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February 17, 2016

Thair Pond, Administrator
Tomorrow's Hope - Eagle

1655 Fairview Avenue, Suite 100
Boise, ID 83702

RE: Tomorrow's Hope - Eagle, Provider #13G047
Dear Mr. Pond:

This is to advise you of the findings of the Medicaid/Licensure survey of Tomorrow's Hope -
Eagle, which was conducted on February 12, 2016.

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, return the original to this office by
February 29, 2016, and keep a copy for your records.

You have one opportunity to question cited deficiencies through an informal dispute resolution
process. To be given such an opportunity, you are required to send your written request and all
required information as directed in the State Informal Dispute Resolution (IDR) Process which
can be found on the Internet at:

www.icfmr.dhw.idaho.gov

Scroll down until the Program Information heading on the right side is visible and there are three
IDR selections to choose from.

This request must be received by February 29, 2016. If a request for informal dispute resolution
is received after February 29, 2016, the request will not be granted. An incomplete informal

dispute resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during our visit. If you have questions, please call
this office at (208) 334-6626, option 4.

Sincerely,

NICOLE WISENOR

Health Facility Surveyor Co-Supervisor
Non-Long Term Care Non-Long Term Care
JT/pmt

Enclosures



ToMORROW'S HOPE SATELLITE SERVICES, INC.

1655 FAIRVIEW AVENUE. SUITE 100 PHONE: (208) 319-0760
Boisg, ID 83702 Fax: (208) 319-0765

i

il

Jim Troutfetter

Health Care Surveyor
Non-Long Term Care
Bureau Of facility Standards
3232 Elder

Boise, Idaho

Mar 1, 2016

RE: Eagle Survey 2016

Dear Mr. Troutfetter,

Please find attached our plan of corrections for deficiencies found during your recent survey of our Eagle
ICF/ID. | believe all deficiencies have been correct.

As always we appreciate you professionalism and ability to make this as little disruptive as possible for
our residents. Surveys are an important part of our Quality Assurance program.

If you have any questions, please contact me at the above numbers.

Sincerely
7 7

Thair Pond
Administrator
Inc:

Cc: file, eagle
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The following deficiencies were cited during the
recertification survey conducted from 2/8/16 -
2/12/18.

The surveyors conducting your survey were:

Jim Troutfetter, QIDP, Team Lead
Karen Marshall, MS, RD, LD

Common abbreviations used in this report are:
iPP - individual Program Plan

PD - Program Director

TC - Training Coordinator
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the instifution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection ta the patients. (See instructions.) Except 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 homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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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
biologicals were maintained under Jocked
conditions, which had the potential to impact 7 of
7 individuals (Individuals #1 - #7) residing at the
facility. This resulted in the potential for harm in
the event individuals accessed and ingested a
biological. The findings include:

On 2/11/186 at approximately 10:15 a.m., a tube of
benzoyl peroxide (an anti acne drug) was noted
to be sitting on the downstairs bathroom counter.
The tube of benzoyl peroxide was aiso noted to
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| The following deficiencies were cited during the
-state licensure survey conducted from 2/8/16 -
2/12/16. .

The surveyors conducting your survey were:

Jim Troutfetter, QIDP, Team Lead
| Karen Marshall, MS, RD, LD |

MM159] 16.03.:11400 Active Treatment Services | Mm159

The requirements of Sections 400 through 499 of | o

these rules are modifications and additions. to the Z‘Y) M) 0277 l
requirements in 42 CFR 483.440 --483.440(f(4), | . , . :
Condition of Participation: Active Treatment ' ,

Services mcorporated in Section-004 of these
rules. :

This Rule is not met as evidenéed by:
Refer to W227..

MM166| 16.03.11600 Health Care Services =~ MM166

The requirements of Sections 600 through 699 of
these rules are for modifications and.additions to

the requirements In 42 CFR 483.460 - 483.460(n) |~ |  , . =~ o

(2), Condition of Participation: Health Care - ' 7‘3 LO 58 },
Services mcorporated in Sectlon 004 of these : S

ruies, . . ‘ .

This Rule is not met as ewdenced by:
Refer to W382

Bureau of Facility Standards — i
LABORATORY DIRECTOR'S OF%VIDERISUPP? ySENTATNE'S SIGNATURE ~ ’ TITLE . (X6) DATE
—7 J Ly ek 97, NS )Lk)fn : g // //é

STATE FORM . : 6899 y20p11 _ . ’ L If continuation sheet 1 of 1




