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PHONE: (208) 334-6626
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E-mail: fsh@dhw.idaho.gov

April 5,2016

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

RE: Tomorrow's Hope - Sapphire, Provider #13G038
Dear Mr. Pond:

This is to advise you of the findings of the Medicaid/Licensure survey of Tomorrow's Hope -
Sapphire, which was conducted on March 23, 2016.

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 correction; and



Thair Pond, Administrator
April 5, 2016
Page 2 of 2

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
April 18, 2016, 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.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 April 18, 2016. If a request for informal dispute resolution is
received after April 18, 2016, 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,

JIM TROUTFETTER /47 NICOLE WISK
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
JT/pmt

Enclosures
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2154 SAPPHIRE PLACE
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PREFIX | . (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CQMPLETION N
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The following deficiency was cited during the
recertification survey conducted from 3/21/16 ta
3/23/18,

The surveyors conducting your.survey were:

Jim Trouffetter, QIDP Team Leader
‘Karen Marshall MS RD D .

'C,ommon abbreviat!ons used In this réport ares

DCS - Direct Care Staff

IPP - Individual Program Plan
..~ [LPN - Licensed Practical Nurse = . ' ‘
W 455 483.470()(1) INFECTION CONTROL W 455

There must be an active program for the
prevention, control, and investigation of infection -
and communicable diseases.

Th%s STANDARD is not met as evidenced by:

Based on observation, racord review, and staff
interview, it was determined the facility failed to
ensure,miectwmmrof-pmoedures_were_foilowed

'| to prevent and control infection and/or
communicable diseases. ‘This direclly impacted 1
of 6 indlviduals (Individual#3) and had:the
putential to impact 6 of 8 individuals residing in
-the facility. This had the potential to provide _
opportunities for cross-cantamination to oGeur
and negatively impact the lndlvxdual‘s health The
ﬁndmgs mclude

1. Indwzdual #3's 4/28/15 PP documented a6
| year old male whose diagnoseés mciuded severe
m[ellectual dlsabﬂ{ty

-

B LABORATORY e OR jEWsuppuen REFRESENTATIVE'S SIGNATURE e - G®DATE
- ANy deﬂdency skaiemant encﬂng with an asterisk {*) denotes a deficiency which the Ingtitution may be excused from corracting providing it is detemminad 1hat
- - other safeguards provide sufficient protection to the patients. (See fstructions.) Excapt for nursing homes, the findings stated above are disclosable 80 days -
following the date of survay whethar or not a plan of correction Is provided. For nursing homes, the above fndings and plans of cortection are disclosable 14
days following the date these decumants are made avallable to the facﬁrly If deficiencies are cited -an gppraved plan of corredwn {s requisite to conﬁnued
‘. pragram paxﬂclpation i . . . .

. FORMGMS-2687(02.99) Provious Verslons Obsolete .~ - ' EvedtiD:HSWGH .  Facliyd:13Go38 .- o - Ifconfifuationsheet Page 18f2

¢
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4D SUMMARY STATEMENT OF DEFICIENCEES - . . o PROVIDER'S PLAN OF CORRECTION x5
FREFIX (FACH DEFICIENCY MUST BE.PRECEDED BY FULL PREFIX {EACH CORRELTIVEACTION SHOULD BE . | COMPLETION |,
“TAG REGULATORY OR LSG MENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENGY)
W 455 Continued Frompage 1~ - W 455

.all SMQ‘ trarned on infechon

During a medication pasé ohservation on 3/22/16- | -
fmtr-gk&i? - 6:;3(19 a.m., individual #4 was obsarved | fontyol - Luasimnzjh Mis"
to take his medications. When Individual #4's n :
medication pags was complete, Individial #3 . San i Vlé& 4;\51 ‘.‘m £5
.| entered the medication pass room and sat down, | - o Sloor
[ The DCS then proceeded to assist Individual #3 | . - e
with his medications. - At no fime was the DCS' - dm. RleﬁP onShle Y151

noted to sanltize his hands or use gloves betwaen
passmg medlcaﬂons .

LM T bhServe med Pacses

When asked about mfectron control procedures . .
o0-3/22116 at 840 am., the LPN stated 110 DCS | * - | {-1y wozel 46 eNduUre Slalff
should have sanitized his hands between ' . ‘
medication passes.. D aye lcbl oL m% hand WGLSI/\ n % )
2. During the environment review on 3/22/16 from | - and hand Sanihiziyg Ff olpcof -
8:45 - 9:15 a.m., two pillows and a large foam ' ) ' : o .
pad with a black caver were observed in direct | Hw. &@S?bf) 5‘“—? by 4-15-je

contact with the floor of the hallway linen closet.
The Home Manager, who was present, removed

the items-off the floor and said the ftems should” o | : = | :
) witl Put a vemander o wath

not be in direct contact wnth the floor. h L‘
. | 7 SANITI? AL
The fac““‘! falled o ensure infection control Nands dniTiZe ha

g;ocedures :jalere followed to prevent and control ) Be.(:'ore, Ned>, [Oiﬂumr\ iLeckS
infection and/or communicable diseases. . : L
T R Y0 stpsnslhu' o A1

CHm h Cowileke weik
“Ithwvoush earh week Tk owdl
W lude W bhserue !
N Fezton . control DroLéduras| .
ave. Potlbwed AR ligndsavg

. -FORM CMS-2667(02-69) Pravious Verslons Qbsolele Event ID; HBWGT1 : Faclﬂy ID; 136038 . " ifcontinuation sheet Page 2of2
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_ o ' ' FORM APPROVED
Bureau of Facliity Standards . :
STATEMENT OF DEFICIENGIES | {¢1) PROVIDERISUPPLIERICLIA .| (X2) MULTIPLE CONSTRUCTION . {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIONNUMBER: | A puoine: . . COMPLETED
136038 L _ 03/23/2016
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE .
: 2154 SAPPHIRE PLACE :
TOMORROW'S HQPE - SAPPHIRE MERIDIAN, D 83642
{4 2 _ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION S
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PHEFIX, (EAGH GORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. . . . DEFIGENCY) .
M 000 16.03.11 Initial Comments M 000
The following deficiency was cited during the '
state licensure survey conducted from 3{21716 to
3/23116.
. The surveyors-conducting your survey were:
Jim Troutfetter; Qil:iP, Team Leader . © . N
Karen Marshall, MS, RD, LD ' . : . . i
MM168| 18.03.11700 Physlcal Environment MM169 ‘ ‘
The requirements of Sections 700 through 799 of
these rules are modifications and additions to the - , l_% ES‘”
requirements In 42 CFR 483.470 - 483.470{1}{4), ' . .,/D M) o
Condition of Pamclpatxon Physical Environment, | . . K
incorporated in Section 004 of these rules. Other ;

documents Incorporated in Section 004 of thess.
rules related to an ICF/ID physical environment
are the NFPA's Life Safety Code and IDAPA L -
07.03.01, "Rules of Buﬂding Safety " g . : . i .

This Rule is not met as evidenced by:
Refer to W455.

- . Bureau of?"acmty Standards

LABORATORY DIRECTOR Wsuppuaa REPRESENTATIVE'S SIGNATURE - " Tme

STATE FORM T HeWGt ir continuation shest 16f 3

1X6) DATE




