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May 14, 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 is to advise you of the findings 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 fo be affected by the samne
deficient practice and what correciive 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, comnpetitive
bidding or other issues beyond the contro! of the facility, additional tiine 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 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.ilcimr.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 informal 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 s during our visit. If you have questions, please call
this office at (208) 3346626, option 4.

Sincerely,

OVATFETTER NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
JT/pmt

Enclosures
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The fallowing deficiencies were cited dtfring the
annual recettification survey conducted from
811115 to 5113115, :

e s At

The survey was canducted by:
Jim Troutfetter. QIDP

Common abhreviations used in this repc%rt are;
IPP - Individual Program Plan E
QIDP-~ Qualified Infaflectual Disabilities

Professidnal
W 214 | 483.440(c)(3)(i) INDIVIDUAL PROGRAM‘PLAN W 214

The comprehensive functiorial'assessmieﬂt must
identify the client's. specific developmental and
behavioral management needs. !

This STANDARD. Is not met-ag evidenced by
Based on record review and staff interview, it
was determined the facility falled to enstre a
behavioral agsessment contained complehensive
information for 1 of 3 individuats: (Individual #1)
whose hehavioral assessmenis were reviewed.
This resuited in a tack of information oniwhich-to
hase program intervention decisions. The
findingsinclude: ,5 ]

1. Individual #1's IPP, dated 12/1/14, documented
he was a 52 year old maie whase dxagnoses
included severe intellectual disability.

Individual #1's"Incident and Accident. re'pgnorts werg
reviewed from 2/1/2015 to'5/11/15 and ;
documented Individual #1 engaged-in hlmng

L . Y B N _ _ _ y
LABORKFORY sm z PERIS __ y ; ‘ _ (5 DATE

Any deficiency sfa 3 ent endmg wn asnsk ) denotos a dat“clency which the msmmson may he excused Irom corl ecting providing it is deterrdinad that
oiher safequards.provide sufficient protection®o the patients., (Qee insktuctions} Except for nursing hemies, the findings stated above are disclosable 90 days
following the date of survey whether or nota plan of correction is provided. For nursmg homes, tie above i ndmgs and plans of correction arg disclosable 14
days followlng the date these decuments are made avallable tcﬁ the facility. i deficlencies ate cited, an approved plan of cdrrection Is requisite to confinuad
program participation. ;

i e . . A
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W 214! Continued From page i W 244 The CFA has been updated to address the

occurrence of the new behavior reported in
the LAR's. A revlew of all IAR's in this home
and cther homes will be done to assess the

himself on the face, Incidents occurred on
rmuitiple dates that included, but were not limited
to, 2/9/15, 211415, 2H6HB, 2128115, 3/2{’15

34115, and 4M TG, ' recutrence of newly developed behavlors,
CFA’s will be updated to account for the new
However, his Behavioral Assessment, déted‘ behavioral events, During the monthly face to
318115, did not list head hitting as'a behawor he face QIDP meetings with the Facility Managet
engaged in. 7 a review of the last 30 days of IAR's will take
o ) 7 place to assass the racurrance and the
When ask_ef:i.on 54’1’3f15 at 1?0 p.m., th? QiDP persistence of new behavicrs. CFA's wiil ba
stated individual #1's behavior assessment updated and programming adjustad to

_e x s .
needed to be updated toinclude head hgﬂmg accotmmodate for the needs of the ihdlvidual
The.facility failed to ensure {n_di\fidua! #1:?5 A procedural change during tha face to face
Behavioral Assessment contained : meeting monthly wWill ensure the new
comprehensive informafion. behavlcral evants ara Incorpotated for all.,

W 472 483.480(b)(2){i) MEAL SERVICES W 4721DO0C: 6-15-2015
; Responslble: QIDP, Facllity Manager

Food must be'served in appropriate quantity.

This STANDARD: is not met as evidenced by:
Based on observation‘and staff interviews, it was
determined the facility faited to ensure each
individual received an appropriate quanttty of food
far 3 of 6 individuals (Individuals #1, #3 and #4)
chserved during breakfast, This resulted in
individuals not receiving a full meal, The findings
include: {

1. An observation was conducted in the- facmty on
5/12/15 from 635 - 8:17°a.m. During that time, ‘
Individuals #1, #3 and #4-were observed tobe
gating scrambled eggs with green peppers and
milk. :

The facllity's. menu was reviewed, (Marc}1 ~Jurig)
2015, and documented individuals werejto

FORM CMS-2567(02-99} Previous Versions Obsolele E\éeni IN: B5T1t Faciliy ID; 3G070 If continuation sheet Page 2 of 3
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(X2) MULTIPLE CONSTRUCTION
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Individuals #1, #3 and #4 were obs‘.ewe.(:i fo be

receive-2 ounces of whole wheat toast i ;n addmon
fo the eggs and mifk.

gating from 8:00 - 8:10a,m. At 8:07 aim.,
Individual #1 had pushed himgeif awayf) from the
table. At 8:.09a.m., Individual #3 was observeci
taking his dish to the sink and at 8;10 4,

ditect care staff was observed helping I dmdual
#4 to the kitchen with his dish. Atno tm;e were
individuals observed to be offered toast dunng
the meal. i

When asked at 8:10-a.m. about the toast a direct
care staff stated "We missed the- toast "

When-asked on 5/13/15 at 1:25 p.m., -thi_e QIDP
stated the staff should have followed the menu.

#4 received their full meal during their breakfast,

The faciiify failed to ensure Individuals #’L, #3and }

AND PLAN-OF CORRECTION INENTIFICATICN NU%@dBER: A, BUILDING
| 136070 B, WING 05/13/2015
NAME OF PROVIDER OR SUPPUER : STREET ADDRESS, CITY, STATE, ZIP CODE
CAMPUS VIEW HOME 676 MONROE
‘ 1 TWIN FALLS, ID 83301
H4 SUMMARY STATEMENT OF DEFICIENGIES i in PROVIDER'S PLAN OF CORRECTION {%5)
PREFIY (EACH DEFICIENCY MUST BE'PRECEDED BY FULL ! PREFIX {FACH CORRECTIVE ACTION -SHOULD BE | CCMPLETION
TJAG REGULATORY DRLSC IDENTIEYING mmﬂwmcﬁ) TAG CROSS-REFERENMCED TO THE AFPROPRIATE | DATE
: DEFICIENCY) |
Staff will be retrained to assess the menu and
W 472 | Continued From page 2 W 472 iprovide all items noted on the menu. Housekeepr/

Cook, Leadworker, or Shift Leader will ensure
menus have been successfully served, Note:
During this surveyor's observation period an
error took place during a meal service due to ;
anxiety related to the survey process. This
\was an outlier event and not a systemis
failure on the part of the facility or the staff, |
A daily checklist wilf ensure that ali items are;
served according to the established menu.
Facility Manager or shift leader will assess the
:checklist daily to ensure the established menu
iis successfully delivered. ;
DOC; 6-15-2015 ?
:Responsible: Facility Manager, Shift Leader,
‘Housekeeper/Cook

i

)
i
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MO0G 16.03.11 Initial Comments M 000
The following deficiency was cited during-the-
annual ficensure survey conducted from 5/11/15
! to 5/13/15.
The surveyor conducting your survey wag:
Jim Troutfetter; QIDP
MM730 16.03.14.270.:01(c)i) Diagnostic and Progriostic | MM730 | see W 214
Data
Based on complete and relavant diagnostic and
prognostic-data; and
This Rule is-not metas evideniced by:
Refer to W214,
i
Burean of Facility Standards ]
LABORECT?Q’S ORPROVIDERISUPPLIER REPRESENTATIVE GNATURE | : THLE {Xa) DATE
e o g
LNV, T $/20/18

STATE roﬁm\

LN JQ%}' e

18571
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