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INITIAL COMMENTS

An annual survey was completed on November
28, 2018. A deficiency was cited.

This facility is licensed for the following service
category: 10A NCAC 27G .1700 Residential
Treatment Staff Secure for Children or
Adolescents.

27G .0205 (C-D)
Assessment/Treatment/Habilitation Plan

10ANCAC 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.
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This Rule is not met as evidenced by:

Based on interview and record review, the facility
failed to develop and implement strategies to
address the needs of each client affecting 1 of 3
audited clients (Client #1). The findings are:

Review on 11/28/18 of Client #1's record
revealed:

-Admission date of 8/28/18;

-Diagnoses of Post-Traumatic Stress Disorder,
Attention Deficit Hyperactivity Disorder, Conduct
Disorder, Reactive Attachment Disorder, Neglect
of Child, Child Sexual Abuse Victim Suspected,
Child Sexual Abuse Perpetrator;

-14 year old male;

-History of sexualized behaviors and charges of
crimes against nature and secondary sexual
offense but no conviction;

-Comprehensive Clinical Assessment Addendum
from a previous provider dated 6/12/18 revealed:
" ...Engaged in sexually inappropriate boundaries
with a younger foster child ...foster parent had
walked into [Client #1]'s bedroom and found
[Client #1] with his pants down and the other
foster child about to perform oral sex ...there are
concerns that [Client #1] is in need of a more
intensive services to address sexualized
behaviors so that [Client #1] does not continue to
be a harm to his peers ..."

-Treatment plan dated 8/13/18 did not include
treatment strategies to address Client #1's history
of sexualized behaviors.

Interview on 11/28/18 with the Licensee revealed:
-Client #1 receives weekly therapy with a licensed
therapist trained to work with sexually
aggressive/sexually reactive youth;

-All residential staff have been trained to work
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with sexually aggressive/sexually reactive youth;
-A treatment plan goal will be developed for Client
#1's treatment plan.
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