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November 26, 2014

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 20, 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.

Afier you have completed your Plan of Correction, return the original to this office by
December 8, 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.iclmr 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 December 8, 2014. If a request for informal dispute resolution
is received after December 8, 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, : '
/%&W%AUZ&M /%{%%97
OR

KAREN MARSHALL NICOLE WISE
Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
KM/pmt

Enclosures
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INITIAL COMMENTS

The following deficiencies were cited during the
annual recertification survey conducted from
11117114 to 11/20/14.

The survey was conducted by:

Karen Marshall, MS, RD, LD, Team Lead
Ashley Henscheid, QIDP

Common abbreviations used in this report are;

IPP - Individual Program Plan

LPN - Licensed Practicat Nurse

QiDP - Qualified intellectuai Disabilities
Professional

483.460{c)(3)ili)) NURSING SERVICES

Nursing services must include, for those clisnts
certified as not needing a medical care plan, a
review of their heaith status which must be on a
quarterly or more frequent basis depending on
client need.

This STANDARD is not met as evidenced by:
Rased on record review and staff interview, it
was determined that the facility failed to ensure
nursing reviews had been completed an a
quarterly basis for 1 of 4 individuals {Individual
#3) whose medical records were reviewed. This
resulted in the potential for medical problems to
not be tdentified In a timely fashion. The findings
include:

1. Individual #3's IPP, dated 10/28/14,
documented he was a 9 year old male whose
diagnoses jncluded mild mental retardation.

W 000

W 336

Pl
LABORATORY DIRECTOR'S OR WR} F{‘ﬁLIE REPRESENTATIVE'S SIGNATURE

(X8) DATE

2/

THLE

Any deficioncy statement ending with an asterisk {*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions,) Excepl for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing hoimes, the above findings and plans of correction are disclosable 14
days following the date these documenis are made available to the facllity. [f deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

FORM CMS-2567(02-99)} Previous Versions Obsclete

Event ID: MG461

Faciity ID: 13GC80
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phable. to g0 back el dp an
Individual #3's medical record was reviewed and ol on Masiclent # 2
did not include a completed nursing assessment 1 LANeun d
;o&tg‘e first quarter {(January, February, March} of slau i {elertto htiijf»
' el - Abhel cetl
During an interview on 11/20/14 from 11:09 a.m. - Deern Jvouw el toen
12:25 p.m,, the LPN stated the first quarter review LNAIND ahe. tip o date
had been missed.
i 2
The facflity failed to ensure Individual #3's nursing MNuyroe R ESPD?"“IL el l/au.{ /3" /f'-'f
assessments had been completed on a quarterly
basis. Tait feorclepth Wwict be pet
W 434 | 483.470(f)(3) FLOORS W 434
R et Achedautes AL
The facility must have exposed floor surfaces and heMe Sy CLLL L\
floor coverings that promote maintenance of . ad Far cluntolth bl
sanitary conditions. i § bﬁ__mng\l—- or o i
Ln SarmL- : l
e e penenlole. Y e
This STANDARD is not met as evidenced by:
Based on observation and staff interview, it was < ALl bhoob = Ok Reapioeed
determined the facility failed to ensure the facility o - -
floor was Kept in good repair for 8 of 8 individuals ot * U-chUz/kL{& M MML{'%!
(individuals #1 - #8) residing at the facility. This tod- GMEP Rispsnenigd Lo l7—:’ab{ <
resulted in the environment being kept In ill-repair .
and the creation of unsanitary conditions. The = Ph To fk;;\f&bu oL !f»l:f)[()
findings include: Qv euss ed- yweit-terRTvaiue A
1. The House Manager accompanied the an)(ﬁw\'fhh/ GA ard atl udedl
surveyor during an environmental review on adde b o ac i Lagd
11/20/14 from 2:00 - 2:25 p.m. During that time, ttems
the folfowing concerns were noted: D 8 Zs M%}UZQ h L ! 2/%{{ ¢ f
- There were several stains, approximately 2
inches wide by 1 inch in length, outside of
Individual #1 and Individual #7's rcom.
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- In the area between Individual #1 and Individual Cecrpet g £ lobeer 1
#7's room, it appeared the carpet had unraveled 4 [ 4 o
exposing a 5 1/2 foot long by one inch wide area. 7Lb Ll% MPIMCC "')\7/ 3}" )
Lol {
- In the dining room area, there were numerous P\me ! QS\DDH% b\i’ /ﬁ"ﬂg
staln pattems circular to irregular in shape and N
size ranging from 3 inches to 5 inches in g .
diameter, H e a U‘/wi(—h/j
wanlthrough b idernt &
- Carpet stains were also observed in Individual v ‘
#1 - #5's rooms and Individual #7 - #8's rooms Cbh\[ Neecledl Ol thest
and the medicaiion room. Nerc o e oleeined o oth
Je bt
On 11/20/14 at 2:25 p.m., the House Manager o PER C,Dﬂ\]b’[ﬁ/(:la? o lorey with mnﬂ\‘vmé ufe
acknowledged the carpeting had unraveled ' lds i &
between Individual #1 and Individual #7's room HMm p\‘esfbn%l’ I@“‘ 21/33} }H&
and there were numerous stains throughout the
facily. Dace Ltad ) i Ketradic!
The facility failed to ensure the carpeting was A N eel el ASIDLLLD
maintained in a clean and sanitary manner. & Cleantd O / ‘#
W 440 | 483.470(i)(1} EVACUATION DRILLS W 440 a0 Wb
]
The facility must hold evacuation drilis at least { /5 Omﬁyt, 7 {/ b\/ 12 Bofts”
quarterly for each shift of personnel. M’ / P
This STANDARD is not met as evidenced by: L 411 howor PSRWLLL e
Based on record review and staff interview, it
was determined the facility faifed to ensure RAuveiwed FHERTT LL{ at
evacuation drills were conducted quarterly for L/
each shift for 8 of 8 individuals (Individuals #1 - GA- wech au- rapckach W
#8) residing in the facility. This resulted in the wrtenars
potentiat for the facility and staff not being able to cicldel 7D /1% .
determine individuals' responses or identify 7D Tha -Phacn baett e
problem areas. The findings include: ot et ﬁ””m
(AN,
1. The facility's evacuation drili records, dated F{D 1/51 25, P DI “’{LQ hbf / 7] @§ if / %
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11/18/13 through 10/30/14, were reviewed and
did not include evacuation drllls for the following
quarters on the following shifts:

- The second quarter of 2014 (April, May, June)
for the night shift {(10:00 p.m. - 6:00 a.m.).

- The fourth quarter of 2013 or 2014 (Ociober,
November, December} for the night shift {10:00
n.m. -5:00 a.m.}.

When asked, the House Manager stated during
an interview on 117184 at approximately 7:45
a.m., the specified evacuation drills were missing.

The facility failed fo ensure evacuation drills were
conducted on a quarterly basis for each shift.
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M 000 16.03.11 Initlal Comments M 000

The following deficiencles were cited during the
annual licensure survey conducted from 11/17/14
to 11/2014.

The survey was conducted by;

Karen Marshall, MS, RD, LD, Team Lead
Ashley Henscheid, QIDP

MM380; 16.03.11.120.03(a) Building and Equipment MM380
The building and all equipment must be in good ‘ /\}#\M ) o L_, Pl p,!é

repair. The walls and floors must be of such
character as to permit frequent cleaning. Walls
and ceilings in kitchens, bathrooms, and utility
rooms must have smooth enameled or equally
washabte surfaces. The building must be kept
clean and sanitary, and every reasonable
precaution must be taken to prevent the entrance
of insects and rodenis,

This Rule is not met as evidenced hy:

Refer to W434,

MWM412| 16.03.11.120.04{m) Furniture and Equipment MM412

All furniture and equipment must bs maintained in
a sanitary manner, kept in good repair, and must
be so located to permit convenient use by
residents,

This Rule is not met as evidenced by:

Based on observation and staff interview, it was
determined facility failed to ensure all fumniture
was kept in good repair for 1 of 8 individuals BASHITY 2
(Individual #5) residing in the facility. This
resulted in Individual #5's chest of drawers being
kept in #il-repair and in a manner that did not
permit ease of use. The findings include:

~)

ESENTATIVE'S SIGNATURE ITLE {X6) DATE
v JA/// V
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. The House Manager accompanied the 1
surveyor during an environmental review on b\f Iz £$ . ,O b
11/20/14 from 2,00 - 2;25 p.m. During that time, Fricu e N n W Be/fils
the following was noted for Individual #5's e AL F >lbb
five-drawer chest of drawers:
S HM 7Y
~ Four of 10 drawer pulls were missing. o & A P ML W&E’.&Lf Wil
+h rough with acl Gk
- The track undemeath the second drawer was : _
detached from the back and when opened, the AL m‘_) Oi’mt% oweldo 1O
drawer fell forward out of the wooden frame. Meaunieriance. Lot
2
On 11/20/14 at 2:25 p.m., the House Manager Hm Respornsuble by {3a/1 <
said the pulls were missing and the track
underneath the second drawer was detached » Am sth h/ Howor Tnawnfenaitc
from the back.
ot ke compPlke of foytie | Howat
The facllity failed to ensure repairs were FrLina 5¢ - ioeth ALl ofemi Rieetens o
maintained for Individual #5's chest of drawers. By 4 Ny loled 1D thd
- . 24
MM766 16.03.11.270.03{c){ili) Periodic Reevaluation MM788 | f¥igzon farrartt Led :
Ht Responsthle ay (30 7y
The periodic reevaluation of the type, extent, and o _
quality of services and programming; and e
This Rule is not met as evidenced by,
Refer to W336. L/
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