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HEALTH & WELFARE 
C.l. "BUTCH" OTTER- Governor 
RICHARD M. ARMSTRONG - Dwector 

October 9, 2015 

Thair Pond, Administrator 
Tomorrow's Hope- Meridian 
1655 Fairview Avenue, Suite 100 
Boise, ID 83702 

RE: Tomorrow's Hope- Meridian, Provider #130033 

Dear Mr. Pond: 

TAMARA PRISOCK-ADMINISTRATOR 
DIVISION OF LICENSING & CERTIFICATION 

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

3232 Elder Street 
P.O. Box 83720 

Boise, Idaho 83720-0009 
PHONE: (208) 334·6626 

FAX: (208) 364-1888 
E-mail; fsb@dhw.idaho.gov 

On October 7, 2015, a follow-up of your facility was conducted to verify corrections of deficiencies 
noted during the survey of August 27, 2015-. 

We were able to detetmine that the Conditions of Participation of Governing Body and Management 
(42 CFR 483.4Ht), Client Protections (42 CFR 483,420) and Active Treatment Services (42 CFR 
483.440) are now met. 

Your copy of a Post-Certification Revisit Report, Form CMS-2567B, listing deficiencies that have been 
corrected is enclosed, along with a full ICF/lD license. This license is effective October 07, 2015 
through December 31, 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 cotTective 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; 

A. 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; 
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5. The plan must include the title of the person responsible for implementing the acceptable plan of 
correction; and 

6. Include date 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, competitive bidding or other issues beyond 
the control of the facility, additional time may be granted. 

Sign and date the fonn(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 October 21, 2015, 
and keep a copy for your records. 

Your copy of a Post-Ce1iification Revisit Repmt, Form CMS-2567B, listing deficiencies that have been 
corrected is enclosed. 

Yon have one opportunity to question cited deficiencies through an informal dispute resolution process. 
To be given such an opporhmity, 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 Intemet 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 October 21, 2015. If a request for informal dispute resolution is 
received after October 21, 2015 the request will not be granted. An incomplete infomml 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 we can be of any help to you, please feel 
free to call us at (208) 334-6626, option 4. 

Sincerely, 

~~~!!.~ f.54.) 
MIC~EL CASE ' 
Health Facility Surveyor 
Non-Long Term Care 

MC/pmt 
Enclosures 

('~.~ 
NICOLE WISENOR 
Co-Supervisor 
Non-Long Term Care 



Michael Case 

TOMORROW'S HOPE, INC. 
1655 FAIRVIEW AVENUE. SmTE 100 

BOISE, lD 83702 

Health Facility Surveyor 

Non-Long Term Care 

Bureau of Facility Standards 

PO Box 83720 

Boise, Idaho 83720-0009 

21 October 2015 

RE: Plan of corrections for Meridian 

Dear Mr. Case, 

PHONE: {208) 319-0760 

FAX: {208) 319-0765 

,, .''.·, i~ f. 

Please find attached the Plan of corrections for deficiencies found during you recent survey of our 
Meridian ICF/IDF. 

I believe all deficiencies have been addressed and corrected as per our plan. 

As always the survey process is part of or QA and we appreciate your observations 

Sincerely, 

Administrator 

Cc: file, Meridian 
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fW 000} INITIAL COMMENTS 

The following deficiencies were cited during the 
follow-up survey conducted from 10/5/15 to 
10/7/15. 

The surveyors conducting your survey were: 

Michael Case, LSW, QIDP, Team Lead 
Karen Marshall, MS, RD, LD 

Common abbreviations used in this report are: 

DCS - Direct Care Staff 
IPP -Individual Program Plan 
LPN - Licensed Practical Nurse 
TC -Training Coordinator 

fW 214} 483.440(c)(3)(iii) INDIVIDUAL PROGRAM PLAN 

The comprehensive functional assessment must· 
identify the client's specific developmental and 
behavioral management needs. • 

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

. ---- --- ------ -was.determined-the.facility-failed-to.ensure __ 
assessments contained accurate information for 
1 of 4 individuals (Individual #4) whose 
assessments were reviewed. This resulted in 
reinforcement options being based on incomplete 
information. The findings include: 

1. Individual #4's 2/26/15 IPP stated she was a 36 
year old female whose diagnoses included 
profound mental retardation and cerebral palsy. 

Individual #4's record included a Reinforcement 
Assessment and Inventory, dated 9/28/15, used 
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{W 214} Continued From page 1 
to determine the most effective form of positive 
reinforcement to be used. The assessment 
included multiple categories and a space for the 
assessor to score "not at all," 11a little~" "a fair 
amount," "much/' "very much/' and 11do not 
knoW. 11 

The following categories were scored "much" or 
"very much" on Individual #4's assessment: 

- Listening to music and the radio. 
- Food items, including cookies, chips and salsa, 
hot dogs, hamburgers, tacos, and pizza. 
- Beverages, including juice, vanilla milk, and 
lemonade. 
- Excursions, including car rides and shopping. 
-Visual simulation, including bright colors and 
lights. 
- White noise. 
- Massage and deep pressure. 
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A summary at the end of the assessment asked 
what type of reinforcement system or delivery 
would work best, under which was documented 
"Social praise, pat on back, soft massage, quiet 
time in her room, radio, music, soothing sounds." 

-· ---- ~~~sa~~~r~~~~~n~~~ ~~~;::~:~~0~~~~!:~#4's - · ···· .; I_LtUJ ___ Ii_rc:;_~~-;;.--a-;/J, vY~:W 1- --
reinforcement process. · }7 M ~~~ ~tL. /£)~· 

However, "being praised" and "being touched 
hugs/pats on back" were both marked "a little" in 
the assessment. Additionally, quite time In her 
room was not part of the assessment tool. 

Individual #4's assessment did not include 
information as to why those items with a strong 
potential to be used as positive reinforcement, 
other than music, the radio, and white noise, were 
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not included in the recommendations. 
Additionally, the assessment did not explain why 
primary reinforcement methods included items 
that were found to be only "a little" reinforcing or 
were not assessed at all. 

During an interview on 10/7/15 from 9:25- 10:15 
a.m., the TC stated she and the Home Manager 
both worked on the assessment which may have 
impacted the recommendations\ -lfle TC stated 
the assessment needed· to be revised. 

The facility failed to ensure Individual #4's 
reinforcement assessment included accurate 
summary Information. 

Repeat deficiency. 
W 381 483.460(1)(1) DRUG STORAGE AND 

RECORDKEEPING 

The facility must store drugs under proper 
conditions of security. 

This STANDARD is not met as evidenced by: 
_________ B_as.e_d_on_ob_s_eiY.a.tio_o_a_n_d_sJa!f intervi_<lW, it was .. 

determined the facility failed to ensure all 
controlled drugs were maintained under a double 
locked system for 7 of 7 individuals (Individuals 
#1 - #7) residing at the facility. This resulted in 
controlled substances being maintained under a 
single lock. The findings include: 

1. During record review on 1016/15 at 9:45a.m., 
the LPN was observed to unlock and remove a 
single padlock from the bottom drawer of a 
two-drawer file cabinet located in the office. The 
drawer contained individuals' medications which 
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W 381 Continued From page 3 
included, but were not limited to, the following: 

·One blister pack of Lorazepam (an anxiolytic 
drug) 2 mg 
·One blister pack of Tramadol (an analgesic 
drug) 50 mg 

The Nursing 2016 Drug Handbook stated both 
drugs were schedule IV controlled substances, 
which would require them to be under a 
double-lock system. 

During an interview on 10/7/15 from 9:25 • 10:15 
a.m., the TC stated the drawer in the office was 
used as overflow drug storage and the absence 
of a double-lock system was due to an oversight. 

The facility failed to ensure all controlled 
substances were maintained under a double-lock 
system. 

W 383 483.460(1)(2) DRUG STORAGE AND 
RECORDKEEPING 
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This STANDARD Is not met as evidenced by: 
Based on observation and staff interview, it was 

determined the facility failed to ensure only 
authorized persons had access to the key to the 
drug storage area for 7 of 7 individuals 
(Individuals #1 • #7) residing at the facility. This 
resulted in the potential for unauthorized persons 
to access individuals' drugs. The findings 
include: 

1. During record review on 10/6/15 at 9:45a.m., 
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W 383 Continued From page 4 
the LPN was obseJVed to take a key out of a 
candy tin located on top of a two-drawer file 
cabinet in the facility office. The LPN then used 
the key to unlock a padlock on the bottom drawer 
of the file cabinet. The drawer contained 
individuals' medications which included, but were 
not limited to, the following: 

- One blister pack of Lorazepam (an anxlolytic 
drug) 2 mg 
- One blister pack of Tramadol (an analgesic 
drug) 50 mg 
• Two 16 ounce bottles of valproic acid (an 
anticonvulsant drug) 250 mg/5 ml 
-One bottle levetiracetam (an anticonvulsant 
drug) 100 mg/ml 

The facility office was accessible through an 
exterior door on the side of the facility, as well as 
through the garage. Storage of the key to the 
drawer in a candy tin on top of the cabinet would 
allow anyone entering the office to have access to 
the key. 
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office and the exterior door was never locked. 

{W 454} 

The facility failed to ensure only authorized 
persons had access to the keys to the medication 
storage area. 
483.470(1)(1) INFECTION CONTROL 

The facility must provide a sanitary environment 
to avoid sources and transmission of infections. 
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{W 454} Continued From page 5 

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

determined the facility failed to ensure infection 
control procedures ware followed to prevent and 
control infection and/or communicable diseases. 
That failure directly Impacted 7 of 7 individuals 
(Individuals #1 - #7) residing at the facility, and 
had the potential to provide opportunities for 
cross-contamination to occur and negatively 
impact individuals' health. The findings include: 

1. Observations were conducted at the facility on 
10/5/15. During those times, staff were not 
observed to implement appropriate infection 
control practices. Examples included, but were 
not limited to, the following: 

a. An observation was conduction on 10/5/15 
from 2:50- 4:15 p.m. During that time, the 
following was observed: 

At 3:25p.m., bCS D walked with Individual #4 out 
of her bedroom. DCS D was carrying a plastic 
bag. DCS D walked with Individual #4 through 

. . .Jb.,.._kitch_<m, around through the living_ro_Qf11LtllE)I1_ . 
back through the kitchen before sitting Individual 
#4 at the table. DCS D then carried the plastic 
bag out to the garage. 

Upon returning from the garage, DCS D obtained 
chocolate milk and juice from the refrigerator, 
showed them to Individual #4 and asked which 
she wanted. DCS D then poured chocolate milk 
into a glass tor Individual #4. DCS D was not 
observed to wash his hands. 

When asked during the observation, DCS D 
stated he had assisted Individual #4 with toileting, 
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{W 454} Continued From page 6 
and stated the plastic bag contained a soiled 
incontinence brief which was disposed of in the 
garage. 

At 3:30 p.m., DCS E was observed to serve 
Individual #1 raw carrots with her bare hands. 
DCS E used her bare hands and a rocker knife to 
cut the carrots. DCS E was not observed to wash 
her hands. 

b. An observation was conduction on 10/5/15 
from 5:20- 6:45 p.m. During that time, the 
following was observed: 

At 5:35 p.m., DCS A was observed taking the 
temperature of the fish to be served for dinner. 
DCS A wiped her nose with her bare hand. She 
then borrowed a pen from a peer, which she 
dropped on the floor. She picked up the pen and 
documented the food temperature. DCS A 
removed her glasses, scratched her eye, then 
replaced her glasses. 

DCS A donned a pair of gloves and used a 
spatula and her gloved hand to transfer the 

.... co.oke_d_fi!l_bJ.iLets tQJ>Iastic r>lates. DC~ A was not 
observed to wash her hands prior to-dOnning-the · 
gloves. 

Individual #4 was sitting in her wheelchair in the 
kitchen while DCS A was transferring the fish. 
Individual #4 began to place a blanket in her 
mouth. DCS A redirected Individual #4's hands 
down with her gloved hand. When Individual #4 
began to move the blanket back towards her 
mouth, DCS A used her gloved hand to redirect 
the blanket down, placing her hand over the spot 
Individual #4 had placed in her mouth. DCS A 
continued to transfer fish with the same gloved 
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hand. 

At 5:40p.m., DCS A removed the her gloves and 
carried a sensory box out to the backyard. Upon 
returning to the kitchen, DCS A removed a bowl 
of mixed vegetables from the microwave and 
donned a pair of gloves. DCS A was not 
observed to wash her hands. 

DCS A used her gloved hand to push her glasses 
up, then used a measuring spoon and her gloved 
hand to scoop vegetables into a food processor. 

At 5:45 p.m., DCS A answered the phone and 
removed her gloves while speaking on the phone. 
DCS A wiped her nose and pushed her glasses 
up with her gloved hand. DCS A hung up the 
phone, wrote a note in the communication Jog, 
then scratched under her nose with her bare 
hand. DCS A returned to pureeing food, but was 
not observed to wash her hands. 

At6:10 p.m., DCSAwas observed to wash her 
hands, scratch under her nose, then don new 
gloves. DCS A then transferred rice to serving 
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At6:15 p.m., DCS Bwalked with lndividual#4 out 
of her bedroom through the living room to the 
kitchen. DCS B was carrying a plastic bag. DCS 
B asked if another staff could take Individual #4 
so she didn't have to cany a soiled incontinence 
brief through the kitchen. DCS D then began 
assisting Individual #4. 

DCS B then walked through I he living room 
towards the garage, but entered the kitchen from 
the other side to speak with DCS A. DCS B was 
still carrying the bag with the soiled incontinence 
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brief. 

At 6:35p.m., Individual #3 dropped a serving of 
pureed fish. DCS A cleaned the dropped fish 
from the floor, donned gloves, and pureed more 
fish. DCS A was not observed to wash her 
hands. 

During the 1 hour and 25 minute observation, 
DCS were not observed to engage in appropriate 
hand washing and glove use practices. 
Additionally, DCS were observed to transport 
soiled attends into the kitchen when food was 
being prepared for service. 

During an interview on 10/7/15 from 9:25-10:15 
a.m., the Home Manager stated staff ,should be 
washing their hands upon entering the facility, 
when coming in from outside, before meals, after 
toileting, and any time gloves were removed. The 
TC, who was present during the interview, stated 
soiled incontinence briefs should not be carried 
through the kitchen at any time. 

The facility failed to ensure appropriate infection 
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Repeat deficiency. 
W 473 483.480(b)(2)(ii) MEAL SI:RVICES 

Food must be served at appropriate temperature. 

This STANDARD is not met as evidenced by: 
Based on observation and staff Interview, it was 

determined the facility failed to ensure food was 
served at an appropriate temperature for 7 of 7 
individuals (Individual #1 • #7} observed during a 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:XRSQ12 

W473 

FaCility ID; 13G033 If continuation sheet Page 9 Qf 12 



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

STATEMENT OF DEFICIENCIES 
AND PlAN OF CORRECTION 

(X1) PROVlDERISUPPLIERJCllA 
IDENTIFICATION NUMBER: 

1~G033 

NAME OF PROVJDER OR SUPPLIER 

TOMORROW'S HOPE - MERIDIAN 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FUll 

REGUlATORY OR LSC IDENTIFYING INFORMATION) 

W 473 Continued From page 9 
meal. This resulted in foods not being served In a 
timely manner after removal from a heat source, 
and the potential for food-born illness to occur. 
The findings include: 

1. An observation was conducted at the facility on 
10/5/15 from 5:20- 6:45p.m. During that time, 
the evening meal process was observed. Foods 
were observed to be served in excess of 15 
minutes after removal from a heat source, as 
follows: 

a. Frozen fish filets were observed to be cooked· 
in the oven. At 5:35 p.m., DCS A was observed 
to check the temperature of the fish, after which 
she transferred the fish to 2 plastic plates and 
covered them loosely with foil. DCS A then 
placed the plates in the microwave. The 
microwave was not turned on. 

DCS did not start serving the fish to Individuals 
#1 - #7 until 6:25 p.m., 50 minutes after it was 
removed from a heat source. While serving, 
Individual #4's pureed fish was dropped on the 

PRINTED: 10/08/2015 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

. COMPLETED A. BUILDING _______ _ 

B. WING 

ID 
PREFIX 

TAG 

STREET ADDRESS, ClTY, STATE, ZIP CODE 

1821 GREENHEAD 

MERIDIAN, ID 83642 

PROVIDER'S PlAN OF CORRECTION 
{EACH CORRECTIVE ACTION SHOULD BE 

CROSS·REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

R 
10/07/2015 

(X5) 
COMPlETION 

DATE 

W473 

....:::!!> a~i /Jt?1f1 fra.tlld.cL 

()11 fi;cx:t ~ b1 i ,..,1 "~we cJ.. 

cvf Off rop rt"atL '1-<'-ft''p 
LA of I t7o!d) 
/1('{1 l)w PJ'fl Sc)JL£ Jw~/ /C /50/1 ,j-

-"' > .5-!-c:<.. .t:.'? ;o/1/ l.x
~ retorct_t'r) --fellips 

OJ fnlCL-'T dcuLy th'1 

~d.. +.Rff>p {!/ttL-~' 
f..lrn n s.pr;ns~..-ble.. ~I to !a<>~e-;r 

floor. DCS A pureed more fish and heated the -7 Hrn N./W do !P Y! (::,::U c 
freshly pureed fish in the microwave prior to r 

· -servingitto-lndividual#4: - · · ------------- - ··-· ~b~tt}ii.]if)-i>--fij--··· 

b. At 5:40p.m., DCS A removed a large plastic 
bowl with mixed vegetables from the microwave. 
The microwave was not noted to be on. DCS A 
measured a portion of vegetables into a food 
processor and added cold milk from the 
refrigerator. DCS A then pureed the vegetables 
and transferred them to a separate container. 
The pureed vegetables were covered and placed 
in the microwave. The microwave was not turned 
on. 
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The plastic bowl with the remaining vegetables 
were loosely covered with foil and sat on the 
counter next to the stove until they were served, 
along with the pureed vegetables. DCS did not 
begin serving the vegetables to Individuals #2-
#7until6:25 p.m., 45 minutes after they were 
removed from the microwave. However, the 
Home Manager, who was present during the 
observation, reheated the vegetables in the 
microwave prior to serving them to Individual #1. 

c. DCS A cooked rice in an electric skillet. At 5:45 
p.m., DCS A unplugged the skillet and began 
blending portions of rice with cold milk. Once the 
rice was pureed, it was transferred to individual 
serving dishes, covered, and placed in the 
microwave. The microwave was not turned on. 

The remaining rice was then transferred from the 
skillet to plastic serving dishes, covered loosely 
with foil, and placed on the counter next to the 
stove. DCS did not begin serving the rice to 
Individuals #1 - #7 until6:25 p.rn., 40 minutes 
after it was removed from the heat source . 

. . . PG~LWE)f_e_I)_Q\Q)?_~_E)!'@.g_IQ_[S.Cb~<:.~tll~ - ..... . 
temperature of any of the food items. 
Additionally, with the exceptions of the vegetables 
for Individual #1 and the pureed fish for Individual 
#4, DCS were not observed to reheat any of the 
food items prior to serving. 

During an Interview on 10/7/15 from 9:25 -10:15 
a.m., the TC and Home Manager both stated 
food should be served within 10- 15 minutes of 
being removed from a heat source. The TC and 
the Home Manager both stated the food should 
not have been placed In the microwave if 
individuals were not ready to eat, but held in a hot 
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oven or reheated before being served. 

The facility failed to ensure all food items were 
served promptly after being removed from a heat 
source. 
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{M ooo 16.03.11 Initial Comments 

The following deficiencies were cited during the 
follow-up survey conducted from 10/5/15 to 
10/7/15. 

The surveyors conducting your survey were: 

Michael Case, LSW, diDP, Team Lead 
Karen Marshall, MS, RD, LD 

Common abbreviations used in this report are: 

DCS - Direct Care Staff 
TC - Training Coordinator 

{MM159 16.03.11400 Active Treatment Services 

The. requirements of Sections 400 through 499 of 
these rules are modifications and additions to the 
requirements in 42 CFR 483.440. 483.440(f)(4), 
Condition of Participation: Active Treatment 
Services incorporated in Section 004 of these 
rules. 

This Rule is not met as evidenced by: 
. Ref<!r_to_V\f2H.__ _ . _ ..... 

MM166 16.03.11600 Health Care Services 

The requirements of Sections 600 through 699 of 
these rules are for modifications and additions to 
the requirements in 42 CFR 483.460 ·• 483.460(n) 
(2), Condition of Participation: Health Care 
Services incorporated in Section 004 of these 
rules. 

This Rule is not met as evidenced by: 
Refer to W381 and W383. 

ID 
PREFIX 

TAG 

{M 000} 

{MM159} 

MM166 

PRO~DER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

RECEIVE!: 

2 2 2015 
& CEf 1 

(X5) 
COMPLETE 

DATE 

TITLE {X6)DATE 

/?P/t/0,-
-· - --·-·If continuation sheeH·of-3 -



Bureau of Facilltv Standards 
STATEMENT OF DEFICIENCIES 
AND ~;>LAN OF CORRECTION 

(X1) PROVIDERISUPPLIERJCLIA 
IDENTIFICATION NUMBER: 

13G033 

(X2) MUlTIPLE CONSTRUCTION 

A BUILDING:--------

B. WING 

PRINTED: 10/08/2015 
FORM APPROVED 

(X3) DATE SURVEY 
COMPLETED 

R 
10107/2015 

NAME OF PROVIDER OR SUPPLIER 

TOMORROW'S HOPE- MERIDIAN 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1821 GREENHEAD 
MERIDIAN, 10 83642 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

{MM169} Continued From page 1 

{MM169 16.03.11700 Physical Environment 

The requirements of Sections 700 through 799 of 
these rules are modifications and additions to the 
requirements in 42 CFR 483.470- 483.470(1)(4), 
Condition of Participation: Physical Environment, 
incorporated in Section 004 of these rules. Other 
documents incorporated in Section 004 of these 
rules related to an ICFIID physical environment 
are the NFPA's Life Safety Code and IDAPA 
07.03.01, "Rules of Building Safety." 

This Rule is not met as eviden-ced by: 
Refer to W454. 

MM18 16.03.11703.01 Rodent and Pest Control 

Eacli ICFIID must be maintained free from 
insects, rodents, vermin, and other pests. 

This Rule is not met as evidenced by: 
Based on observation and staff interview, it was 
determined the facility failed to ensure the 
environment was free from insects for 7 of 7 
individuals (Individuals #1 - #7) residing at the 
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· -facility,- This-resulted-in-an-excessive-amount of.... ___ _ 
files being present in the facility. The findings 
include: 

1. The facility's back door was equipped with a 
closing mechanism. However, the door closed 
very slowly causing the door to remain open for 
long periods of time. 

During observations on 10/5/15 and 10/6/15, 
excessive numbers of flies were observed to be 
present. Examples included, but were not limited 
to, the following: 

Bureau of Facility Standards 
STATE FORM '"' 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTIO~ SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(X5) 
COMPLETE 

DATE 

XRSQ12 lf continuation sheet 2 of 3 



Bureau of Facility Standards 
STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRCCTION 

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

13G033 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING:--------

B. WING 

PRINTED: 10/08/2015 
FORM APPROVED 

(X3) DATE SURVEY 
COMPLETED 

R 
10/07/2015 

NAME OF PROVIDER OR SUPPLIER 

TOMORROW'S HOPE -MERIDIAN 

STREET ADDRESS, CI1Y, STATE, ZIP CODE 

1821 GREENHEAD 
MERIDIAN, ID 83642 

(X4)1D 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

MM187 Continued From page 2 

a. An observation was conducted on 10/5/15 from 
5:20-6:45 p.m. During that time, the evening 
meal was being prepared and served. No fewer 
than 18 flies were observed in the kitchen area on 
the walls, ceiling, cabinets and counters. 

b. An observation was conducted on 10/6/15 from 
4:55 - 5:40 p.m. During that time, the evening 
meal was being prepared and served. No fewer 
than 2 dozen· flies were observed in the kitchen 
area on the walls, ceiling, cabinets and counters. 

During the observations, the files were noted to 
continually land on the clean silverware and 
plates, as well as the food containers and food 
processor used for pureeing individuals' food. 

During an interview on 10/7/15 from 9:25-10:15 
a.m., the TC and Home Manager both stated the 
flies had been particularly bad. The Home 
Manager stated the facility had purchased fly 
strips, but did not know if they could be used 
around the individuals. The Home Manager also 
stated DCS were afraid to kill the flies while 
observations were taking place. 
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