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F 241 483.15(a) DIGNITY & F 2411 AR Nursing Staff will receive remedial
. (@) 1 ?/G‘ education regarding the following:
The facility must promote care for residents ina 4O © . The importance of answering
manner and in an environment that maintains or GC cail lights in a timely manner,
enhances each resident’s dignity and respect in . An ;mﬁabiiism?:f’ghﬂi
o . R must n
full recognition of his or her individuality. Nurees station:
. The importance of using proper
; terminology when referring to
This REQUIREMENT is not met as evidenced  »> L resident issues: |.e., “clothing
by ( Z protestors” instead of “bibs,
) . . . - N
Based upon interviews with residents and record qw The education wilt take place in Wing
reviews, it was determined that the facility did not : Meetings, one-on-one, small group
care for residents in a manner and in an meetings, and in a memo.
environment that maintains or enhances each This education will be accomplished by 9/05/06 and 9/05/06
resident's dignity and respect in full recognition of . will be the responsibility of thve Assistant Director of
his or her individuality. (Resident identifier: 10.) Nursing Services, the Education/Quality
Impravement Coordinator; the Administrator, and the
Findings included: > - Director of Customer Services.
N 0\/ 1. Random audits will be done each week to
1. During a review of Resident Councif Minutes, it ) heip ensure call lights are being answered
was discovered that call bells not being answered | 6 in a timely bn:nnef;é::gngyem(_:) (;:zggrl:d
in a timely manner was identified as in issue in g as having been @ ol
practice will be frequently included in this
September 2005, February 2006 and July 2006. audit process.
2. During a confidential group interview 8 out 12 _ Th:ﬂ :;dits gifgzebawr}dhudedeywmeachbe GOW:::;:;I;;‘" 8/21/06
i i ! be started on .
re_sudents_agreed tha@ they are having a problem . s Edusation/Qualtty Improvement Coordinator and
W|th call l_|ght§ not being answered by staff, 7 of c% the Safaty Direotor.
which said it is a daily problem. Six of the é" o
resident's agreed that they have had their call 2 Al ig:lhm? Teg:::ﬂe Rghma;lzﬁmtzgg
i H i - Ski ursing er er
lights tumtfed off at ;tfhe nurses station with no e Ve nursing depart staff) will be educated
response from staff. )z'/ regarding the "o,"we’"- ng:
3. An interview was conducted with Licensed ‘ . The ?mporlmncgofanswaring
Practical Nurse 1 (LPN) on 07/20/06 at 8:45 A.M. f" "th;ai{s‘,:;;‘f;eg;ﬂ?"&f’
LPN 1 stated that the call lights can be disabled ‘ A o tomed off at e
at the nurses station without the staff having to go nurses station;
into the room to turn a call light off. . Education regarding what they
can do to assist residents when
4. Resident 10 was admitted to the facility on they answer a cailFght; and
10/1/05 with diagnoses including: diabetes
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. Education regarding what they
F 241 | Continued From page 1 F 241 cannot do to assist residents
when they answer a call fight
mellitus, nausea, chronic vertigo, hypertension, and when they need to access
arthritis, and osteoporosis. Aursing staff assistance.
. The importance of using proper
T . . R terminology when referring to
An individuat interview was conducted with resident issues: L.e,, “clothing
resident 10 on 7/18/06 at 7:50 AM. The resident protectors” instead of “bibs;
stated that on two occasions she had to wait thirty
. X The education wil! take place in the
minutes for the call light to be answered. She various Department Mestings, one-on-
hgd an incontinence acmdeqt whgn waiting for.the one, small group meetings, and in a
aid to come on one of the thirty minute delays in memo.
answering of the call fight. She feit humiliated. This education wil be accomplished by 9105/06 and
. . . . ccomplis! an
Becau'se of her chronic vertigo, she needs an aid wil be the responsibifity of the Assistant Director of 9;05;'06
to assist her. Nursing Services, the Education/Quality
!mgrpvemem Coordinator; the Administrator, the
5. 0n 7/19/06 at 8:00 AM, the breakfast meal in individual Department Heads, and the Director of
the dining room on wing 3 was being observed. A Customer Services.
hospice aid was observed asking CNA 1 if they 4 The effectiveness of this Plan of
had any bigger bibs and where were they kept. Correction will be monitored by the
CNA 1 stated that the "bibs" were kept in a closet Assistant Director of Nursing, the
d pointed to it. Th imatel Administrator and the Director of
and pointed to it. The surveyor was approximately Customer Services. 1t wil be done by:
20 feet away from the aides during this
conversation and could clearly hear it. There . Evaiuating the random audits;
X " and
\t.v%:e 4 r;emdeiﬂts sitting att’ghe ?orieslhoe style . Tracking Resident Council
able, where the conversation took place. Meeting discussions and
COncemns,
F 483 | 483.70(f) RESIDENT CALL SYSTEM F 463 s monitoring will begin on 8/21/06 and wil 8/21/06
85=kE continue on an cngoing basis.
The nurses' station must be equipped to receive
resident calls through a communication system F.483
from resident rooms; and toilet and bathing ;
facilities. 1. An active, operating nurse call system will
be put in place on the Special Needs Unit. 9/05/06
This will be accomplished by %05/26 anfd
. . . j ibitity of the Director o
This REQUIREMENT is not met as evidenced e e e gy the Director
by. of Environmental Sarvices.
Based on observation of the Special Needs Unit
(SNU), it was determined that facility did not
ensure the nurse's station was equipped to

FORM CMS-2567{02-99) Previous Versions Obsolete

Event iD: UIBG14

Facility ID:  UTO0BS

If continuaticn sheet Page 2 of 4




DEPARTMENT OF HEALTH AND HU

N SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/27/2006
FORM APPROVED
QOMB NQO. 4938-0391

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATICN NUMBER:

465079

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A. BUILDING
B. WING
07/20/2006

NAME OF PROVIDER QR SUPPLIER

SUNSHINE TERRACE FOUNDATION

STREET ADDRESS, CITY, STATE, ZIP CODE
225 NORTH 200 WEST
LOGAN, UT 84321

safety risk to the residents, They also stated that
the facility had disabled the call light system on
the entire SNU due to the residents’ inability to
understand how to use the call lights. These staff
members stated that the call light cords were
removed and the system had been disabled
several years prior.

An interview was conducted with the Maintenance
Director on 7/19/06 at 3:20 PM. The Maintenance

will be added to the Preventive
Maintenance Program fo ensure it is always
in good working order. This will be done by
9/05/06 and will be the responsibility of the
Director of Environmental Services.

Al Special Needs Unit staff will be
educated that they have an operating call
system in place and how it works. The
education will take place in a Wing
Meeting, cne-on-one interactions, and in a
memo.
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F 463 | Continued Fro e? All Residents residing on the Special
tinued m pag F 463 Needs Unit will be assessed for their
receive calls through a communication system iggﬂ'pwﬁ.fgswrtﬁi:? acalsystet
from resident rooms, and toileting and bathing done by the Assistant Director of Nursing
facilities. and the Charge Nurses on the Special
Needs Unit. it will be accomplished by
Findinas included: 9/05/06 ard will continue on an angoing
gs! ded basis with newly admitted Residents.
On 7/19/06, beginning at 2:15 PM, observations Allindividual Resi c .
of the call light system for the facility's SNU were A s woie e | 9/05/08
made. The following was observed: nurse call system and whether or not they
a. The common shower room was observed to will have access to it. This will be the
have four call light units. None of the call light Le:mp‘_"ng's'b‘a’r"fg ;: tg‘liﬂ-‘ﬁiﬁam Uifectg:e of
: . . : . e Charge Nurses on
gr?ét;es;gdnaled at the nursing station when Special Needs Unit. 1t will be
. . _ accomplished by 9/05/06 and will
b. Rooms 5, 8, 12, 16, and 18 had call light units continue on an engoing basis.
far each of the fwo beds in the room. Each Resi
Additionally, each room had a bathroom equipped b ablef:"::"tw“."r? su‘:’:: ;ff::zﬁ 9/05/06
with a call light unit. None of these call lights system, will be given access to it. This wil
signaled at the nursing station when triggered. be the responsibility of the Assistant
*Note - the call light units in each of the observed Director of Nursing, and the Charge
resident bathrooms included a string to pull to Nurses on p}“e Spwgm unit. will
activate the light. The string was approximately continue of an mgydng m;_ w
three feet in length.”
In each quarterly Care Conference, each 9/05/08
An interview was held with the facility's Risk fﬁiﬂfsﬂ?ﬂt&ﬁpﬂmﬁim
Management Nurse and Assistant Director of This will be the responsibility of the MDS
Nursing on 7/19/06 at 2:30 PM. Both these staff Coordinator and will be started 9/05/06
members stated that the facility had removed the and will continue on an ongoing basts.
call fight cords from the resident rooms due to the The Special Needs Unit nurse call system | 9/05/06
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because they presented a choking danger to the
residents. He followed by stating the call light
system continued to signal at the nursing station
when the call light cords were removed. Due to
this, the Maintenance Director stated the call light
system was completely disabled. The
Maintenance Director said he did not know if the
cords in the bathrooms posed a choking risk to
the residents and that the system had been
disabled for at least 8-10 years.

Sunshine Terrace Foundation's Quality Assurance
System as a part of our Quality improvement Steering
Committee Meeting heid 8/07/06 { See exhibit A).
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F 463 | Continued From page 3 F 463 This education will be accomplished by 9/05/06 and
wil be the responsibility of the Assistant Director of 9/05/06
Director stated that the call system for the entire , ﬂﬂ:"'"g S:ft"gmé- the Special Needs Unit Head
SNU did not work because it was disabled. The Coorirate the Education/Quality Improvement
Maintenance Director initially stated that he
believed the call light cords were removed This entire pian of correction was integrated into the 8/07/06
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