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May 14, 2014

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 8§, 2014,

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.¢., 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 prepating 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 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, 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.lcfimr.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, 2014. If a request for informal dispute resolution is
received after May 27, 2014, 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.

Sincerely, \W ,
gﬂ/% 2
IM FROUTPETTER NICOLE WISENOR

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

Enclosures
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W 000, INITIAL COMMENTS W 0D0
The following deficiencies were cited during the

recertification survey conducted from 5/5/14 to
5/8/14.

The survey was conducted by: :
Jim Troutfetter, QIDP

Common abbreviations used in this report are: W125

HRC - Human Rights Gommittee All individuals will be assessed in the Lome to

S:Efzs“sgﬁzi“ﬂed Intelleciual Disability determine if a need to secure said sharps (to
) protect self and others) is needed, Given

W 125 g?gﬁ%%(a)(d) PROTECTION OF CLIENTS W 125 there is an assessed need WICs and
programmatic approaches will be

The facility must ensure the rights of all clients. implemented so that the persons not girectly

Therefore, the facility must allow and encourage affected will not have their rights viofated.

individual clients to exercise their rights as clients At the time of admission the individualfin

of the fagility, and as citizens of the United States, i question will be provided the appropriate

including the right to fite complaints, and the right information pertaining to the securing of

to due process. sharps or will be assessed and programming

in place to teach appropriate use of sharps.

WICs/Assessments for all individuals that live
in the home will be reviewed quarterly by the
Facility Manager, Nurse, Q!DP or

This STANDARD is not met as avidenced by;
Based on ohservation, record review and sfaff
inlerview, it was determined the facillty failed to

ensure individuals' rights were promoted for 6 of Administrator to ensure that they are current
B individuals (Individuals #1 - #6) residing at ihe and accurately reviewed by the HRC.
facility. This resulted in impletmeniation of blanket Date of Correction; 08-30-2014

restrictions to knives, not based on individual
need, and without assuring due process
protections. The findings inciude:

1. During an envirchmental review on £/6/14 from
11:42 a.m. - 12:15 p.m., a sign prompting staff to
ensure all knives and items with sharp hades
were to he locked up was noted on a cabinet in
the kitchen.

‘!@f\ﬁQRT”T!'D‘R’:‘SD!REC‘!’OR‘$i A vPRO\-'l' ER/SUPPLIER REFRESENTATIVE'S S{GNATUT\; (X6} DATE

. AT
A, Pk AT ]
SA et ;: P AR SUANS ARG AN ot 4
Any defitisncy stalement ending wiéh an asterisk {*) denales a deficiency which the instilution may be excused from Gonecting providing ifls detemiined that
other safeguatds provide sufficient protection to the patients. (See instructions.) Excepl for nursing homas, the indinys stated above are disclosable 40 days
following the date of survey whether or not & plan of correction |s provided. For nursing homes, the above findings and plans of correclion are dis¢losable 14
days foliowing the date these docurnents are mads nvaitable to the facility. If deficlancies are cited, an apgroved plan of correction is requisite 1o continued

program participation.

FORM CMS-2567(02-99) Previous Versions Obsolels Event 1D ZER113 Facifity tD: 126070 if continuatlon shaet Page 1 of 5
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to be addressed,

This STANDARD is not met as evidenced by:
Basad on observation, record review and staff
interview, it was determined the facility falled to
enstire the HRC reviewed and approved facility
practices that restricted Individuals' free access to
knives for 6 of 6 individuals (Individuals #1 - #6)
residing at the facllity. This resulted in access to
knives being restricted without cause. The
findings include:

1. During an environmental review on 5/6/14 from
11,42 a.m. - 12:15 p.m., & sign prompting staff to
ensure all knives and items with sharp blades
were 0 be locked up was hoted on a cablnet in
the kitchen.

i

L

. Date of Correction: 08-30-2014
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4} i SUMMARY STATEMENT OF BEFICIENCIES o PROVIDER'S PLAN OF CORRECTION } (x6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTVE ACTION SHOULD BE | GOMPLETION
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—
W 125 Continued From page 1 W 1256
l2uring an interview on 5/8/14 from 8:34 - 9:15
a.m., the QIDP stated the knives were {0 be
locked up for safely reasons and vetified the
facility restricted access to knives without
determining Individuaf need for the restriction.
The facility failed to ensure individuals' rights to
free access of knives was ensured,
W 264 | 483.440(f)(3)(iil) PROGRAM MONITORING & W 264] \wopas _
CHANGE All individuals will be assessed in the I‘Lome fo
The comimities should reviaw, monitor and make : det?rmlne’flf a geeg to s'_acure said Sh ps (to
suggestions to the facility about its practices and protect self and others) is needed. Given
programs as they relate to drug usage, physical there is an assessed need, WICs and
resiraints, fime-out rooms, application of painful programmatic approaches will be
or noxious stimuli, control of inappropriate implemented so that the parsons not directly
behavior, protection of client rights and funds, and affected will not have their rights viola ed.
any other areas that the committee believes need At the time of admission the individuallin

question will be provided the appropriate
information pertaining to the securing of
sharps or wili be assessed and prograEuming
in place to teach appropriate use of sharps.
WICs/Assessments for all individuals that live
in the home will be reviewed quarterly by the
Facility Manager, Nurse, QIDP or
Administrator to ensure that they are current
and accurately reviewed by the HRC.

FORRM CMS-2567(02-99) Previous Versions Obsalele

Evenl ID: ZERT11

Faciity 1D; 13G070
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W 264 Gontinued From page 2 W 264
During an interview on 5/8114 from 8;34 - 9:15
a.m., the QIDP stated the knivas were to be
locked up for safety reasons and verified the
facility restricted access to knives without
determining individual need for the restriction.
During a follow-up interview on 5/13/14 from 1:26
- 1:29 p.m., the Administrator stated consent for
the restriction and review and approval from the
HRC had not been obtained.
The facilily failed to ensure all practices resulling
in potential rights viciations were reviewed and
approved by the HRC.
W 481 483.480(c)(2) MENUS W 481

I - 1 cup mingsirone barley soup

enus for food actually served must he kept on
file for 30 days.

This STANDARD is not mat as evidenced by:
Based on observation, record review and staff
interview, it was deterrined the facility failed to
ensure a record of food served was kept for 30
days, which directly impacted 3 of 6 individuals
{Individuals #3, #4 and #6) residing at the facility
and had the potential to impact all individuals
(Individuals #1 - #6) residing at the facility. This
resulted in the potential for individuals fo not
receive an adequate variety of food. The findings
include:

1. Ameal observation was conducted at the
facllity on 5/5/14 from 5:00 - 6:15 p.m. The
facility's menu was reviewed and documented the
meal was to consist of the following:

- 2 ounce wheat roll

J

FORM CIM5-2587{02-99) Previous Versions Obsolale Event 10 ZER 111

Faclity ID: 13G070

If confinuation sheet Page 3 of &




From: Rene Stephens, Adm Fax: (866) 310.5722 To: Nicote Wisenor Fax:

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

+1 (208) 364-1888 Page 6 of 7 0B/05/2014 6:36
PRINTED: 051472014
FORM APPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERIGLIA
AND PLAN OF CORRECTION IDENTIFIGATION HUMRER:
13G070

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A BUILDING

CONPLETED

B. WING

- 05/08/2014

NAKE OF PROVIDER OR SUPPLIER

CAMPUS VIEW HOME

STREET ADDRESS, CITY, STATE, ZIP COBE
875 MONROE
TWIN FALLS, 1D 83391

431D SUMMARY STATEMENT OF DEFICIENGIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGUILATORY OR LSC IDENTIFYING INFORMATION}

o]
PREFIX
TAG

PRDVIDER'S PLAN OF CORREGTION {X5}
{EACH CORRECTIVE ACTION SHOULD BE GOMPLETION

CROSS-REFERENGED TO THE APPROFRIATE DATE
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W 481 Continued From page 3

- 1 ¢up berries
-~ 1.5 cup skim milk

Howaver, the following was observed:

- At 5:50 p.m., Individual #4 was noted to be
eating a sandwich. When asked about {he
sandwich, a direct care siaff stated if was a grilled
cheese sandwich,

- At 6:08 p.m. Individual #6 was noted to ke

eating a bowl of chicken noodle soup which he
had made. He then refused the berries and

- At 6:08 p.m., Individual #3 was also noted to
request psars which he was servad.

On 5/6/14, the meal substitutions form was
reviewed and documented two servings of pears
had been substituted for berries on 5/6/14.
However, the form did not identify which
individuals received the pears.

When asked on 5/6/14 at 7:16 a.m., a direct care
staff staled she was not sure how to tell who
received substitutions based on the informatton
on the form.

Additionally, the meal subsfitutions form did not
include information retated to Individual #4
consuming a grilled cheese sandwich during the
5/6/14 dinner observation,

During an interview on §/B/14 from 8:34 - 9:15
a.m., the QIDP stated the mea} substitutions form
should have docurnented the individuals receiving
the substitutions.

requested pears, which were sarved to him. f

W 481

Wag1

Mealfitem subsiitution forms have bee
updated for the facility and include all nheeded
components to track the amount, item land
individual served, QIDP, Facility Manager and
Leadworker will do quarterly checks to ensure
that the documents are being accurataly
recorded.

Date of Correction: 05-30-2014 ’
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Without having information relatsd to which
individuals received substitutions, the facllity
- would bs unable to identify individual dietary
concerns.
The facility failed to ensure accurate
documentation of meals aclually served was kept.
| "
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TAG REGULATORY CR LSC IDERTIFYING INFORMATION)
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(x5
COMPLETE
DATE

M 000} 16.,03.11 Initial Comments

[ The following deficiencies were cited during the
annual licensure survey conducted from 5/5/14 to
51814,

The survey was conducted by:
Jim Troutfetter, QIDP

MM168 16.11.03.075.07(a) Rights as a Citizen

|
|
|
|
|
Rights as a citizen refer to all the rights of citizens l
of this country and any particular state or localily. [
Thesa include, but are not limited to, voting, ‘
marriage, divorce, executing instruments {e.g.,
wills}, acquiring and disposing of property, and l
choosing o practice or not practice a religion.
This Rule is nct metas evidenced hy: |
Refer to W125, 1
;

MM194] 16.03.11.075.10(a) Approval of Human Rights
- Committee

Has been revlewed and approved by the facility's

tuman tights committee; and ,
This Rule is not met as evidenced bhy;
Refer to W284,

|

M 000

MM168

| MM194

MWMBT2 16.03.11.07{a) Menu Preparation | MMB72

Menus must be prepared at ieast a week in
advance. Menus must be correcied to conform
with food actually served. (ltems hot served must
be deleted, and food actually served must be
written In.) The corrected copy of the menu and !
diet plan must he dated and kept on file for thirty |
(30) days. '
This Rule is not met as evidenced by: l
Refer {0 W481. |

MM168 - see response to W125

MM 194 — see response to W264

MMB72 ~ see responss to W481
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