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An unaimounced on-site complaint investigation was conducted at Teton Peaks At Eastern Id 
Regional Medical Center. The complaint allegations, findings, and conclusions are as follows: 

Complaint #1D00008234 

Allegation #1: The facility does not report serious occurrences to the State Agency or the State 

designated Protection and Advocacy Agency, as required. 

Findings #1: An unannounced on-site complaint investigation was conducted from 9/23/19 -
9/24/19. During that time, records were reviewed and staff interviews were conducted with the 
following results: 

Significant event reports dated 1/12/19 - 9/23/19 were reviewed, All serious occurrences were 
noted to be reported to the State Agency and the State designated Protection and Advocacy 
Agency as required, with the most recent event occurring on 4/6/19 (a Saturday). The report 
documented both the State Agency and the State designated Protection and Advocacy Agency 
were notified of the serious occurrence on 4/8/19, the following Monday, 

The significant event reports also included other types of events, such as accidents, unexplained 
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injuries and self-inflicted injuries. 

During an interview on 9/23/19 from 3:50 - 4:00 p.m., the Quality Assurance Specialist 
Registered Nurse stated the 2 accidental/unexplained injury events and the 4 self-inflicted injury 
events were not reported because the events did not require medical intervention or they were not 
substantial in nature. 

The records of 6 residents were also reviewed. None of the residents reviewed had a serious 
occurrence during their stay. 

It could not be determined that the facility failed to report setious occurrences. Therefore, the 

allegation was unsubstantiated and no deficient practice was identified. 

Conclusion #1: Unsubstantiated. Lack of sufficient evidence. 

As the allegation was not substantiated, no response is necessary. Thank you for the courtesies 

and assistance extended to us during our visit. If you have any questions, comments or concerns, 

please contact Dennis Kelly, RN or Nicole Wisenor, Co-Supervisors, Non-Long Term Care at 

(208) 334-6626, option 4. 

Sincerely, 

~/~ 
NICOLE WISENOR, Supervisor 
Non-Long Tenn Care 

NW/nw 


