had "skidded across the floor.”

| The caregiver stated, " was shocked,” because

i she was not walking and not eating. The

| saregiver staled she fold the assistant

i administrator about the area on the reaidant's

R 009
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buttocks. She stated, she was never insiructed o
take residents’ binod sugars.

i From 8/24M13 to 8/27/13, the resident had a

: change of condition and the facility RN had not
{ been natified untit 10:40 AM when surveyors

; began asking questions about the resident's

i gondition.

| On 8/28/13 al B:35 AM, the facility RN stated, he
{ wag not called about Resident #2's change of
i condition until thig morning, when a caregiver
 called to tell me that her BG was 590 mg/dL. The
! RN stated, the administrator told him the resident
. had a dentigt appointment today, becaise she
- had a tooth problem and had not been eating
well. Further, he stated he bad not been informed
af the wound on her buttocks. He stated, "l wish |
. would have been told, because | was in the
facility on Saturday and 1 could have assessed
! her then."

Residant #2 went from being ambulatory and a
"good eater,” to being unable to bear weight and
non-responsive within fwo to three days. Forther,
the resident had a diagnosis of diabetes and the
facility did not have arn A1C done evary 6 months

" a5 arderad. When the resident's blood glugose
ievel was tested, it was so high it would not
register on the glucometer. For approximatsly

: Hree days, he resident had a significant change

of congdition and was not aasessad by a medical
professianal and did not receive medical

! treatrnent.

2. Resident #b, a 63 year ald female, was
admitted to the facility on 2/15/12 with diagnoses
including schizophrenia and dementia.

Buresu of Facility Standards
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An NSA, dated 3/20/13, documented the resident
was indapendent with toileting, transfertng, and
mobility within the facility.

A nursing assessment, datad 6/20/13,
documented the resident remained "stable” and
weighed 131.2 pounds. This was the fast nursing

. psnessmant found in the resident's record.

. Btaff communication notes documented the

folfowing:

*6/7 - Resident "not fealing well, kesp eve on
her."

*6/8 - "walk her to foilet per [Administrator’s
namel.”

On 6/13/13, a paychiatric avaluation, documented
the resident was "unable to provide much
information at today's appoiniment. She will start
to ahswer a question and then stop mid senfence
as if she lost her train of thought. She is also
taking an excessive amaurt of ime processing
information...She showed me her lags which were
guite swollen and reported my pain starls here
and moves up to my head.' [Rosident #5's name]
was nated {0 be guite disorganized today. Stafl
reports indicate she is talking less than she was a

rmenth ago.”

' There was no dogumentalion from the staff or

facility RN regarding tha resident’s swollen legs or
cognitive changes,

Staff communication notes docurnented the

fallowing:

*707 - "IAdmiristrator’s name] is vaty u-;pse-t shifis
are not communicating change of shifts on 24 hr

(xXay it SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION ) ]
PREF(X (EACH DEFICIENGY MUIST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY}
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- reportlt How is on coming shift to no [sic] what
i going on."

" *7/8 - Resident #5 feli arwd 2 hour checks were

s implernarnted. It further decumented the resident
was fo ba "walched and assisted" bacause she
was "having a hard time walking and keeps
falling.” There was no dooumentation the facility
' nurse assessed the resident after the fall.

- An incident report, dated 7/15/13, documenied
: the reskiert was found on the floor with a skin

. @brasion on her left cheek bone. Thera was no
¢ dogumentation the resident had been assessed
{ by the facility RN after the fali,

} Aphysician's visit progress note, dated 7/16/13,
documented the resident "fell yesterday. Normally
she is more stable and sits straight. She leans
forward. She has had similar sx with previous

- UTL" The resident was assessed to have a UT]

. and an antibiotic was ordered. The note further

" documented, the resident weighed 115.2 pounds.
" This was 16 pounds less than she weighed in
May. .

! Staff communication notes "Change of Shift
: Repart", documented the following:

**716 - Resident #5 was found on the floor at
©10:35 PM and had a biuise on her chin,

L*TAT - The resident “fell again, do head checks
ton hern"

“7121 - The resident refused to eat or "take pilis.”

{ *7/24 - The resident "neds a boot on her hael
i foot whenaver laying down.”

Bureau of Fécﬂity Standards
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Thara was no documentstion the facility nurse
was hotified of the ohserved changes of
condition. ’

A "Safe Haven Comprehensive Nursing
Assessment,” dated 7/24/13, documented the
resident had a "2.5 ¢m x 2.5 o fluid filled blister
to (R) heel. Area iz pale, tender and intact.” It
further documented that staff were 1o ronitor her
: footwear and contact nursing with any changes,

. Thare was no further documentation from the
facility nurse regarding the resident's fallg,
bruising, abraslonz, awollen legs, cognitiva
changes, UT] ar weight Joss.

. Alocal hospital provider note, dated 7/31/13,
documented the rosident was "apparently found

; kess responsive than normal by staff this morning,

they caffed EMS who found the patient had Q2

! saturation of 82%, was slightly tachycardic and

febrile. Pt. normally is ambulatory and talks, but

today is not responding and not giving any

history "

" Adocal hospital progress note, dated 8/1/13,
documented the "family notes that over the last
few months sho has loat a significant amount of

. weight.. and her current mental status Is a big

i Ghange.”

i Another hospital nursing note, dated 8/2/13,
~ decumented the resident welghed 119.4 pounds
i upoun admission.

| Anather hospital "Discharge Summary," dated

! 8/7/13, documented thea resident was admitted

i from another hospital for “bilateral preumonia,

: presumed aspiration...protein calorie malnutrition
: with progression of patient's neurolagical and

Buraau of Faclity Standards
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cognitive declina.” it further documented the

! resident had been “less ambulatory, losing

; weight...and had sustained falls and may have

' been aspirating”...There was "infiially an atlempt
i at soma NG tube for nutritional support although
! this was unsuccassful with tube unable to be

! placed due to patient's lethargy and somnolence.
! The rerident was discharged on hosplee and her
| "life expectancy was probably 1 waek or less."

| Between 8/27/13 and 8/28/13, staff interviews

" were conducted and the following information

' was collected regarding Resident #5's change of
gonditior:

% *A caregiver stated, “1 diin't notice any weight

! joss,” but it was a "hit and miss” with her eating.”
| The caregiver also stated "falling was the
- changs.”

*The resident fell on 7/15 and "l panlcked, | callad

" [Administrator's name] and was told to put ica on
it." The caregiver statesd she "ried calling” the
fachity nurse, but had to leave a message. She

. further stated, the reaident was rot drinking as

i much and was not walking as often, She stated

! after 7/17, the resident started "going downhill

i again.” She stated she tried to feed the resident

“in her room, but the resident “refused a ot of #."

_: The caregiver said she spoke to the administrator

; and the administrator sald she was going to
check weights,

*The resident would "come hang around me at
i the med cart,” but for a few day= ¢he did not
[ come down,

*|t's heon progressive, she quit talking, not
verbalizing what she wanted.” Sha had falls and
*two UTI's back to back.” She further siated, after

(X431 SUMMARY STATEMENT DF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
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! the: falls the resident never “came back™ to where
i she was physically and mentally, The caregiver

siated, when lhe resident stopped talking, she
thought it was because the resident was “mad." "l
thought it was mare of 2 behavior instead of

: being sick.” She further stated, the resident d!d

not want to gat up for meals.

*The resident "would stay in her room a lok, |
- wasn't here when she went to the hospital.” The

caregiver further stated, she "heard” the resident
was down in weight and wotlld not eat.

On 8/27/13 at 11:37 AM, a family member sfated
" she saw the resident on 7/23/13 (Eight days prior
« to belng sent to the hospital) and the resident had

& "black eye, left side bruising, and bed sores.”
She stated the resident had "stopped eating” and

- was "hunched aver.” She stated thera was &

"huge change of condilion” since fast seeing her

- in May 2013, The family mmember stated, "We

: touldn't wake her” and she was in a "really bad
+ stale the next Sunday” (7/28). She stated on
*"Wednesday, (7/31) we got a call from the ER

- that she was there "

On 8/2713 at 1:00 PM, the admtinisirator stated

. the resident was seen by the physician at the

facility, on 7/16/13. When informed, there was no

_nursing assessmants since 5/20/13 and no

_donymentation other than the wound :

, assessamant, on 7/24/13, the administrator stated

‘the facility "sornetimes, doesn’t get their notes
back.”

On 8/28/13 at 3:03 AM, a family member stated,
"The only calt P've recaived in one in & half years
was when they called to say she was going to the

* ER." The family mamber staied, he saw the

resident an 7/28 (three days prior to being sent to

X4y 1D
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the hospital) and shs was "thin" and "we couldn't
-wake her up and get her out of bed." The family
member stated, the resident had a black eye and
2 cut on her heel. The family member further
stated, they asked a caregiver about Resident
#5's condition and thay were told, "She's always
ilke that.” He stated, the resident was admitted to
the hospital at 7:34 AM on 7/31/43 for

. pheumonia,

Since June 2013, there was documentation
Residant #5 had stopped communitating
varbally, had swollen legs and required
assistance with walking. The resident fell on the

- 778, but was not medically assessed until 7M6/13,

“which was 8 days and two falls later. On 7/23/13,

* Resident #5 was found "hunched over,” pruised
aryd lethargic. Five days later, the resident

. exthibited aven furiher decling. During this time,

- there was no documentation Resident #5 was

- assessed by the {acility nurse or that the

_physician had been rotified the resident had not

- improved since treatment for the UT). Fifteen

! days after being assessed and not showing
improvement, Rasident #5 was found

| unregpoensive and was frangported to the hospital.

for Residents #2 and #5. This failure constituted
naglact.

‘ THIS WAS PREVIOUSLY CITED ON 11/9/12

i The faclity did not seck timely medical ireatment |
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IDAHO DEPARTMENT OF

HEALTH &« WELFARE

C.L. “BUTCH" OTTER - GovERNOR TAMARA PRESOCK — ADMIMSTRATOR
RICHARD M. ARMSTRONG ~ DirecTor DIVISEON OF LICENSING & CERTIFICATION
JAMIE SIMPSON — ProcRAM SUPERVISOR

RESIDENTIAL ASSISTED LiVING FACILITY PROGRAM

P.0. Box 63720

Bolse, Idaho 83720-0009

PHONE: 208-334-6626

FAX; 206-364-1888

Qctober 8, 2013

Kathy Adams, Administrator
Safe Haven Homes of Wendell
Magic Valley Manor

PO Box 306

Wendell, ID 83355

License #: RC-932

Dear Ms. Adams:

On August 28, 2013, a complaint investigation survey was conducted at Carefix Management & Consulting Inc,
dba Safe Haven Homnes of Wendell-Magic Valley Manor. As a result of that survey, deﬁc1ent practices were
found.” The deficiencies were cited at the following level(s):

* Core issues, which are described on the Statement of Deficiencies, and for which you have submitted a
Plan of Correction.

¢ Non-core issues, which are described on the Punch List, and for which you have submitted evidence of
resolution.

Your submitted plan of correction and evidence of resolution are being accepted by this office. Please ensure
the corrections you identified are implemented for all residents and situations, and implement a monitoring
systemn to make certain the deficient practices do not recur.

Thank you for your work to correct these deficiencies. Should you have questions, please contact Donna
Henscheid, LSW, Health Facility Surveyor, Residential Assisted Living Facility Program, at (208) 364-1962..

Sincerely,

Do rr ikl -

Donna Henscheid, LSW
Team Leader '
Health Facility Surveyor

DH/tfp
ce! Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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2 305.03  [The facilfy nurse did riot assess residents when they had changes of condifion. For exarnple: Resient#3's fever, Resikdent |
#4's wounds and Resident #7 not geting pain paich as ordered or wounds assessed when residem firet complaingd of ’
problams.
3 3505 [The fadiity nurss &d rot follow-up on recommendations mage o the adrmnistrator. Forexamiple: A random res[dent tada
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[ - F11080  [The fadility nuTse did ot prowvide delegation to ali siaff to include writte and org! instructions for prca.ridiﬁg assistarce in
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IDAHO DEPARTMENT OF

HEALTH « WELFARE

TAMARA PRISOCK — ADMNISTRATOR

DIVISION OF LICENSING & CERTIFICATION

JAMIE SIMPSON - ProGRAM SUPERMISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM
P.0, Box 83720

Boise, ldaho 83720-0009

PHONE: 208-334-6626

FAX: 208-364-1888

C.L. "BUTCH" OTTER — Goveanor
RICHARD M, ARMSTRONG - DirecToR

September 12, 2013

Kathy Adams, Administrator
Safe Haven Homes of Wendell
PO Box 306

Wendell, ID 83355

Dear Ms. Adams:

An unannounced, on-site complaint investigation survey was conducted at Carefix Management & Consulting
Inc., dba Safe Haven Homes of Wendell-Magic Valley Manor between August 27 and August 28, 2013. During
that time, observations, interviews, and record reviews were conducted with the following results;

Complaint # ID00006019

Allegation #1: Residents' Rights were violated when residents were not given the choice to leep their
current psychosocial rehab providers (PSR). ’

Findings #1: On 8/27/13, seven residents, who had PSR worlers, stated they were satisfied with their -
current PSR providers. One resident stated he had the same agency for years.

On 8/27/13 at 9:25 AM, the administrator stated that some of the residents were receiving
services from an agency in Twin Falls, She said because of the facility's location,
transportation would only be paid to the closer location which happened to be in Gooding.
She stated the facility was transporting the residents to their PSR agencies, but it was not a
part of the residents' NSA and was not cost effective for the facility to continue those
services. Therefore, some residents changed PSR agencies, because they could no longer get
to the agencies in Twin Falls. The administrator further stated, some of the residents did not
have to change because their PSR workers continued to pick them up at the facility.

Unsubstantiated.

As no deficiencies were cited as a result of our investigation, no response is necessary to this report. Thank you
to you and your staff for the courtesies extended to us on our visit.

Sincerely,

/PWL?,IB‘M- B A o

Donna Menscheid, LSW
Health Facility Surveyor
Residential Assisted Living Facility Program

DH/tfp
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GL. "BUTCH" OTTER — GoveaNoR TAMARA PRISOCK — ADINISTRATOR
RICHARD M. ARMSTRONG — DirecToR DIVISION OF LICENSING & CERTIFICATION
JAMIE SIMPSON — PRoGRAM SUPERVISOR

RESIDENTIAL ASSISTED LIVING FACILITY PROGRAM

P.0. Box 83720

Boise, idaho 83720-0009

PHONE: 208-334-6626

FAX: 208-364-1588

September 12, 2013

Kathy Adams, Administrator
Safe Haven Homes of Wendell
PO Box 306

Wendell, ID 83355

Dear Ms. Adams:

An unannounced, on-site complaint investigation survey was conducted at Carefix Management &
Consulting Inc., dba Safe Haven Homes of Wendell-Magic Valley Manor, between August 27 and
August 28, 2013. During that time, observations, interviews or record reviews were conducted with the

following results:

Complaint # 1D00006141

Allegation #1: The facility did not follow their policy and notify families of a residents' changes of
condition.

Findings #1: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.153.03 for not

contacting residents' families when residents had a change of condition. The facility
was required to submit evidence of resolution within 30 days.

Allegation #2.; The facility did not have residents medically evaluated after changes of condition.

Findings #2: Substantiated. The facility was issued a core deficiency at IDAPA 16.03.22.525 for
neglecting to have residents 1nedically evaluated after changes of condition. The
facility was required submit a plan of correction within 10 days.

A core issue deficiency was identified during the complaint investigation. Please review the cover letter,
which outlines how to develop a Plan of Correction. The Plan of Correction must be submitted to our
office within 10 (ten) calendar days of receiving the Statement of Deficiencies.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which
was reviewed and left with you during the exit conference, on August 28, 2013. The completed punch
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list form and accompanying evidence of resolution (e.g., receipts, pictures, policy updates, etc) are to be
submitted to this office within thirty (30) days from the exit date.

If you have questions or concerns regarding our visit, please call us at (208) 364-1962. Thank you for
the.courtesy and cooperation you and your staff extended to us while we conducted our investigation.

Sincerely,

g7wéau %M&/ch:ﬂ/

Donna Henscheid, LSW

Health Facility Surveyor

Residential Assisted Living Facility Program
DH/tfp

c: Jamie Simpson, MBA, QMRP, Subervisor, Residential Assisted Living Facility Program




