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HEALTH & WELFARE 
C.L. 'BUTCH" OTTER- Governor 
RICHARD M. ARMSTRONG- Director 

May 14,2015 

Rene Stephens, Administrator 
Ciunpus View Home 
1411 Falls Avenue East, Suite 703 
Twin Falls, ID 83301 

RE: Campus View Home, Provider #130070 

Dear Ms. Stephens: 

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

3232 Elder Street 
P.O. Box 83720 

Boise, ID 83720.0009 
PHONE 208-334-6626 

FAX 208-364-1888 

This is to advise you of the fmdings of the Medicaid/Licensure survey of Campus View Home, 
which was conducted on May 13, 2015. 

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 co!Tection; 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 conective actions, which require constmction, 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 27, 2015, and keep a copy for your records. 

You have one oppmtunity 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 (!DR) 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 May 27, 2015. If a request for infotmal dispute resolution is 
received after May 27,2015, 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 us during our visit. If you have questions, please call 
this office at (208) 334-6626, option 4. 

Sincerely, 

~d~R 
Health Facility Smyeyor 
Non-Long Term Care 

JT/pmt 
Enclosures · 

ec~ 
Co-Supervisor 
Non-Long Term Care 

! i 

j I 
I 
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(X4)1D 
PREFIX 

TAG 

I 
W 000 I INITIAL COMMENTS 

The fa/lowing deficiencies were cited dl\ring .the 
ann_u<JI recertification survey conducted (rom 
5)11/15 io 5113/15. · 

The survey was conducted by: 

Jim Troutfetter; QIDP 

Common abbreviations used in this repJrt are: 

IPP- Individual Program Plan 
QIDP- Qualified Intellectual Disabilities 
Professional 

W 2141 483A40(c)(3)(iii) INDIVIDUAL PROGRI\MPLAN 

The comprehensive functioriarassessm~nt must 
. identify the client's specific developmen(al and 
I behavioralll1anagement heeds. / 

I This STANDARD is not met a'> eyidenc~d by: 
Based on record reyiewang staff intervi!lw, it 
was d<;Jtermlned the. faGility failed to ens~re a : 
behavio>al . .,ssessment containe(i comp[ehensive i 
mformation. fo. r 1 of3 lnd1v1d. uals (lnd1v1d .. u. al #1) I 

i whose.b.ehayioraLassessments·were reviewed. 
This resultect in a lack Qf information on which-to 1 
base program intervention decisions. The 1 
findings· include: · 

I 

· 1. Individual #1's IPP, dated 12/1114, do~wmented I 
he was a 52 year old male whose diagnpses i 
included severe intellectual disability. 1 

1 
Individual #1 's Incident and AccidentreJorts were ! 
revieWed from 2/1/2015 to 5/11/15 and i 
documented Individual #1 engaged in hjtting 

.J~ 

(X2) M\JLTIPLE CONSTRUCTION 

A BUILDING ___ ----

(X3) DATE SURVEY 
COMPLETED 

B. WING 

10 
PREFIX 

TAG 

STREE1 AnDRESS, CJTY, STATE, ZIP. CODE 

875 MONRoE· 

TWIN FALLS, ID 83301 
PROVIDER'S PlAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULQ BE 
CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY) 

woool 
' 

W214 

05/13/2015 

I (XSJ 
I COMPLETJCN 
! DATE 

Any defic;ieocY ~sta . . e!lt ·~nl\if!~j"_~i\ .l :~!1 a$ risk t> denotes a \iefic!ency which the insiHI.!tion ·may. ~e excu~ed· from cor cting providing it js ·deter . ioe;ct that· 
other sareguard~·PfDV de suffici6nt protection to the paHents. (~~inStructions:) Except fOr nursing homes, the findings·stated abo-ve are disclosabte 90 days 
following the da.te Qf sutVeywhether or not·a plan of C()rrecUon js P(C!Vide~t For ntt~_i(lg~home.S;, ·th~ above findings and p!Ros of correction a.re .dL.:;dosable14 
q_~~ J?llowlng the date these documents are made avallable to;tha facility. lfdeficiericlei: are ciied, an approved plan of COrrection ·is requiSite "t6 continued 
prpgram participation. · 

·---~ ----~· ~· ------~--'---~~------ --------~~--'--·----
FORM CMS-2557{02-99) Previous Versions"Ohsolete l::~ent ID:I85T11 Fadilty ID: 13G070 If continuation sheet Page 1 of 3 
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NAtv1E OF PROVJDER OR SUPPLIER 

CAMPUS VIEW HOME 

(X4) 10 ' 
PR8FIX i 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCYMUST BE PRECEDED.SY fULL.. 

REGULATORY OR lSC lDENTIFYING INFORMA'TION) 

; 

W 214 Continu!;ld From page 1 
himself on the face. Incidents occurred on 

1 multiple dates that included, but were not limited 
I to, '219115, 2/11115,2116/15, 2/28/15, 312i15, 
3/11/15, and 4/17/15. 

However, his Behavioral Assessment, ct1ted 
, 3/19115, did not list head hitting as a behavior he 
I engaged in. : 

I When asked on 5113/15 at 1:20p.m., the QIDP 
I stated Individual #1's behavior assessm!Jnt i needed to be updated to include head hring. 

I The.facilityfailed to ensure lndivlclual #its 
Behavioral AssE!somentcontained 
comprehensive information. 

W 472 483A80(b)(2)(i) MEAL SERVICES 

Food must be s\wed in appropriate qu~tity. 

, This STANDARD i$ not met as evidenci.lc! by: 
1 B(lsed on observation and staff inierviews, it was 
1 determined the facililflailed to ensure each 

I 
ind.ivld.ual received an appropriate quao~ ... ty offood 

1 
for 3 of 6 individuals (lnolviduals #1., #.3 ~nd #4) 

1 obs.erv<>d duri~g breakfast, This resulte~ in 
individuals not receiving a full meaL Th;; findings 1 
include: ' I 
1. An observation was conducted in theJacility on : 
5112/15 from 6'35- 8:1Ta.rri. During th~t time, · 
lndividuals#1, #3 and #4·were observed to be 

' eating .scrambled eggs with green pepp+rs and 
~k . 

The facility's. menu was reviewed, (Marc~· June) 
2015, and documented indiviciLiafswere[to 

FORM CM$-2567{02-99} Previous Vers!oos Obsolete E~en! 10:185111 

PRINTED: 05/1412015 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION 
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(X~) DATE SURVEY 
COMPLETED 

B. WING 05/13/201 !!.:..._ 
STREET ADDRESS, CITY, STATE, ZIP CODE 

B76MO;IlROE 
TWIN FALLS, ID 83301 

10 I PREFIX 
TAG 1 

PROVIDER'S PlAN OFC0!1RECTION 
(EACH CORRECTIVE ACTION SHOULD. BE 

CROSS-REFERE:NC~P T.O THEAP~RCPRfATE 
DEFICIENCY) 

W 21 4 The CFA has been updated to address the 
1 
•. 1 

occurrence of the new behavior reported in 

I
I he IAR's, A review of aiiiAR's In this home I 
and other homes will be done to assess the i 
j recurren_ce of newly developed behaviors. 1 

-CFA's will be updated to account for the new; I behavioral events. During the monthly facet~ 
j face QIDP meetings with the Facility Manage( 
i a review of the last 30 days of IAR's will take! 

I 
place to assess the recurrence and the I 

, persistence of new behaviors. CFA's will be j 
I updated and programming adjusted to I 

I 
a-ccotnrnodate for the needs of the Individual! 

1 
A procedural change during tha face to face! 

1 meeting monthly will ensure the new 1 

I behavioral events are Incorporated for all. I 
' W 4721 DOC: 6-15-2015 I Responsible: QIDP, Facility Manager 

' 

{X5) 
COMPLEJION 

DATE. 

Facility ID~ 13G070 If conlinuatiO'o sheet Page 2 of 3 
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CROSS-REFERENCEOTOTHEAPPROPRIATE l 0 ATE 
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i 
W 4721 Continued From page 2 . 

! receive.2·ounces of wholewheat toast ib addition 
I to the eggs and milk. i 
1Jndivictuals#1, #3 and#4were obseJVeJ to be 
I eating from 8:00-8:10 a.m. At 6:07 <t'!n .• 
!Individual #1 had pushed hims10lf away ~rom the 
' table. At 8:09 ·a.m., ln(lividual #3 wa.s o~seJVed 
taking his dish.to.the sink<tnd 11t f/;10 aJn., 8 
direct care staff was. obser.vect.helping l~divid4al 
114 to the kitchen With his dis.h. At no tinj£1 were 
individual~ obseJVed to be offered toast !:Juring 
the meal. 

When asked ai 8:10-a.m. about the'toaJt, a direct! 
care staff stated "We missed the toast"i I 
i Wt:Ien <IS ked on 5/13/15 at1 :25 p.m., thb QIDP 

1

! 
1 stated the staff should have followed th1 menu. 

I The facility failed to ensure Individuals #,1, #3 and i 
#4 received their full meal during their breakfast. 1 

I 

f'ORM CMS-:2567(02-99} Ptevlows Verf::ions Obsolete Eyent ID:I85TH 

'

Staff will be retrained to assess the menu and 
W 472 provide all items noted on the menu. HousekJepr/ 

!Cook, Leadworker1 or Shift Leader will ensure: 
i i 
imenus have been successfully served. Note:: 
[During this surveyor's observation period an : 
!error took place during a rneal service due to: 
!anxiety related to the survey process. This 
!was an outlier event and not a systemic 
!failure on the part of the' facility or the staff. 
JA daily checklist will ensure that all items are i 
!served according to the established menu. i 
,Facility Manager or shift leader will assess th~ 
!checklist daily to ensure the established men~ 
:is successfully delivered. : 
I , 
,ooc: 6-15-2015 ' 
:Responsible: Facility Manager, Shift Leader, : 

: 'Housekeeper/Cook 

l 
I 

f"acl!tty 10: 13G070 If continuation sheet Page 3 of 3 
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M ooo: 18.03.11 Initial Comments 

/ The follqwlng deficiency was cited during the 
1 annual licensure survey cofiducted from.5/11/15 
' to 5/13/15. 

I The surveyor conducting your survey W<1W I 
I Jim Troutfetter; QIDP ~~ 

MM73J, 16:03.i1.270:01(il)(i) Diagnostic and Prognostic 
j Data 
I 
1 Based on complete <Jnd relevant diagnostic <Jnd 

I
, prognostic data; and 

This Rule is-not met as evidenced by: I Refer to W214. 

I 

I 
I 
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