IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. “BUTCH" OTTER ~ Govermnor DEBBY RANSOM, RN, RH.LT - Chief

RICHARD M, ARMSTRONG - Direclor . BUREAU OF FACILITY STANDARDS
3232 Elder Street
P.0. Box 83720

Boise, ldaho 837200009
PHONE: (208} 334-6626
FAX: (208) 364-1888
E-matl: fsb@dhve.idaho.gov

March 30, 2015

Rene Stephens, Administrator
Campus View Home

1411 Falls Avenue East, Suite 703
Twin Falls, ID 83301

RE: Campus View Home, Provider # 13G070
Dear Ms. Stephens:

This 1s to advise you of the findings of the Medicaid/Licensure Fne Life Safety Survey of Campus Vlew
Home, which was concluded on March 17, 2015.

Enclosed is your copy of a Statement of Deficiencies/Plan of Correction, form CMS-2567, which states
that no Medicaid deficiencies were noted at the time of the survey.

Also enclosed is a Statement of Deficiencies/Plan of Correction 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; and,
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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 being notified of the
deficiencies. Please keep this in mind when preparing your plan of correction.

For comective 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 April 13, 20185,
~ 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 April 9, 2015, If a request for informal dispute resolution is received
after April 9, 2015, 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,

y-

7

MARK P. GRIMES
Supervisor
Facility Fire Safety and Construction Program

MPG/lj

Enclosures
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NAME OF PROVIDER OR SUPPLIER STREETADDRESS. CITY, STATE, ZIP GODE o
CAMPUS VIEW HOME' 75 MONROE
TW EN FALLS HE 33301
[Hay 10 T SUMMARY STATEMENT OF DEFICIENCIES i . PROVIDER'S PLAN OF GORREGTION ey
PREEIX {EACH DEFICIENCY-MUST 8F PRECEDED BY EULLREGULATORY:  PREFIX {EACH GORRECTIVE ACTION SHOULD BE C"*ﬂlfﬁg itine
TAG OF LSCIDENTIFYING INFORMATION} © JAG i CROBS'REFERENCED TO THEAPPROPRIATE !
DEFICIENGY) h
K 000} INITIAL COMMENTS f K000+

-The facilityis a residential single story, Type:
V{000) building. The facility, bullt in 1990, is
requnppeci with ah aulomatic fire sprmkiar ‘system
in-iving spaces and closets and there is a fire
-alarm/smoke detection system. itis currently
licensed far 6 ICF/ID beds.

¢ The facility was. found {o'be in'substantial

¢ compliance-during the annual Life Safety Code
survey-canducted on March 17, 2015, The facility

-was.stirveyed underhe LIFE SAFETY-CODE;
2000 Editiar, Chapter32, New Residentia Board
& Cate Occupancaes tmpraclical Evacuation
Capahifity in accordance with 42 CFR 483.470 (j). 1

The-Survey was-conduetad by:

Nathan Elkins
i Health Facility Surveyor
' Fire'Life Safety & Construction

L'.f\B TD}?’ DIRECT;%RS Romf’?l.ltﬁ REPRESEN@&‘S SIGNATURE : TTLE o (XS] TATE
A0 0 Q Mﬁ\)ﬂ}v/\ [N . . 4/ ‘([i

}‘-ny dafi c;en%s!atement endmg \Eﬁx;an asterisk ("} denctes & defaClanCY which the-institution aybe excused from correcting pmvlmng & delemmined that
nther»sa{egua s provide sufficient prstection to'ttie patients. (Seer Instrisctionss) Except fornuraing hemes, thefindings statéd abave ore disclosable 90 days
foi'amng tha dale of suwiey whatlier ar not 4 plan-of correction Is provided. Fornwrsing hornes, the above findings.and plans of correciinn are-disclosable 14
days foliowing tne date Hieso documents are made avallable to the faciity. I deficlencies are ciléd, an approved plan of tomection s requisite to continued
nrogram p?mcrpahon
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A0 SUMMARY STATEMENT OF DEFICIENGES. C D PROVIDER'S PLAN OF CORREGTION (5}
PREFIX- {EACH DEFICIENCY.MUST BE PREGEDED.BY FULL PREFIX 1 {EAGH CORRECTIVE AGTION SHOUL D EE’ COMPLETE
TAG REGULATORY QR LSCIDENTIFYING INFORMATION) P TAG CROSSREFERENCED TO THE APPROPRIATE OATE
: ' DEFICIENGY)
MO000| 16.03.41 Infial Comments M 000

Thie facility is'a residential singte story, Type
V{000) building. The facility; builtin 1990, is- :
equipped with-aivautomatic fire sprinklersystem
in Kving spaces and closels-and there'ls a fire’ o
alarm/smoke-detection system. itis currently
licensed for 6 ICFAD beds.

The following deficiencies were found dising the
annual Life-Safety-Code survey conducted cn
Marchi17, 2015, The facility was sutveyed under
the LIEE SAFETY-CODE, 2000 Edifion, Chapter
32, New Residential Board-& Care Occupancies,
Jmpracticat Evacyation Capabifity in accordance
with 42 CFR-483.470 {j). and TDAPA 16:03.11
Rules-Govermning Infermediate Care Facifities for
People with Inteilecival Disabilities,

The Survey was condutted by;
: Nathan Elkins

: Health Facility-Surveyor
Fire Life Safety & Gonsiniction

MM3111 16.03.91.110.04{a}:-Structurally Sound’ MM311

The faciity must.be structurally-sound and must
be'maintdined-and efuipped to.assurethe safety
of rasidents, employees and the public.
This RULE: is.not- met.as evidenced by:
Based.on observation and interview the fachity
failéd to-maintain the stiicture of the facility. This
deficient practice could altow-smoke and gases, of
insects and verminito enter the open space.of the’
attic and.spread throughout the-facility affecting ;
§ix ¢lients, two staffmembers, and viskiors on the ;
day of survey. ;

%
Findings include; |
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STATEMENT-OF BEFiCiEﬁCIES {Xi} Pré?r\;'iglrmsgppuemcm (%2} MULTIPLE CONSTRUGTION (%3 gg:}e};fg?gy
DENT) i 8ER: _— _
ARD PLAN OF CORRECTION CATION NUM 4. BUILDING 02 - ENTIRE STRUCTURE
o . . 136070 B, WING .. 03M7I2015
NAME OF BROVIDER OR SUPPLIER” STREETADDRESS, CITY, STATE, 2P con&
CAMPUS VIEW HOME 875 MONROE
) TWIN FALLS, 1D 83301
4y SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION o5
FREFIL {EAGH DEFICIENGY MUST BE PRECEDED BY.FULL PREFIX {(EACH CORREGTIVE AGTION SHOULD BE COMPLETE
TAG i REGULATORY OR LSC IDENTIFYING RNFORMATICGN) TAG CROSS-REFERENGED T0 THE APPROPRIATE DATE
} 1 DEFICIENCY}
MM311{ Continued From Page 1 Y TRERRS The hole was fixed ag of observalions on
March 30,2015, No other holes were detectad
. During the facility tour on March 47, 2015:at. In the structure. All facllity personnel are .
{rained to aferi: maintenance for immediate repajr

: approximately 3:00° PM,-obsarvation revealad.a

! cirenlar hole measuring 2° x 2% was found in the
garage celling. interview with the-house manager
revealed the Tagility was unaware:of the hole in-the
garage ceiling. The facility is icensed for 6 ICF
beds with a census of 6 on the day-of stirvey.

Actual Reference: -

IDAPA 16.03.22.110.01 {a) The faciiity must be
structurally-sound and must bemaintained and
: equipped fo-assure the safety of residents,

: eamployaees and the - public.

|

if-any-holes-inthe ceilings of the strscture ocour

Date-of correctiqn:ﬁi_&ﬂi201 5
Responsible: Faclliity Manager, Administrator
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