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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on record review and staff and resident interviews, the facility failed to treat 1(Resident #1) of 3 
residents reviewed with dignity by denying the resident access and assistance to the bathroom. The findings 
included:Review of the facility provided incident investigations revealed on 7/25/25 the facility initiated an 
investigation for Resident #1 related to staff denying him access to the bathroom in the therapy department. 
The facility's investigation noted that on 7/25/25 at approximately 11:30 a.m., Resident #1 needed to use the 
bathroom and stopped in the therapy department to use their restroom. Resident #1 stated that staff denied 
him access and assistance to the therapy department bathroom, resulting in an incontinence episode, 
causing the resident to miss a doctor's appointment. Resident #1 stated that he was embarrassed and angry. 
The facility's investigation included statements of staff involved. Review of the facility provided staff 
statements revealed:Physical Therapist (PT) Staff D stated that on 7/25/25 at approximately 11:00 a.m., she 
entered the therapy room to start a group session. Several residents, including Resident #1 were present. 
Resident #1 wanted to use the bathroom. Physical Therapy Staff C told Resident #1 that he could not use 
the restroom without assistance, and she had another resident in the room at the time. PT Staff C offered to 
take Resident #1 to his unit to use the bathroom. He refused her assistance. PT Staff D said Resident #1 
began cussing and flailing his arms and she was extremely uncomfortable with his behavior. Physical 
Therapist Staff E stated that on 7/25/25 at approximately 11:00 a.m., Resident #1 entered the therapy gym 
and headed for the bathroom stating he was going to use the toilet. PT Staff C told him that he could not use 
the toilet in the gym because he needed assistance and she was busy treating a patient. PT Staff C told 
Resident #1 that the Director of Rehab (DOR) had told him that he could not use the toilet independently or 
use the gym's toilet is he was not in treatment. Resident #1 reposted urgency to use the toilet. PT Staff C 
said she could take him to his room. PT Staff C asked PT Staff E if she could assist the resident to the toilet. 
She stated that she could not. PT Staff C and PT Staff D again stated that Resident #1 needed assistance to 
transfer. Resident #1 began cussing and left the room. Licensed Practical Nurse (LPN) Staff F provided a 
statement that on 7/25/25 at approximately 11:15 a.m., she heard Resident #1 coming down the hall, 
cussing. She asked the resident what was wrong. He stated that therapy told him he could not use the 
restroom, that he had to use the restroom in his room. Resident #1 told her that PT Staff D put a wheelchair 
in front of the bathroom door to block the entrance. LPN Staff F said that the driver was here to take him to 
his appointment. He told her to send the driver away because he had to get cleaned up. The investigation 
noted that Resident #1 was a 1 assist transfer (stand and pivot) as well as using the sit to stand lift when 
requested. Resident #1's therapy notes stated that the resident was able to use the restroom with minimal to 
no assistance. Resident #1 was going to therapy 3 times a week at the time of the event but was not on 
therapy caseload for that day. On 8/4/25 the facility documented in the conclusion of their investigation, This 
event will be verified due to the 3 therapy staff members not personally assisting (Resident #1) to the 
restroom. The therapists are professionally trained to assist with standing and pivoting individuals. (Resident 
#1) was offered assistance to get back to his room but never assistance with the toilet nor was he allowed to 
toilet himself due to placing a wheelchair in front of the bathroom door. The three individuals never requested 
assistance from the nursing department nor notified them of his need. (Resident #1) is alert and oriented and 
is capable of toileting himself but is recommended by therapy to have staff present to prevent falls per 
therapy notes.On 8/20/25, review of the clinical record for Resident #1 revealed an admission date of 3/4/21. 
Diagnoses included Parkinson's disease, Alzheimer's disease.Review of the Quarterly Minimum Data Set 
(MDS) assessment with a target date of 7/28/25 revealed Resident #1 scored 15 on the Brief Interview for 
Mental Status, indicating intact cognition. The care plan initiated on noted the resident assistance of 1 for 
transfers (stand and pivot). Resident #1 also used a sit to stand lift when requested. On 8/20/25 at 10:30 a.m.
, in an interview the Regional Administrator, Risk Manager, and Assistant Director of Nursing said they were 
aware of the incident of Resident #1 not being allowed to use the restroom in the Physical Therapy 
Department which resulted in Resident #1 soiling himself. They said all three therapists involved in the 
incident were contracted from an outside company to provide Physical Therapy services to all state facilities. 
On 8/20/2025 at 12:45 p.m., in an interview Resident #1 said the incident on 7/25/2025 made him very 
angry. He said that he was dressed and, on his way up front to catch his ride for a doctor's appointment. He 
said he suddenly realized he needed to poop and the Physical Therapy room was right there. They wouldn't 
let him use the restroom. He said PT Staff D threw a wheelchair in front of the bathroom door to block him 
from entering. He said he tried to make his way back to his room but soiled himself before he made it back. 
Resident #1 said the incident made him feel angry and embarrassed. He said that behavior cannot be 
tolerated. He said he has been a resident at the facility for 9 years now and has always been treated with 
respect and dignity by all the employees except for this incident. Resident #1 said he did not require 
assistance to use the restroom. Due to his back issues, he can only stand for about 10 seconds before he 
loses his balance. On 8/21/2025 at 9:45 a.m., in an interview the Director of Rehab said she was not working 
on 7/25/25 but was told Resident #1 stopped in and said he needed to use the restroom. She said their 
verbal policy is to accommodate all residents to use the restroom. She said she even has tape in front of the 
bathroom door to ensure it stays free of clutter and not blocked. She said there was no excuse for denying 
the resident access to the therapy bathroom.

22106059

02/05/2026


