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 V 000 INITIAL COMMENTS  V 000

An annual and complaint survey was completed 
on May 15, 2025. The complaint was 
substantiated (intake #NC00228638). 
Deficiencies were 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 3 
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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 V 295Continued From page 1 V 295

This Rule  is not met as evidenced by:
Based on interview and record review, the facility 
failed to maintain one staff who met the 
requirements of an Associate Professional (AP).  
The findings are:

Review on 5/8/25 of the facility's Client Staff 
Census revealed:
-There was no staff with the job title of AP.

Interview on 5/14/25 with the Qualified 
Professional revealed:
-There is not an AP staff.
-The previous AP had recently resigned.
-The Facility President is actively looking for a 
new AP.

Interview on 5/14/25 with the Facility President 
revealed:
-Last AP resigned unexpectedly.
-Actively trying to find a new AP.

 

 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 
emergency, without the advance written 
notification of the treatment team, including the 
legally responsible person.  For purposes of this 
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 V 300Continued From page 2 V 300

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 reviews and interviews, the 
facility failed to coordinate service planning 
decisions prior to the transfer or discharge of the 
child or adolescent from the facility affecting 1 of 
1 Former Client (FC #4). The findings are.

Review on 4/14/25 of FC #4's record revealed:
-Admission date of 11/4/24.
-Diagnoses of Post Traumatic Stress Disorder, 
Disruptive Mood Dysregulation Disorder, 
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Attention Deficit Hyperactivity Disorder, Reactive 
Attachment Disorder, and Anxiety.
Discharge date of 2/28/25.

Review on 4/14/25 of FC #4's Discharge Plan 
revealed:
-FC #4's Department of Social Services (DSS) 
Legal Guardian (LG) did not sign or date the plan.
-There was an unidentified staff's signature with 
no date.
-There was not a discharge planning meeting with 
FC #4's Child and Family Treatment Team (CFT).
-FC #4's discharge was not coordinated with  her 
CFT Team.

Interview with FC #4's DSS LG revealed:
-No one at the facility met with her or the CFT 
Team prior to discharge.
-Did receive the discharge documents until a 
month after FC #4 was discharged.
-"They (facility staff) gave me 8 of [FC #4] 
medications and she had been taking them for a 
month until I found out from the doctor that 3 of 
the medications had been discontinued . I knew 
nothing about it."
-"I did not sign the discharge documents because 
we [CFT Team and Facility's President] never met 
to make a plan."

Interview on 4/14/25 with the Qualified 
Professional (QP) revealed:
-Date of hire was 3/1/25.
-Did not have any information about FC #4's 
discharge.
-The previous QP did not tell her a CFT Team 
meeting was needed for FC #4.
-"The QP is responsible for discharges but the 
last QP quit."

Interview on 4/14/25 with the Facility's President 
Division of Health Service Regulation
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revealed:
-The previous QP was responsible for completing 
discharges and attending CFT Team meetings.
-"I sent the discharge documents but it was 
weeks later."
-Did not attend the CFT Team meetings and did 
not make a discharge plan.
-Hired a new QP to help with discharge planning.
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