FROM FARx NO.

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Dec. Z@ z28d6 42:05FM P2

PRINTED: 11/21/2006
TORM APPROVED
OMB NO. 0938-0391

STATFMENT OF DEFICIENCIFS {(X1) PROVIDUR/SUPPY IFRICLIA {X2} MULIPLE CONSTRUCTION (X3) DATE SURVT ¥
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING )
465100 , 11/16/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
INFINIA AT ALTA 4035 SOUTH 500 EAST
SALT LAKE CITY, UT 84107
X4y 1D | SUMMARY STATEMENT OF DEFICIENCIES |~ o | PROVIGER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PREGEEDED, BY FULL PREFIX | (EACH CORRECTIYE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSCIDENTIFYING INFORMATION) TAG : CROSSREFERENCETD TO THE APPROFRIATE i BATC
! : . : i DEFICIENCY) I‘
A T ‘ r >
F 240 483,15 QUALITY OF LIFE v F 240" T 240
S5=E i - i i Q/ o Administratoriis working with 01/05/07
' A facility must care for its residents in a manner s . : D
«..and in an environment that promotes //_’)Qé )/ General Contraclor to complete
maintenance or enhancement of each resident's * , < the East Men's Shower/toilet
quality of life. - O room in a timdly manner, Per
% . General Contractor project will
: | be completed on or beforc ‘
! . !
| This REQUIREMENT is not met as evidenced January 1, 2007, Tasks left to i
{ by complete are ihstallation of :
Based on observations, interviews and review of. cabinets, plumbing, mstallation
records, the facility did not provide care for . of stalls, and timshmg wor?:.
residents in 2 manner and in ah environment that Progress of construction wil] be
| promoted enhancement of each resident's quality reported by Adntinistrator /
| of life, for the majority of residents, particularly . onthly to the Qualit
. male residents, in the facility, resident population Designee monthly Quality
‘ot as. : : o Assurance Commitiee until
. , project is completed. i
Findings included: N\ While construgtion is still being ‘
During the facility & 11/13/06 at 2:40 PM it - completed the facility will '
uring the facility tour on at 2: i ) . S ! |
was observed that a door in the Fast Hall labeled |/ convert two}oﬂhfzr res by tl : i
men's restroom was locked shut with a padlock C@ located on the East wing by the :
and a sign was on the door stating that it was — nurses’ station. This is the same
under construction. The West Hall men’s _ ;% hall where the Men showecr i
restrocm incluced 2 toilets, 1 urinal and 1 shower %ﬂ/ /restroom being remodeled is ‘
stall. The East Hall Handicapped restroom - . Tlan e
| included 1 toilet and a lavatory. S|  located. The festrooms are
J L currently 1} employce and 2)
During tour on 11/13/06 at 2:50 PM & confidential resident unisck. We will provide |
interview was conducted with a resident who signage to indicate that both of |
stated that the East Hall men's restroom was these testrooms are Men only
“closed in February of 2006 and has continued to ' ¢ ns to nrovide them i !
be unavailable. The resident stated that he does g restroot On _ . j
- not like going all the way down to the cther hall to | ' toileting facilities closer to then
| use the toilet and the shower. { roomis.
i . . i
| Observations were made of the hallway lengths |- ‘ ,
e | i
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F 240 | Continued From page 1

! for the East and West Hallways in the facility. It

| was determined that the most distant male

" resident room on East Hall was 120 feet from the

i first available toilet and lavatory, the Handicapped
restroom. It was determined that the most distant
male resident room was 240 feet frorm the West
Hall men's restroom, including two toilet stalls,
one urinal and the only shower stall available to
male residents in the facility.

An interview was conducted with the MS
(Maintenance Supervisor) on 11/14/06 at 1:45
PM. The MS stated that the East Hall men's
' restroom had been under construction for about 7
months. The MS also stated that all the men in
the facility use the West Hall men's restroom or
the East Hall Handicapped restroom. !

. A tour of the Easi Hall men's restroom was

" complated in the presance of the MS on 11/14/06
at 2:00 PM. The room was observed to hava tile
on the floor; the tile on the walls was missing

' several pieces around the top and edges. The
toilets, sinks, stalls, urinal, and shower curtains

| were'not present.

During the anual recertification survey, a group

interview was held with 13 alert and oriented

residents, who were asked to discuss any

concerns they had about quality of life in the

facility. Several résidents stated they had a

- problem with inconvenience due to jack of

I pragress to finish construction of the men's toilet
and shower room in the East Hall.

By show of hands, eight of 13 residents, with 3 of
3 male residents present, affirmed that access to
. toilets and the singie male shower facility was a
;[ problem for male residents. Residents in the |

F 240

Mate residents have also been
asked if they wbuld like to move
to the other nursihg unit on the ]

- West side where they can be
closer to the men’s shower /

declined.

restroom. Resillents have :
|
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meeting stated that the East Hall men's restroom

| had been unavailable for several months and that
male residents had to travel "clear down the hali"

' to the East Handicapped restroom or further
along the hallway to the West Hall men's
restroom. A'resident stated "some of them don't
make it in time.” The residents stated that the
East Hall Handicapped restroom is "one stall”, i.e.
ohe toilet, and is often husy. One female resident
stated that "we see what the men are going
through and wonder what it will be like when they
start remodeling the East Hall wornen's restroom
next yaar.”

On 11/13/06 an interview was conducted with
resident 1. During the interview, resident 1 stated
‘ that men in the facility had problems because
“"there is only ocne bathroom for all the male
residents”. Resident 1 stated that residents have
to ambulate from the East Hall to the West Hal!
men's restroom, Resident 1 stated the traffic in

' the hallway is disruptive to the rest of residents at
night.

An interview was conducted with the facility

Administrator on 11/16/06 at 9:00 AM. The

- Administrator stated that the remodel of the East
Hall men's restroom had begun with the
demolition which was compieted prior to March

1 2008, but the Administrator could not give the

specific date. Surveyors requested the facility ;
records that would demonstrate the facility time |

. lines and follow up in completing the East Hall l

men's restroom remodel. The Administrator

' provided a copy of an invoice for the completed

s demolition of the East Hall men's restroom, which

| was dated 3/27/06.

" A second interview was held with the facility l

F 240
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| Administrator regarding efforts to minimize
| disruption of residents’ access to toilet and

. had finished the demolition and made no
i progress to "put the East Hall mens restroom

made good progress." The Administrator was
asked to provide any written documentation

regarding facility efforts on behalf of providing
. tolleting facilities to male residents during the
East Hall men's restroom remodaling.

meeting every month and had offered male
residents on the East an opportunity to move
nearer to the Wast Hall restroom during the

The Administrator stated that the facility was

The Administrator offered no expianation why

had rot yet been offered for the use of male
I Hall men's restroom consiruction.

Members of the facility's administrative staff,

" shower faciliies. The facility Administrator stated
that a contractor originally hired to deo the work

| back together." The Administrator stated that the
' facility had attempted to contact its corporation

" and the contractor about the lack of progress. He
i stated "a new contractor has been hired and hag

The Administrator stated the administrative staff
had discussed the problem at Quality Assurance

construction but that "they had declined." The
Administrator stated that the facility had provided
several of the male residents in the East Hall with
urinals for nighttime use but that "they used them
during the day" too and that keeping the urinals
emptied was a prablem for the direct care staff.

encouraging male residents who ambulated to
use the West Hall restroom instead of a urinal.

aliernative, availabie toilet and bathing facilities

- residents who were inconvenienced by the East

F 240

' including the Medical Records Supervisor, the
Maintenance Supervisor and the Social Worker
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~were interviewed regarding facility efforts to
i manage the East Hall restroom remodeling
project. All facility staff interviewed stated that the
problem had been discussed in Quality
Assurance Meeting "every time we meet." _ i ‘
F 253, 483.15(h){2} HOUSEKEEPING/MAINTENANCE | F253  F253 i 1271106
S5=F N . : i 1. All shower rooms/resirooms j
The facility must provide housekeeping and 11 be cleaned ner housckoen :
| maintenance services necessary to maintain a w1 cieanedi usekeeping
“sanitary, orderly, and comfortable interior, schedule using checklist titled
i .~ “Tub/Shower Room Control
b _ _ | | Checklist”. Administrator
'tl)‘:.ls REQUIREMENT is not met as evidenced /Designee will Perform weekly |
' .- audits to ensurd clcaning is being |
Based on observations and interview, it was preformed. Results from these
determmed_ that the fac_:uhty did not prqvlde - audits will be reported to the |
- housekeeping and maintenance services o Yuality Assur: C ‘ ;
| maintain a sanitary and comfortable environment. Quality SSL afice Commiltes
\ monthly until a lesser frequency
. Findings incluged: is decmed.
! On 11114108, a ¢ f the buildi nducted 2. MS (Mainterlance Supervisor) i
1 On , @ tour of the building was co - . |
n the company of the Maintenance Supervisor / Designee will Perfor_-m Ffmhly f
| During the tour, the following was observed: rounds weekly ¢hecking [or loose |
: handrails using checklist titled ‘
! 1. In the single stall shower area of the West ' | “Restrooms Control Checklist”
' Hall men's lavatory room, mildew was observed to determine if " I
at the base of three walls on the tile and in the ‘0 determine if any mainlenance
“grout, 18 required to mpintain a sanitary,
- 2. Inroom 17 restroom the handrail was loose. orderly, and comfortable interior.
| 3. Inthe East Hall Handicapped restroom, a very Results from these audits will be
| strong odor of urine was observed to be present reported to the (Dualily Assurance
| and a thick buildup of dirt was observed at the : i . N
base of the wall an the tile and the grout. ! (fiiommlttcg monthly until 2 lesser .
5. In the women's East Hall tollet/shower area, requency 1s dc@ned. RM 17 7 j
- the following items were observed: 2 missing tiles . restroom handrail fixed 12/8/06. :
} on the fioor, mildew at the base of 3 walls on the . !
“tile and grout, and 2 missing tiles on the wall in | :
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| the first shower. Sink counter top was observed to " 3. All shower rooms/restrooms
' have two areas_of brokgn/missing farmica, wil} be cleaned per housekeeping 1
wooden stand for the sink was observed fo be schedule usingichecklist titled ‘ ‘
worn and missing paint on edges, A thick build up “Tub/Shower Room Control
of dirt was ohserved on floor at the base of stall | : o:-r room t.ontro
walls, and the fan was not working. ChCC‘kllSl . Admmistrator
1 8. The large dinting room was observed to be /Designee will perform weekly
missing baseboard coving in 6 areas each audits to ensurg cleaning is being
1 approximately 4 feet long. preformed. Results from these
! ~ . . .
3 - On 11714106 the facility MS {Maintenance aud1t§ will be repor lf‘d to t.hc
Supervisor) was interviewed. The MS stated that Quality Assurance Committee
the deep cleaning for the west men's shower had monthly untit a lesscr frequency
' nc;]t heen completed reﬁantiy due to tct;e heavy usea is deemed.
while the east men's shower was under 4 - s
) ; s
' construction. The MS also stated that the east .Thc East Wamen . ;
women's restroom was scheduled to be | tmlct/sho\‘:ver réstroom 1s the last
remodeled next, so some rapairs had not been of four toilet / shower restrooms
completed. The MS stated that the large dining to be remodelcil. Due to the
‘ roorr:hcovlflng I’tlatd gien n'nissingt for at I&as:a gint physical condition of the “
months. He stated he was waiting on the er o .
to get finished prior to completing the coving restroom, this toilet / showe: :
repair. room is being stheduled for
F 371! g%séismg%gclr\éigmv CONDITIONS - FOOD F371)  remodel. On 11/16/06
SS=E | & maintenance tixed the missing
The facility must store, prepare, distribute, and tiles, painted ﬂ}ﬂ CQSCS ot sink,
serve food under sanitary conditions. replaced caulkihg in shower arca
to remove ohsetved “mildew”. i
: Restroom is alsp being clean per
| checklist stated in narrative #1
This REQUIREMENT is not met as evidenced ahove. Fan will be replaced to
' by: ensure proper circulation in
| Based on observations and interviews it was ! restroom. '
getermined that the facility did not store, prepare i 1
and distribute food under sanitary conditions. w
‘ i J
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- Findings included:

fOn 11/14/06 at 9:30 AM, observations were made
in the kitchen. The following concerns were

| observed: ‘ ‘
1. The range was dirty and had dried food *
particles. The two drip trays under the range
surface both had melted grease and dried built
- up food. The drip tray under the grill was full of
liguid grease and the drip tray under the burhers
was covered with old, dried food particles and
burnt food and black residue.

2. The hood over the range was greasy and had

. built up dirt. The wall behind was greasy. The

| exhaust fan system within the hood needed to be

' repaired or replacaed. It was not cperating. The
lights under the heod did not work. In an

i interview with the dietary manager on 11/14/06,

| the request was made to turn on the lignts over

'the range. The dietary manager said that the

“lights and the ventilator do not work.

3. The large mixer had dried food stuck to the
| neck.

4. The covers aver the lights in the Kitchen and
storage room were filled with dead insects.

5. The juice dispenser had black moid in the
“nozzle. The vent of the juice dispenser had
cobwebs and thick dust.

6. The ficors in the kitchen had a thick crust of

crumbs and debris in the corners and edges. The
: floar of the storage room had spilled flour and i
| oats. The bottom shelf and floor underneath in ‘
the storage room had paper wrappers, loose

Maintenance Stipervisor /

Designee will monitor bathrooms
weekly to ensure¢ maintenance

nceds are being addressced and
fixed. These afidits will be !
reported to the IQuality Assurance |
Committee mohthiy until a lesser
frequency in deemed.

5. Baseboards in large dining

room wete replaced on 1 1/28/06
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| sugar packets, sugar substitute, creamer, food
i particles, noodles and dust.

| 7. The fioor of the freezer had splashed dried
" spills and white food substance under the
shelves.

\ 8. An ice chest used for resident hydration was
| full of ice and had a scoop laying in the ice.

|

| 9. Four of twelve spice bottle lids were open.
This allowed possible contamination of the

i product.

‘ 10. The sprinkier heads in the kitchen had greasy
dust balls.

1 11. The ceiling of the microwave had splashed
| dried fooo.

On 11/18/06 at approximately 2:30 PM,
- observations were made in the kitchen.

1. The two drip trays under the range surface had -

melted grease and dried built up food. The drip
. tray under the grili was overflowing with liquid
grease and the drip tray under the burners was
still covered with old, dried food particles and
burnt food and black residue,

i 2. Four spice bottle lids were aopen.

3. The silverware divider container had dark gray
built up film on the upper edges and within the
dividers. There was dried food mixed in with the
silverware. Some of the silverware was dirty with

i dried food.

4. The walls in the dish room needed repair. The \

Dietary Manager / Designec will ;
perform daily andits to cnsure |
staff are properly cleaning the
dietary department and its
cquipment. The checklist titled

* “Infinia Cleamirig Schedule” will
outline the tasks to be completed |
and the frequenty required. The I
following observations will be :
remedicd by this 1, 2, 3, 5,6, 7, .
9,and i1 on day 11/14/06 and !

- obscrvations 1, _b., and 3 on day f

. 11/15/2006. The hood ventilator

was fixed 11/16/2006 and is in

proper working iorder. |

Observalions numbered 4 and 10 :

will be checkediby MS / designee

weekly using cHecklist titled

“Preventative Maintenance Log-

Kitchen Contro} Checklist” ‘

Administrator /Designec will

perform weekly audits to ensure ‘

cleaning is being preformed. i

MS will repair walls stated on !

2567. Results fom these audits

1 will be reportedito the Quaiily

i Assurance Comimitice monthly

until a lesser frequency is

deemed.

i
A

FORM CMS-2567(02-99) Previous Verslons Obsolete Event ID. 423211

Facifity I UT0002 if continuation sheet Page & of 373

1272072006 WED 12:53 [TX/RX NO 9273



FROM Fay WO

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Dec.

PRINTED:

20 2086 Bz 11PM

P

11/2172006

FORM APPROVED
OMB NO. 0938-0391

"

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN Of CORREGTION IDENTIFICATION NUMBER'

485100

ha i
{X2) MULTIPLE CONSTRUCTION - (X3 GATE SURVEY
COMPLETED
A, BUILDING
B. WING
11/16/2006

NAME OF PROVIDER QR SUPPLIER

INFINIA AT ALTA

STREET ADDRESS, CITY, STATE, ZIP CODE
4035 SOUTH 500 EAST

SALT LAKE CITY, UT §4107

Xan | SUMMARY STATEMENT OF DEFICIENCIES ! i PROVIDER'S PLAN OF CORAECTION o
BREFIX (EAGH DEFICIENCY MUST BE PRECEEDED BY FUIL " PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFFRENCED TO THE APPROPRIATE Dalk
; NEFIGIENCY)
- T
F 3711 Continued From page 8 ‘ F 371
“wall on the right side of the room was not | ,
sanitizable. It was badly scratched. The lower |
| portton of the wall had a loose panel , ’
fapproximately 1 1/2 feet by 3 feet There were !
half inch gaps around it that could allow insects or'
. pests to enter the kitchen. The wall on the left ;
| side of the room had chipped, peeling paint over |
" the clean dish area. The wall was not sanitizable. | ;
F 460! 483.70(d)(1)(iv)-(v) RESIDENT ROOMS Fa460: | F 460 ! L2/ 1/06
SS=E‘ Bedroom { be desianed o oped & | Maintenance Sypervisor / ;
, § mMus ign r equipped to ! RS ,
assure full visual privacy for each resident. i Dcs‘lgnw WI,H per fop‘n weekly
' ! audits of resideht privacy
! In facifities initially certified after March 31, 1992, | cnrtains Lo cnsure residents are
‘ except in private rooms, each bed must have " provided with full visual privacy. |
; fhe mgg ds'{!;penc!g: tcout;tf’"t's' V‘l'hrc_h ext@:d around | Results from these audits witl be |
 the provi visual privacy i - L _ !
* combination with adjacent walls and curtains. : r_t‘.polthl to the Quality Assurance
Committee monthly until a lesser
i | frequency is dekmed. On .
| This REQUIREMENT is not met as evidenced 11/15/2006 resident rooms &, 9, i
by: - 16, and 18 were fixed to ensure ‘
. Based on observation and interview, the facility those residents have full visual :
did not ensure full visual in-room privacy for each privacy. An insservice will be
resident. Specg*ca”v. 4 of 25 occupisd | held on 12/08/2006 to teach and
non-private resident rooms did not have privacy o |
curtains which provided residents with full visual train staff on hew to proper |
privacy. (Resident rooms 8, 9, 16 and 18) secure the prlvstcy curtalr.ls so the |
residents will have full visual
Findings inciuded. privacy when dares are being
L rovided. ‘
On 11/15/06 at 1:256 PM, a tour was conducted in prov ‘
all cceupied resident rooms. it was observed that .
| the privacy curtains for the beds closest to the |
door in resident rooms 8 9, 16 and 18 did not
ensure full visual privacy for the residents
| assigned to the bed. . —_i
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An interview was conducted on 11/15/06 at 2:15
| PM with a CNA (Certified Nurses Aide) who was .
"working in the East hall. The CNA demonstrated !
the use of a privacy curtain, which did hot ensure '
! full visual privacy for the resident. The CNA
| stated that she has provided personal cares for
- residents without ensuring full visual privacy. |
F 4821 483 70(e) TOILET FACILITIES Fa62 | o057
SS=E ‘ _ _ F 462 r
Each resident room rnust be equipped with or " Administratot is working witl
located near toitet facilities. ~ Administrator 1S WoTking with
‘ . General Conttactor to complete
. the East Men’s shower/toilet i
This REQUIREMENT is not met as evidenced room i a tlmhly manner. Per ‘
oy General Conttactor project will
Based on observation, interviews and review of | be completedion or before
facility records, rasidents were not provided with © January 1, 2007, Tasks left to _
adjoining toilet facilities, or with toilets and shower , ' complcte are installation of |
! facilities located near to resident rooms. for 13 of abi : . bi installati ,
* 13 male residents who reside on the East Hall of capbiniets, plum llng,. installation
the facility. of stalls, and 'm1sh1.ng work.
. Progress of céonstruction will be
' Findings included: reported by Administrator / :
sci ; a
An annual recertification survey was cenducted at Designee ‘monthly. to the Quahty :
the facility during the week of 11/13/06. During Assurance Committee until i
! the survey, a group interview was held with 13 project is cormpleted.
alert and oriented residents, who were asked to While construction is still being
discuss any concerns they had about quality of completed the facility will
life in the facility. Several residents stated they t two ot} St TOOMS
- had a problem with inconvenience due to lack of | CORVERT TWO GLLSF TESIroom
progress to finish construction of the men's toilet located on t_h‘? East wing by the
and shower room in the East Hall, nurses’ station, This 1s the samc
‘ ) ‘ hall where tht Men shower
, By show of hands, eight of 13 residents, with 3 of i /restroom being remodeled is
3 male residents present, affirmed that access 1o ! | d '
‘ toilets and the single maie shower facility was a ocated. :
| problem for male residents. Residents in the
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. F 482 Continued From page 10 F 462
| meeting stated that the East Hall men's restroom The restrooms arc currently })
| had been unavailable for several months and the.art employee and 2) resident unisex. :
male residents had to travel "clear down the hall” | | We will provide signage to :
to the East Handicapped restroom or further | | dicate that both of these
| along the hallway to the West Halt men's o indicate that both of Thes \
‘restroom. A resident slated "some of them don't | | restrooms are Men only 1
make it in time " The residents stated that the | ‘ - restrooms to pravide them !
| E"‘SttH.lali Har:jd'ica%padbrestrogm 'Sf "omTes:aI!’.‘ a"e‘t ‘ toilcting facilitigs closer to their
: one toilet, and Is often busy. One female residen ‘ i o c also
stated that "we see what ihe men are going | W‘i rooms. Mdhﬁ' 1¢31d651ls 11]3\11‘}( st 1
through and wonder what It wilt be like when they been asked if they would ke 10 !
start remadeling the East Hall women's restroom move to the othpr nursing untt on
next year." the West sidc where they can be
‘ ) . . ! s the man’s shower / .
On 11/13/06 an interview was conducted with ! (j]oscr to Residlents have '
resident 1. During the interview, resident 1 statec restroom. Resifents B
' that men in the facility had problems because declined.
"there is only ane bathroom for all the male
residents’. Resident 1 stated that residents have
to ambulate from the East Hall to the West Hall
men's restroom. Resident 1 stated the traffic in |
the haliway is disruptive to the rest of residents at |
night. ‘ | |
\ |
- Qbservations were made of the haliway iengths 3
| for the East and West Hallways in the facility. |t
| was detarmined that the most distant male
rasident room on East Hall was 120 feet from the
first available toilet and lavatory, the Handicapped ’
i restroom. It was determined that the most distant
' male resident rcom wag 240 feet from the West !
| Hall men's restroom, including two toilet stalls, . N
| one urinal and the only shower stall available to |
i male residents in the facility.
: |
An interview was held with the facility :
' Administrator regarding efforts to minimize
| disruption of residents’ access to toilet and ;
| shower facilities. The facility Administrator staled wl J B
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F 462 | Continued From page 11
that a contractor originatly hired to do the work
i had finished the demolition and made no
progress to "put the East Hall mens restroom
back together.” The Administrator stated that the
. facility had attempted to contact s corporation
and the contractor about the lack of progress. He
stated "a new contractor has been hired and has
made good progress.” The Administrator was
asked to provide any written documentation
regarding facility efforts on behalf of providing
toieting facilities to male residents during the
East Hall mens restroom remodeling.

i The Administratar stated the administrative staff
had discussed the problem at Quality Assurance
meeting every month and had offered male
residents on the East an opportunity to move
nearer 1o the West Hall restroom during the
' construction but that "they had daclined." The
. Administrator stated that the facility had provided
several of the male residents in the East Hall with
urinals for nighttime use but that "they used them
during the day” too and that keeping the urinals
t emptied was a problem for the direct care staff,
The Administrator stated that the facility was
ancouraging male residents who ambulated o
use the West Hall restroom instead of g urinal
The Administrator offered no explanation why
altarnative, available toilet and bathing facilties
had not yet been offered for the use of male
‘ residents who were inconvenienced by the East
Hall men's rastroom construction.

i Members of the facility's administrative staff,
inciuding the Medical Records Supervisor, the
Maintenance Supervisar and the Social Worker |
were interviewed regarding facility efforts to

, manage the East Hall restroom remodeling

J project. All facility staff interviewed stated that the

F 462

i
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“problem had been discussed in Quality |
Assurance Meeting "every time we meet.”

| . .
! : |
| ;

INFINIA AT ALTA
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