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W 000 INITIAL COMMENTS W 000

 A complaint survey was completed on July 2, 

2025 for intake #NC00231635. The allegation 

was substantiated and deficiencies were 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 who-

This STANDARD  is not met as evidenced by:

W 159

 Based on interview and record verification, the 

facility failed to ensure the qualified intellectual 

disabilities professional (QIDP) coordinated, 

integrated, and monitored the changing 

behavioral health status and active treatment of 1 

of 3 sampled clients (#3). The finding is:

Review of the record for client #3 on 7/2/25 

revealed a QIDP monthly note dated 5/2025 

which indicated the client had been moved from a 

public school setting to an alternative school 

setting in May 2025. Further review of QIDP 

documentation revealed client #3 had several 

incidents at school as the client was having 

physical altercations with teachers and peers. 

Continued review of the QIDP documentation 

revealed the client was suspended several times 

(up to ten days each time) since December 2024. 

Additional review of the record for client #3 did 

not reveal QIDP documentation to confirm 

monitoring, core team meetings, or techniques to 

address the client's grades, behaviors and 

discuss interventions relative to the client's 

behaviors in the community and school settings. 

Review of the record for client #3 did not reveal 

communication with the client's legal guardian to 

address alternatives and interventions relative to 
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the client's behaviors in the school setting. 

Review of the record did not reveal QIDP 

documentation relative to the client's behaviors 

since March 2025.  

Subsequent review of the record for client #3 

revealed a clinical assessment dated 2/6/25 and 

psychiatric consult dated 2/5/25 which 

recommended outpatient, group, and weekly 

individual therapy for the client. Further review of 

the record did not reveal the client had been 

receiving therapy services in the past year. 

Interview with the QIDP during the complaint 

investigation survey on 7/2/25 revealed client #3 

has had multiple suspensions from school (seven 

in the last seven months), fights with peers, a 

physical altercation with school personnel, and 

was failing his classes. Further interview with the 

QIDP revealed client #3 had been transferred to 

an alternative school setting and was refusing to 

go to school. Continued interview with the QIDP 

revealed there is no documentation to verify the 

client's behaviors, techniques, and/or 

interventions to address the client refusing to 

attend school, physical and verbal aggression in 

the school setting. 

Subsequent interview with the QIDP revealed that 

in May 2025 the alternative school told the facility 

staff to not allow the client to return to school until 

the following school year (in August). Additional 

interview with the QIDP verified that 

documentation relative to core team meetings, 

techniques and interventions to address client 

#3's behaviors and concerns in the school setting 

should have been completed. Interview with the 

QIDP also verified the client has had problems in 

the school setting since November 2024 however 
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interventions have not been identified and 

implemented to address the client's behaviors. 

Interview with the QIDP also verified that the 

client was refusing to go to school for most of the 

semester and has not returned to school since 

early May 2025. There was no evidence of QIDP 

follow up for the client's behaviors or interventions 

to address the client's behaviors in the school 

setting.
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