
I D A H 0 D E P A R T M E N T 0 F 

HEALTH & WELFARE 
C.t. 'BUTCH" OTIER -Governor 
RICHARD M. ARIASTRONG- Dlreclor 

May 1, 2015 

Thair Pond, Administrator 
Tomonow's Hope- Eagle 
1655 Fail.'View Avenue, Suite 100 
Boise, ID 83702 

RE: Tomorrow's Hope- Eagle, Provider #13G047 

Dear Mr. Pond: 

.' 

DEBRA RANSOM, JW.,RH.I.T., Chief 
BUREAU OF FACILITY STANDARDS 

3232 Elder &!eel 
P.O. Box 83120 

Boise, ID 8312o.«JD9 
PHONE 208-334-$/l26 

FAX 208·364-1888 

This is to advise you of the fmdings of the Medicaid/Licensure smvey ofTomonow's Hope-. 
Eagle, which was conducted on Apdl21, 2015. 

Enclosed is a Statement of Deficiencies/Plan of Correction F01m 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 conective 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 
May 1, 2015 
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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 ofbelng notified of the deficiencies. Please keep this ln mind when preparing your 
plan of correction. For cm1·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 Correction, retutn the original to this office by 
May 13, 2015, and keep a copy for your records. 

You·have one oppmiunity to question cited deficiencies through an lnfotmal dispute resolution 
process. To be given such an opportunity, you are required to send your written request and all 
required information as directed ln the State Infonnal Dispute Resolution (IDR) Process which 
can be found on the Intetnet 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 May 13, 2015. If a request for informal dispute resolution is 
received after May 13, 2015, the request will not be g!'anted. 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. · 

ASIILEYHENSCHEID 
H()alth Facility Surveyor 
Non-Long Tenn Care 

AH/pmt 
Enclosures 

~~ 
NICOLE WISENOR 
Co-Supervisor 
Non-Long Tenn Care 
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W 001) INITIAL COMMENTS 

The following deficiencies were cited during lhe 
complaint and annual recertlncatlon smvey 
conducted from 4/14/15 to 4/21/15. 

The survey was conducted by: 

Ashley Henscheld, QJDP, Team lead 
Trlsh O'Hara, RN 

Common abbreviations used in this report are: 

CFA- Comprehensive Functional Assessment 
DCS - Direct Care Staff 
HRC- Human Rights CommiUee 
ICFs/JD- Intermediate Care Facilities for 
Individuals With Intellectual DlsablliUes 
IDAPA • Idaho Admlnlstrallve Procedures Act 
leP , Individual Education Plan · 
IPP- Individual Program Plan 
LPN - Licensed Practical Nurse 
MAR -Medication Mministratlon Record 
mg- milligram 
PQ • Para·Ouallffed Intellectual DlsabiiHies 
Professional 
QIDP- Qualified Intellectual Disabilities 
Professional 
RN -.,Registered Nurse . 

W 107 483.410(b) COMRLJANCE W FEDERAL, STATE 
&LOCAL LAWS 

The fadllly must be in compliance with all 
applicable provisions of Federal, State and local 
Jaws, regulations and codes pertaining to health. 
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Any defictenoy slmement ending with an Mterlek (') denotes a defi<:ienoy which lhelnstllullon may be excused from corwcUng providing HIs de!e!Tl11nod that 
oUter safeguards provkJ11 sufficlent prolection to the patients. (See- fnslructions.) l!xeept for nursing homes, tha findings slated above are discfooablo 90 days 
folfovlfng the tlate ofauNeyWhether or nota plan ofoorracUon Is provided. FM nuralng homes, the above firldfngs and plans of rorreotlon are dlsclosabfo 14 
daye. following the dale the~ documents afe made available to the faciltty. If deflolenclea aro cited, an approved plan of correction Is requisl!e to continued 
p<O!Jml)l partlclj>mlon. 
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This STANDARD Is not met as evidenced by: 
Based on review of state rules, record review 

and staff Interview, It was detennlned tile facility 
failed to maintain compliance wHh all applicable 
provisions of state rules. This failure directly 
impacted 3 of 3 individuals (Individuals #1 • #3} 
whose medical records were reviewed and had 
the potential to Impact all Individuals (Individuals 
#1 - #6} residing In the facility. This resulted In 
unauthorized repackaging of medication by 
nursing and a lack of required professional 
nursing oversight. The findings Include: 

1. lndlvldual#2's IPP, dated 3/12/15, documented 
she was a 36 year old female wHh diagnoses 
Including seizure disorder. 

Individual #2's MAR for 311/16-3125116 
documented she had been receiving lwo 600 mg 
lablels of DepaKote (an anti-epileptic drug) In the 
morning and In the evening, and one 500 mg 
tablet with a 260 mg lablet at noon each day. 
The MAR lndloated Individual #2 was out of the 
facillty 3/26/j 5 and 3/27/16. New Depakote 
orders were lnHiatedat 8:00p.m. on 3127/16. . , 
Orders Were entered and signed bY the LPN on 
the MAR on 3127/15 for one Depakote 500 mg 
tablet and one Depakote 260 mg fable! to be 
given at 7:00a.m. and 8:00p.m. each day. 

Individual #2's record Included an en(ly In the 
nursing progresa notes, dated 3127/16, explaining. 
Individual #2 had been discharged from a local 
hospHal on that date wilh a dosage change for 
Depakote. The entry stated "Med changas made 
-repackaged Depakote for new order and MAR 
updaled." The entry was signed by the LPN. 

In a telephone lnleiVlewon 4/21/15 at 10:40 a.m., 
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W 107 Continued From page 2 
the LPN stated "I essentially repackaged250 mg 
Depakota tablets" in order to provide Individual #2 
with the new Depakote dose. 

In an undated written statement, receiVed by this 
surveyor on 4/21/15at 11:00a.m., the same LPN 
wrote "The dose change was for a decrease In 
Depakote. There were $Uffident mads on hand 
at the House {sic] to get through the weekend If 
repackaged In the appropriate dosing ordered. I 
repackaged Depakote, documented this in the 
Progress notes {sic] and informed the House 
Nurse [sic} on Sunday March 29, that a new order 
was written and that new mads would need to be 
picked up from Pharmacy [sic] on Monday." 

However, the rules of the Idaho State Board of 
Pharmacy (IDAPA27.01.01) do not Include 
allowances for LPNs to repackage medications. 
The rules state: 

27.01.01.146. REPACKAGING. 
A pharmacy may repackage a drug previously 
dispensed to a patten~ pursuant to !he patient or 
the pa!ienrs. agent's reques~ it. (4-11-15) 

01. Unit [lose. The drugs are repackaged into 
unit dose packaging. (4-11-15) · 

02. Pharmacist VerifloaUon. The repackaging 
pharmacist verifies: (4-11-15) . 

a. Tlie'tdentity of the previously dispensed drugs 
as matching the label on the container that the 
drugs were Initially dispensed within; and 
(4·11-16) 

b. The validity and accuracy of the orlglnal 
prescription dmg order. (4-11-16) 
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W 107 Continued From page 3 

In an Interview on 4/20/15 at 10:00 a.m., the 
nursing supervisor said she was not aware that 
repackaging medications was outside the scope 
of practice for.llcensed nurses. 

The facility failed to ensure medications were 
package by authorized personnel in aocordance 
wlth state law. 

2. Refer to W345 as it relates to the lack of 
professional nursing oversight of staff as required 
by the Idaho Board of Nursing at IDAPA23.0i.01. 

W 120 483.410(d)(3) SERVICES PROVIDED WITH. 
OUTSIDE SOURCES 

The facility must assure that outside services 
meet the needs of each cRent. 

This STANDARD Is not mat as evidenced by;. 
Based on· observation, record review· and staff 

Interview, It was determined the facility f<liled to 
ensure outside services met the needs for 1 of 1 
individual (Individual #1) who attended a local 
school. This resulted in a lack of coord!natlon of 
services with the school and an individual being 
placad_ln a time-out room where constant visual 
supervision could not be maintained. The 
findings include: 

1. Individual #1's IPP, dated 9/22/14, dorumented 
a 14 year old female Whose. dlag noses Included 
autism and profound mental retardation. She 
attended a local middle school Monday through 
Ftiday from 8:30a.m. to 3:30p.m. 

An observation was conducted at Individual #1's 
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W 120 Continued From page 4 
school on 4/14115 from 1:451o 2:40p.m. 
Individual #1's teacher was Interviewed on 
4114/15 at 2:40p.m. The teacher stated he 
communicated with the facility using a 
communication log and he would speak with and 
email the PQ. The teacher stated Individual #1 
had come to school wit~ unexplained Injuries and 
that her clothes were too small for her. The 
teacher further·swted Individual #1 had toileHng 
accidents, but was not always sent wilh extra 
clothes to change Into. 

The teacher also stated Individual #1 engaged In 
aggressive and elopement behavior. The teacher 
stated the PQ had attended Individual #1's IEP 
meeting, but he had not been invited to Individual 
#1's IPP meeting at the facility. The teacher 
stated he did not receive a copy of !he IPP or any 
of Individual #1's training or beha~ior programs 
from the facility. The teacher stated Individual #1 
did have a behavior plan at the school which had 
been developed by S<Jhool staff. The teacher 
stated Individual #1's behavloraflnterventions at 
the school included the use of a quiet room. The 
teacher stated Individual #1 would only be placed 
In the quiet room for a mexlmum of 4 minutes as 
the room would make her angrier. 

The quiet room was observed on 4/14/15 at 3:10 
p.m. 'fhe door to the room was metal with an 
approximately 12 Inch by 6 Inch window. The 
door handle had a lock on the outside of the door. 
The teacher, who was present during the 
obseJVatlon, stated the door could be locked, but 
the lock was not used. The teacher stated when 
Individual #1 was placed in the quiet room, the 
door was shut until ~ latched and staff would hold 
the door shut with their foot. When standing 
outside of the room and looking through the door 
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W 1:20 Continued f'rom page 5 
window, the front corners and the floor of the 
time-out room could not be seen. · 

lndividual#1's IEP and school behavior plan, 
dated 10114114, were reviewed .. Information 
regarding the use of the quiet room could not be 
found. 

The communication log exchanged by the school 
and facllll)l was reviewed. The entnes were dated 
2/10116-4114115. One.entry from the school, 
dated 2/25115, d<leumented IndiVIdual #1 
engaged in a maladaptive behavior and was 
placed in the quiet room. Additional 
schooJ..wrltlen entries documented requests for 
the facility til send clothing as well as notation of 
injurle.s. 

Interviews were conducted with three direct care 
staff on 4117/16 from 12:36-3:13 p.m. DCS A 
stated the staff assigned to Individual #11n the 
afternoon was responsible for reading the 
communication log and responding as needed •. 
DCS A stated Individual #i's morntng staff was 
responsible for entering a summary of Individual 
#1's morning. DCS B slated she was not sure 
who was responsible for wrltlng to the school In 
the communication log, but she had written In the 
book before. DCS C stated she had never seen 
the communication log. 

All three of the staff Interviewed described the 
process for documenting Items that came Into, 
and out of, the' facility. They each stated on a 
monthly basis individuals' clothes were checked 
for appropriate fit and "checked our• on the 
Individual's inventory sheet, with initials from two . 
staff, if they were lll·frtting or In bad condition. 
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W 120 Continued From page 6 
Additionally, each of the three staff stated they 
were trained to monitor for injuries. They each 
stated when an Injury was noticed, they would 
notifY a member of their supervisor team and/or 
the nurse and document the injury. 

During an inte!VIew on 4/20/16 from 11:CO a.m.-
12:16 p.m., the PQ was asked about the lime-out 
room. The PQ staled she had not conducted an 
observation at the school and she had not 
observed the time-out room. Individual #1's IEP 
documented the PQ requested notification for any 
use of tile tlme-<>ut room and the PQ stated she 
had not received any notlftcat!ons. The PQ 
stated she thought If they were going to use the 
time-out room, a staff would go Into the room with 
Individual #1. The PQ stated the time-out room 
had not been Incorporated into Individual #1's IEP 
or behavior plan. 

Further, the PQ stated she had shared Individual 
#i's programs with tl1e school but she would 
send them again. The PQ stated she recognl~ed 
that documentation In the communication log · 
could improve, however, she stated she had 
additional communication directly with Individual 
#1's teacher via a-mall and telephone often. The 
PQ stated In that communication the teacher 
brought up Individual #1's tolleting accidents and 
also rapcrled l.ndlvldual #1-was having problems 
with fulling asleep In class. ThePQ stated they 
discussed the Issues at length and she provided 
the teacher with sleep charts to document lhe 
napping. 

AddiHonally, durtng the same Interview, the PQ 
stated Individual #1 was a very active girl and her 
frequent Injuries were documented in her record 
and in h.er communication log to school as much 
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W 120 ConVnued From page 7 
as possible: The PQ stated the origin of her 
Injuries was always known. 

Individual #1's injuries, from 1/1/15 • 4/14/15, as 
documente<J In facility Progress Notes were 
reviewed with the PQ. On 4/21/15 at 
approximately 8:16a.m., the PQ provided 
corresponding documentation for explanation of 
each of Individual #1's documented injuries. 

During the Interview on 4120115 at 11:00 a.m., the 
PO stated the facility checked each individual's 
clothing monthly and discarded 111-filtlng or 
faltered clothes and documented the disposal on 
the Individual's inventory sheet with an 
explanallon and the lntlals of two staff. 

During an Interview on 4121/15 from 11:10-11:47 
a.m., the QIDP stated she was not aware of the 
time-out room used by the school because it was 
not Incorporated Into Individual #i's IEP. The 
QIDP slated she had not conducte<J,observatlons 
at the school. 

The facility falle<J lo ensure Individual #1!s 
services were sufficiently coordinated wlth the 
school. 

W 136 483.420(a)(11) PROTECTION OF CLIENTS 
RIGHTS· 

The facility must ensure the rights of all clients. 
Therefore, the facility must ensure that clients 
have the opportunity to participate In social, . 
religious, and community group activities. 

This STANDARD Is not met as evidenced by: 
Elased on record review and staff tntervlew, it 
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W 136 Continued From page 8 
was determined the facility failed to ensure the 
opportunity to parUclpate In c_ommunity integration 
activities vias offered to 2 of 3 Individuals 
(Individuals #1 and #2) whose outing records 
were reviewed. This resulted In community 
Integration opportunilles being denied to the 
Individuals. The findings Include: 

1. Individual #1's IPP, dated 9/22114, documented 
a 1~ year old female whose diagnoses Included 
autism and profound mental retardation. 

Her IPP contained a service objective which 
stated "[Individual #1]wlfl go on desired 
community outings." Individual #1's behavior 
plans, dated 3/20/15 and 11/1/13, documented 
Individual #1 should "Go on outing (sic} at least 
once a week." Additionally, Individual #1's 
Elopement Behavior lntervenlion Plan, dal\1d 
3/20/16. documented she required 2 staff to 
acCompany her In the community. lndivlduai 111's 
IPP documented her Interests as her bike, the 
computer, Teletubbles, Super Nlntendo, walks, 
Leges, wooden puzzles and putting objects Into 
herwagon. · 

Community Recreation Notes, dated 1/2016-
3/2015, were reviewed and documented she had 
participated In the following: 

January 2015- The record documented Individual 
#1 was picked up from the bus stop seven times 
between 111 and 1/16. On 1/16 Individual #1 
went to the gas station for a cracker. None of the 
actlvllfes were related to Individual #1's 
documented Interests. 

February 2016 • The record documented on 216 
Individual #1 '\vas plcJ<.ed up at school and came 
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home." Additionally, Individual #1 wenl out for 
dinner on 2/19 and on 2126 went shopping for 
clothes. None of lhe actlvilles were related to 

· Individual #1's documented interests. 

March 2016- The record documented on 3/10 
Individual #1 went to the grocery store and 
"wanted to Interact wllh other kids." Individual #1 
was taken out for dinner twice during the month. 
The actlvllles were documented as "group 
outings" with no less than 3 of her roommates. 
On 3/22 Individual #1 wen I to the park with all of 
her roommates and on 3125, Individual #1 was 
taken to a fast food restaurant lor Ice cream. 
Due to Individual #1 'sin teres! in taking walks, the 
3/22 park visit would be the only outing related to 
Individual #1's documented Interests. 

During an Interview on 4120116 from 11:00 a.m.· 
12:16 p.m., lhe PQ and H.ome Manager 
confirmed the collected data was correcL They 
stated th~; lack of community outings for 
Individual #1 was partially due to a lack of staff 
and partially due to Individual #1's recent Increase 
in maladaplive behavior. The PQ and Home 
Manager slated at one point they only had 2 staff 
approved to drive the facility van. The PQ slated 
she was training staff about community' 
documentatlon, as she recognized that being 
picked up from the bus stop dl(l not constitute an 
oullng. 

The facility failed to ensure Individual #1was 
provided lhe opportunity to participate in 
community integrallon activities of Mr Interest 
and choice. 

2. Individual #2's IPP, dated 3/12115, documented 
a 36. year old female whose dlagnos!l1llncluded 
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profound mental retardation. 

Her IPP contained a service objective which 
stated. "{Individual #2] will go on desired 
community outings. At leas! 4 times per month 
[ sicf' and documented her interests as goihg to 
the store for a soda and hot dog, going for a ride, 
going out toea~ and seeing her guardian. 

Community Recreatlon Notes, dated 1/2015-
3/2015, were reviewed. Her January and 
February 2015 notes did not document that she 
had conslsfently participated In activities of her 
Interest and choice, as follows; 

January 2015- The recard documented Individual 
#2 went to the grocery store two times. No 
personal purchases were noted. <!he also went 
to the gas staHon to purchase a soda once. Only 
one activity reffecled an ac!Mty related to 
IndiVIdual #2's interests or choices. 

February 2015 ·The record dOcumented one 
outing to a doctors appointment One trip to a 
nearby winter carnival was counted as four 
outlngs, including two stops at gas station . 
rest(ooms enroute and lunch at a restaurant 
during the activity. Individual #2 also went to the 
grocery sfore twice wilh no personal purchases 
noted, and once to the gas sfatlon to purchase a 
soda. Only two outings were related to Individual 
#2's Interests or choices. 

In an Interview on 4/20/15 from 11:00 a.m.- 12:15 
p.m., the facility PQ confirmed the collected data 
was correct. She stated the lack of community 
outings for lndMdual #2 was due to new staff 
being hired but not trained to take Individuals into 
the community. 
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The facility failed to e·nsure Individual #2 was 
provided lhe opportunity to participate In 
community aotivl!les based on her Interests and 
choices. 

W 167 483.420(d)(4} STAFF TREATMENT OF CliENTS 

If !he alleged violation is verlfted, appropriate 
corrective action must be taken. 

This STANDARD is not met as evidenced by; 
Based on observation, review of incident reports 

and Investigations, policy review and staff 
Interviews, It was determined the facility failed to 
ensure appropriate corrective actlon was taken, 
which directly Impacted 2 of 6 Individuals 
(Individuals tfJ. and #4} for whom Incidents were 
reported and had the potential to Impact all 
Individuals (lndivldualo #1 -#B) residing In the 
facility. This resulted in a lack of sufficient 
corrective action being Implemented. The 
findings Include: 

1. The facility's abuse procedure, undated, 
lnol~ded 3 levels of abuse, v'lhich Included: 

• Level1: Minor individual rights violations, such 
ao discussing Individuals in front of others, not 
ensuring dOOr$ are closed to proteot·pr!vecy, eta. 

- Level 2: Violatlon• 9f the Individuals' rights or 
abuse which may be emotionally or physically 
damaging such as displaying extreme anger, 
cursing, arguing, etc. 

- Level 3: VIolations which may place the 
Individuals In Immediate danger, such as hitting, 
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W 157 Continued From page 12 
kicking, or billng individuals, having sexual 
cqntact with Individuals, etc. 

lhe procedure stated all violations would be 
reported, documented and corrective action 
would be taken. 

ihEl facility's incident reports were revlev.ed and 
included a report, dated 7121114 at 11:15 a.m. 
The report documented staff found Individual #4 
(who was a 21 year old maiEl) and Individual #2 
{who was a 36 year old female) in the basement 
of the facility. IndiVIdual #4 was holding Individual 
#2 by the shoulders and kissing her on the lips. 
The report documented Individual #2 was holding 
onto Individual #4's hips. 

lhe report stated Individual #4 had kissed others 
before and had a behavior plan in place to 
address his Inappropriate touching of others. The 
report stated staff were trained not to leave 
Individual #4 unattended wllh other Individuals, In 
response to the incident. 

However, on 4117/15 at 8:33a.m., Individual #4 
was observed to be laying on top of Individual #2, 
who was laying on the couch In \he downstairs 
living room. Staff were not observed to be 
present In the dovmstalrs area. 

In an Interview on 4117/15 at 3:30 p.m., the PQ 
stated staff should have been supervising 
Individual #4 In the downstairs living room 
because Individual #2 was present. 

lhe facility failed to ensure the re-training of the 
staff to not leave Individual #4 unsupetvlsed was 
sufficient to ensure Individual #4 did not 
lnapproprtately touch Individual #2. 
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W 169 483.430(a) QUALIFIED MENTAL RETARDATION 
PROFESSIONAL 

Each clienrs !lllUve treatment program must be 
Integrated, coordinated and monitored by a 
qualified mental retardation professional. 

This STANDARD Is not me! as evidenced by: 
Based on observatlon, record review and staff 

in!eJView, it was detennined the facility failed to 
ensure the QIDP provided sufficient monitoring 
and oversight v.!Jich directly Impacted 3 of 3 
Individuals (Individuals #1 -#3), and had the 
potential to Impact all Individuals (Individuals #1 -
#6) resldlngJn the facility. That failure resulted In 
a lack of sufficient QIDP monitoring and oversight 
being provided. The findings Include: 

1. Refer to W120 as it relates to the facility's 
failure to ensure the QiDP ensured sufficient 
coordination was provided for outside services. 

2. Refer to W136 as n relates to the facility's 
failure to ensure the QIDP ensured individuals 
had the opportunity to participate In community 
Integration acllvi!/es of their Interest and choice. 

3. Refer to W157-as.lt relates to the facliity's 
failure to ensure the QIDP ensured sufficient 
appropriate corrective action was implemented In 
response to ali incidents. 

4. Refer to W186 as It relates to the facility's 
failure to ensure the QIDP ensured sufficient 
direct care staff were provided to manage and 
supervise individuals In accordance with their 
IPPs. · . 

6. Refer to W216 as It relates to the facility's 
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W 159 conlinued From page 14 
failure to ensure the QIDP ensured individuals' 
dental needs were comprehensively assessed. 

6. Refer to W249 as It relates to the facility's 
failure to ensure the QIDP ensured an Individual 
received training and services consistent with his 
program plans. 

7. Refer to W289 as It relates to the facility's 
failure to ensure the QIDP ensured an individual's 
behavioral intervention methods included 
sufficient lnformallon to direct staff. 

W 186 483.430(d)(1·2) DIRECT CARE STAFF 

The facility must provide sufficient direct care 
staff to manage and supervise clients in 
accordance w!lh their individual program plans. 

Direct care staff are defined as the present 
on·duty staff calcufaled over all shifts in a 24-hour 
period for each defined residential living _unit. 

This STANDARD Is not met as evidenced by: . 
Based on record review and staff Interview, it 

was determined the facility failed to provide 
sufficient direct care staff to manage and 
supervise Individuals in accordance w!th their 
lPPs for 6 of 6lndlviduals (Individuals #1 • 116) 
residing In the facility. This had the potential to 
Impede staffs' ability to consistently meet 
indlvl.duals' nighttime need$. The findings 
Include: 

i. During the entrance eonference on 4114115 at 
approximately 9:00a.m., \he Administrator staled 
morning and afternoon shifts requlrea 3 ·4 staff, 
and lhe preferred number of night shift (10:00 
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W 186 Continued From page 15 
p.m .• 6:00a.m.) staff was 2. 

Individual #2's Behavior Intervention Plan for 
aggression, SIB and obsessing, dated 8125/14, 
stated "Use 2 staff In the area when (Individual 
#2) begins to be dlfficull" Individual #2's Night 
Time Sleep Chart, from 1/2016-3/2015, was 
reviewed. The !racking documented multiple 
evenings Individual #2 was "Awake and Active" 
for 3 hours or more on the night shlff. However, 
the facility's timecards from 111/16 - 4/16/16 did 
not document 2 staff were present, as follows: 

January 2015: Individual #2 was awake for 3 or 
more llours 12 nights of the month. Examples 
lnclud<!d, but were not limited to, the following: 

- 1/3: Individual #2's tracking documented she 
was "Awake and Active" from 10:00 p.m.- 2:00 
a.m. The facility's timecards documented only 
one staff on-duty for the entire shift. 

• 1/12: Individual #2's tracking documented 'she 
was "Awake and Active" from 10:00 p.m.- 3:30 
a.m. Individual #2 then woke up for the day at 
6:30 a.m. The facility's timecards documented 
only one staff on-duty for the entire shift. 

- 1127: Individual #2's tracking documented she 
was "Awake and Active" the entire night shift 

. (10:00 p.m. - 6:00a.m.). The facility's timecards 
documented only one staff on-duty for the entire 
shift. 

Further, the facility's timecards also documented 
only one staff' for all, or most, of the night shift on 
1/1, 1/4' 1/6, 1f7, 1/8, 1/9, 1/11, 1/13-1/16, 1/18 
• 1126 and 1/28- 1/31. 
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W 186 Continued From page 16 
Februaiy 2015: Individual #2 was awake for 3 or. 
more hours 7 nights of the month. Examples 
included, but were notllmiled to, the following: · 

-212: Individual #2's tracking documented she 
was "Awake and Active'' the entire night shift 
(iO:OO p.m. -6:00am.). The facility's timecards· 
documented only one staff on-duty lor the entire· 
shift. 

• 2111: Individual #2's tracking documented she 
was "Awake and Active" the entire night shift 
(10:00 p.m.· 6:00a.m.). The facility's timecards 
documented only one staff on-duty until a 
morning staff arrived at 4:00a.m. 

- 2127: Individual #2's tracking documented she 
was "Awake and Active" from 10:00 p.m. -12:30 
a.m. and from 1:00- 2:30a.m. Individual #2 then 
woke up for the day at 6:30a.m. The facility's 
timecards i:Jocumented only one staff on-duty for 
the entire shift. 

Further, the facility's timecards also dccul'(lented· 
only one staff lor all, or most, of the night shift on 
211, 213- 216, 219, 2119, 2125 and 2128. 

March 2016: Individual #2 was awake lor 3 or 
more hours 10 nights of the month. Examples 
Included, but were not llmlled to, U1e following: 

- 311: Individual #2's tracking documented she 
was ''Awake and Active" the entire night shift 
(10:00 p.m. ·6:00a.m.). The facility's timecards 
documented only one staff on-duty for lhe entire 
shift. 

- 3/8: Individual #2's tracking documented she 
was "AwakeapdActive' from 10:00 p.m. -1:30 
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W 186 Continued From page 17 
a.m. Individual #2 then woke up for the day at 
3:30 a.m. The facility's timecards documented 
only orie staff on-duty for the entire shili. · 

- 3/1'5: Individual #2's tracki~g documented she 
was "Awake and Active" from 11:00 p.m .• 6:00 
a.m. The facility's timecards documented only 
one staff on-duty for the entire shift. 

Further, the facility's timecards also documented 
only one staff for all, or most, of the night shift on 
3/2 "3/5, 3f7, 3/9-3/13, 3/16-3/18, 3/24-3126 
and 3131. 

With only one staff on duty, It w.ould not be 
possible to Implement Individual #2's plan for 
aggression, SIB and obsessing. 

On 4117/16 at approximately 10:00 a.m., the 
Home Manager stated they had been short 
staffed for at least 6 months. She staled they 
tried to share staff from sister facllllles and fill 
shifts as best they could. 

The facility failed to ensure ,individuals were 
provided wilh sufficient direct care staff on the 
night shift. 

W 216 483.440(c)(3)(v) INDIVIDUAL PROGRAM PCAN 

The comprehensive functional assessment must 
Include physical development and health. 

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

InterView, il was determined the facility failed to' 
ensure individuals' CFAslnclude comprehensive 
he?Jih Information for 2 of 3 individuals 
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(Individuals #2 and #3) whose CFAs were 
reviewed. This resurted in a lack of in forma lion 
being available on which to base program 
lntervenllon and health decisions. The findings 
include: 

1. Individual #2'siPP, daled 3112116, documenled 
she was a 36 year old female whose diagnoses 
included profound menial retardation and seizure 
disorder. 

Individual #2's record contained documentation 
showing she had been to a denlist's office on 
3/21/14. An evaluation was not performed due to 
lndlvfdllal #2's non-compliance. Subsequenlly, a 
comprehensive dental exam and treatment was 
performed at a local hospital, under general 
anesthelic, on 10/2/14. 

Individual #2's CFA, dated 3/10/15 and signed by 
lhe PQ, did not address Individual #2's need for a 
dental desensftlzation program to decrease her 
dependence on general aneslhetlc for dental 
evaluation and treatment. 

In an Interview on 4120/15 at 11;00 a.m., the PQ 
confirmed she had compleied the CFA for 
Individual #2 and had not ldenllfted the need for a 
dental desenslllzaffon program. 

The facility failed to ensure Individual #2's record 
Included comprehensive assessment information. 

2. Individual #3's IPP, dated 2126/16, documented 
she was a 37 year old female whose diagnoses 
Included profound mental ret<lrdallon, seizure 
disorder and blindness. 
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W 216 Conlinued prom page 19 
Individual #S's record contained documentation 
showing she had been to a denUst's office on 
2/6/14. An evaluation was not performed due to 
Individual #3's non"<:ompllance. Subsequently, a 
comprehensive dental exam and treatment was 
performed at a local hospilal, under general 
anesthetic, on 6/2/14. 

Individual #3's CFA, dated 2/25/15 and signed by 
the PQ, did not address Individual #3's need for a 
denial desenslllzatlon program to decrease her 
dependence on general anesthetic for denial 
evaluation and treatment. 

In an Interview on 4120115 at 11:00 a.m., the PO 
confirmed she had performed the comprehensive 
assessment for lndiVIdual#3'and had not 
ldentlfled the need for a dental desensitilation 
program. 

The faclllly falleil to ensure Individual #3's record 
Included comprehensive assessment lnformallon. 

W 249 483.440(dX1) PROGRAM IMPLEMENTATION 

As soon as the Interdisciplinary team has 
formulated a ollenfs Individual program plan, 
each client must receive a continuous actiVe 
treatment program consisting or needed 
-Interventions and services In sufficient number 
and frequency to support the aChievement of the 
objectiVes Identified In the Individual program 
plan. 

This STANDARD Is not mel as evidenced by: 
Based on observation, record review and staff 

Interview, It was determined the faclllly failed to 

FORM CM$-2&&7(0NIQ) P!Ovbus Versl<~ll$ Obsolete EventiD:1J4Q11 

PRINTED: 04/30/2015 
FORM APPROVED 

OMB NO. 0938-0391 
(X2l MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUilDING ______ _ 

B. WINO 

10 
PREFIX 

TAG 

Sl'REET ;DQRESS, C!Tl'. STATE, 21? CODE 

1057 RUSH ROAO 

EAGLE; ID 83616 -

PROV10.R'S PIAN OF CORRoCTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS.REWERENCEDTO THE APPROPRIATE 
DEFICIENCY) 

W216 

W249 

04121/2015 

... 

Padlity IO; 13G04'1 If conijnuatlon shea! Page 20 or 00 



05/12/2015 TUE 10:53 FAX 208 319 0765 TomorroWs Hope ijl]022/038 

PRINTED: 04/3012015 
FORM APPROVED 

OMB NO 0938-0391 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF OEFICIENCJE.S 
AND fll.AN Of CORRECTION 

(XI) PROVlDER/SUPPLIER/CI.fA 
IDENTifiCATION NUMBER: 

13G047 
NAJ.JE Of PROVIDER OR SUPPLIER 

TOMORROW'S HOPE -EAGLE 

(X4) ID 
PREFIX 

TAG 

SUMMARY STAiEMEN:T OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGUlATORY OR LSC lDEN!lFYlNG INFORMATION) 

W 249 Continued From page 20 
ensure Individuals received training and services 
consistent with their program plans for 2 of 4 
individuals (Individuals #1 and #4) whose 
behavior programs were reviewed. This resulted 
in individuals' behavior programs not being 
implemented. The llndings include: 

1. Individual #4's 11/13/141PP stated he was a 21 
year old male whose diagnoses included autism 
and profound mental retardation. 

Individual #4's record included a behavior plan, 
dated 11/19/13, which stated he engaged In 
Inappropriate touching of other people. The plan 
stated Individual #4 would gat to close to others 
and try to rub their face with his hands, kiss them, 
thrust his groin against them or lay on top of 
them. 

The plan stated Individual #4 was not to be 
unsupervised In a room vAth other individuals. 

However, on 4/17/15 at8:33 a.m., Individual #4 
was observed to be laying on top of Individual #2, 
who was laying on the couch in the downstairs 
living room. Staff were not observed to be 
present in lhe area. 

tn an interview on 4/17/15 at 3:30p.m., the PQ 
stated staff shoold have been supervising 
Individual #4 In the downstairs living room 
because Individual #2 was present. 

The facility failed to ensure lndividuali14's 
behavior plan was Implemented. 

2. Individual #1's IPP, dated 9/22/14, documented 
a 14 year old female Whose diagnoses· Included 
autism and profound mental retardation. 
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W 249 Continued From page 21 

Individual #1's Elopement B~havior Intervention 
Plan documented under "Environmental 
Controls/prevention [sic!" Individual #1 was to 
"Use her picture s9hedule so she knows what she 
is doing and what fs earning up." 

However, during observations conducted in the 
facility on 4/14/15 and 4/15/15 for a cumulative4 
hours 15 minutes, Individual #1 was not noted to 
ullllze a picture schedule. 

Interviews were conducted with three direct care 
staff on 4117/15 between 12:36 and 3;13 p.m. 
None of the staff had seen a visual schedule for 
Individual #1. 

During an Interview on 4/20/15 from 11 :rio a.m. -
12:15 p.m., the PQ stated they were still trying to 
figure out how to Implement a picture schedule 
that Individual #1 would ullllze. 

The facility failed to ensure Individual #1's 
behavior plan was implemented. 

W 289 483.450(b)(4) MGMT OF INAPPROPRIATE 
CLIENT BEHAVIOR 

The use of systemallc Interventions to manage 
Inappropriate client behavior must be 
Incorporated lnlo the clienrs Individual program 
plan, In accordance with §483.440(c)(4) and (5) of 
this subpart. 

This STANDARP Is not met as evidenced by: 
Based on observallon, record review and staff 

interview, It was determined the facility failed to 
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W 289 continued From page 22 
ensure techniques used to manage Inappropriate 
behavior were sufflclen!ly incorporated into the 
program plans for 1 of 4 individuals (Individual 
111) whose behavioral inteNenlions were 
reviewed. Thls.resulted In a fack of appropriate 
Interventions being In place to·ensure an 
individual's behavioral needs were meL The 
findings include: 

1.1ndlvidual #1'siPP, dated 9/22/14, documented 
a 14 year old female whose diagnoses Included 
autism and profound mental retardation. 

Individual #1 's Behavior Functional Assessment, 
dated 4/13/16, documented she engaged In 
maladaptive behaviors which included tantrum 
and elopement. lndlvldual111's Behavior 
Intervention Plans for each assessed behavior 
were reviewed. The plans did not include 
comprehensive Instructions, as follows: 

a. The Aggression, Tantrum & Property 
deslructlon [:;icjBehavtor Intervention Plan, dated 
11/1/13, defined tantrum behavior for Individual 
#1 as throwing herself to the Hoor or Into objects, 
Clying, screaming and throwing objects. 

However, the plan did not !~elude any Instructions 
to staff for how to Intervene~ Individual #1 
engaged in tantrum behavior. 

During an Interview on 4/20/15 from 11:00 a.m.· 
12:16 p.m., lhe PQ stated staff were to ask · 
Individual #1 what she wanted, block and protect 
and then minimize communication until Individual 
#1 was calm. The PQ si<1ted staff should also 
offer pref~rred activities or Kems. 

Interviews were conducted with three direct care 
Event ID:1J4Q11 
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W 289 Continued From page.23 
staff on 4117115 between 12:36 and 3:13p.m. 
When asked what to do When Individual #1 
engaged In tantrum behavior, staff stated the 
following: 

• DCS A stated she would try to figure out what 
lndlvldual/11 wanted. DCSAstated she would 
only Intervene If Individual #1's behavior was a 
danger to herself or others. She stated she 
would offer Individual #1 calming activities or 
items, such as deep pressure, massage, a 
Weighted blanket or a wann cloth. 

- DCS B elated she would apply deep pressure to 
Individual #1's palms or make funny noises 10 get 
Individual #1 to laugh. DCS B stated she 
extlncted Individual #1's screaming or the 
behavior would escalate. 

- DCS c stated she would not react to Individual 
Iii's behavior or lndlvidual/11 would escalate. 

b. Individual #1 's Elop(lment Behavior 
Intervention Plan, dated 3120115, documented the 
definition of elopement Included "Trying to get out 
of the van on an outing or wandenng away from 
staff on an outing." Additionally, the plan 
documented Individual #1 required two staff "In 
!he community (transport) as she will try to get 
out of the van whenever It stops." 

The plan Included elopement Instructions if 
Individual #1 went out the front door or ran down 
the driveway. However, the plan did not Include 
Instructions to staff relaled to how to Intervene If 
lndividualll1 t~ed to elope from the van. 

During an Interview on 4/20115 from 11:00 a.m.-
12:16 p.m., the Home Manager slated Individual 
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W 289 Continued From page 24 
#1 unbuckled her seat belt in the van often, but 
typically responded to verbal cues to buckle 
herself back into the seat. 

lntel\liews were ·conducted with three direct care 
staff on 4117/15 between 12:36 and 3:13p.m. 
When asked what to do when Individual #1 tried 
to elope from the van, slaff stated the folloi'Ang: 

- DOS A stated she had not seen Individual #1 
exhibit the behavior. DOS A stated she lhought 
staff would pull the vel1icle over and cue 
Individual #1 to sit back down and put on her seal 
belt. 

• DOS 13 stated she had not seen Individual lit 
exhibit the behavior and was not sure what she 
;yould do, 

• DOS 0 slated one time Individual #1 unbuckled 
herself and got up In the van, but returned to her 
seat 'lAth verbal cues from staff. DOS 0 stated 
she was not sure what she would do If Individual 
#1Jumped, or atlempted to Jump, from the van. 

During an lntel\llew on 4121/15 from 11:10-11:47 
a.m., the QIDP stated Individual #t's behavior 
plans were recently updated but were pending 
approval from HRC and had not yet been 
implemented, She stated the new plans now 
Included tantrum Instructions, however, . 
instructions for eloping from the van were missed. 

The facility failed to ensure techniques to manage 
lndlvldual#1's maladaptive behaviors were 
sufficiently Incorporated Into her behaVIor plans. 
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W 346 continued From page 26 
The facility must utilize registered nurses as 
appropriate and required by Slate law to perform 
the health services specified in this section. . . . 

This STANDARD is not met as evidenced by; 
Based on review of the Idaho Board of Nursing 

Rules and Regulations, record review and staff 
lnlel'liews, It was determined the facility failed to 
ensure their registered nurse was utilized as per 
this standard and. as required by state law. This 
directly impacted 3 of 3 Individuals (Individuals #1 
• #3) Whose medical records ware reviewed, and 
had the potential to Impact all individuals 
(individuals #1 -116) residing at !he facility. This 
resulted In the potential for Individuals to 
experience negative Impacts to their health. The 
findings Include: 

1. The Idaho Board of Nursing Rules and 
Regulations (IDAPA23.01.01) state, at IDAPA 
23.01.01.401, that "In addition to providing 
hands-on nursing care, licensed registered 
nurses work and serve in a broad range of 
capacities Including, but not limited to, regulation, 
delegation, managamen~ administration, 
teaching, and case management. Licensed 
registered nurses, also referred to as registered 
nurses or as 'RNs,' are expected to exercise . 
competency in judgment, decision making, 
Implementation of nursing Interventions, 
delegation of functions or responsibilities, and 
administration of medications and treslments 
prescribed by legally authorized persons." 

JDAPA23.01.01.401.02(a) states the functions of 
the RN Include "Assesses the health status of 
Individuals and grpups" and IDAPA 
23.01.01 .401.02(b) states the RN "Utilize~ data 
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W 345 continued From page 26 
obtained by assessment to identify and document 
nursing diagnoses ... " 

IDAPA23.01.01.460 slates "licensed practical 
nurses function in dependent roles·. Licensed 
practical nurses, also referred to as LPNs, 
provide nursing care at the delegation of a 
licensed registered nurse. .. " 

IDAPA23.0'1.01.460,02(a) states the functions of 
the LPN include "Contributes to the assessment 
of health status by collecllng, reporting and 
recording objective and subjective data." 

The facility failed to utilize RNs as required by 
state law, as follows: 

a. Individual #1's 9/221141PP stated she was a 14 
year old female whose diagnoses Included 
profound mental retardation and seizure disorder. 

Individual #1's medical record Included Quarterly 
Nursing Examinations dated 1120/15, .12/~8/14, 
9/25114, and 6126114lhat were completed and 
signed by the LPN. There was no documentation 
the examinations had been reviewed by the RN. 

Additionally, Individual #1's monthly Nursing 
Summaries from 712014 • 312016 were reviewed. 
The forms were signed by the LPN and the PQ, 
but the signature spaca for the RN was blank. 

b. Individual #2's 3/12/16 IPP stated she was a 36 
year old female whose diagnoses include 
profound mental retardation and autism. 

Individual #2's medical record included Quarterly 
Nursing E:xaminatlons dated 1/12/15, 10/8/14, 
7/29114, and 4/17/14 !hat were completed and 
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W 345 Continued From page 27 
signed by the LPN. The1e was rio documentation 

. that examinations had been revle<lfed by the RN. 

Additionally, Individual tf2's monthly Nursing 
Summaries from 9/2014- 3/2015 were reviewed, 
The formswereslgned by the LPN.andthe PQ, 
but the signature space for the RN was blank. 

c. Individual #3's 2126/15 IPP stated she was a 37 
year old female whose dlagnose8 Included 
profound mental retardation and seizure disorder. 

lndivlduill #3's medical record Included Quarterly 
Nursing Examinations dated 417/15, 1/8115, 
10/8/14, and 7/29114 completed and signed by 
the LPN. There was no documention that the 
examinations had been reviewed by the RN. 

Additionally, Individual #3's monthly Nursing 
Summaries from 912014. 3/2015 were revleweil. 
The forms were signed by the LPN and the PQ, 
but the signature space for the RN was blank. 

None of Individual #1 - #3's Quarterly Nursing 
Examinations or Nursing Summaries 

·documented they had been reviewed by the RN. 
Additionally, documentation that the RN had been 
present in the facility or reviewed any aspect of 
Individual #1 -#3's records from 4/1/14 to present 
could not be found. 

The facility utilized a conlracted RN who was 
interviewed by telephone on 4/21/15 from 1:50-

. 2:13 p.m. The RN stated she could nqt 
remember lht<> last time she had been In the 
facility, but stated U could have been a year or 
more. The RN stated she would review and sign 
lhe Quarterly Nursing Examinations or Nursing 
Summarles when she was In the facility, If the 
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reviews were not signed it would Indicate she had 
not been present In the facility. The RN staled 
her "other job' prevented her from coming to the 
facility frequently. When asked about regulations 
governing ICFs/ID, the RN stated she was not 
aware of the specific regulations. The RN stated 
the facility's Nursing SupeJVIsor made daily 
decisions related to the facility and would consult 
with the Social Worker and facility Administrator. 
The RN stated she would rely on the Nursing 
Supervisor to contact her If she had questions. 
The RN stated she was aware the Nursing 
Supei'Jisor was an LPN. 

During an inteiVIew on 4122115 from 9:35- 10:10 
a.m., the facility LPN stated he had worked for 
the company for 18 months and had never met 
the RN. The Nursing SupeJVisor, who was 
present during lhe lnteJVIew, stated the RN used 
to review records every 3- 6 months, but she did 
not know the last time the RN was In the facility or 
had reviewed any of the medical records. 

The facility failed to utiliae a registered nurse as 
appropriate and required by state law. 

W 440 483.470(i)(1) EVACUATION DRillS 

The facility must hold evacuation drills at least 
quarterly lor each shift of personnel. 

This STANDARD Is not met as evidenced by: 
Based on record revtewand staff Interview, It 

was determined the facility failed to ensure 
evacuation drills were conducted quarterly for 
eech shirt of personnel for 6 of 61ndivlduals 
(Individuals #1 • 116) residing in the facility. This 
resulted In the potential for the facility and staff 
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not being able Jo determine indiv!duals' 
responses or identify problem areas. The 
findings Include: 

1. The facility's evacuation drills were reviewed 
and did not Include documentation that 
evacuation drills had been completed for the nigh! 
shift (10:00 p.m. -6:00a.m.} durfng the first 
quarter (January- March} of 2015 and the lhlrd 
quarter {July- September) of 2014. 

During an Interview on 4121/15 at 8:15a.m:, lhe 
Home Manager stated the evacuation drills for 
the ni~h! shift had not been completed. · 

The facility failed to ensure evacuation drills were 
completed each quarter for each shift of swff. 
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M 000 16.03.111nillal Comments 

The following deficiencies were cited durtng the 
complaint and annual ileensure survey conducted 
from 4/14/15 to"4/21/15. 

The survey was conducted by: 

Ashley Henschaid, OIDP, Team Lead 
Trish O'Hara, RN 

MOOO 

MM177 16.03.11.075.09 Protection from Abuse and MM177 
Restraint 

Protection from Abuse and Unwarranted 
Restraints. Each resident admitted to the facility 
must be protected from mental and physical 
abuse, and free from chemical and physical /} 
restraints except when authorl~ed in writing by a 1\ .e).VL fi:J tO IS -::j--
physiclan for a specified. period of Ume, or wlwn () 
necessary in an emergency to protect the 
resident from Injury to himself or to others (Sea 
also Subsection 075.10). 

This Rule Is not met as evidenced by; 
Refer to W157, 

MM19 16.03.11.076.10(d) Written Plans 

Is described in written plans that are kept on fila 
ln.the facility; and 

This Rule is not mel as evidenced by: 
Refer to W289. 

MM20 16.03.11.075.13 Freedom of Association 

Freedom of Association. Each resident admitted 
to the facility must b~rmitted to associate and 

MM197 
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communicate privately with persons of his choice, 
and to participate in activities of social, religious, 
and community groups at his discretion, unless 
medically contraindicated as documented by his 
physician In his medical record. 
This Rule Is not met as evidenced by: 
Refer to W136. 
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MM21 16.03.11.075.17(a} Maxlmi>:e Developmental MM212 
Potential 

The treatment, services, and habilitation for each 
resident must be designed to maximize the 
developmental potential of the resident and must 
be provided In the selling that Is least restrictive 
of the resident's personal liberties; and 
This Rule is not met as evidenced by: 
Refer to VV216 and W249. 

MM262 16.03.11.100.01(c} Private Water Supply MM262 
examination 

If water Is from a private supply, water samples 
must be submitted to the Department through the 
District Public Health Laboratory for 
bacteriological examination at least once every 
three (3} months. Copies of the laboratory reports 
must be kept on file at the fadllty. 
This Rule Is not met as evidenced by: 
Based on record review and staff interview, It was 
deteitplned the fadllty failed to ensure the 
faclllty's water supply was assessed for bacterial 
contamination at least once every three (3) 1 · 

months for 6 of 6 individuals (Individuals #1 -lffl) 
residing in the facility. This resu~ed In the 
potential for IndiVIduals residing In the faclll!y to 
have adverse health consequences from 
contaminated water. The findings include: 
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1. The facility's well test records were reviewed 
and did not Include documentation that !he 
facility's well water had been tested for 
bactertological contamination since 2/13/14. 

During an interview on 4/21/15 at approximately 
8:15a.m., the Home Manager stated the most 
recent test 9.f the faclllty's well water was In 
February 2014. 

The facility failed to ensure Its water supply had 
been tested for bacteriological contamination at 
least once eveJY three months. 

MM38C 16.03.11.120.03(a) Building and Equipment 

The building and all equipment must be in good 
repair. The walls and floors must be of such 
character as to permit frequent cleaning. Waits 
and ceilings In kitchens, bathrooms, and utility 
rooms must have smooth enameled or equally 
washable surfaces. The building must be kept 
clean and sanllary, and every reasonable 
precaution must be taken to prevent the entrance 
oflnsects and rodents. 
This Rule Is not met as evidenced by: 
Based on obseJVation it was determined the 
facility failed to ensure the facility was kept in 
good repair for 6 of 6 individuals (Individuals #i • 
tl6) reaiding in the facility. This resulted in the 
environment being kept In Ill-repair. The findings 
Include: 

1. An environmental review was conducted ai the 
faclllty<m4/16/151rom 11:02 a.m.· 12:00 p.m. 
with the Home Manager. During that time, the 
following was noted: 

-There was a section of unpainted plaster 
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approximately 1 foot by 6 inches on the wall 
between the maintenance closet and the 
medication room. 

- The downstairs c<>uch was missing cushion 
c<>vers. 

-There was a black chair with an approximately 1 
foot rip down tl1e center of the saat cushion. 

-The downstairs bathroom floor was c<>mposed 
of peel and stick vinyl tlle squares. Approximately 
8 of the squares had shifted resu/llng 'In gaps 
between the tiles. 

- The laundry basket In the downstairs bathroom 
was broken. 

-There was a section of unpainted plaster 
approximately 1.& feet by 1.5 feet on the wall at 
the top of the stairs. 

- The top drawer furt~est to the left of the stove 
and the silverware drawer were both missing 
back stops to prevent them from falling out when 
opened. 

- 1\l'o of tndlvidual #5's dresser drawers were 
missing tiack stops, 

• The top drawer of Individual #3's dresser was 
off the tracks. · 

-The drawers of Individual #1's desk were off the 
tracks and missing back stoP.s. 

- Individual #1's laundry basket was broken. 

-The oven was coated wilh food and debris. 
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-The cleaning closet door had a circular, broken 
area approximately 3 inches In diameter. The 
Home Manager, .who was present during the 
review, stated it was possibly from Individual #1 
hitting her head on the door. The closet door also 
had damage on the bottom left corner. . 

-There were cigarette butts In the bark near the 
front door, on tl1e ground around the ash tray on 
!he side of the house, under the swings of the 
swlngset and next to the driveway below the 
luniper bushes. · 

The facility failed to maintain the building and 
equipment in good repair. 

MM6o 16.03.11.230.02(b) Work Schedules 

Daily work schedules, reflecting the dally 
adlustments of employees, shall be kept in 
wrltlng, showing the personnel on duty at any 
given time for the previous three (3) month 
period. Personnel shall be ldentlfie~ by first and 
last names, Including professional designation 
(R.N., L.P.N., Q.M.R.P., etc.), and position. 

This Rule Is not met as evidenced by: 
Based on record review and slaff. intenilew, It was 
determined the facility failed to ensure as-worked 
schedules reflective of daily adlustments were 
maintained for21 of 21 staff (Staff A-U) whose 
timecards were reviewed. This Impeded the 
facility's ablllly to monitor staffing patterns. The 
findings Include: 

1. The facility's as-worked schedules from 112016 
through 412015 were requested. The Home 
Manager provided staff timecards for the date 
range. The timecards documented a staff 
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member's name, followed by the dates and limes 
worked for !he month. 

When asked about monthly as-worked 
schedules, during an interview on 4/24114 at2;27 
p.m., the Home Manager stated the timecards 
could be printed in dally Vl(iil. However, the 
Home Manager ~tated timecards were the only 
documentallon she had of staff lime worked. 

The facility failed lo maintain as-worked 
schedules which reflected the staff, including first 
and last names and professional designation, 
who worked each shift. 

MM72f 16.03.11.270.01{b) QMRP 

The QMRP Is responsible for SUJX!IVIsing the 
Implementation of each resident's individual plan 
of care, integrating !he various aspects of lhe 
prcgram, recording each resident's progress_and 
Initiating periodic review of each indiVidual plan 
for necessary modifications or adjustments. 'fhis 
function may be provided by a QMRP outside the 
fadlily, by agreement. 

'fhls Rule Is not met as evidenced by; 
Refer to W159. 

MM76C 16.03.11.270.03 Nursing Services 

Re_sldents must be provided with nursing services 
In accordance with their needs: There must be-a 
responsible staff member on duty at a(l times who 
is Immediately ac.:esslble, to whom residents can 
report lnjurtes, symptoms of Illness, and 
_emergencies. The nurse's dulles and services 
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I D A H 0 DEPARTMENT OF 

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

May 1, 2015 

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

Provider #130047 

Dear Mr. Pond: 

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

3232 Elder Street 
P.O. Box 83720 

Boise, ID 83720.0009 
PHONE 208-334-6626 

FAX 208-364-1888 

An unannounced on-site complaint investigation was conducted from April14; 2015 to April21, 
2015 at Tomorrow's Hope- Eagle. The complaint allegations, fmdings, and conclusions are as 
follows: 

Complaint #ID00006927 

Allegation #1: The facility does not communicate with outside providers. 

Findings #1: During the investigation, review of records and inteviews with facility staff and an 
outside professional were conducted with the following results: 

Three individuals were selected for review. One individual attended a local middle school 
Monday through Friday from 8:30a.m. to 3:30p.m. 

The individual's teacher was io.terviewed on 4/14/15 at 2:40p.m. The teacher stated he 
commUnicated with the facility using a communication log and he would speak with and email 
the Para-Qualified Intellectual Disabilities Professional. 

The teacher stated the Para-Qualified Intellectual Disabilities Professional had attended the 
individual's school plan development meeting, but he had not been invited to the individual's 
plan development meeting at the facility. The teacher stated he did not receive a copy of the plan 
or any of the individual's training or behavior programs from the facility. 
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The communication log exchanged by the school and facility was reviewed, the entries were 
dated 2/10/15 - 4/14/15. From 2/1 0 - 2/18, the school wrote in the communication log 11 times; 
the facility wrote 2 entries. During the month of March, the school wrote in the communication 
log 16 times; the facility wrote 6 entries. In April, from 4/1 - 4/14, the school wrote in the 
communication log 16 times; the facility wrote 8 entries. 

Although the school wrote in the communication log more frequently than the facility, the facility 
was showing improvement over the time period reviewed. 

Interviews were conducted with three direct care staff on 4/17/15 between 12:36 and 3:13p.m. 
One staff stated the staff assigned to the school-aged individual in the afternoon was responsible 
for reading the communication log and responding as needed. She stated the individual's 
morning staff was responsible for entering a summary of the morning. A second staff stated she 
was not sure who was responsible for writing to the school in the communication log, but she had 
written in the book before. The third staff stated she had never seen the communication log. 

During an interview on 4/20/15 from 11:00 a.m. - 12:15 p.m., the Para-Qualified Intellectual 
Disabilities Professional stated she had shared the individut~l's programs with the school in the 
past, but she would send them again. She stated she recognized that documentation in the 
communication log could improve, however, she stated she had additional communication 
directly with the individual's teacher via e-mail and telephone often. 

Based on review of the communication log and staff interview, it could not be detennined that 
the facility failed to communicate with outside providers and the allegation was unsubstantiated. 

However, the facility failed to perform observations to ensure their services were coordinated 
with the school. Therefore, related deficient practice was identified and the facility was cited at 
Wl20. 

Conclusion #1: Unsubstantiated. Lack of sufficient evidence. 

Allegation #2: Individuals are not provided with appropriately sized clothing. 

Findings #2: During the investigation, observations, review of records, an environmental review 
and staff interviews were conducted with the following results: 

Observations were conducted in the facility on 4/14/15 and 4/15/15 for a cumulative 4 hours 15 
minutes. During that time, individuals were noted to be dressed in clean clothing of appropriate 
size. 
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An environmental review was conducted on 4/16/15 from 11:02 a.m. - 12:00 p.m. During that 
time, the contents of each individual's dresser and closet were observed. Each individual was 
noted to have a sufficient supply of clean clothes. 

Three individuals were selected for further review. The individuals' records contained inventory 
sheets, which were reviewed. The inventories included documentation of clothing being added 
to the individuals' possessions. FUrther, the documentation showed staff regularly examined 
individuals' wardrobes and removed any ill-fitting or tattered clothing. 

Interviews were conducted with three direct care staff on 4/17/15 between 12:36 and 3:13p.m. 
· All three of the staff interviewed described the process for documenting items that came into, and 
out of, the facility. They each stated on a monthly basis individuals' clothes were checked for 
appropriate fit and "checked out" on the inventory sheets, with initials from two staff, if they 
were ill-fitting or in bad condition. 

During an interview on 4/20/15 from 11:00 a,m. -12:15 p.m., the Para-Qualified Intellectual 
Disabilities Professional stated the facility checked each individual's clothing monthly and 
discarded ill-fitting or tattered clothes and documented the disposal on the individual's inventory 
sheet with an explanation and the intials of two staff. 

It could not be determined that individuals were not provided with appropriately sized clothing. 
Therefore, the allegation was unsubstantiated and no deficient practice was identified. 

Conclusion #2: Unsubstantiated. Lack of sufficient evidence. 

Allegation #3: Staff engage in sexual behavior with individuals. 

Findings #3: During the investigation, observations, review of records and staff interviews were 
conducted with the following results: 

Three individuals were selected for review. Observations were conducted in the facility on 
4/14/15 and 4/15/15 for a cumulative 4 hours 15 minutes. During that time, staff were noted to 
interact with individuals appropriately and respectfully. 

The facility's incident reports, from 111115 - 4114115, were reviewed. The reports did not 
document any instances of staff engaging in sexual behavior with the individuals. 

The facility's abuse, neglect and mistreatment investigations, fi·om 3/28/14 - 4/14/15, were 
reviewed. The investigations did not document any incident of staff engaging in sexual behavior 
with the individuals. 

I • 
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Interviews were conducted with three direct care staff on 4/17/15 between 12:36 and 3:13p.m. 
All three of the staff stated they had never seen a staff member engage in sexual behavior with 
the individuals, and would report the incident if they did. 

During an interview on 4/20/15 from 11:00 a.m. - 12:15 p.m., the Para-Qualified Intellectual 
Disabilities Professional stated an individual's school had reported an incident of a staff allegedly 
kissing the individual. The Home Manager, also present during the interview, stated she was 
present during the reported incident. The Home Manager stated the individual liked noises in her 
ear, and when she leaned in close to the staff, the staff made noises for her. The Home Manager 
stated she immediately recognized the potentially negative appearance of their close proximity 
and retrained the staff at that time. 

It could not be determined that staff engaged in sexual behavior with the individuals. Therefore, 
the allegation was unsubstantiated and no deficient practice was identified. 

Conclusion #3: Unsubstantiated. Lack of sufficient evidence. 

As none of the allegations were substantiated, no response is necessary. Thank Y0\1 for the 
courtesies and assistance extended to us di:tring our visit. 

Health Facility Surveyor 
Non-Long Term Care 

AH/pmt 

NICOLE WISENOR 
Co-Supervisor 
Non-Long Term Care 
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