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W 000 INITIAL COMMENTS W 000

 On this date, 5/16/19 a follow up survey was 

completed with all deficiencies corrected and a 

complaint survey was done for complaint intake 

NC00150884 and NC00150131.  Both of the 

complaint allegations were substantiated with a 

corresponding deficiency cited.

 

W 159 QIDP

CFR(s): 483.430(a)

Each client's active treatment program must be 

integrated, coordinated and monitored by a 

qualified intellectual disability professional.

This STANDARD  is not met as evidenced by:

W 159

 Based on observations record reviews and 

interviews, the facility failed to assure the 

qualified intellectual disabilities professional 

(QIDP) coordinated services and supports for 1 of 

1 audit client (#1).  The finding is:

Client #1's therapy services were not coordinated 

by the QIDP.

Review of client #1's record on 5/16/19 revealed 

he was receiving therapy from a therapist.  The 

therapy appointments suddenly stopped.

Interview with the management  on 5/16/19 

revealed the guardian had been scheduling 

appointments with the therapist and they 

suddenly stopped.  The qualified intellectual 

disabilities professional (QIDP) confirmed that 

she did not follow up with the therapist to 

ascertain future appointment dates.  She 

confirmed that she had not coordinated these 

services.
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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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