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 On May 31, 2017 to June 1, 2017, an onsite 
revisit survey of your facility was conducted to 
verify correction of deficiencies noted during the 
survey of Teton Post Acute Care & Rehabilitation 
was found to be in substantial compliance with 
federal health care  regulations as of May 17, 
2017.

The surveyor(s) conducting the survey were:
Brad Perry, LSW Team Leader
Jenny Walker, RN
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On May 31, 2017 to June 1, 2017, an onsite 
revisit survey of your facility was conducted to 
verify correction of deficiencies noted during the 
survey of Teton Post Acute Care & Rehabilitation 
was found to be in substantial compliance with 
state health care  regulations as of May 17, 2017.

The surveyor(s) conducting the survey were:
Brad Perry, LSW Team Leader
Jenny Walker, RN
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 From May 31, 2017 to June 1, 2017, an onsite 
revisit and complaint survey of your facility was 
conducted to verify correction of deficiencies 
noted during the survey of Teton Post Acute Care 
& Rehabilitation and was found to be in 
substantial compliance with federal health care  
regulations as of May 15, 2017.

The surveyors conducting the survey were:
Brad Perry, LSW Team Coordinator
Jenny Walker, RN
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July 18, 2017

Daniel Kennick, Administrator
Teton Post Acute Care & Rehabilitation
3111 Channing Way   
Idaho Falls, ID  83404-7534

Provider #:  135138

Dear Mr. Kennick:

On   June 1, 2017, an unannounced on-site complaint survey was conducted at Teton Post Acute
Care & Rehabilitation. The complaint was investigated in conjunction with the facility's on-site
follow-up survey conducted May 31, 2017 through June 1, 2017.

Call lights for the identified resident and most other residents were observed throughout the
survey.  The identified resident and several other residents were observed for wet and soiled
incontinent briefs.  Staff were observed for finding other staff to assist with residents who
required two-person assistance with cares.

The clinical record of the identified resident and three other residents' records were reviewed for
Quality of Care concerns.  The facility's Grievance file was reviewed, as well as the Incident and
Accident reports for April and May 2017.  The facility's Resident Council minutes from March
through May 2017 were reviewed.

The identified resident, three of the identified resident's Interested Parties, several other residents,
several staff members, the Director of Nursing, the Director of Therapy, a Social Worker, and the
Administrator were interviewed regarding Quality of Care concerns.  The complaint allegations,
findings and conclusions are as follows:

Complaint #ID00007520

   

C.L. “BUTCH” OTTER – Governor
RUSSELL S.  BARRON– Director

TAMARA PRISOCK—ADMINISTRATOR
LICENSING & CERTIFICATION

DEBBY RANSOM, R.N., R.H.I.T – Chief
BUREAU OF FACILITY STANDARDS

3232 Elder Street
P.O. Box 83720

Boise, Idaho 83720-0009
PHONE: (208) 334-6626

FAX: (208) 364-1888
E-mail:    fsb@dhw.idaho.gov



ALLEGATION #1:

The Reporting Party said an identified resident's call light was not accessible and the resident
soiled him/her self.  The issue was brought forward by the resident's Interested Party, but the call
light continued to be out of reach of the resident.

FINDINGS #1:

Call light times and call light placement for the identified resident and most other residents were
observed throughout the survey and call lights were within reach and call lights were answered in
a timely manner.  The identified resident and two other residents were observed for wet and
soiled incontinent briefs and no concerns were identified.

The identified resident and three other residents' clinical record did not document a concern with
call lights.  The facility's Resident Council minutes from March through May 2017 did not
document a concern with call light placement or call light response times.

The identified resident said he/she did not have a concern with call light placement or call light
response times.  Three of the identified residents' Interested Parties said they were aware of a call
light placement concern, but it had been addressed to their satisfaction and that there were no
concerns regarding residents' incontinent issues.  Several other residents said call light placement
and call light response times was not a concern.  Several staff members and the Director of
Nursing said call lights were placed within reach of the residents and were answered in a timely
manner.  The Director of Therapy said she was asked to check on the identified resident by an
Interested Party and the identified resident had his/her call light within reach, but he/she could
not remember where it was at so it was clipped higher on the resident's chest where the resident
could see it better.  A Social Worker said she did not know of any call light concerns.  The
Administrator said whenever concerns were brought to him, he would do his best to resolve those
concerns, including call lights.

Based on observation, record review, resident, Interested Party and staff interview, it was
determined the allegation could not be substantiated.

CONCLUSIONS:

Unsubstantiated.  Lack of sufficient evidence.

ALLEGATION #2:

A staff member told an identified resident he/she would be back with another staff member to
assist him/her, but did not  come back and the resident soiled him/her self.

Daniel Kennick, Administrator
July 18, 2017
Page   2 of 3



FINDINGS #2:

The identified resident and several other residents were observed for wet and soiled incontinent
briefs and no concerns were identified.  Staff were observed for finding other staff to assist with
residents who required two-person assistance with cares and no concerns were identified.

The identified resident and two other residents' clinical records did not document a concern with
incontinent needs.  The facility's Resident Council minutes from March through May 2017 did
not document a concern with staff not addressing residents' needs.

The identified resident said he/she did not have a concern with staff assistance.  Three of the
identified resident's Interested Parties said staff assisted the resident and they had no concerns
regarding incontinent issues.  Several other residents said their needs were met and staff would
come back when they needed additional assistance.  Several staff members and the Director of
Nursing said residents were assisted in a timely manner.

Based on observation, record review, resident, Interested Party and staff interview, it was
determined the allegation could not be substantiated.

CONCLUSIONS:

Unsubstantiated.  Lack of sufficient evidence.

As none of the allegations were substantiated, no response is necessary.  Thank you for the
courtesies and assistance extended to us during our visit.

Sincerely,

   

David Scott, R.N., Supervisor
Long Term Care

DS/lj

Daniel Kennick, Administrator
July 18, 2017
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