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F 0584 Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to
receiving treatment and supports for daily living safely.
Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation and interview, the facility had one shared bathroom for male and female residents (Residents 1
Residents Affected - Some and 2).This failure resulted in Resident 1 feeling unsafe and made Residents 1 and 2 feeling they lacked

privacy. During a concurrent observation and interview on 8/8/2025 at 12:31 p.m., with Resident 1 (female) in
the resident's room, Resident 1 stated she felt unsafe because she was sharing the bathroom with Resident
2 (male) and further stated there was no bathroom lock. On observation, Resident 1's room was situated
beside a room for male residents and there was one shared bathroom inside the two rooms with no locks in
the doors. Resident 1 further stated that Resident 2 had to raise his arm outside of the bathroom door so that
she knew that Resident 2 was using the bathroom. Stated she was not sure if it was okay for female
residents to share bathrooms with male residents. During a review of Resident 1's Minimum Data Set (MDS,
a comprehensive assessment tool) dated 6/5/25, indicated Resident 1 was able to make herself understood
by others and was able to understand others. The MDS also indicated Resident 1 only needed set up and
clean up assistance in toileting and only needed supervision from the staff when walking a distance of 150
feet. During an interview on 8/8/25 at 12:40 p.m., with Resident 2, the resident stated he shared the
bathroom with Resident 1 and stated that there should be a lock for privacy. Stated it was uncomfortable for
him to share his bathroom with a female. During a review of Resident 2's MDS, dated [DATE], it indicated
Resident 2 usually made himself understood by others and was usually able to understand others. The MDS
also indicated Resident only needed supervision from the staff in toileting and when walking a distance of
150 feet. During an interview on 8/8/25 at 1:00 p.m., with the Director of Nursing (DON), the DON
acknowledged that female residents should not be sharing bathrooms with male residents. Stated the risk
was lack of privacy for the residents. Further stated there should be a bathroom lock to prevent abuse.
During a review of the facility's policy and procedure (P&P) titled, quality of life-Homelike Environment,
revised February 2021, the P&P indicated, .Staff shall provide person-centered care that emphasizes the
residents' comfort, independence and personal needs and preferences.
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