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W 000 INITIAL COMMENTS W 000

 A complaint survey was completed on 9/20/24 for 
intake #NC00222051. The allegation was 
unsubstantiated; a deficiency was cited related to 
the investigation.

 

W 260 PROGRAM MONITORING & CHANGE
CFR(s): 483.440(f)(2)

At least annually, the individual program plan 
must be revised, as appropriate, repeating the 
process set forth in paragraph (c) of this section.
This STANDARD  is not met as evidenced by:

W 260

 Based on record review and interviews, the 
facility failed to ensure 1 of 1 audit clients (#3) 
individual program plan (IPP) was revised 
annually. The finding is: 

Record review on 9/19/24 of client #3's IPP dated 
3/25/23 revealed his annual review was not 
completed. 

Interview on 9/19/24 with the Qualified Intellectual 
Disabilities Professional (QIDP) revealed she has 
been in her position for a year and was aware 
that IPP's had to be reviewed annually. The QIDP 
acknowledged she had started working on the 
IPP but still has not finished the report. 

Interview on 9/19/24 with the Facility Director 
revealed she was aware the IPP's had not been 
revised and had already emphasized to the QIDP 
they needed to be completed.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation.
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