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E0037 E0037EP Training Program 

CFR(s): 483.475(d)(1) 

§403.748(d)(1), §416.54(d)(1), §418.113(d)(1), 
§441.184(d)(1), §460.84(d)(1), §482.15(d)(1), 
§483.73(d)(1), §483.475(d)(1), §484.102(d)(1), 
§485.68(d)(1), §485.542(d)(1), §485.625(d)(1), 
§485.727(d)(1), §485.920(d)(1), §486.360(d)(1), 
§491.12(d)(1). 

*[For RNCHIs at §403.748, ASCs at §416.54, Hospitals at
§482.15, ICF/IIDs at §483.475, HHAs at §484.102, REHs 
at §485.542, "Organizations" under §485.727, OPOs at 
§486.360, RHC/FQHCs at §491.12:] 

(1) Training program. The [facility] must do all of the
following: 

(i) Initial training in emergency preparedness policies
and procedures to all new and existing staff, 
individuals providing services under arrangement, and 
volunteers, consistent with their expected roles. 

(ii) Provide emergency preparedness training at least 
every 2 years. 

(iii) Maintain documentation of all emergency 
preparedness training. 

(iv) Demonstrate staff knowledge of emergency 
procedures. 

(v) If the emergency preparedness policies and 
procedures are significantly updated, the [facility] 
must conduct training on the updated policies and 
procedures. 

*[For Hospices at §418.113(d):] (1) Training. The 
hospice must do all of the following: 

(i) Initial training in emergency preparedness policies
and procedures to all new and existing hospice 
employees, and individuals providing services under 
arrangement, consistent with their expected roles. 

 

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 reverse for further 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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E0037 E0037Continued from page 1

(ii) Demonstrate staff knowledge of emergency 
procedures. 

(iii) Provide emergency preparedness training at least
every 2 years. 

(iv) Periodically review and rehearse its emergency 
preparedness plan with hospice employees (including 
nonemployee staff), with special emphasis placed on 
carrying out the procedures necessary to protect 
patients and others. 

(v) Maintain documentation of all emergency 
preparedness training. 

(vi) If the emergency preparedness policies and 
procedures are significantly updated, the hospice must
conduct training on the updated policies and 

procedures. 

*[For PRTFs at §441.184(d):] (1) Training program. The
PRTF must do all of the following: 

(i) Initial training in emergency preparedness policies
and procedures to all new and existing staff, 
individuals providing services under arrangement, and 
volunteers, consistent with their expected roles. 

(ii) After initial training, provide emergency 
preparedness training every 2 years. 

(iii) Demonstrate staff knowledge of emergency 
procedures. 

(iv) Maintain documentation of all emergency 
preparedness training. 

(v) If the emergency preparedness policies and 
procedures are significantly updated, the PRTF must 
conduct training on the updated policies and 
procedures. 

*[For PACE at §460.84(d):] (1) The PACE organization 
must do all of the following: 

(i) Initial training in emergency preparedness policies
and procedures to all new and existing staff, 
individuals providing on-site services under 
arrangement, contractors, participants, and volunteers,
consistent with their expected roles. 
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(ii) Provide emergency preparedness training at least 
every 2 years. 

(iii) Demonstrate staff knowledge of emergency 
procedures, including informing participants of what to
do, where to go, and whom to contact in case of an 
emergency. 

(iv) Maintain documentation of all training. 

(v) If the emergency preparedness policies and 
procedures are significantly updated, the PACE must 
conduct training on the updated policies and 
procedures. 

*[For LTC Facilities at §483.73(d):] (1) Training 
Program. The LTC facility must do all of the following:

(i) Initial training in emergency preparedness policies
and procedures to all new and existing staff, 
individuals providing services under arrangement, and 
volunteers, consistent with their expected role. 

(ii) Provide emergency preparedness training at least 
annually. 

(iii) Maintain documentation of all emergency 
preparedness training. 

(iv) Demonstrate staff knowledge of emergency 
procedures. 

*[For CORFs at §485.68(d):](1) Training. The CORF must
do all of the following: 

(i) Provide initial training in emergency preparedness
policies and procedures to all new and existing staff,
individuals providing services under arrangement, and 
volunteers, consistent with their expected roles. 

(ii) Provide emergency preparedness training at least 
every 2 years. 

(iii) Maintain documentation of the training. 

(iv) Demonstrate staff knowledge of emergency 
procedures. All new personnel must be oriented and 
assigned specific responsibilities regarding the CORF's
emergency plan within 2 weeks of their first workday. 
The training program must include instruction in the 
location and use of alarm systems and signals and 
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firefighting equipment. 

(v) If the emergency preparedness policies and 
procedures are significantly updated, the CORF must 
conduct training on the updated policies and 
procedures. 

*[For CAHs at §485.625(d):] (1) Training program. The 
CAH must do all of the following: 

(i) Initial training in emergency preparedness policies
and procedures, including prompt reporting and 
extinguishing of fires, protection, and where 
necessary, evacuation of patients, personnel, and 
guests, fire prevention, and cooperation with 
firefighting and disaster authorities, to all new and 
existing staff, individuals providing services under 
arrangement, and volunteers, consistent with their 
expected roles. 

(ii) Provide emergency preparedness training at least 
every 2 years. 

(iii) Maintain documentation of the training. 

(iv) Demonstrate staff knowledge of emergency 
procedures. 

(v) If the emergency preparedness policies and 
procedures are significantly updated, the CAH must 
conduct training on the updated policies and 
procedures. 

*[For CMHCs at §485.920(d):] (1) Training. The CMHC 
must provide initial training in emergency preparedness
policies and procedures to all new and existing staff,
individuals providing services under arrangement, and 
volunteers, consistent with their expected roles, and 
maintain documentation of the training. The CMHC must 
demonstrate staff knowledge of emergency procedures. 
Thereafter, the CMHC must provide emergency 
preparedness training at least every 2 years. 

This STANDARD is NOT MET as evidenced by: 

Based on record review and interview, the facility 
failed to ensure direct care staff were trained on the
facility’s emergency preparedness plan (EPP) at least 
biennially. The finding is: 

Review on 3/30/26 of the facility’s EPP revealed no 
evidence of initial or biennial training on the EPP. 
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E0037 E0037Continued from page 4

Interview on 3/30/26 with the qualified intellectual 
disabilities professional (QIDP) confirmed that initial
training and biennial training for current staff were 
not completed. 

E0039 E0039EP Testing Requirements 

CFR(s): 483.475(d)(2) 

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2), 
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2), 
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2), 
§485.542(d)(2), §485.625(d)(2), §485.727(d)(2), 
§485.920(d)(2), §491.12(d)(2), §494.62(d)(2). 

*[For ASCs at §416.54, CORFs at §485.68, REHs at 
§485.542, OPO, "Organizations" under §485.727, CMHCs at
§485.920, RHCs/FQHCs at §491.12, and ESRD Facilities at
§494.62]: 

(2) Testing. The [facility] must conduct exercises to 
test the emergency plan annually. The [facility] must 
do all of the following: 

(i) Participate in a full-scale exercise that is 
community-based every 2 years; or 

(A) When a community-based exercise is not accessible,
conduct a facility-based functional exercise every 2 
years; or 

(B) If the [facility] experiences an actual natural or
man-made emergency that requires activation of the 
emergency plan, the [facility] is exempt from engaging
in its next required community-based or individual, 
facility-based functional exercise following the onset
of the actual event. 

(ii) Conduct an additional exercise at least every 2 
years, opposite the year the full-scale or functional 
exercise under paragraph (d)(2)(i) of this section is 
conducted, that may include, but is not limited to the
following: 

(A) A second full-scale exercise that is 
community-based or individual, facility-based 
functional exercise; or 

(B) A mock disaster drill; or 
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E0039 E0039Continued from page 5
(C) A tabletop exercise or workshop that is led by a 
facilitator and includes a group discussion using a 
narrated, clinically-relevant emergency scenario, and a
set of problem statements, directed messages, or 
prepared questions designed to challenge an emergency 
plan. 

(iii) Analyze the [facility's] response to and maintain
documentation of all drills, tabletop exercises, and 
emergency events, and revise the [facility's] emergency
plan, as needed. 

*[For Hospices at 418.113(d):] 

(2) Testing for hospices that provide care in the 
patient's home. The hospice must conduct exercises to 
test the emergency plan at least annually. The hospice
must do the following: 

(i) Participate in a full-scale exercise that is 
community based every 2 years; or 

(A) When a community based exercise is not accessible,
conduct an individual facility based functional 
exercise every 2 years; or 

(B) If the hospice experiences a natural or man-made 
emergency that requires activation of the emergency 
plan, the hospital is exempt from engaging in its next
required full scale community-based exercise or 
individual facility-based functional exercise following
the onset of the emergency event. 

(ii) Conduct an additional exercise every 2 years, 
opposite the year the full-scale or functional exercise
under paragraph (d)(2)(i) of this section is conducted,
that may include, but is not limited to the following:

(A) A second full-scale exercise that is 
community-based or a facility based functional 
exercise; or 

(B) A mock disaster drill; or 

(C) A tabletop exercise or workshop that is led by a 
facilitator and includes a group discussion using a 
narrated, clinically-relevant emergency scenario, and a
set of problem statements, directed messages, or 
prepared questions designed to challenge an emergency 
plan. 

(3) Testing for hospices that provide inpatient care 

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: BKEF11 Facility ID: 921835 If continuation sheet Page 6 of 16



PRINTED: 04/02/2026

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
 AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:
34G055

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY COMPLETED

03/31/2026

NAME OF PROVIDER OR SUPPLIER

FANJOY HOME #1

STREET ADDRESS, CITY, STATE, ZIP CODE

235 FANJOY ROAD , STATESVILLE, North Carolina, 28625

(X4) ID 
PREFIX 

TAG

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 
PREFIX 

TAG

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE

 CROSS-REFERENCED TO THE
 APPROPRIATE DEFICIENCY)

(X5) 
COMPLETION

 DATE

E0039 E0039Continued from page 6
directly. The hospice must conduct exercises to test 
the emergency plan twice per year. The hospice must do
the following: 

(i) Participate in an annual full-scale exercise that 
is community-based; or 

(A) When a community-based exercise is not accessible,
conduct an annual individual facility-based functional
exercise; or 

(B) If the hospice experiences a natural or man-made 
emergency that requires activation of the emergency 
plan, the hospice is exempt from engaging in its next 
required full-scale community based or facility-based 
functional exercise following the onset of the 
emergency event. 

(ii) Conduct an additional annual exercise that may 
include, but is not limited to the following: 

(A) A second full-scale exercise that is 
community-based or a facility based functional 
exercise; or 

(B) A mock disaster drill; or 

(C) A tabletop exercise or workshop led by a 
facilitator that includes a group discussion using a 
narrated, clinically-relevant emergency scenario, and a
set of problem statements, directed messages, or 
prepared questions designed to challenge an emergency 
plan. 

(iii) Analyze the hospice's response to and maintain 
documentation of all drills, tabletop exercises, and 
emergency events and revise the hospice's emergency 
plan, as needed. 

*[For PRFTs at §441.184(d), Hospitals at §482.15(d), 
CAHs at §485.625(d):] 

(2) Testing. The [PRTF, Hospital, CAH] must conduct 
exercises to test the emergency plan twice per year. 
The [PRTF, Hospital, CAH] must do the following: 

(i) Participate in an annual full-scale exercise that 
is community-based; or 

(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise; or 
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E0039 E0039Continued from page 7
(B) If the [PRTF, Hospital, CAH] experiences an actual
natural or man-made emergency that requires activation
of the emergency plan, the [facility] is exempt from 
engaging in its next required full-scale community 
based or individual, facility-based functional exercise
following the onset of the emergency event. 

(ii) Conduct an [additional] annual exercise or and 
that may include, but is not limited to the following:

(A) A second full-scale exercise that is 
community-based or individual, a facility-based 
functional exercise; or 

(B) A mock disaster drill; or 

(C) A tabletop exercise or workshop that is led by a 
facilitator and includes a group discussion, using a 
narrated, clinically-relevant emergency scenario, and a
set of problem statements, directed messages, or 
prepared questions designed to challenge an emergency 
plan. 

(iii) Analyze the [facility's] response to and maintain
documentation of all drills, tabletop exercises, and 
emergency events and revise the [facility's] emergency
plan, as needed. 

*[For PACE at §460.84(d):] 

(2) Testing. The PACE organization must conduct 
exercises to test the emergency plan at least annually.
The PACE organization must do the following: 

(i) Participate in an annual full-scale exercise that 
is community-based; or 

(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise; or 

(B) If the PACE experiences an actual natural or 
man-made emergency that requires activation of the 
emergency plan, the PACE is exempt from engaging in its
next required full-scale community based or individual,
facility-based functional exercise following the onset
of the emergency event. 

(ii) Conduct an additional exercise every 2 years 
opposite the year the full-scale or functional exercise
under paragraph (d)(2)(i) of this section is conducted
that may include, but is not limited to the following:
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E0039 E0039Continued from page 8
(A) A second full-scale exercise that is 
community-based or individual, a facility based 
functional exercise; or 

(B) A mock disaster drill; or 

(C) A tabletop exercise or workshop that is led by a 
facilitator and includes a group discussion, using a 
narrated, clinically-relevant emergency scenario, and a
set of problem statements, directed messages, or 
prepared questions designed to challenge an emergency 
plan. 

(iii) Analyze the PACE's response to and maintain 
documentation of all drills, tabletop exercises, and 
emergency events and revise the PACE's emergency plan,
as needed. 

*[For LTC Facilities at §483.73(d):] 

(2) The [LTC facility] must conduct exercises to test 
the emergency plan at least twice per year, including 
unannounced staff drills using the emergency 
procedures. The [LTC facility, ICF/IID] must do the 
following: 

(i) Participate in an annual full-scale exercise that 
is community-based; or 

(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise. 

(B) If the [LTC facility] facility experiences an 
actual natural or man-made emergency that requires 
activation of the emergency plan, the LTC facility is 
exempt from engaging its next required a full-scale 
community-based or individual, facility-based 
functional exercise following the onset of the 
emergency event. 

(ii) Conduct an additional annual exercise that may 
include, but is not limited to the following: 

(A) A second full-scale exercise that is 
community-based or an individual, facility based 
functional exercise; or 

(B) A mock disaster drill; or 

(C) A tabletop exercise or workshop that is led by a 
facilitator includes a group discussion, using a 
narrated, clinically-relevant emergency scenario, and a
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E0039 E0039Continued from page 9
set of problem statements, directed messages, or 
prepared questions designed to challenge an emergency 
plan. 

(iii) Analyze the [LTC facility] facility's response to
and maintain documentation of all drills, tabletop 
exercises, and emergency events, and revise the [LTC 
facility] facility's emergency plan, as needed. 

*[For ICF/IIDs at §483.475(d)]: 

(2) Testing. The ICF/IID must conduct exercises to test
the emergency plan at least twice per year. The ICF/IID
must do the following: 

(i) Participate in an annual full-scale exercise that 
is community-based; or 

(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise; or. 

(B) If the ICF/IID experiences an actual natural or 
man-made emergency that requires activation of the 
emergency plan, the ICF/IID is exempt from engaging in
its next required full-scale community-based or 
individual, facility-based functional exercise 
following the onset of the emergency event. 

(ii) Conduct an additional annual exercise that may 
include, but is not limited to the following: 

(A) A second full-scale exercise that is 
community-based or an individual, facility-based 
functional exercise; or 

(B) A mock disaster drill; or 

(C) A tabletop exercise or workshop that is led by a 
facilitator and includes a group discussion, using a 
narrated, clinically-relevant emergency scenario, and a
set of problem statements, directed messages, or 
prepared questions designed to challenge an emergency 
plan. 

(iii) Analyze the ICF/IID's response to and maintain 
documentation of all drills, tabletop exercises, and 
emergency events, and revise the ICF/IID's emergency 
plan, as needed. 

*[For HHAs at §484.102] 
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E0039 E0039Continued from page 10
(d)(2) Testing. The HHA must conduct exercises to test
the emergency plan at 

least annually. The HHA must do the following: 

(i) Participate in a full-scale exercise that is 
community-based; or 

(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise every 2 years; or. 

(B) If the HHA experiences an actual natural or 
man-made emergency that requires activation of the 
emergency plan, the HHA is exempt from engaging in its
next required full-scale community-based or individual,
facility based functional exercise following the onset
of the emergency event. 

(ii) Conduct an additional exercise every 2 years, 
opposite the year the full-scale or functional exercise
under paragraph (d)(2)(i) of this section is conducted,
that may include, but is not limited to the following:

(A) A second full-scale exercise that is 
community-based or an individual, facility-based 
functional exercise; or 

(B) A mock disaster drill; or 

(C) A tabletop exercise or workshop that is led by a 
facilitator and includes a group discussion, using a 
narrated, clinically-relevant emergency scenario, and a
set of problem statements, directed messages, or 
prepared questions designed to challenge an emergency 
plan. 

(iii) Analyze the HHA's response to and maintain 
documentation of all drills, tabletop exercises, and 
emergency events, and revise the HHA's emergency plan,
as needed. 

*[For OPOs at §486.360] 

(d)(2) Testing. The OPO must conduct exercises to test
the emergency plan. The OPO must do the following: 

(i) Conduct a paper-based, tabletop exercise or 
workshop at least annually. A tabletop exercise is led
by a facilitator and includes a group discussion, using
a narrated, clinically relevant emergency scenario, and
a set of problem statements, directed messages, or 
prepared questions designed to challenge an emergency 
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E0039 E0039Continued from page 11
plan. If the OPO experiences an actual natural or 
man-made emergency that requires activation of the 
emergency plan, the OPO is exempt from engaging in its
next required testing exercise following the onset of 
the emergency event. 

(ii) Analyze the OPO's response to and maintain 
documentation of all tabletop exercises, and emergency
events, and revise the [RNHCI's and OPO's] emergency 
plan, as needed. 

*[ RNCHIs at §403.748]: 

(d)(2) Testing. The RNHCI must conduct exercises to 
test the emergency plan. The RNHCI must do the 
following: 

(i) Conduct a paper-based, tabletop exercise at least 
annually. A tabletop exercise is a group discussion led
by a facilitator, using a narrated, clinically-relevant
emergency scenario, and a set of problem statements, 
directed messages, or prepared questions designed to 
challenge an emergency plan. 

(ii) Analyze the RNHCI's response to and maintain 
documentation of all tabletop exercises, and emergency
events, and revise the RNHCI's emergency plan, as 
needed. 

This STANDARD is NOT MET as evidenced by: 

Based on record review and interview, the facility 
failed to conduct biennial testing of the facility’s 
emergency preparedness plan (EPP). The finding is: 

Review on 3/30/26 of the facility’s EPP revealed no 
evidence of a full-scale community or facility-based 
training, a second full scale-community or 
facility-based training or mock drill, or a tabletop 
exercise. 

Interview on 3/30/26 with the qualified intellectual 
disabilities professional (QIDP) confirmed the facility
has not conducted a full-scale community or 
facility-based training, a second full scale-community
or facility-based training or mock drill, or a tabletop
exercise. 

W0249 W0249PROGRAM IMPLEMENTATION 

CFR(s): 483.440(d)(1) 

As soon as the interdisciplinary team has formulated a
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W0249 W0249Continued from page 12
client's individual program plan, each client must 
receive a continuous active treatment program 
consisting of needed interventions and services in 
sufficient number and frequency to support the 
achievement of the objectives identified in the 
individual program plan. 

This STANDARD is NOT MET as evidenced by: 

Based on record reviews and interviews, the facility 
failed to ensure 5 of 5 audited clients (#1, #2, #3, 
#4, and #5) received a continuous active treatment 
program with sufficient frequency to support the 
achievement of the objectives as identified in their 
person-centered plans (PCPs). The findings are: 

A. Review on 3/31/26 of client #1's PCP dated 1/5/26 
revealed formal training programs as follows: Prepare 
Meat P.M.- scheduled daily; Hang Shirts PM- scheduled 
weekly; Follow Morning Routine A.M. - scheduled daily;
Remain on less -Preferred Task VOC - scheduled daily. 

Review on 3/31/26 of client #1's programs in the 
electronic system from 12/1/25-3/31/26 revealed the 
documented data collection on 12/2025-8 days; 1/2026-5
days; 2/2026-8 days; 3/2026-16 days. There was no 
documentation in February 2026 for client #1’s training
program to Remain on less-Preferred task VOC. Client 
#1’s programs are not being implemented at a frequency
enough for the client to meet the goals. 

Interview on 3/31/26 with the qualified intellectual 
disabilities professional (QIDP) confirmed that program
training data collection was correct in the electronic
system. Further interview with the QIDP revealed that 
staff should be implementing the client’s training 
programs. 

B. Review on 3/31/26 of client #2's PCP dated 10/4/24 
revealed formal training programs as follows: Bathing 
A.M. - scheduled daily; Attend a Task at VOC - 
scheduled weekly; Wash Laundry in P.M. - scheduled 
weekly; Privacy A.M. and P.M. - scheduled daily; 
Toileting Schedule (3rd shift) – scheduled daily. 

Review on 3/31/26 of client #2's programs in the 
electronic system from 12/1/25-3/31/26 revealed the 
documented data collection on 12/2025-No data; 1/2026-5
days for Toileting program and 1 day for Attend to a 
task program; 2/2026- No data for attend a task at VOC,
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1 day for Wash laundry program, and 7 days for privacy
and bathing program; 3/2026- 2 days for attend a task 
at VOC and 5 days for Wash Laundry in PM. Client #2’s 
programs are not being implemented at a frequency 
enough for the client to meet the goals. 

Interview on 3/31/26 with the QIDP confirmed that 
program training data collection was correct in the 
electronic system. Further interview with the QIDP 
revealed that staff should be implementing the client’s
training programs. 

C. Review on 3/31/26 of client #3's PCP dated 5/29/25 
revealed formal training programs as follows: Brush 
Teeth A.M. and P.M. - scheduled daily; Bathing P.M. – 
scheduled daily; Attend a Task at VOC - scheduled 
weekly; Walking at VOC - scheduled weekly; Toileting 
schedule PM - scheduled daily; Toileting Schedule AM &
VOC - scheduled daily; Nighttime Toileting (3rd shift)
- scheduled daily; Respond to Social Greeting PM – 
scheduled in a frequency of 5. 

Review on 3/31/26 of client #3's programs in the 
electronic system from 12/1/25-3/31/26 revealed the 
documented data collection on 12/2025- No documented 
data; 1/2026- No documented data; 2/2026- 5 days of 
data collection. Client #3’s programs are not 
implemented at a frequency enough for the client to 
meet the goals. 

Interview on 3/31/26 with the QIDP confirmed that 
program training data collection was correct in the 
electronic system. Further interview with the QIDP 
revealed that staff should be implementing the client’s
training programs. 

D. Review on 3/31/26 of client #4's PCP dated 4/15/25 
revealed formal training programs as follows: Tolerate
Wearing Helmet - scheduled Daily; Tolerate Following 
Schedule at VOC - scheduled Daily; Privacy A.M. & P.M.
- scheduled daily; Less Preferred Task at VOC - 
scheduled Daily; Brush Teeth A.M. & P.M. – scheduled 
daily. 

Review on 3/31/26 of client #4's programs in the 
electronic system from 12/1/25-3/31/26 revealed the 
documented data collection on 12/2025- No documented 
data; 1/2026- No documented data; 2/2026- No documented
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data. Client #4’s programs are not being implemented at
a frequency enough for the client to meet the goals. 

Interview on 3/31/26 with the QIDP confirmed that 
program training data collection was correct in the 
electronic system. Further interview with the QIDP 
revealed that staff should be implementing the client’s
training programs. 

E. Review on 3/31/21 of client #5's PCP dated 1/12/26 
revealed formal training programs as follows: Privacy 
P.M. – scheduled daily; Genital Care in P.M.- scheduled
daily; Brush Teeth in A.M. and P.M. - scheduled daily;
Sign Language- VOC & PM -scheduled daily; Remains in 
work area at VOC - scheduled daily; Storage of 
Laundered Clothes P.M. - scheduled daily. 

Review on 3/31/26 of client #5's programs in the 
electronic system from 12/1/25-3/31/26 revealed the 
documented data collection on 12/2025- 11 days; 1/2026-
3 days; 2/2026- 3 days; 3/2026- 11 days. Client #5’s 
programs are not implemented at a frequency enough for
the client to meet the goals. 

Interview on 3/31/26 with the QIDP confirmed that 
program training data collection was correct in the 
electronic system. Further interview with the QIDP 
revealed that staff should be implementing the client’s
training programs. 

W0260 W0260PROGRAM 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: 

Based on record reviews and interviews, the facility 
failed to ensure the person-centered plans (PCP) were 
revised at least annually for 1 of 5 audited clients 
(#2). The finding is: 

Review of records on 3/30/26 for client #2 revealed a 
PCP dated 10/4/24. There was no additional 
documentation provided to show evidence that client 
#2’s PCP meeting had taken place and updated since 
10/4/24. 
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Interview on 3/31/26 with the qualified intellectual 
disabilities professional (QIDP) confirmed that client
#2’s current plan is expired. Continued interview with
the QIDP revealed that there is no evidence that the 
PCP meeting has taken place. 
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