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Steve Silberberger, Administrator 
Seven Oaks Community Homes- Knapp West 
3940 West 5th Avenue #C 
Post Falls, ID 83854 

RE: Seven Oaks Community Homes- Knapp West, Provider #130068 

Dear Mr. Silberberger: 

DEBRA RANSOM, R.N.,R.H.I.T., Chief 
BUREAU OF FACILITY STANDARDS 

3232 E~er Street 
P.O. Box 83720 

Boise, ID 83720-0009 
PHONE 208-334-6626 

FAX 208-364-1888 

This is to advise you of the findings of the Medicaid/Licensure survey of Seven Oaks 
Community Homes- Knapp West, which was conducted on December 19,2013. 

Enclosed is a Statement of Deficiencies/Plan ofCon·ection Fmm 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 potenfial 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; 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 within 60 days of 
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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 fotm(s) in the space provided at the bottom of the first page. 

After you have completed your Plan of Conection, return the original to this office by 
January 6, 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.icfinr.dhw.idaho.gov 

Scroll down until the Program Information heading on the right side is visible and there are tlu·ee 
IDR selections to choose from. 

This request must be received by January 5, 2014. If a request for informal dispute resolution is 
received after January 5, 2014, the request will not be granted. An incomplete informal dispute 
resolution process will not delay the effective date of any enforcement action. 

' I 
Thank you for the courtesies extended to us during our visit. If you have questwns, please call 
this office at (208) 334-6626. 

Sincerely, 

MONICA NIELSEN 
Health Facility Surveyor 
Non-Long Term Care 

MN/pmt 
Enclosures 

~~.,r 
Co-Supervisor 
Non-Long Term Care 
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W 000 INITIAL COMMENTS 

The following deficiencies were cited during the 
annual recertification survey conducted from 
12/16/13- 12/19/13. 

The survey was conducted by: 
Monica Nielsen, QIDP, Team Leader 

Common abbreviations used in this report are: 

CNA- Certified Nurse Assistant 
IPP- Individual Program Plan 
QIDP- Qualified Intellectual Disability 
Professional 

W 124 483.420(a)(2) PROTECTION OF CLIENTS 
RIGHTS 

The facility must ensure the rights of all clients. 
Therefore the facility must inform each client, 
parent (if the client is a minor), or legal guardian, 
of the client's medical condition, developmental 
and behavioral status, attendant risks of 
treatment, and of the right to refuse treatment. 

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

was determined the facility failed to ensure 
sufficient information was provided to 
parents/guardians on which to base consent 
decisions for 1 of 1 individual (Individuals #1) 
reviewed, who was in need of gynecological 
services. This resulted in a lack of information 
being provided to the individual's guardian 
regarding pap smears. The findings include: 

1. Individual #1's IPP, dated 1/29/13, documented 
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It is the facility's intent to insure that all clients, 
parents, and guardians are informed of 
available procedures and their benefits and 
risks and to have documentation regarding 
informed consent regarding a particular 
procedure. In this particular situation the facility 
did not recognize that documenting the 
guardians consent to deferral of a procedure 
the person's physician deemed unnecessary 
was appropriate. The facility will review all 
medical treatment being offered or deferred for 
individuals in the home and obtain informed 
consent from guardians as appropriate. 

By Whom: Administrator, Nursing staff 
Completion Date: January 31, 2014 
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a 29 year old female diagnosed with Angelman 
syndrome, profound mental retardation, and 
seizure disorder. 

Individual #1's record included a letter from her 
physician, dated 1/26/09, which stated Individual 
#1 would not allow a pelvic exam or pap smear. 
The letter stated " ... a Pap smear at this time is 
not necessary. She has never been sexually 
active and has a very small introitus, making an 
exam very difficult. We have tried to do a Pap 
smear in the past and it was not possible, unless 
we considered general anesthetic_ .. " 

However, Individual #1's record did not contain a 
consent with information related to the intended 
outcome or benefits of a pap smear, steps to be 
taken to minimize the risks associated with the 
procedure, ramifications if the decision was not to 
participate, alternatives to the proposed 
procedure, and that consent to participate could 
be withdrawn at any time without risk of punitive 
action. 

When asked on 12/18/13 at 11:50 a.m., the CNA 
stated there was no written informed consent 
related to pap smears for Individual #1. 

The facility failed to ensure informed consent 
related to pap smears was obtained for Individual 
#1. 

W 259 483A40(f)(2) PROGRAM MONITORING & 
CHANGE 

At least annually, the comprehensive functional 
assessment of each client must be reviewed by 
the interdisciplinary team for relevancy and 
updated as needed_ 
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This STANDARD is not met as evidenced by: 
Based on record review and staff interview, it 

was determined the facility failed to ensure 
comprehensive assessment information was 
garnered for 1 of 2 individuals {Individual #1) 
whose records were reviewed. This resulted in a 
Jack of information on which to base medical care 
intervention decisions. The findings include: 

1. Individual #1's IPP, dated 1/29/13, documented 
a 29 year old female diagnosed with Angelman 
syndrome, profound mental retardation, and 
seizure disorder. 

Her record included physician's orders, dated 
12/1/13, which documented she received 
Melatonin 3 mg each evening. A 1/24/13 
Neurology Clinic report documented the 
Melatonin was being given to assist Individual #1 
with her sleep. The report stated " ... She appears 
to get adequate number of sleep hours. I 
reviewed the literature, it is common for 
individuals with Angel man syndrome to have 
some amount of sleep disturbance, and 
melatonin [sic] seems to be frequently employed 
for its use ... " The Assessment and Plan section 
of the report stated "I would like [Individual #1] 
also to try melatonin [sic]3 mg at bedtime to see 
is sleep improves and also results in better 
seizure control..." 

However, information related to Individual #1 's 
sleep could not be found in her record. A sleep 
study was not present and no assessment 
information related to her sleeping habits {quality 
or quality) or other factors which impacted her 
sleep (e.g. environmental factors, seizure 
activities, medication changes, etc.) could not be 
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!facilitate seizure control. As such the focus 
was on seizure activity which was consistently 
documented. The facility does agree that 
additional assessment could provide 
information related to her sleep and result in a 

1
change in treatment being provided. The 
facility will consult with the Neurologist 
regarding the possibility of formal sleep study 
and begin assessment per his 
recommendation. In the future in similar 
situations the facility will take a broader 
approach to obtaining additional behavioral 
information for consultants to review and 
consider. 

By Whom: Nursing Staff, QIDP 
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found. 

Further, Individual #1's record did not include 
data documenting her sleep prior to or after the 
initiation of Melatonin. Without such data, it 
would not be possible for the facility to analyze 
the effectiveness of the Melatonin or correlate its 
use with impacts on her seizure activity. 

When asked on 12/18/13 at 2:30p.m., the QIDP 
stated there was no sleep study, assessment, or 
tracking of Individual #1's sleep. 

The facility failed to ensure comprehensive 
assessment information was garnered related to 
Individual #1's sleep and its impact on her seizure 
activity. 
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M ooo 16.03.11 Initial Comments 

The following deficiencies were cited during the 
licensure survey conducted from 12/16/13 -
12/19/13. 

The survey was conducted by: 
Monica Nielsen, QIDP, Team Leader 

MM164 16.03.11.075.04 Development of Plan of Care 

To Participate in the Development of Plan of 
Care. The resident must have the opportunity to 
participate in his plan of care. Residents must be 
advised of alternative courses or care and 
treatment and their consequences when such 
alternatives are available. The resident's 
preference about alternatives must be elicited 
and considered in deciding on the plan of care. A 
resident may request, and must be entitled to, 
representation and assistance by any consenting 
person of his choice in the planning of his care 
and treatment. 
This Rule is not met as evidenced by: 
Refer to W124. 

MM724 16.03.11.270.01 (a) Assesments 

As a basis for individual program planning and 
program implementation, assessments must be 
provided at entry and at least annually thereafter 
by an interdisciplinary team composed of 
members drawn from or representing such 
professions, disciplines or services areas as are 
relevant to each particular case. 
This Rule is not met as evidenced by: 
Refer to W259. 
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