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 M 000 INITIAL COMMENTS  M 000

On 11/10/2025, Surveyors conducted a complaint 
investigation and abbreviated survey at County 
Line Home. 
One deficiency was identified.
One complaint was unsubstantiated.

Census : 3

 

 M 550 88.10(3)(b) Privacy

Privacy.  To have physical and  
emotional privacy in treatment, living  
arrangements and in caring for  
personal needs, including toileting,  
bathing and dressing.  The resident,  
the resident's room, any other area in  
which the resident has reasonable  
expectation of privacy, and the  
personal belongings of a resident  
shall not be searched without the  
resident's permission or permission of  
the resident's guardian except when  
there is reasonable cause to believe  
that the resident possesses  
contraband.  The resident shall be  
present for the search.

This Rule  is not met as evidenced by:

 M 550

Based on observation and interview, the provider 
did not ensure 3 of 3 residents had privacy in their 
own home. There were cameras in the dining 
area and in the den/sitting room.

Findings include:

On 11/10/2025 at approximately 9:20 AM, 
Surveyors toured the facility. Surveyors observed 
cameras in the dining area and in the den/sitting 
room.
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 M 550Continued From page 1 M 550

On 11/10/2025 at 10:30 AM, Surveyors 
interviewed Chief Operating Officer (COO) A 
regarding the cameras noted. COO A stated there 
was an incident a month ago where a caregiver 
had allegedly mistreated a resident. The 
caregiver was let go and cameras were installed 
a month ago (10/11/2025). COO A stated they 
ensured cameras were not placed in resident 
rooms. Surveyors informed COO A that cameras 
were not allowed in any resident areas. COO A 
spoke to the licensee and immediately had them 
removed.

If continuation sheet  2 of 26899STATE FORM I15H11


