
I D A H 0 DEPARTMENT OF 

HEALTH & WELFARE 
C.l. "BUTCH' OTIER- Governor 
RICHARD M. ARMSTRONG- Director 

September 24,2014 

Thair Pond, Administrator 
Tomorrow's Hope- Deb 
1655 Fairview Ave, Suite 100 
Boise, ID 83 702 

RE: Tomorrow's Hope - Deb, Provider #13G083 

Dear Mr. Pond: 

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

3232 Elder Street 
P.O. Box 83710 

Boise, ID 8371().{)009 
PHONE 108-334-6616 

FAX 108-364-1888 

This is to advise you of the findings of the Medicaid/Licensure survey of Tomorrow's Hope
Deb, which was conducted on September 18, 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 C01rection. 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 con·ective 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 i i 
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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 constmction, 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, retum the original to this office by 
October 5, 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 Intemet at: 

wv>tw.icfrnr.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 5, 2014. If a request for informal dispute resolution is 
received after October 5, 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 corntesies extended to us during our visit. If you have questions, please call 
this office at (208) 334-6626. 

Sincerely, 

~~~ 
Health Facility Surveyor 
Non-Long Te1m Care 

MC/pmt 
Enclosures 

NICOLE WISENOR 
Co-Supervisor 
Non-Long Term Care 



Michael Case 

TOMORROW'S HOPE, INC. 
1655 FAIRVIEW AVENUE. SUITE 100 
BOISE, ID 83702 

Health Facility Surveyor 

Non-long term Care 

Bureau of Facility Standards 

PO Box 83720 

Boise, ID83720-0009 

October 6, 2014 

RE: Statement of Corrections 

Dear Mr. Case, 

PHONE: (208) 319-0760 
FAX: (208) 319-0765 

Please find our Statement of Corrections for deficiencies found during you recent survey of our Deb 
Facility. 

I believe all deficiencies have been addressed. 

';!$ 
Thair Pond 

Administrator 
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The facility muststore·tirugs.{mder;proper 
conditions of sequrity. 

This STANDARD is not:met as·.evidenced'by: · 
Based on obse!Vation,·and,staffJnterlliew, !twas 

determined the facility>failed to ensure all 
controlled drugs weremaintained under a.double 
locked system tor 6 of 6 individuals (Individuals 
#1 - #6) residing at the'fucility. This resulted in 
control substances-being maintainei:l under a 
single lock. The.findingsoinclude: · 

,, 

1. The facility's medi~atimi sto{~ge process., ,. ; 
utilizedda cabinet';'ithA"f?'dsepba1rat1 e.~_ayedlcick1s \: ;; 
on the oor to mamta1ma; Ou 8' QG1\·~ystemo or,h 
controlled drugs';>Dll~ilfl.an.emiifanmenta~Jeview: ·~ 
on 9/16/14 from;1~1.0~i1A."5;.p,rri;;;it was1)oted · · 
that only one of !lie tw.o'loaks·.y;aSien>Jflfl~d. ':: ':' :.(;; ) 

The cabinet conliiiliadctbe'following;contrblleci, '. : 'l' · '.',c 

drugs: :=; ~ -· __ .. · .. _·.: _ ·, _.;_~;:·-:-.·-~:1:?·.;~~-~-
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f>D />.Lspbn svbk.. fat.; to/' 1 ._; 

LABORATORYDIREC~q·~:vESENTAT~:~Ir.NAT~~E AtJ ~~ £ /tf/)_Jt; 
Any deficiency statement endirfgV'nth an~aste'risk n denotes· a Oeficief}Cy whi_Ch the lnsl!tullon may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to_'ihB 'paUents. (S.ee.inst(uctittn·s.}' Except for nursing homes, the findings stated above are disctosable 90 days 
following the date of survey wheth~r-:Or·-not:a.ptBn~of-corr.ecUowfs,provlde"d;:.:fiQr niif~!ng homes, the above findings and plans Of correction are dtsclosable 14 
days following the date these docui!J'enlS·.are:made ay~ilable:.toJh.e faciljt_y.;·!f_t;t~_f!cJencies are cited, an approved plan of correction is requisite to continued 
program participation. 
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-Individual #2's Vyvanse (a schedule II stimulant 
drug); 
-Individual #4's Diazepam (a schedule IV 
anxiolytic drug); and 
- Individual #6's Vyvanse (a schedule II stimulant 
drug), and Ritalin (a schedule II stimulant drug). 

The LPN, who was present during the 
environmental review, stated the cabinet should 
always be double locked. 

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

W 382 483.460(1)(2) DRUG STORAGE AND 
RECORDKEEPING 

The facility must keep all drugs and biologicals 
locked except when being prepared for 
administration. 

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

determined the facility failed to ensure all drugs 
and biologicals were maintained under locked 
conditions for 6 of 6 Individuals (Individuals #1 -
#6) residing at the facility. This resulted in the 
potential for harm in the event individuals 
accessed and ingested a drug. The findings 
include: 

1. An observation was conducted at the facility on 
9/16/14 from 6:00- 8:10a.m. During that time, 
individuals were observed to be assisted with 
medication administration programs. 

At 7:45a.m., Individual #6 entered the medication 
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administration area. As part of his morning 
medication regimen, he received GummleVite (a 
supplemental drug), two tablets. During the 
observation, one of the pills dropped on the fioor. 
The direct care staff working with Individual #6 
re-dose the drug, then used· a glove to pick up the 
dropped pill and throw it in the garbage. 

When asked during the obsewalion, thecdirect 
care staff assisting lndividuar#Bwith his 
mediation administratioR.program stated for any 
dropped pill, the staff was· supposed to use a 
glove to pick up the drugs and•.eitherthrow it in 
the garbage or store lt'in the medication cabinet 
for the nurse to dispose ofataJater time. When 
asked how staff differentiated between whlch 
drugs could go in theogarbage and which had ·to 
be saved for the nurse, the~irect care staff staled 
things like Vitamins were Ok\')ycfo, put in:tbe 
garbage, but "heavier"··drugs-would be'held in the· 
medication cabinet. 

During an interview on 9/16/.14.at 1:35 p.m., the 
LPN stated all dropped drugs needed,t0.be 
packaged in a plasticbag.orglove,.laoeled, and 
stored in the medication cabinet for disposal by a 
nurse. The LPN stated no .drugs should be 
thrown in the garbage. .., 

On 9/16/14 at 1:40 p.m., Individual #6's dropped 
GummieVite was found lo$till be in the garbage 
can in the medication:·<lifDJinistcation:area:•.The <: 

drug was removed f~;<.im.~he::garb~ge,can:and 
given to the LPN. _,·, · .... : · 

, - '?·.. ·' ~.; r: 
.;._. .,• ·-~ .- -•1· • . - .. 

The facility failed to ensure allme'di¢ations,were 
maintained under lo<il<etl.conditions:· 
483.480(c)(2) MENUS ·.• . , ' ' 

' ,,. 
. . I 
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Menus for food actually served must be kept on 
file for 30 days. 

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

Interview, it was determined.lhe facility failed to 
ensure a record of food served was kept for 30 
days, which directly impacted 1 of 6 individuals 
(Individual #3) residing atthe'facility and had the 
potential to impact all individuals (Individuals #1 -
#6) residing at the facility. This resulted in the 
potential for individuahi•to not receive an 
adequate variety of food. The findings include: 

1. A meal observation was conducted at the 
facility on 9/15/14 from 4:45 -·.6:00p.m. The 
facility's menu was reviewed and documented the 
meal was to consist ofllw folloWing: 
- 1 cup Alfredo · · 
- 2 ounces chicken 
- 3/4 cup tossed salad 
- 1 slice french bread 

However, the followiryg was· observed: 

-At 5:50p.m., Individual #3 was noted to refuse 
his dinner. lndividual413 and a direct care staff 
then went to the refrigerator in the pantry and got 
a rice and meat mixture which was heated up and 
served to Individual 11_3.: . 

\'?,.}£_ .• _,_;(·:~·~:·-

~At 5:58p.m. lndividual#:l"arid:a direct care staff 
were again noted to·go.:to~theorefrigerator to get a 
second bowl of the ricecmeatmixlure. 

On 9/16/14, the mealsubstitotlonsJorm•.was . · 
reviewed and containiitlno.ilocumentation·of1he 
two servings of rice and•me.at·lhatha<J..been 

FORM CMS-2567 02·99 Previous Versions ObsOlete 

~ B. WING 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

3038 NORTH MERIDIAN ROAD 

MERIDIAN, ID 83646 

PROVIDER'S PlAN OF CORRECTION 
(EACH CORRECliVEACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

09/18/2014 

(X5) 
CO.'/.PlETJON 

DAlE 

..•.. , '~L"Jl•;., 4fl·.:!fa,f£.~Ll.~Rf .~n . _ ..... . 
Ctf>prcpri aU. x:J.ub:s-n·tu.fh.lh'l 

and. "th.e doCl-'-ln~ncch:et 
6 F 't /te .5. u...bs ·fi tu -1, trrJ 

Hrn 1?-espl)nSrh&... ~1o1r7 <-I 

p f'r¥ tv1tl ~p et.ncL /n V/p-t&tudi'Z:ft/ 

tnttd 1Yctc./Lit;> li>rm fin 
tncl!'V/dt-U<.k rl 3 fV><>L ,D<:u~ 
on ;:;;., cl (f-

Pt:Y re~J)M~hl..e_ hL1 1o1s; £./ 

-' 9 H In 17> m &11?, h:rJ w-u 1c..4; 
rn..... '-m..t.et-1 Su.J)sfr"nt-htrn 
w~n artn.,D lt..tui5 WU../£1. / 

lvcu...l k th rou OIL 

~., ~ !(e¥JCl71':..-htL ~10/SJ /' 

-- ?D tb rw~..u wut..lt( 
tvcu./C. Throu{{h ~ 
mO?" h tc.-; r;r-<t 

to r~pon :;,.J hle., lh.;tr>l. 7tc/ 

FacltltyiD: 13G083 If contmuat10n sheet Page 4 of 6 



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

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVJDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

13G083 
NAME OF PROVIDER OR SUPPliER 

TOMORROW'S HOPE -DEB 

(X4) ID 
PREFIX 

TAG 

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

REGUlATORY OR LSC IDENTIFYING INFORMATION) 

substituted for the main menu items for Individual 
#3. 

When asked on 9/16/14 at 1:03 p.m., the Home 
Manager stated the rice and meat substitutions 
for Individual #3 had not been documented but 
should have been. 

The facility failed to ensure accurate 
documentation of meals actually served was kept. 
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The following deficiencies were cited during the 
licensure survey conducted from 9/15/14 to 
9/18/14. 

The surveyors conducting your survey were: 

Michael Case, LSW, QIDP, Team Lead 
Jim Troutfetter, QIDP 

Common abbreviations used in this report are: 
•. ··.' 

PQ • Para-Qualifiect"lntellectual Disabilities 
Professional 

MM269 16.03.11.100.041nsect and Rodent Control 

Insect and Rodent Control. The facility must be 
maintained free froni•insects, rodents and other 
pests. Chemicals (pesticides) used in the control 
program must be selected, used, and stored in 
the following manner: 

This Rule is not met as evidenced by: 
Based on observation, it was determined the 
facility failed to maintain areas to ensure they 
were free from insects for 2 of 6 individuals 
(Individuals #1 and #6). The findings include: 

1. During an environmental observation on 
9/16/14 from 1:15- L4{).p.m., it was noted there 
were no screens on:lne:bedroom'windows for the 
following bedrooms:'. · · · •" ·. x · 

·' ·-. 
-The bedroom window'OfJhdividtlals-#1 and #6 
did not have a screen .. :··· •· · •· .. • .•. , .. 

·,/ .. ··:· .. \ 
·The bedroom windoW:Oftttie·empty bedroom I was missing the screen'oli~lh~;$'maii.Wi1Jdow. 

MM269 
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Michael Case, LSW, QIOP, Team Lead 
Jim Troutfetter, QltJP . 

Common abbreviations ~sed in this report are: 
•: ... 

PQ- Para-Quamied'lntellectual Disabilities 
Professional -~ 

t ;, . 
MM269 16,03.11.100.041nsect and Rodent Control 

. · .. ;.,:"} 
Insect and Rodent Control. The facility must be 
maintained free from'insects, rodents and other 
pests. Chemicals (pe5tlcldes) used in the control 
program must be selected, used, and stored in 
the following manner: 

This Rule is not met as:evldenced by: 
Based on observation, it was determined the 
facility failed to maintain areas to ensure they 
were free from insects for 2 of 6 individuals 
(Individuals #1 and #6). The findings include: 

1. During an environmental observation on 
9/16/14 from 1:15- Mj}.·p.m., it was ,noted there 
were no screens on:tne:bedroom'windows for the 
following bedrooms:'.·::·;;_,-·.·,-,- ·· '"'. 

' . . - ·: ... 
-The bedroom window:OHildMdtfalsJI1 am1'.#6 
did not have a screen.:.::;-;_, ... ·,,_. ___ , .•. , .. 

-The bedroom windoW.'Qf~!ie'en:iptytedroom 
was missing the screeri'orrlh~;;imaii~Wil)dow. · 
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The facility failed to be maintained in such a way 
as to prevent insects from enteriD9-

MM271 16.03.11..100.04(b)1Storage of'J~oxic Chemicals MM271 
'': ~~- . ·:.J. ; ; 

All toxic chemlcals'must be properly labeled2'1id 
stored under lock alidJ(ey.'.. ,. " ... _ . ' "." 
This Rule is not met ·as evidenced ·by: /'· ,:-:-•:: .. 
Based on observatii>m,and-staff'inte~ie\lf/:ihvas' 
determined tlie facilityilaile<MD"Msur'e·~utoxic' -
chemicals were li'epVIocked for•6 oUi.Jndi~iduals 
(Individuals '11-1 - #6) residitig'·at1li!lihicillty: !his 
resulted in toxic ehemiGalscbelng urifocketl~ild 
accessible. The .filiiJings'imlltide: 

··; ·~·· ; •. :O:t~ < .·;.-

1. The facility housell·'6 indiv.1dualsll-a~1giQg ih' ag'e 
from 9-20 yearsliold.,,Purirrg:an<:itiserilatj(in on 
9116/17 at 6:05 aTiil;~JheJQllo,·iiog:iehemicais · '' 
were found in an.ulifo'Cked.cabinet1u,lhe laundry 
room: ' ... -.. ' _,, 

· .. ·. : .. '<• ~. • .. :\1] ~ 
- 1 bottle of Great:.Value:disinfeciant' s~ray ,: 
- 2 bottles of Sordb'-Free with bleach .. ,_ 
- 1 bottle of LysoLPower arnJ,Free·,batliroom· 
cleaner - ,:' · · ... 
- 1 bottle of Great Valu~:glass cleaner·· 
- 1 bottle of Awesome window cleaner 
- 1 bottle Glass Plus glass-cleaner -:· •·'" 
-1 bottle of Essel'rtial.streakfree'glass:cleani3't 
-1 bottle of Fabreze -, .. _.,. " .. ->.;.; -!.·>': • ''":! ., ... 
-1 bottle of GladioerP~~;-~,i;~.;oM~&bif~Mze~'<, 

·.c:. .. ..... :~· ... ~4 .... :·': .-:~ . · .. s·.:: :::'"~!.J~ ·"' 

The above itemsmeni~abeled~!Keep\0\ll'oJ:ffiien 
of children." ·. ·.~·.-:~.,-iJ;·~t1J ·:.~::\.~~-!-~~•' ·./ ... ,~_.· ·· ":: >: .:..; 

··, • • r •• :;~·::. \~.r~·;~:~ :~~~;· ~~~ 
- 2 bottles of The\Works:toilel'Ji0wel<elea'ner .. ,,,,,., ., c '· 

• . t' \• •• •• , ••• ,. ·d.~ •, • 

- 1 bottle of GreatY,ajue.'fill;pnrJ)Ose.cleEiner.with-

I bleach ;;:·:}. -~.~-:~:v .. . -: :~: · .. =~~~~~;;~· :},::::;·~~-~~ ~? 
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The above items were labeled "Hazardous to 
humans." 

• 1 can of Homax spray wall texture, which stated 
it was harmful if swallowe.d or inhaled. 

At 6:15a.m., a direct care staffwhowas present 
stated the cabinet shotlldiiJe keptlticked. The 
direct care staff locked•the cabinet· at that time. 

On 9/17/14 at 1:00 p.m.;.fthe.PQ confirmed the 
cabinet should be loc~d at'all'times. 

The facility failed to ensure'all toxic chemicals 
were maintained undilf·locked·conditions. 

,.·· .,, 

10 
PREFIX 

TAG 

MM3BO 16.03.11.120.03(a) Ei01ding aridEquipment ; MM3Bo 

The building and all equipment must be in good 
repair. The walls and floors must be. of sach 
character as to permiHrequent cleaning. Walls 
and ceilings In kitchens,'bathrooms, and· utility 
rooms must have smooth enameled or equally 
washable surfaces. The building must be kept 
clean and sanitary, and every reasonable 
precaution must be takento prevent the entrance 
of insects and rodents. 
This Rule is not met as evidenced by: : 
Based on observation{,itwas.determined the 
facility failed to ensure•the!'facilitywas'kept in 
good repair for 6 of 6"li:idividuals··(lndividuals #1 • 
#6) residing at the facilityc:;;Thisoresulted in the 
environment being kept·i1Yill·repair:·.ifh¢dindings 
include: · .. ' .·. · 

1. An environmental revievml'as cehducted at the: 

I facility on 9/16/14 frorr(c1:t5 .c.1:40~p;m.: '•During 
"' ·. . . . . ' ·, ;c 

Bureau of Facility Standards 
STATE FORM 

• 

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

{X5) 
COl;lPLETE 

DATE 

cLU t-/emA o.cldt<cC 
-fo "f1u_ '-rn&t-U1fe-ht:<(lt:e_ ~ 

Clllct 1h bt. 0-p~oe_ ~ loJa Vrq 

'"/flCW?fenCUlct,_ /( espon~Me_. 

47GQ11 If continuation sheet 3 of 6 



Bureau of FacilitY Standards 
STAIEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1Y pROVJDER/SUPPLIER!CtiA 
' · ADE!JriFJCATION NUMBER: 

,. 13G083 · 

(X2) MULTIPLE CONSTRUCTION 

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

B. WING 

PRINTED: 09/2212014 
FORM APPROVED 

(X3) DATE SURVEY 
COMPlETED 

09/1812014 

NAME OF PROVIDER OR SUPPLIER 

TOMORROW'S HOPE - DEB 

'·· STREET ADDRESS, CITY, STATE, ZIP CODE 

3038 NORTH MERIDIAN ROAD 
MERIDIAN, ID 83646 

(X4)1D 
PREFIX 

TAG 

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

REGULATORY OR LSC IDENTIFYING INFORMATION) 

that time, the following was noted: 

-The top drawer of Individual #4's dresser was 
missing. 

- The stove door was broken and held on by a 
latch. : 

-The bottom interior of the oven had:burned food 
on it. ··- ·• 

- The top drawer to thejight of;the stove was 
missing the handle. ... · 

-The light switch cover-in. Individual #1·!s room 
was broken. · ·. · · 

- The dining room table:was missing a leg on the 
south west corner. 

-The faucet handle was·missing:on.the exterior 
faucet by the mechanical room. 

-The faucet handle was.m,issing on the exterior 
faucet by the gate to the. backyard/.· 

- There was a broken cover on the wall socket by 
the west exit. _ . • 

- There was a drawer .. missing on the kitchen 
island across from lndividua1 #1 's bedroom. 

~- .:~: .. : ... ,.,, .. ,i. -~ '·· 

- There was a drawer.'miss1ng:DnJbe:kitchen 
island across from lndi~lilual(#4's.bedroom . 

. •;;:~. 

-There was an 5 incliiby4\nch·sEicil()~rof wa11 to · 
the right of the showeLtbatwas·:missing'iexture 
and paint. "•F· ., 

1- The veneer at the b'~~6,;iof,th~d6of~\~'both .· 
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the tub room and the shower room was peeling 
and cracking. 

-The ceiling exhaust fans in both the tub room 
and the shower room were covered with a thick 
layer of dust. 

The facility failed to ensure the environment was 
kept clean and repairs were completed and 
maintained. 

MM696 16.03.11.250.09(d)(i) Refrigerator and Freezer 

Each refrigerator and freezer must be equipped 
with a reliable, easily read thermometer. 
Refrigerators must be maintained at forty-five 
(45) degrees Fahrenheit or below. Freezers must 
be maintained at zero degrees- ten (0-10) 
degrees Fahrenheit or below. 
This Rule is not met as evidenced by: 
Based on observation and staff interview, it was 
determined the facility failed to ensure each 
refrigerator was equipped with a reliable, easily 
read thermometer for 6 of 6 individuals 
(Individuals #1 - #6) residing at the facility. This 
resulted in the potential for food to be stored 
under unsafe conditions. The findings Include: 

1. An environmental review was conducted at the 
facility on 9/16/14 from 1:15-1:40 p.m. During 
that time, the refrigerator In the kitchen was noted 
to be without a thermometer. 

The Home Manager, who was present during the 
environmental review, stated the refrigerator 
should have had a thermometer and stated it 
would be replaced. 

I The facility failed to ensure the kitchen 
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.c.ccMf<Jl!/9,!/lccGB(!lt~~J'lJtfi9!JJ,B~~Et~,=~c."'"""-''·cc:.=.cccc:c;.:.:··· . ·-~-~96 I refrigerator was equipped with a thermometer. 

MM753 16.03.11.270.02(f)(i) Locked Area 

All medications in the facility must be kept in a 
locked area(s) except during those times when 
the resident is receiving the medication. 
This Rule is not met as evidenced by: 
Refer to W381 and W382. 
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