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This visit was for a recertification and 

state licensure survey. 

Dates of Survey: June 6, 7, 8 and 9, 2016.

Provider Number: 15G505

Aims Number: 100235280

Facility Number: 001019

This deficiency also reflects state 

findings in accordance with 460 IAC 9.

Quality review of this report completed 

on 6/16/16 by #09182.

W 0000  

483.420(a)(7) 

PROTECTION OF CLIENTS RIGHTS 

The facility must ensure the rights of all 

clients.  Therefore, the facility must ensure 

privacy during treatment and care of 

personal needs.

W 0130

 

Bldg. 00

Based on observation and interview, the 

facility failed to ensure privacy during the 

observed medication pass for 8 of 8 

clients (#1, #2, #3, #4, #5,  #6,  #7, #8),  

residing in the group home, when they 

received their medication from facility 

staff.  

Findings include:

An observation was done at the group 

W 0130  

The facility will ensure the rights of 

all clients.  All staff receive training 

on the individual rights upon hire 

and annually thereafter.

  

All staff at the residence will receive 

training on client’s right to privacy 

and the provision of privacy when 

receiving medication, treatment and 

care of personal needs. The 

QIDP/Program Coordinator will be 

responsible for providing and 
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home on 6/6/16 from 4:02p.m. to 

6:28p.m. At 4:07p.m., staff #4 began the 

medication pass for clients #1, #2, #3, #4, 

#5, #6, #7 and #8.  Staff #4 passed the 

clients' medications from the kitchen 

counter. The clients that were not 

receiving their medication were seated at 

the dining room table located next to the 

kitchen counter. All conversations 

between staff #4 (medication names/if 

client had bowel movement) and the 

client receiving medication could be 

heard by all clients. Staff #4 asked each 

client if they had "pooped today" at day 

service and the size of the bowel 

movement. Staff #4 (in the kitchen) 

asked client #8 (seated at the dining room 

table, not in medication area) if he had a 

bowel movement. During the medication 

pass at 4:12p.m., client #5 brought her 

laundry basket through the medication 

pass area, to get to the laundry room.     

Staff #1 was interviewed on 6/8/16 at 

10:48a.m. Staff #1 indicated the client 

medication pass should be done in a 

private area. Staff #1 indicated she was 

not aware the medication pass had been 

done on the kitchen counter and in the 

presence of other clients. Staff #1 

indicated this practice could also create 

more medication errors due to added 

distractions during the medication pass..   

documenting this training.

  

The QIDP and/Residential Manager 

will complete daily observations at 

the home for 30days during the 

medication administration and other 

at various times to assure staff are 

meeting expectations with assuring 

privacy during personal hygiene care 

and active treatment. Additional 

training will be provided 

immediately in instances where staff 

are observed not to be meeting the 

expectations.  The Program Manager 

will be responsible for ensuring the 

visits and observations are being 

completed.

  

Additionally, the medication pass 

will be moved from the kitchen into 

the adjacent office area to prevent 

further issues and to ensure 

consumers have privacy during 

treatment and care of personal 

needs.
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