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Bldg. 00

This visit was for a State Residential Licensure 

Survey. 

Survey dates: September 21 and 22, 2022.

Facility number: 004028

Residential Census: 29

This State Residential Finding is cited in 

accordance with 410 IAC 16.2-5.  

Quality review completed on 9/23/22.

R 0000 Submission of this response and 

Plan of Correction is NOT a legal 

admission that a deficiency exists 

or, that this Statement of 

Deficiencies was correctly cited, 

and is also NOT to be construed 

as an admission against interest 

by the residence, or any 

employees, agents, or other 

individuals who drafted or may be 

discussed in the response or Plan 

of Correction. In addition, 

preparation and submission of this 

Plan of Correction does NOT 

constitute an admission or 

agreement of any kind by the 

facility of the truth of any facts 

alleged or the correctness of any 

conclusions set forth in this 

allegation by survey agency.

 

410 IAC 16.2-5-7.1(c)(1-3) 

Activities Programs - Noncompliance 

(c) An activities director shall be designated 

and must be one (1) of the following:

(1) A recreation therapist.

(2) An occupational therapist or a certified 

occupational therapy assistant.

(3) An individual who has satisfactorily 

completed or will complete within one (1) 

year an activities director course approved by 

the division.

R 0328

 

Bldg. 00

Based on interview and record review, the facility 

failed to employee an Activity Director who is 

either qualified by education or certification.  This 

deficient practice had the potential to impact 29 of 

29 residents who resided in the facility.

R 0328 1) What corrective action(s) will be 

accomplished for those residents 

found to have been affected by the 

deficient practice?

      The Activity Director enrolled 
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Finding includes:

A facility completed "Employee Record" form, 

dated 9/21/22, indicated the Activity Director's 

employment start date was 6/21/2012.  During a 

9/22/2022 employee record review, the Activity 

Director did not have a certification in the licenses 

and certificate book provided by the facility.

During an interview on 9/22/22 at 2:30 p.m., the 

Administrator indicated the Activity Director did 

not posses a diploma or certification for her 

position.  She indicated the Activity Director had 

worked in the activity department for 10 years and 

had been the department director the majority of 

the time.  She indicated the facility had 

recommended the current Activity Director attend 

the class but she had not enrolled.

in the activity director course 

offered by Rowlett & Laker, Inc. on 

9/28/2022. The course will be 

completed within 16 weeks.

2) How the facility will identify 

other residents having potential to 

be affected by the same deficient 

practice and what corrective action 

will be taken:

      An audit of credentials for 

current employees was completed 

on 9/28/2022 by Executive 

Director (ED) to ensure employees 

are qualified by certification or 

education. No concerns identified

3) What measure will be put into 

place or what systemic changes 

the facility will make to ensure 

that the deficient practice does not 

reoccur?

      The ED was retrained by the 

Regional Director of Care Services 

on 9/28/2022 on the need to 

ensure employees, including the 

activity director, are qualified by 

certification or education.

4) How the corrective action(s) will 

be monitored to ensure the 

deficient practice will not reoccur, 

i.e. what quality assurance 

program will be put into place.

     Effective 10/22/2022, the ED 

will audit the credentials of new 

hires and 5 current employees to 

ensure employees are qualified by 

certification or education. The 

auditing will occur weekly X4 
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weeks, bi-weekly X 4 weeks, then 

monthly. Results of the monitoring 

and audits will be reviewed at the 

monthly QI meeting. The QI 

Committee will determine if 

continued audits are necessary 

based on 3 consecutive months of 

compliance. Monitor will be 

on-going.
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