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Keep residents' personal and medical records private and confidential.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37013

Based on observations, facility policy review, clinical record review, and staff interviews, it was determined 
that the facility failed to ensure resident privacy was protected for one of five residents reviewed, after a 
video baby monitor was placed in a resident's room (Resident 3). 

Findings include:

Review of facility policy, titled Resident Rights, revised June 2023, revealed Federal and state laws 
guarantee certain basic rights to all residents of this facility. These rights include the resident's right to: 
privacy and confidentiality. 

Review of Resident 3's clinical record revealed that he was admitted to the facility on [DATE], with diagnoses 
that included frontotemporal neurocognitive disorder (the result of damage to neurons in the frontal and 
temporal lobes of the brain. Many possible symptoms can result, including unusual behaviors, emotional 
problems, trouble communicating, difficulty with work, or difficulty with walking) and Bipolar disorder (a 
disorder associated with episodes of mood swings ranging from depressive lows to manic highs). 

During an interview with Employee 1 on October 30, 2024, at 10:14 AM, it was revealed that a baby video 
monitor was placed in Resident 3's room sometime over the weekend, in place of 1:1 monitoring, and that it 
was just removed from his room earlier that morning. Employee 1 stated that the camera part of the baby 
monitor was placed on Resident 3 and the other part of the monitor, to be able to watch Resident 3, was 
either at the nurse's desk or with the nurse on their medication cart. Employee 1 stated they were unaware if 
Resident 3 even had an order for 1:1 monitoring. 

During an interview with Employee 2 on October 30, 2024, at 10:39 AM, it was revealed that they observed a 
camera in Resident 3's room the day prior, because Resident 3 was to be a 1:1. They stated that the monitor 
portion was kept either at the nurse's station or with the nurse on the medication cart. Employee 2 stated 
they were unaware if the camera was still in Resident 3's room or if it had been removed. 

During an interview with Employee 3 on October 30, 2024, at 12:03 PM, it was revealed that a baby video 
monitor was placed in Resident 3's room on Saturday night (October 26, 2024) in order to closely monitor 
Resident 3. Employee 3 stated it was used in place of a 1:1 and that the nurse had the monitor portion with 
them, either at the nurse's desk or on the medication cart. Employee 3 said that earlier that morning, the 
camera was removed from Resident 3's room. 

(continued on next page)
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Observation of Resident 3 on October 30, 2024, at 10:32 AM, revealed Resident 3 in bed, closest to the 
door. It was also observed that Resident 3 had a roommate, located on the window side of the room, 
Resident 5. Observation at that time revealed Employee 4 sitting in Resident 3's room. Employee 4 stated 
they were Resident 3's 1:1. Employee 4 denied knowledge of a camera in Resident 3's room, but stated it 
was his first time sitting as a 1:1 with Resident 3. 

Review of Resident 3's physician orders revealed no orders for a 1:1 or for any kind of video monitoring. 

Review of Resident 3's clinical record revealed no evidence that written consent was obtained from Resident 
3's Guardian for video monitoring in place of a 1:1. 

There was also no evidence that Resident 5 and/or their Representative was made aware that a video 
monitor was placed on his roommate's side of the room. 

During an interview with the Nursing Home Administrator on October 30, 2024, at 1:10 PM, she confirmed 
that a baby monitor is being used for Resident 3. She stated that if Resident 3 is outside of his room, a 1:1 is 
with him but if he is in his room, resting or sleeping, the baby video monitor is being used. 

28 Pa. Code 201.29(a) Resident rights

22395428

03/01/2025


