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 V 000 INITIAL COMMENTS  V 000

A complaint and follow up survey was completed 
on March 27, 2025. The complaint was 
unsubstantiated (intake #NC00227611) 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. 

This facility is licensed for 4 and has a current 
census of 4. The survey sample consisted of 
audits of 2 current clients.

 

 V 295 27G .1703 Residential Tx. Child/Adol - Req. for A 
P

10A NCAC 27G .1703 REQUIREMENTS FOR 
ASSOCIATE PROFESSIONALS
(a)  In addition to the qualified professional 
specified in Rule .1702 of this Section, each 
facility shall have at least one full-time direct care 
staff who meets or exceeds the requirements of 
an associate professional as set forth in 10A 
NCAC 27G .0104(1).
(b)  The governing body responsible for each 
facility shall develop and implement written 
policies that specify the responsibilities of its 
associate professional(s).  At a minimum these 
policies shall address the following:
(1)           management of the day to day 
day-to-day operations of the facility;
(2)           supervision of paraprofessionals 
regarding responsibilities related to the 
implementation of each child or adolescent's 
treatment plan; and
(3)           participation in service planning 
meetings.
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This Rule  is not met as evidenced by:
Based on record review and interview the facility 
failed to have at least one full-time direct care 
staff who meets or exceeds the requirements of 
an Associate Professional (AP). The findings are: 

Review on 03/27/25 of the client/staff census 
revealed no AP listed. 

Interview on 03/27/25 the Qualified Professional 
stated: 
-The facility did not have an AP. 
-The facility was currently looking to hire a new 
AP. 

This deficiency has been cited 3 times since the 
original cite on 1/23/23 and must be corrected 
within 30 days.
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