
I DA H 0 DEPARTMENT OF 

HEALTH & WELFARE 
C.L. "BUTCH" OTTER- Governor 
RICHARD M. ARMSTRONG - Director 

April 5, 2016 

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

RE: Tomorrow's Hope - Sapphire, Provider #130038 

Dear Mr. Pond: 

TAMARA PRISOCK-ADMINISTRATOR 
DIVISION OF LICENSING & CERTIFICATION 

DEBBY RANSOM, R.N., R.H.l.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 

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 Hcensure 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 
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6. Include dates when coll'ective 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 coll'ection. For coll'ective 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 Coll'ection, return the original to this offi~e 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. 

:4 JM~~r 
Health Facility Surveyor 
Non-Long Term Care 

JT/pmt 
Enclosures 

~~ 
Co-Supervisor 
Non-Long Term Care 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
.' .. · .CENTERS·FOR MEDICARE & MEDICAID SERVICES 

. ·. STATEMENT OF DEFIClENCIES 
· AND !?I.AN OF CORRECTfON · 

(X1) -PROVIDER/SUPPUER/CUA 
IDENTIFICATION NUMBeR: 

13G038 
NAME OF PROVIDER OR SUPPUER 

TOMORROW'S HOPE· SAPPHIRE. 

(X~) ID 
PREFIX 
iAG 

SUMMARY S'j'.AiEMENT OF D!WICIEf:!CIES 
(EACH DEFICIENCY MUST ae PRECEDED BY FULL 

RE'.GULAi9£W OR LSC IDENrlFYING INFORMATION) 

W 000 INITIAL COMMENTS 

, . The follmying deficiency was cited during the 
recertification survey conducted from 3/21/16 to 
3/23/16·, 

Th!=l surveyor~ conducting. your. survey were: 

Jim Troutfetter, QIDP, .Team leader . 
:Karen Marshall, MS,:Ro, l:.D . · · 

C5)mmon abbreviations used In this report are: 

DCS • Direct Care Staff 
IPP - Individual Program Plan 

. LPN - Licensed Practical Nurse · 
'(V 4~5 483.470(1)(1) INFECTION coN:rROL 

There must be ~n active program for t~e 
prevention, con.trol, .and investi~ation of. infection · 
and communicable diseases. 

PRINTED: 03131/2016· 
FORM APPROVED . 

(}<2)MUL11PLECONSTRUCTION 

OMB Nb. 0938-0391 
(X3) DATE SURVEY 

CO.~~LETED A. 'BUILDING. ______ _ 

B. W!NG 

·m 
PrulFIX 

TAG 

STREET ADDRESS, C~, STAJ"E, ZIP "CODE 

211$4 SAPPHIRE PLACE • 

MERIDIAN, lD 83642 

PROVIDER'S PLAN OF CORRECTlON 
. (J:ACH CORRECTIVE ACTION SHOULD Bl: 
CROSS.REFERENCED TO THEAPPROPRIPJ'E 

DEFICIENCY) · 

wooo 

W455 

03/23/2016 

• (X51 
COMPLETION 

CATI: 

., 

l 
·I 
! This STANDARD is riot met as evidenced by: 

.Based on observation, r.ecord review, and staff. 
inter\iiew, it was determined the facility failed to 

--1-----..,.---1 . ...e11Swr.e-i!'lfeCtior+coritrol-procedur.es.:.wer.e.1ollow.e"+----+-----t~---t---t-rr---t'--t:-~~~~,,....,._,__.,.i::-,,---I· l 
· to prevent and control infection and/or · · --1 

communlcable diseases. '.This dlredily impacted 1 · l 
of 6 individuals (lndivfdual#3}and had: the · • 
poter:itial to impact 6 of 6 indi0duals r~iding in 
·th~ f~cility .. This had the potential to proyide · 
opportunities for cross-<::ontamination t~ occur 
and negatively Impact ~he Individual's health: The· 
findirig.s i~clude: · . · : . 

t lndiVidual #3's 4/28115 IPP documented a 16 
. year old male whOse diagnoses included severe 

intellectual disabiHty. 

:·~ :.'. LA~~~iORY Ol~~-0 /p.~SUPP~~ RE?~E5'.'~ATIVE'S SIGN~TU~E. • ~TITLE . . .. ". z. . 
. .. . /;IIIY deficiency i;tatement endlng with an>1stensk (") denotes a deficiency which I.he !nstitutlon may be eXCtlSed. ITT>m. coii-aclfn~ provid!ng It Is cretei'mined ihat 
., ·. otber $afeguards P!Ovlde sufficient protectloo to the patients.' {See lnstruqloos.) Ex¢i;pt for nursing homes, the findings stated above are .dieclosable 'SO days : 

followins !he date of survey whether or not a plan of correction Is provided. For nursing homes, ttie above findings and plall$ of coltection are dfsclosallle 14 
days fOlfowlng the date these documents· are made avallable to the fac11ity, If deficiencies am cited, ·an ~pproved plan of i:orrection Is requisite to continued 

· ... program pattlclpll!~lon. 

I 
I 
! 
j 

•/ 
I 

·. I 
. ·I 
· 1 

, I 
~ 

: ·,FOR¥. C1M.S...25e7(02-ll9) Previous Versions Obsolete . , . ·. : ' Event ID:H8WG11 '.. · If c<intlnuaUon. shi:~t Page 1 i'Jf 2 · · ! 
.. · .. 1· 

"• .. • ... . . . ... ·.'-... · .... 
. . ~. . 
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. DEPARIMENT OF HEALTH AND HUMAN. SERVICES 
'·CENTERS FOR MEDICARE & MEDICAID SERVICES 

PRINTED: 03131~016 
FORM APPROVED 

OMB NO 0938-0391 
STATEMENT Of" DEFICIENCIES . · 

. AND PL.AN OF CORRECTION 
(X1). PRO\/lDERISUPP~CUA 

IDENTIFICATION NUMBER: 
. _ ()(2) MULTIPLECONS1R~OT10N (XS) OA1E SURVEY 

COMPLETED · 

130038 
NAME <fF PROVIDER OR SUPPLIER 

TOMORROW'S HOPE ·SAPPHIRE 

(X4) 10 
PREPIX 
"TAG 

SUMMARY STATEMENT OF OEFJClelCIES . . 
(EACH DEFICIENCY MU$T as.~RECEDED BY FUU 

REGULATORY OR lSC IDENTIFYING INFORMAl10N) 

W 455 Continued From page 1 

During a medication pass observation on 3/2.2/16 
from 6:20 - 6:$0 a.m., lnd!Vidual #4 was obseived 
to take his medications. When lndMdual #4's · 
medication p~ was complete," lndivid~al #3 ' 
entered the- medication pass room and sat down. 

. The DCS th~ proceeded to ~ssist lnaivJdual #3 
with hfs medications.· At no time was the ocs· 
noted to sanitize hi& hands or use gloves between 
passii:ig med,ications. · 

When asked about infe9f[on cor:itrol procedures 
: on-3/22/16 at 8:40 a.m., the LPN stated the DCS· 

should have sanitized· his hands between 
medication passes. . . 

2. During the environment review on 3/22/16 from 
8:45 ~ 9;t5 a.m., two pillows and a Jarge foam 
pad with a ·b[;;ick cdver were observed in direct 
contaCt with the. floor of the hallway line~ closet. 
The.Home M~nager, who was present, rem.oved 
the items-off the floor and said the Items should: 
not be In dlrebt" contact with the floor. . . 

A SUll.OING ____ _...,.._ 

B..W!NG 

ID 
PRelX 

TAG 

STREET ADDRESS, CITY, STATE. ZIP cooe 
2154 SAPPHIRE PLAcE 

MERIQIAN, ID 83!142 
PROVIDER'S Pl.AN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD SE 
CROSS-REFERENCED TO TliEAPPROPRIATI: 

OEF!CIENC'f) 

03/23/2016 

(x.s) 
COMPLETION 

OATE 

W455 " 
~a,![· s+aFF- fya.rntt~ l7Yl in ethoY1 

o tinh"ol - w~1i-itl h:m~J 
Sar) 1 h~i)l\t hanJ~ N~ · 1 imLS 

o.f\ f:-ron r" · · . 
HmJ·esr.b0 s:~u, 4,rs~·1~ 

~ ii M Tu bbS.a f Jl · tV'\Qr\ PL~~ 
. 1-J. 'l wuJl. tr., .tf\SU(t S+a (+: 

a.Y.L fb1lDwi0a ha.r\tl wa5h1n~ 
d. nd . ha.I'\ tl ~t\ I _n i-·i "1 pr~ lb l i>-f · 
l+M. ~e.sfb0:::i\~ bu '4-IS> lo· 

.. _ \JJi.lt r~.d 0... V'LM.,.r\J.~( tD Ll.)a~'1 . I 

htt.hd..t f ."5af\ i tf t -L hn"La · · ! 
The facility failed to ensure infection control 
procedures were folloWed to prevent and controi °P.>(.hfe.. f'r11rl'::I. b .tf1.u~ M !.kds 
infection and/or communicable di~eases. · --t--~-i--:.~....;......---·----'-----+---·1'-·--i 

·· ·. . -· ~M. ~l-S?60S1°k~lt· bu tf.~£rw/f,-

~ HYYl 1b ~~~ u;0 It 
-r-lt\vDLLl1h taLh w u K 1 ·1 w, fl 
\f\ Ll utl-t Th w bb5QYUL - j 

H\ ~~t\oA. c~tr-d DroL~dur-LS. ! 
fl rL Fot l b~(c.l ll rvl l i~ru ~LU' e. l 

·FORM CMS-.2W(02-S9) Previous VeflliOllS Obsolele 
• • • y ~. 

· Facllity (D; 1$G038 If col)tinuation sheet Page 2 of2 I 
. .:_. 1\.lDt iS hilP rC . lfh. .fr. rX9L . · · · · I 

E.vent ID: HSWq11 

' . ·. 

'· . : 

.. . ' . . . :·· - ·- : ... 

. •, ~ 

. ~ . ~ 

. • .. . ...... 

. . " · _Hm ~illf ~.~;~~ ·By·.1·.1~~1.~... ··1 

~ 1~~M JiN£h'fL_.L1)iit (Mo~ J 
W"lLk: . .. . ,: ' 

. .. . .· .~~lllJ_~f~~~· ~- .... ' ... 
. fY\ on r h . .V · ~ A· . w 1 :f h: f1,,V.t:Liel t:J-ei0S: 
~~ -rr:/ acft"trf) t..1:s-f ".·~ .· .. · ·· .:~. 

· p{) f/.e.SpcvlSt/Ju 8v t/-/;) --;t;_ 
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Bureau of Faclll Standards 
$TATEMENT OF. DEFICIENCIES (X1) PROVIDER/SUf'l't.ltR/CUA (X2) MOLTIPt..E CONSTRUCTION 
AND PLAN OF CORRECTION !DENT!FICATJON NUMBi=R: A BUILDING: ______ _ 

13G038 

NAME OF PROVlD~R OR SUPPLIER . · 

TOMORROWS HOPE - SAPPHIRE 

B.WING 

STREET ADDRESS, C!lY, S)"ATI':, ZIP CODE 

2154 SAPPHIRE PLACE 
MERIDIAN, ID 83642 

~007/007 

PRJNTEP: 03124tJ.016 
FORM APPROVED 

(Xa) DATE SURVEY 
COMP1£TED 

03/23/2.016 

()(4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
. (EACH DEl'lClalCYt.!UST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYlNG.lNFORMATION) 

JD 
?REFIX 

TAG 

PROVIOeR'S PlAN OF OORReCTION 
(EACH CORRECTIVE ACTION SliOULD BE 

CRQSS.REFERENCl:DTOTHEAPPROPRIATE 
Ot:FICIENC'J') 

(XS) 
. COM?l.ETE 

DATE 

M 16.03.11 lnltlal Comments 

The followlng deficiency was cited during the 
state licensu1e survey condu9ted from 3121/16 to 
3/23/16. . 

The surveyors ·conduCting yciur survey were: 

Jfm Troutfetter; QIDP, Team Leader 
~~ren Mars~all, MS, RD, LP 

MM169 16.0~.11700 Physical t:nvir9nment 

The ·requirements of Sections 700 through 799 of 
these rules are modifications and additions to the 
requirements In 42 CFR 483.470 ~ 48"3.470(1)(4), 
Condition of Participation: Physical Environment, 
lncorp6rated in Section 004 of these rules. other 
documents Incorporated In Section 004 of these 
rules relatea to an- ICFJJD physical environmignt 
are tlie Nf PA's Life Safety Code and IOAPA 
07.03.0i, "Rules ofBuikf!ng Safety." 

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

MOOO 

MM169 

. Bureau of aciPty Standards 
l.AilOAA!ORY OIRE0.0~R. 'R}~JRlSU~UER REPRESENTATIVE'S SlGNATUf<E · 
. ~y.n), -~ ~·-

S,1'AT~ FOR~ 68!1• H8WG11 

. · .. 

TITLE (X6)DATE 

lf coolinuation sheet 1 Ol 1 

l 

[. 
'-


