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 V 000 INITIAL COMMENTS  V 000

An annual, complaint and follow-up survey was 

completed on 10/5/18.  The complaint was 

substantiated (Intake #NC00141963).    

Deficiencies were cited.  

This facility is licensed for the following service 

category:  10A NCAC 27G .1700 Residential 

Treatment Staff Secure for Children or 

Adolescents.

 

 V 112 27G .0205 (C-D) 

Assessment/Treatment/Habilitation Plan

10A NCAC 27G .0205       ASSESSMENT AND 

TREATMENT/HABILITATION OR SERVICE 

PLAN

(c)  The plan shall be developed based on the 

assessment, and in partnership with the client or 

legally responsible person or both, 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 are anticipated to be 

achieved by provision of the service and a 

projected date of achievement;

(2) strategies;

(3) staff responsible;

(4) a schedule for review of the plan at least 

annually in consultation with the client or legally 

responsible person or both;

(5) basis for evaluation or assessment of 

outcome achievement; and

(6) written consent or agreement by the client or 

responsible party, or a written statement by the 

provider stating why such consent could not be 

obtained.

 V 112
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 V 112Continued From page 1 V 112

This Rule  is not met as evidenced by:

Based on record reviews and interviews, the 

facility failed to implement strategies and services 

in the treatment/behavior support plan affecting 2 

of 3 current clients (Clients #1 and #2 ). The 

findings are:

Review on 9/26/18 of Client #1's record revealed:

-Admission date: 8/13/18

-Diagnoses: BiPolar Disorder, Hypomanic, in 

partial remission, severe, Oppositional Defiant 

Disorder.

-An Application for Services dated 6/5/18 noted 

Client #1 was currently in a Level IV cottage on 

campus and ready to transition to a Level III when 

a bed became available.  

-Current behaviors included a history of running.

-An Intake Summary dated 9/13/18 noted the 

client was a run risk and had a history of eloping 

from her parents home eight times last year with 

a one week average duration of being gone.

Review on 9/26/18 of an Incident Report dated 

9/1/18 at 11:30 a.m. revealed:

-Client #1 was observed walking out of the front 

door of the cottage.

-Close proximity was maintained as Client #1 

continued to walk off campus.

-Client #1 stated she wanted a cigarette.

-After her return, Client #1 stated 'she struggled 

with thoughts of running throughout the day.'

Review on 9/26/18 of an Incident Report dated 

9/16/18 at 9:30 p.m. revealed:

-Client #1 was in a positive space and trying on 

outfits she should wear to school the next day.
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 V 112Continued From page 2 V 112

-Client #1 then "suddenly...bolted out of the front 

door of the cottage."

-There was no known trigger to her running.

-Staff ran after the client asking her to come 

back.

-Eye sight of the client was lost and the local 

police department was called.

-Client #1 remained off campus for the remainder 

of the shift.

Review on 9/26/18 of Client #1's Person 

Centered Profile revealed:

-The most recent update or revision date was 

7/30/18.

-Goals included to demonstrate an improvement 

in BiPolar symptoms, in Oppositional-Defiant or 

disruptive behaviors  

-There were no goals or support/intervention 

strategies to address Client #1's history of 

running and/or her running behavior since being 

admitted to the level III/staff secure facility.

 

Interview on 9/28/18 with the Residential Director 

revealed:

-Client #1 first ran on 9/1/18 due to wanting a 

cigarette.

-Extra measures for client's who left the cottage 

without permission were done on a case-by-case 

basis.

-In Client #1's case they talked with her about 

what could have happened to her while she was 

gone and discussed alternative solutions.

-Client #1 ran again on 9/16/18 and they later 

found out she had been making plans with a boy 

at school to do this.

-Client #1 had not returned to the facility since.

Review on 9/29/18 of Client #2's record revealed:

-Admission date 8/13/18.

-Diagnoses of Disruptive Mood Dysregulation 
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 V 112Continued From page 3 V 112

Disorder, Stimulant Use Disorder, severe, and 

Alcohol Use Disorder, moderate.

-Comprehensive Clinical Assessment dated 

7/6/18 included a history of verbal aggression, 

depression, substance use and self-injurious 

behaviors.

-There was no history of run risk noted.

Review on 9/29/18 of the updated/revised  

Person-Centered Plan dated 8/1/18 revealed:

-"Long Range Outcome: To complete recovery 

and treatment; finish school, obtain job, obtain 

license. Return home to family."

-"Where am I now in the process of achieving this 

outcome?" 

-"9/17/18: Per [Client #2's] CFT [Child and Family 

Team]...[Client #2] continues to show signs of 

depression and anxiety as he has contemplated 

running..."

Review on 9/29/18 of an Incident Report dated 

9/1/18 at 11:30 a.m. revealed:

-Client #2 was observed to follow his peer out the 

front door of the cottage.

-Eye sight  on the client was lost as he walked 

around the back of the cottage.

-Client came back into the cottage in a negative 

space.

-"Debriefing Summary: ...[Client #2] was 

struggling throughout the day with thoughts of 

running..."

Review on 9/29/18 of an Incident Report dated 

9/24/18 at 5:00 p.m. revealed:

-Staff provided random checks on Client #2 while 

he was in his room.

-"Staff noted [Client #2] was not in his room and 

his window was open..."

-Nearby neighborhoods and roads were searched 

and the client could not be found. 
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 V 112Continued From page 4 V 112

-The local police and guardian were called.

-Approximately 10:00 p.m. Client #2 was found 

and brought back to campus.

-Staff and nursing noted Client #2 appeared 

intoxicated, he began vomiting, and an 

ambulance was called due to possible overdose.

Review on 9/29/18 of Client #2's 

Person-Centered Plan revealed:

-The date the goals were last reviewed was 

9/17/18.

-Goals included to demonstrate improvement in 

Depressive Disorder, Anxiety Disorder, Cannabis 

Use Disorder, symptoms of Sedative, Hypnotic, 

or Anxiolytic Use Disorder, Stimulant Use 

Disorder, and Alcohol Use Disorder. 

-There were no goals or support/intervention 

strategies to address Client #2's running behavior 

since being admitted to the level III/staff secure 

facility.

Interview on 9/29/18 with Client #1 and #2's 

Therapist revealed:

-When a child had a history or had actually ran 

from the cottage, strategies and motivators 

should be developed in efforts to help the child 

stay.

 V 114 27G .0207 Emergency Plans and Supplies

10A NCAC 27G .0207 EMERGENCY PLANS 

AND SUPPLIES

(a) A written fire plan for each facility and 

area-wide disaster plan shall be developed and 

shall be approved by the appropriate local 

authority.  

(b) The plan shall be made available to all staff 

and evacuation procedures and routes shall be 

posted in the facility.  

 V 114
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 V 114Continued From page 5 V 114

(c) Fire and disaster drills in a 24-hour facility 

shall be held at least quarterly and shall be 

repeated for each shift. Drills shall be conducted 

under conditions that simulate fire emergencies.  

(d) Each facility shall have basic first aid supplies 

accessible for use.

This Rule  is not met as evidenced by:

Based on record review and interview the facility 

failed to conduct fire and disaster drills quarterly 

on each shift.  The findings are:

Review on 9/29/18 of the fire and disaster drills 

for October 2017 through June 2018 revealed: 

January 2018 - March 2018

-No documentation of disaster drills for the 3rd 

shift.

April 2018 - June 2018

-No documentation of fire drills for the 3rd shift.

-No documentation of disaster drills for the 1st 

and 3rd shifts.

Interview on 9/29/18 with the Director of 

Performance and Quality Improvement revealed: 

-she was aware the facility was behind on 

conducting some of the drills.

 

 V 138 27G .0404 (A-E) Operations During Licensed 

Period

10A NCAC 27G .0404       OPERATIONS 

DURING LICENSED PERIOD

(a)  An initial license shall be valid for a period not 

to exceed 15 months from the date on which the 

license is issued.  Each license shall be renewed 

annually thereafter and shall expire at the end of 

 V 138
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 V 138Continued From page 6 V 138

the calendar year.

(b)  For all facilities providing periodic and 

day/night services, the license shall be posted in 

a prominent location accessible to public view 

within the licensed premises. 

(c)  For 24-hour facilities, the license shall be 

available for review upon request.

(d)  For residential facilities, the DHSR complaint 

hotline number shall be posted in a public place 

in each facility.

(e)  A facility shall accept no more clients than the 

number for which it is licensed.

This Rule  is not met as evidenced by:

Based on record review and interviews, the 

facility failed to ensure that it would serve no 

more clients than the number for which it is 

licensed. The findings are:

Review on 9/25/18 of the facility's license issued 

by the Division of Health Service Regulation valid 

through 12/31/18 revealed:

-Capacity 4.

Interview on 9/26/18 with Client #2 revealed:

-The facility combined all level III cottages at 

times, and that "...it was really bad this summer."

-There were "like 8 kids and 4 staff - then they got 

back to their own cottage like at 10:00 [p.m.]."

-"Drives me nuts. I don't want to be around all 

those kids."

Interview on 9/26/18 with Client #3 revealed:

-Cottages were combined sometimes with other 

cottages "...because they don't have enough 

staff."
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 V 138Continued From page 7 V 138

-There were 7 total students at their cottage for a 

whole 1:30 p.m. to 10:30 p.m. shift.

Interview on 9/28/18 with Staff #4 revealed:

-Level III cottages were combined at times due to 

a shortage of staff.

-They were combined for an entire shift making a 

total of 7 students in the facility.

Interview on 9/28/18 with the Residential Director 

revealed:

-He was aware the staff had been combining 

student cottages.

-This had been going on for approximately 6-8 

weeks due to a shortage of staff on second shift .

-None of the cottage were combined during sleep 

hours.

Interview on 10/5/18 with the Chief Operations 

Officer revealed:

-She was aware of the cottages being combined 

and approved this each time it occurred.

-They were only combining in "open areas" until 

about a month ago, they were told it was 

acceptable to combine inside the cottages in 

order to maintain ratio.

-This usually did not occur for an entire shift and 

was never overnight.

 V 300 27G .1708 Residential Tx. Child/Adol - Trans or 

dischg

10A NCAC 27G .1708 TRANSFER OR 

DISCHARGE

(a)  The purpose of this Rule is to address the 

transfer or discharge of a child or adolescent 

from the facility.

(b)  A child or adolescent shall not be discharged 

or transferred from a facility, except in case of 

 V 300
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 V 300Continued From page 8 V 300

emergency, without the advance written 

notification of the treatment team, including the 

legally responsible person.  For purposes of this 

Rule, treatment team means the same as the 

existing child and family team or other involved 

persons as set forth in Paragraph (c) of this Rule.

(c)  The facility shall meet with existing child and 

family teams or other involved persons including 

the parent(s) or legal guardian, area authority or 

county program representative(s) and other 

representatives involved in the care and 

treatment of the child or adolescent, including 

local Department of Social Services, Local 

Education Agency and criminal justice agency, to 

make service planning decisions prior to the 

transfer or discharge of the child or adolescent 

from the facility. 

(d)  In case of an emergency, the facility shall 

notify the treatment team including the legally 

responsible person of the transfer or discharge of 

the child or adolescent as soon as the emergency 

situation is stabilized.

(e)  In case of an emergency, notification may be 

by telephone.  A service planning meeting as set 

forth in Paragraph (c) of this Rule shall be held 

within five business days of an emergency 

transfer or discharge.

This Rule  is not met as evidenced by:

Based on record review and interview the facility 

failed to ensure involved persons, including the 

legal guardian and other representatives involved 

in the care and treatment of Former Client (FC) 

#4 were prepared to implement the service 

planning decisions upon discharge of the 

adolescent from the facility.  The findings are:
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 V 300Continued From page 9 V 300

Review on 9/25/18 and 10/1/18 of FC#4's record 

revealed:

-14 year old female admitted 1/30/18 and 

discharged 7/16/18.

-Diagnoses included Oppositional Defiant 

Disorder, Post-Traumatic Stress Disorder, and 

Major Depressive Disorder, recurrent, severe with 

Psychosis.

Review on 9/25/18 of FC #4's Multidisciplinary 

Staffing dated 6/14/18 revealed:

-"Transition Plan: [FC #4's guardian] did not 

attend the last CFT [Child Family Team] so there 

is not an updated transition plan as of 5/10/18. 

Case Manager and Therapist are recommending 

[FC #4] transition home with in home services."

-"Discharge: July 27, 2018."

Review on 9/25/18 of FC #4's Comprehensive 

Clinical Assessment Addendum dated 7/5/18 

revealed:

-"...The home environment still presents 

significant challenges for her recovery...[guardian] 

is hesitant to accept her into the home..."

-"...therapist is recommending an in-home service 

to help [FC #4] establish and maintain stability in 

the home environment..."

Review on 9/25/18 of FC #4's final 

Multidisciplinary Staffing dated 7/12/18 revealed:

-"...[guardian] has since communicated with 

therapist via email and in-session that she wants 

to seek a foster care placement for the child and 

does not believe she can support [FC #4]."

-"This is in contradiction to previous...services 

discussed...[guardian] has not been consistently 

communicating with members of the treatment 

team..."

-"Transition Plan: [FC #4's guardian] did not 
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 V 300Continued From page 10 V 300

attend the last CFT [Child Family Team] so there 

is not an updated transition plan as of 5/10/18. 

Case Manager and Therapist are recommending 

[FC #4] transition home with in home services."

-"Discharge: July 16 or 17, 2018."

Review on 9/25/18 of FC #4's Discharge 

Summary (undated) and written by the 

Residential Case Manager revealed:

-"..Aftercare plans and responsibilities: [FC #4's 

guardian] will make an appointment for an 

assessment by [local family services agency] for 

7/25/18."

Interview on 9/25/18 and 10/1/18 with the 

Qualified Professional/Residential Case Manager 

revealed:

-FC #4's guardian refused to talk to them or come 

to CFT meetings the entire month of June.

-The guardian finally came in July and FC #4 was 

discharged 7/16/18, a week early, due to shutting 

down the cottage for renovations.

-She confirmed intensive in-home services were 

scheduled and found out they were expected to 

see FC #4 a week after her discharge, 7/25/18.

-She asked for an appointment as soon as 

possible; she assumed they could not get to the 

home any sooner.

Interview on 10/1/08 with FC #4's therapist 

revealed:

-It was not his recommendation to have FC #4 be 

discharged prior to having something in place 

within a couple of days of discharge.

-This was a risky case for that given FC#4's 

guardian and her inconsistencies and 

questionable support at home.

-FC #4 was ready to go home, it was more of 

trying to get the guardian ready and the delay of 

in-home services; she needed more time for that.
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