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~ Thair Pond, Administrator -

Tomorrow's Hope - Nampa .
1655 Fairview Avenue, Ste 100

Boise, ID 83702

RE: Tomorrow's Hope - Nampa, Provider #13G080 |

Dear Mr. Pond:

This is to advise you of the findings of the Medicaid/Licensure survey of Tomorrow's Hope -
Nampa, which was conducted on November 3, 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; :

What measures will be put in place or what systennc 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, 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
November 23, 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.icfimr.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 November 23, 2015. If a request for informal dispute
resolution is received after November 23, 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, )

MICHAEL CASE % NICOLE WISENOR
Health Facility Surveyor Co-Supervisor
Non-Long Term Care - Non-Long Term Care
MC/pmt

Enclosures




FRINTED: 110872015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEBICARE & MEDICAID SERVICES OMB N, 0938-0391
STATEMENT OF DEFIGIENGIES (1) PROVIDER/SUPPLIERACLIA %2y MULTIPLE CONSTRUGTION (43) DATE SURVEY
AND PLAN OF GORRECTION {DENTIFIGATION NUMBER: A BUILDING COMPLETED
; 13G080 B WING 11/03/2015
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2311 EAST ARUBA
TOMORROW'S HOPE - NAMPA NAMPA, ID 83686
o) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECT WE ACTION SHOULD BE GOMPLETION :
TAG REGULATCRY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRCOPRIATE DATE i
DEFICIENGY) :
W 000 | INITIAL COMMENTS W 000
The following deficlencies were cited during the |
recertification survey conducted from 11/3/156 o
1174115,
The surveyors conducting your survey were: !
Michael Gase, LSW, QIDP, Team Lead
: Karen Marshall, MS, RD, LD :
W 481 | 483.480(c){2) MENUS W 481
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Merius for food actually served must be kept on
file for 30 days.
This STANDARD [s not met as evidenced by:
Based on observation, record review and staff
interview, it was determined the facility failed to
ensure a record of food served was kept for.30
days, which directly impacted 6 of 8 individuals
(individuals #1 - #6}, and had potential to impact
8 of 8 individuals (Individuals #1 - #8) residing at
the facility. This resulted in the potential for
Individuals to not recalve an adeguate variefy of
food. The findings Include:

1. An cbservation was conducted at the facllity on
11/315 from 6:30 - 7:30 a.m. During that time,
individuals were observed eating breakfast. The
menu consisted of one-half a bagel, 1 tablespoon
of cream cheese or 1 teaspoon of margaring, 1
ounce of mozzarella cheese, 1 cup of apple
slices, and 8 ounces of mitk. However, the
following food was chserved to be saten:

- Individual #1 was observed to eat cold cereal,

- Individual #2 was observed to eat scrambied
8g4gs, an English muffin, and chocolate milk.
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Any defi mency staternent endmg with an astersk {*) danotes & der siancy whzch ihe Institution may bs excuged fram comrecting providing i i determined that
other safeguards provide suficlent protestion o the patlents, {See Instyuctions.) Exgept for nussing homes, the findings stated ahove are disciosable 50 days
following the dats of survey whether or not & plan of carrection is providad, For nursing homes, the above findings and plans of correction aye disclosable 14
days following the date fhese documents are made available to the fadility. I deficiencies are cited, an approved plan of correction is requislte to continted

program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/09/20156

FORMAPPROVED

OMB NO. 0938-0391 -

STATEMENT OF DEFICIENGIES (X1 PROVIDERISUPFLIERICUA
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER:

13G0oBo

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B, WING

{X3) DATE SURVEY
COMPLETED

11/03/2015

NAME OF PROVIDER OR SUFFLIER

TOMORROW'S HOPE - NAMPA

STREET ADDRESS, CITY, STATE, ZIF CODE
2311 EAST ARUBA
NAMPA, ID 83688

{44) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

DEFICIENCY)

5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENGED TO THE APPROPRIATE DATE

W 481

Continued From page 1

- Individuai #3 was observed to eat one-half a
bage! with nothing on it, scrambled eggs, and
coffes. -

- Individual #4 was ohserved to eat 2 chipotie
beef hot pockels, '

- Individual #5 was observed to eat scrambled
eggs and chocolate milk,

- Individual #5 was chserved to eat an English
muffin, scrambled eggs, and mik.

During an envircnmental review on 11/3/15 from
#:45 - 9:25 a.m., a substitutions menk was
chserved to be hanging on the refrigerator.
However, the menu was blank.

During an interview an 1/3(15 at 10:30 a.m., the
Home Manager stated staff were fo document
menu substitutions for each individual on the
substitutionn menu, The Home Manager stated he
had directed two direct care staff to fill in the
substitufions for the morning meal, but confirmed
the menu was hlank.. There was no additional
documentation related to meal substitutions.

The facility failed fo ensure accurate
documentation of food actually served was kept,

W 481
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PRINTED: 11/09/2015

FORM APPROVED
Bureau of Facllity Standards :
STATEMENT OF DEFICIENCIES () PROVIDER/SUPPLIERICUA (0} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAM OF GURREGTION IDENTIFICATION NUMBER: A BUILDING: GOMPLETED
13G080 B. WING 1110312015
NAME OF PROVIDER OR SUPPLIER _ STREET ADDRESS, OITY, STATE, ZIF CORE
. 2311 EAST ARUBA
TOMORROW'S HOPE - NAMPA NAMPA, ID 83686
X 1o - SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAM OF GORRECTION )
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFR {EAGH CORREGTIVE AGTION SHOULD BE CONPLETE
TAG REGULATORY OR LSC INENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
M 000 16.33.11 Initial Comnments M a00
The following deficiencies ware cited during the
lleensure survey conducted from 11/2/15 to
113115. :
The surveyors conducling your survey were:
Michael Case, LSW, QIDP, Tearn Lead
Karen Marshall, MS, RD, LD .
MM218; 16.03.11711.01 Good Repair MM215 Al 1emay h aut b‘«&ﬂ
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| Each building used by the ICF/ID and its
equipment must be in good repair,

This Rule js not met as evidenced by,
Based on abservaticn and staff interview, it was

determined the facility falted to ensure the facility = £ 77 O enike Hem?
was kept in good repair for 8 of 8 individuals 7 . 4t
(ndividuals #1 - #8) residing at the faciiity. This 1. addlec e
resuited in the environment being kept in - n
fll-repair, The findings include: ' rracpdena e Lot on a.
: 1. An environmental review was conducted at the wiek bww LOhen
faciiity on 11/3/15 from 8:45 - 9:26 a.m. The .
i -facility maintenance person and Home Manager DDU”? A L2l e The ouﬂg,
i were presant. During that time, tha following was
| noted: Hrr Reo porschle, fny 120 fos

i - There was a break approximately 12 inches
) ' long running upwards from the bottorn of the fub

P b smrain fnce ot
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roam door. .
_ Loter for. Ao condde o=t
- Approximately 4 feet of metal corner edging was d ,
exposed on the wall {o the left of Individusi #5's e “7r20mTH 515/ oA
cipsel. The wall to each slde of the edging was . :
. patched for approximately 8 inches and was i f—ﬂOPDﬂ‘m hie fo fwrnp
missing paint. . )
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_ PRINTED: 11/09/2045

FORM APPROVED
Bureau of Facilily Standards
STATEMENT OF DEFIGIENGIES (41} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDPENTIFICATICN NUMBER: A BUILDING: COMPLETED
136080 B. WING 1140312015
NAME OF FROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE ‘
2311 EAST ARUBA
TOMORROW'S HOPE - NAMPA
S NA NAMPA, ID 83586
064} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION e
PREFIX (EAGH DEFICIENCY MUST BE FREGEDED BY FULL PREFIX EACH CORRECTVEAGTION SHOULD BE COMPLETE
TAG REGULATORY DR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APRROPRIATE DATE
DEFICIENGY)
MM215| Continued From page 1 MM215

- There was a patched section of wall to the left of
Individual #5's sink, approximatsly 2 foot by 2
foot, that was missing paint.

« The mirror in Individual #2's bathroom was
missing, and there was a patched saction of wall
to the left of the tilet, approximately 1 foot by 8
inches, that was missing paint.

~ There was a patched section of wall to the right
of the foliet in Individual #6's bathroom,
approximately 1 foot by 1 foot, that was missing
paint,

- There ware two patched sections of wall, ane
approximately 1 foot by 1 foot, and ong
appraximately 8 inches by 6 inches; near
individual #6's bed that were missing pafnt.

- There was a patchad section of wall,
approximately 10 inches by 10 inches, behind
individua! #1's bedroom dpor that was missing
paint.

- The desk in the medicstion administration room
was missing 2 of the 3 drawars, and the desk
lamp was missing its shade. ‘

- The love seat and couch in the living raom both
had exposed staples along the backs with sharp
gdges exposed.

- There was a rip, approximately 12 inches In
length, on the bottom right side of the couch, and
one approximately 8 inches in tength on the back.
- One of the kitchen drawers was missing.

During the environmental review, the Home
Manager stated the drawers itvthe medication
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PRINTED; 11/09/2015

FORM APPROVED
Bureay of Fagility Standards -
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUFPLIERICLIA 052 MULTIPLE CONSTRECTION (3) DATE SURVEY
AND PLAN UF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
136050 B. WING — 1110312015
NAME OF PROVIDER UR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CUDE
2311 EAST ARUBA
TOMORROW'S HOPE -~ NAMPA NAMPA, [ 83688
X4) D SLMBMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTIGN xs)
PREFIX {EACH DEFICIENCY MUST RE PRECEDED BY FULL PREFIX {EACH GORRECTIVEE AGTION SHOULD BE COMPLETE
TAG REGULATORY QR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THEAPFROPRIATE DATE
DEFIGIENGY)
MM215 | Continued From page 2 MM215
administration Foom and kitchen were broken and
were being repaired. The maintanance person,
who was also presertt, stated repairs were
ongoing.
The facliity failed to ensure environmental repairs
were completed and maintained.
MMa366; 16.03.11800 Dietetic Services MM365
The requirements of Sections 800 through 899 of
these rules are modifications and additions to the }
requirements of 42 CFR 483.480 - 483.480(d)(5) yars 10 (048
Condition of Particlpation: Dietefic Services
; incarporatad in Section 004 of these rules.
This Rule s not met as evidenced by:
Refer W481.
i
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