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Dear Ms. Oswald:

On January 22, 2016, a survey was conducted at Eastern Idaho Regional Medical Center-- TCU
by the Idaho Department of Health and Welfare, Division of Licensing and Certification, Bureau
of Facility Standards to determine if your facility was in compliance with state licensure and
federal participation requirements for nursing homes participating in the Medicare and/or
Medicaid programs. Your facility was found to be in substantial compliance with federal health
care requirements regulations during this survey.

However, your facility still has a deficiency that requires subiission of a Plan of Correction. A
State Form listing licensure health deficiencies is enclosed. In the spaces provided on the right-
side of each sheet, answer each deficiency and state the date when each will be completed.
NOTIE: The alleged compliance date must be after the "Date Survey Completed” (located in
field X3.) Please provide ONLY ONE completion date for each state tag in column (X5)
Completion Date to signify when you allege that each tag will be back in compliance. Waiver
renewals may be requested on the Plan of Correction. :

Your Plan of Correction (POC) for the deficiencies must be submitted by Feburary 8, 2016.
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The components of a Plan of Correction, as required by CMS must:

o Address what corrective action(s) will be accomplished for those residents found to have
been affected by the deficient practice;

e Address how you will identify other residents who have the potential to be affected by the
same deficient practice and what corrective action(s) will be taken;

o Address what measures will be put in place and what systemic changes will be made to
ensure that the deficient practice does not recur;

o Indicate how the facility plans to monitor performance to ensure the corrective action(s) are
effective and compliance is sustained.

¢ Include dates when corrective action will be completed in column (X5).

If the facility has not been given an opportunity to correct, the facility must determine the
date compliance will be achieved. If CMS has issued a letter giving notice of intent to
implement a demal of payment for new Medicare/Medicaid admissions, consider the
effective date of the remedy when determnining your target date for achieving compliance.

o The administrator must sign and date the first page of the state licensure survey report, State
Form.

Thank you for the courtesies extended to us during the survey-. If you have any questions,
comuments or concerns, please contact David Scott, R.N. or Nina Sanderson, L.S.W., Supervisors,
Long Term Care at (208) 334-6626, option 2.

W

Nina Sanderson, LSW, Supervisor
Long Term Care

NS/l
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A federal recertification and state licensure
survey was conducted at the Eastern ldaho
Regional Medical Center-TCU from January 19 to
January 21, 2015 and is in substantial
compliance with 42 CFR Part 483 Requirements
for Long Term Care Facilities..

The surveyors conducting the survey were:
Linda Hukill-Neil, RN, Team Coaordinator
Kathleen Waish, M.Ed., LCSW
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Any de\:ency statement anding with an asterisk {*) denotes a deficiency which the institution may be ‘excused from correcting providing it is'determined that
other salgguards provide sufficient protection to 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 foliowing 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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06. Patient/Resident Dining and
Recreation Areas. The following
minimum requirements apply to
dining/recreation areas.

a. Area requirement. The total
area set aside for these purposes
shall be at least thirty (30} square
feet per bed with a minimum, total
area of at least two hundred
twenty-five (225) square feet. For
facilities with more than one hundred
(100) beds, the minimum area may be
reduced to twenty five (25) square
feet per hed. If day care programs are
offered, additional space shall be

day care patienis/residents needing
naps or for dining and activities.
This Rule s not met as evidenced-by:

Findings include:

square feet

provided as needed to accommodate for

Based on observation, review of a previous room
size waiver, and staff interview, it was determined
the facility did not ensure the TCU {Transitional
Care Unit} dining/recreation room complied with
state regulation, the dining room must contain 30
square feet per bed. This was true for 7 of 7 (#s
1-7) sampled residents and had the potential for
residents to not participate in recreational
activities or eat in the dining room should the
dining/recreation room become too crowded.

During the initial tour of the facility on 1/19/16 at
1:15 PM, it was observed the dining/recreation
room in the TCU did not meet the minimum
requirements. Specifically, the area measured
443 square feet, instead of the required 480

waiver of the square
footage requirement as set
by the Bureau of Facility
Standards for our facility’s
dining room. It is my
understanding that
according to these
standards, our dining room
is thirty-seven (37) square
feet smaller than required.
Upon recent observation
by surveyors this was not
found to compromise the
residents’ dining
experience.
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During the survey process, no residents were
observed dining in the dining/recreation area.

On 1/19/16 at 1:45 PM, the Administrator was
asked if the facility would continue to request a
waiver of the dining/recreation room size. The
Administrator stated the facility wanted the waiver
to be in effect again.

The surveyors found the decreased space did not
compromise residents' dining/recreation
experience, The request for a waiver renewal for
this requirement should be included in the
facility's Ptan of Correction.
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