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V 000} INITIAL COMMENTS V 000
An annual survey was completed on May 23,
2018. There was a defi c:enca}as cited.
This facility is licensed for thelfollowing service
category: 10A NCAC 27G. 1300
Residential Treatment for Children or Adolescents
|
' 1
V112 27G .0205 (C-D) , V12
Assessment/Treatment/Habilitation Plan
10ANCAC 27G .0205  ASSESSMENTAND |
TREATMENTIHABILITATION OR SERVICE
PLAN |
(c) The plan shall-be develo ed based on the
N assessment, and in partnership with the dlient or

legally responsible person oriboth, within 30 days
of admission for clients who are expected to
receive services beyond 30 days.

(d) The plan shall include: |
(1) client outcome(s) that arb anticipated fo be
achieved by provision of the Service and a
projected date of achievement;

(2) strategies; _

(3) staff responsible; E
4) = schedule for review of ihe plan at least
annually in consultation with the client or legally
responsible person or both;

(B) basis for evaluation or a§sessment of
putcome achievement; and |

(6) written consent or agreement by the client or
responsible party, ora wntteh statement by the
provider stating why such oohsent could notbe
obtained.
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VIZ-CFT rneeld -’
This Rule is not met as evidenced by: ‘:{Z“g JCE +e d S/ 3\
Based on record review and mtennew the facility e h on T, 3‘ / l g / / [K
failed to assess and document the client's Elhd =N W’\AVQ
capability of having unsupervised time in the (\\, s WS
community in the treatment orThabilitation plan Ad S‘S ¥ Q \ \5 \
affecting three of three audited clients (#1, #2 and ch. Lo €o~c~“1 e\ent'S
#3). The findings are: ”.PtrSon Cen"?ered\ lan.
Review on 5/23/18 of Client #1's record revealed: ~flssessment *o evalate S8\ g
- Admission date 10/23/17. ens o \ X
- Diagnoses of Attention Deficit Hyperactivity \\ ' ‘&‘f J\.e be '
Disorder, Gombined Type, Intermittent Explosive Vs, Fc\*\) \Sto\ W the
Disorder and Borderline Intelléctual Functioning. W owas C.cmy‘e{ﬂ:\
- Treatment Plan dated '4/5/18 Communs \( .
_/'\\ - There was no independent living skills goal that on 5 / 35/ I8

included unsupervised time ar

d hours.

- There was no assessment that demonstrated

client was capable of unsupen
community.

Review on 5/23/18 of Client #2'

- Admission date 5/26/17.
- Diagnoses of Attention Defic
Disorder, Combined Type, Op

vised in the

s record revealed:

t Hyperactivity
positional Defiant

Disorder, Anxiety Disorder and Major Depressive

Disorder.
- Treatment Plan dated 2/6/18
- There was no independent Ii

ving skills goal that

included unsupervised time ard hours.
- Thers was no assessment tﬂat demonsfrated
client was capable of unsupemsed in the

community.

Review on 5/23/18 of Client #3's record revealed:

~ Admission date 7/20/15.

- Diggnoses of Schizoaffective Disorder,
Post-Traumatic Stress Disorder, Attention Deficit
Hyperactivity Disorder and Seizure Disorder.

« Treatrnent Plan dated 2/6/18;

~Provider LoW Conbmnve
“*o tnoarkor 2 OOV
Cliendzs Pnﬁm&s A or‘mg

menthiy CFT.

Lime a0 @
Wi\ be w\c(che
{oture res

CFT mcm&yexs

i Rackh

s?\sm once

~ oo e tan ifored by
RY Simenons n\onf%\y

~ Aiaﬁgik% include mvl&e&

On ow\\g
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and individual therapy.
“The clients were allowsd 1-3hours of
unsupervised time to go to thé library or park.
-Clients progress were rewewed monthly and
documented. l

-He reported unsupervised time was assessed,
discussed and determinad du[mg treatment team
meetings.

-He was not aware unsupewlsed {ime was not
decumented.

~-He would implement an ass ssment that
demonstrated clienf's capability of unsupervised
time,
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V112 | Continued From page 2 V112
- There was no independent hvmg skills goal that
included unsupervised time and hours.
- There was no assessment trluat demonstrated
client was capable of unsupervised In the
community.
Intervlew on §/23/18 with the Execuuve Director
revealed:
-The clients were being prepared to transition out
of the facility, !
’ ~The clients had not displayeJ any aggression.
-The clients participated in oommumty activities
with staff. t
-The clients were involved in é boxing program,
and client #3 volunteers at the Track Meets,
N -Clients participated in weekly, group counseling
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