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September 24, 2014

Thair Pond, Administrator
Tomorrow's Hope - Deb

1655 Fairview Ave, Suite 100
Boise, ID 83702

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

Dear Mr. Pond:

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 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 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, refurn 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 Internet at;

www.icimr.dhw.idaho.eov

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 courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626.

Sincerely,

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

Enclosures




TomMorrROW'S HOPE, INC.

1655 FAIRVIEW AVENUE. SUITE 100
Boisg, 1D 83702

PHONE; (208) 319-0760
Fax: (208) 3119-0765

Michael Case

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,

RECEIVED
oct -7 2

FACHITY STANDARDS

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

Facility.

f believe all deficiencies have been addressed.

Sincerely,

Thair Pond

Administrator
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The following deficiencies were cited during the
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The surveyors condugting:your survey were: Fr e s

Michael Case, L:.SW, QIDP; Team:Lead L NLUrSe r e&pons&b& ;a'b/ !a/ﬂ l1ef

Jim Troutfetter, QIDP

Common abbreviations:used:in:this fepo‘ri are:

LPN - Licensed PracticalNuise - . : / o/(_’/c.s ared /. wcpd/‘ el W
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This STANDARD is natmet asievidencedby: | . _
Based on observation:and:staff.interview, it:was . DUt gdel. Fhe crned Colirnes 3

determined the facilityfailed toensure all ‘

controlled drugs were maintained under a.double : 'i:;; C{;O&L.O(pod ZD‘C&’J ANy WIS
locked system for 6 of 6 individuals {individuals ’ at k. 1h -

#1 - #5) residing at the'facility. THis resulted in WoLek N rough-Complelticf
control substances being maintained-under a

single lock. The fndmgs include: - o Hm RQS}_)S'H Sthilc /'ch[ 10/, Iry

1. The facility's medicition storage process .
utilized a cabinetwith{wo separate.keyed: !ocks
on the door to maintainigdouble: fock:systemifor:
controlled drugsé Dufing. an environmental-review!}
on 9/16/14 fromi:10+-4:45,p.m; st wasnoted
that only one of lhe twe‘\locks

A 99"5”“”’ b'r%'/’t"t D reviecd
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Any deficiency statement endlr@/n!h an‘astensk (*) denotes’ a daf c&ency wmch the Institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection totha patlents. (See. instructions.Y Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whethgrdrnota plan-ofcorractionmis.provided;: “For nurs{ng homes, the above findings and plans of correction are disclosable 14

days following the date these documents.arémade avaﬂab[e o the facility* 1t ff deficiencies are cited, an approved plan of corraction is requisite to continued

program participation.
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NAME OF PROVIDER OR SUPPLIER

TOMORROW'S HOPE - DEB

STREET ADDRESS, CITY, STATE, ZIP CODE
3038 NORTH MERIDIAN ROAD
MERIDIAN, ID 83646

SUMMARY STATEMENT OF DEFICIENGIES

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;:10 a.m. During that time,
individuals were observed {o be assisted with
medication administration programs.

At 7:45 a.m., Individuat #6 entered the medication

{X4) 1D 1D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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-~ Individual #2's Vyvanse (a schedule i stimutant
drug);
- Individual #4's Diazepam (a schedule IV
anxiolytic drug}; and
- Individuat #8's Vyvanse (a schedule I stimulant
drug), and Ritalin (a schedule )l stimyant drug).
The LPN, who was present during the .
environmental review, stated the cabinet should S Stalt tracnee & i
always be double locked. ; .
dorveat olisposat sF
The facllity falled to ensure all controlled drugs 71l C L fr i
were maintained under a double lock system.
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administration area, As part of his mornmg
medication regimen, he received GummieVite {a
supplemental drug), two tablets, During the
abservation, one of the pills dropped on the floor.
The direct care staff working with Individual #8
re-dose the drug, then used-a glove to pick up the
dropped pili and throw it in the garbage.

When asked during the obsenvation, the:direct
care staff assisting Individual#swith his
mediation administration.program stated for any
dropped pill, the stalf was supposed to use a
glove to pick up the drugs and:either throw itin
the garbage or store:lt'in the medication cabinet
for the nurse to dispose of at:alater time. When
asked how staff differentiated between which
drugs could go in the:garbage and-which had.to
be saved for the nurse, the.direct care staff stated
things like vitamins were okay#to put in'the
garbage, but "heavier:drugs-would be'held in the
medicafion cabinet. .

During an interview on-9/16/14.at 1:35 p.m., the
LPN stated alt dropped drugs needed:to: be
packaged in a plastic bag.or glove, jabeled, and
stored in the medication cabinet for disposal by a
nurse. The LPN stated no drugs should be
thrown in the garbage. -

On 9716114 at 1:40 p.m., Individual #6's dropped
GummieVite was foynd to still be in thé:garbage
can in the medtcataon ;administration-area-The -
drug was removed f:@maihe garbage can: and

g]ven tO the LPN T R . . .' ‘,‘. ™ s

"'? a

The facility failed to ensure altmedlcatlons\were :
maintained under Iocked condition X .
483.480(c)(2) MENUS
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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.the facility failed to
ensure a recard of food served was Kept for 30
days, which directly impacted 1 of & individuals
(Individual #3} residing atithe facllity and had the
potential to impact all-individuals {individuals #1 -
#6} residing at the facllity. This resulted in the
potential for individuals: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 --6:00 p.m. The.
facility's imenu was reviewed and documented the
meat was to consist ofthe foiiowmg

- 1 cup Alfredo :

- 2 ounces chicken

- 34 cup tossed salad-

-1 slice french bread = .-

However, the following was observed:

- At 5:50 p.m., Individuat #3 was noted to refuse
his dinner. Individual #3 and & direct care staff
then went to the refrigerator in the pantry and got
a rice and meat mixturewhich was heated up and
served to Individual #3." :

- At5:58 p.m. |ndw:dua|é¢3 “arida direct care staff
were again noted to: go to.therefrigerator to get a
second bowl of the nce meatmthure

On 9/16/14, the me31 substltuhons form»was .
reviewed and contained no.documentation'ofthe
two servings of rice and:meat-that.hail.been -

i
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subs'ﬁtuted for the main meanu items for Individual
#3.

When asked on §/16/14 at 1:03 p.m., the Home
Manager stated the rice and meat substitufions

for Individual #3 had not been documented but

should have been.

The facility faited to ensure accurate
documentation of meals actually served was kept.
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MM269

16.03.11 Initial Gomment

The following deficiencies were clted during the
licensure survey conducted from 9/16/14 {o
9/18/14,

The surveyars conducting your survey were;

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

Common abbreviati_ons_.tljsed in this report are:

PQ - Para-Qualified intellectual Disabilities
Professional

16.03.11.100.04 Jnsect and Rodent Control

Insect and Rodent Contro! The facility must be
maintained free from‘insects, rodents and other
pests. Chemicals (peéticldes) 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 fram 1:16 - 1:40;p.m., it was noted there
were No screens on: the bedroom windows for the
following bedrooms: .- = e

- The bedroom wmdow of Jndwaduals #1 and #6
did not have a screen. - P

EE AR

D

- The bedroom wmdnwofrtt:e empty bedroom
was missing the screen‘on’the:gmall:window.

MM269

RECEIVED
aCT -7 ik
EACHITY STANDARI

Bureau of Facility Standards
LABORATORY DIRECTOR'S

PRWEPRESEMTATNE 'S .SIGNATURE £ !
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} DATE

STATE FORM "

£633
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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;

Michae} Case, LSW, QIDP, Team Lead
Jirm Troutfetter, QIDP

Gommon abbreviations dsed In this report are:

PQ - Para- Qua!rhed Enteileclual Disabilities
Professional

o

MM269| 16,03,11.100.04 Insdct and Rodent Control MiM269
RS

Insect and Rodent Control. The facility must be

malntained free framdinsacts, rodents and other

pests, Chemicals (pesficides) used in tha ¢ontrol

program must be selected, used, and stored in w— QU\_QU\Q ‘_)pr[ le C,C.
the following manney: )

, and out LNd vvirel oo
This Rule is not met asievidenced by: IMentenanie. NeSTent
Based on abservation, it was determined the oy 19/ P&nbtm‘}"
facility faitad to maintain areas to ensure thay \ Sl

were frae from insects for 2 of 6 individuals

Individuale #1 and #8). The findings include:
( b ) : SHM WL cheel on LOde Ll

1. During an environmental observation on Wan LY thvou
0/16/14 from 1:16 - 1:40:p.m., it was noted there ehdbns seo At det
were no screens onihe hedroom windows for the ) Coeind el Ly
following bedrooms: =5+ e ‘blzu‘f_
- The bedroom wmdaw,ofmdmlduals#? and#6 MM e sponstla, b, | bl
did not have a screen.- : -:._.= ' ! H
- The bedroom wmdnwnftme emptybedmom 7 P D wﬁu et eid) v MLL{
was missing the screen‘orthesgmallwindow.” |~ 7 Vver i Thietyng &
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| The facility falled to be maintained in such & way
as 1o prevent insects from entering.
[x

MM274 18,03.11.100. D4(b) Storage of’ Tox;c Chemlcals MM271

All foxic chemicals'must be propedy fabeled -and
stored under lock arid: key "

This Rule s not met as evidenced by i
Based on observation:and staff*mteme\af, itwast
determined the facilityfited-toensure all foxiét -
chemicals were keptlocked for:6 of.6. illldmduals
(Individuals #1 - #8) residing-attigFadiiity. This S ) Y
resulted in toxic ¢hemicals: beging urifocked'ang - S [ !L{’, ca_ br’l H‘ 4 2 C ,"’ enu codrd-

accessible. Theﬁndmgsumlude ,

I A : C v

1. The facliity houseﬂ“ﬁmdwtduaisxangmg i age wive LD /&’ l@ie,
from 9 - 20 yearsiald. -During: anﬂbsematjon on ' ;
91617 at 6:05 a“m AHE follovnngk:hemlcals K H m VMPD Nt
were found in an unfocked cabmetm Ahe laundry [%V» g/ QC}/’L‘/
room; e T N

B T ‘
-1 bottle of Greatibfa!uen:ﬁsinfectant"sp‘ra],r +al Start ve-humned
- 2 hottles of Scoriib-Free with bleach i . , .
~ 1 bottte of Lysol Power and.Free: hathmom &n /éza/_)m Chemicato
cleaner o -
- 1 bolile of Great Value: g?ass c!eaner Lpclsee at szjw
-1 bottle of Awesome window cleanst DOTSL
-1 bottle Glass Plus glass-cleaner +* g HM Reg,
-1 bottle of Esseitial. st:eakfree‘,g!assﬁeaner By 10/ ly

- 1 botlle of Fabrezes: L
- 1 bottle of Gladm;pebanﬁfm' goiter)
-. "“ i

v S ol ek fo
o st The Chernitalo i
Ocled- L o0 P ieedily

L | PSK |
13 | Hin Responsile. By iofiy
oo s T T 76O If continuation sheet 2 656

s Frogram e s,
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Throughs et mmthiy OA
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The above ltemsw:eredabeled i
of children." B it A

,..
S

- 2 bottles of Them’orks {axfei’howelm!ean :
-1 bottle of Great\(a}ueat! pnrpﬂsenlea er
bleach SR e

E
W e .
e
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TOMORROW'S HOPE - DEB

-1 bottie of Comet with bleach

The above ifems were !abeled "Hazardous to
humans."

- 1 ¢an of Homax sprail.\;vall texture, which stated
it was harmful if swallowed or inhaled.

At 615 a.m,, a direct care staﬁ who 'was present
stated the cabinet shotiidive keptlacked. The
direct care staff locked-the cabinet-at that time.

On 9/17/14 at 1:00 p.in.the.PQ confirmad the
cabinet should be locked at’dlltimes.

The facility failed to ensureall toxic chemicals
were maintained under-locked-conditions.

P

MM380| 16.03.11.120.03(a) Building-arid Equipment-” MM380 dal derno addeel
The building and all equipment must be in good 7o The Smantenance {leot
repair. The walls and floors must be. of such anet 1o be o
i i )h-,D&U/:‘J @) 10/3ty,
¢/

character as to permit:frequent cleaning. Walls
and ceilings in kitchens, bathrooms, and-utility " Jon )Q
rooms must have smooth enamelad or equally aun ance.

washable surfaces. The building must be kept e&/)&ﬂ%‘bﬁg__)
clean and sanitary, and every reasonable
precaution must be takento prevent the entrance
of insects and rodents, " © .

This Rule is not met as evidernced by; -

Based on observationi:it-was- determmed the
facility failed to ensurgithe:facility was'képt in-
good repair for 6 of &idividuals (individuals #1 -
#6) residing at the facilityz:This resulted in the
environment being kepﬂn Jl]—repa}r. Therﬂndlngs
include: . .

1. An environmental rewewwas conducted atthe” o
facility on 9/16/14 from s 15 =z 40 p m: fDunng ;;; o
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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. 4

~ The bottom interior of the oven had ‘burned food
on it 5

- The top drawer to the"nght of; 1he stove was
missing the handle.

- The light switch coverin. {ndlwdual #1's room
was broken. R

- The dining room table: was mlss:ng a leg on the
south westcormer. - ... oy

- The faucet handle WQS“missing:on-.{'he exterior
faucet by the mechanical room.

- The faucet handle was_h)issing on the exterfor
faticet by the gate to the backyard.’.

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

- There was a drawermissing on the kitchen
island across from Individua? #.195 bedroom.

- There was a drawermlssmg on. the Kitchen
island across from Individial #4’3 hedroom.

- There was an 5 Inch by4 |nchlsect10‘n of wdll to 7
the right of the showerihat was: rmssmg texture
and paint. s o

- The veneer at the b’bit&hi'.bf:the- oor'éfﬁn‘—boih -
Bureay of Facility Standards
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..MM380| Continued Frompaged | MM38o | e .
the tub room and the shower room was peehng
and cracking.
- The ceiling exhaust fans in both the tub room
and the shower room were covered with a thick
tayer of dust,
The facility failed to ensure the environment was
kept clean and repairs were completed and
maintained.
MME96; 16.03.11.250.09(d){i) Refrigerator and Freezer MME96

Each refrigerator and freezer must be eguipped
with a reliable, easily read thermometer,
Refrigerators must be maintained at forly-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 fo ensure each
refrigerator was equipped with a reliable, easily
read thermometer for 6 of 8 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 8/16/14 from 1:15 - 1:40 p.m. During
that time, the refrigerator in the kitchen was noted
o 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.

The facility failed to ensure the kitchen
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Al medications in the facility must he kept in a
Iocked area(s) except during those times when
the resident is receiving the medication.

This Rule is not met as evidenced by:
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1. MMB9S; Continued From page 5 | MMGOG L e e
refrigerator was equipped wath a thermometer '
MM753 16.03.11.270.02(f)(i) Locked Area MM753

Refer to W381 and W382.
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