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From 03/27/2024 to 03/28/2024, Surveyor
conducted a complaint investigation at Waterford
at West Bend, a CBRF in West Bend.
One deficiency was identified.
The complaint was substantiated.
Census: 38
Y3235 50.09(1)(f) Privacy Y3235
(1) RESIDENTS' RIGHTS. Every resident
in a nursing home or community based
residential facility shall, except as
provided in sub. (5), have the right
to:
(f) Physical and emotional privacy in
treatment, living arrangements and in
caring for personal needs, including,
but not limited to:
This Rule is not met as evidenced by:
Based on observation and interview, the provider
did not ensure residents were provided privacy in
all living areas. The provider had a camera in the
dining room.
Findings include:
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From 03/27/2024 to 03/28/2024, Surveyor
conducted a complaint investigation that alleged
the facility had a camera placed in the facility that
viewed residents in the dining room.

On 03/27/2024 at approximately 8:50 a.m.,
Surveyor toured the provider's dining room with
Caregiver B and asked if there was a camera in
the room. Caregiver B pointed to a camera above
cabinets that was angled at the dining room in the
"assisted living" portion of the facility.

On 03/27/2024 at approximately 9:25 a.m.,
Surveyor interviewed Administrator A. Surveyor
asked Administrator A to show the images viewed
on the dining room camera. Administrator A
pulled up the camera view on his/her phone,
which viewed the dining room where residents
ate. Administrator A confirmed residents would be
in view on the camera if in the dining room and
stated s/he wasn't sure when or why the camera
was ever installed.
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