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POLICIES

problem or need:;

V108 27G .0201 (A) (1-7) Governing Body Policies
10A NCAC 27G .0201 GOVERNING BODY

‘ (a) The governing body responsible for each
facility or service shall develop and implement
written policies for the following:
(1) delegation of management authority for the
‘ operation of the facility and services;
(2) criteria for admission;
‘ (3) criteria for discharge;
(4) admission assessments, including:
| {(A) who will perform the assessment; and
| (B) time frames for completing assessment.
(5) client record management, including:
| (A) persons authorized to document:;
(B) transporting records;
‘ (C) safeguard of records against loss, tampering,
defacement or use by unauthorized persons:
‘ (D) assurance of record accessibility to
authorized users at all times; and
(E) assurance of confidentiality of records.
(6) screenings, which shall include:
‘ (A) an assessment of the individual's presenting

(B) an assessment of whether or not the facility
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V 000 INITIAL COMMENTS V 000 |
‘ An annual and complaint survey was completed ‘
on May 12, 2025. The complaint was
unsubstantiated (intake #NC00229589).
‘ Deficiencies were cited. ‘
| This facility is licensed for the following service
| category: 10A NCAC 27G .1300 Residential
Treatment Facility for Children and Adolescents. ‘
1 This facility is licensed for 4 and has a current
| census of 2. The survey sample consisted of |
I audits of 2 current clients and 4 former clients.
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‘ can provide services to address the individual's
needs; and
(C) the disposition, including referrals and
recommendations;
(7) quality assurance and quality improvement
activities, including:
(A) composition and activities of a quality
assurance and quality improvement committee;
(B) written quality assurance and quality
improvement plan;
{C) methods for monitoring and evaluating the
quality and appropriateness of client care,
including delineation of client outcomes and
utilization of services;
(D) professional or clinical supervision, including
a requirement that staff who are not qualified
professionals and provide direct client services
‘ shall be supervised by a qualified professional in
| that area of service;
\ (E) strategies for improving client care;
(F) review of staff qualifications and a
determination made to grant
‘ treatment/habilitation privileges:
(G) review of all fatalities of active clients who
‘ were being served in area-operated or contracted
residential programs at the time of death;
(H) adoption of standards that assure operational
and programmatic performance meeting
applicable standards of practice. For this
| purpose, "applicable standards of practice”
means a level of competence established with
| reference to the prevailing and accepted
| methods, and the degree of knowledge, skill and
care exercised by other practitioners in the field;
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|
‘ This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to implement its written policies
regarding screening, assessments, and
| disposition affecting 2 of 2 current Clients (#1-2)

and 4 of 4 Former Clients (FC #3-6). The findings
i are:

‘ Review on 4/24/25 and 4/25/25 of the facility's

| "screening and assessments" policy revealed:

| -"Effective Date: 3-27-25.,.Screening policy:

‘ Individuals may be screened by VIRTUE, Inc.

| (Licensee) or through MCO (Local Management

| Entity/Managed Care Organization (LME/MCO))

| and through interviews with VIRTUE, Inc.
Program Staff. If referrals for admission to

! VIRTUE, Inc. are received through the local Area

" Program they will meet all single portal

| regulations (if applicable) as promulgated by the

| state and/or LME (LME/MCO)...As required by

‘ ETRI (Emergency Transitional Residential

| Services) services VIRTUE will submit not accept

i and reason for non acceptance to designated
party."

-"Assessments Policy:

| The governing body shall assess referred

| consumers in order to determine their suitability
for placement in its programs. The assessment

| will be conducted...prior to the delivery of

| services. Due to the nature of ETRI services in

| cases of emergency some may take the place of.

Service and habilitation programming shall be

i provided according to an assessment plan..."

‘ Review on 4/22/25, 4/24/25, and 4/29/25 of Client
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| #1's record revealed:
-Age: 15
‘ _Date of Admission: 3/21/25
-Diagnoses: Autism Spectrum Disorder,
Attention-Deficit/Hyperactivity Disorder (ADHD),
| Conduct Disorder, Impulse Control
Disorder-Unspecified dysfunctional (sexual
disinhibition), and Reactive Attachment Disorder.
| affecting 2 of 2 current Clients (#1-2) and 4 of 4
| former clients (FC #3-8).
| _No documentation of screening, assessments,
| or disposition completed prior to admission.

Review on 4/22/25, 4/24/25, and 4/29/25 of Client
#2's record revealed:
-Age: 17

\ -Date of Admission: 2/12/25
-Diagnoses: ADHD, Oppositional Defiant Disorder
(ODD), Unspecified mood disorder, Conduct
Disorder, Post Traumatic Stress Disorder

‘ (PTSD), and Borderline Intellectual Functioning.

1 -Comprehensive Clinical Assessment (CCA)

| dated 2/3/25 by an outside Licensed Professional

] (LP) that recommended a higher level of care

| than the facility was licensed to provide: "Chief

\ Complaint...he transitioned to a level 1ll group

‘ home in July 2024...He left the group home
without authorization on December 7,

' 2024...During this time of AWOL (absent without
leave), client received pending criminal charges

‘ to include Breaking/Entering into a motor vehicle,

| financial transaction car theft, larceny of a motor

" vehicle, identity theft, obtaining property by false

| pretenses. He also endorsed using a vape and

| weed pen to smoke marijuana as well as drink

| occasional alcohol...Clientis in need of another

| level Ill residential setting...

‘ Recommendations: Client is recommended for a

‘ Residential Treatment - Level Il setting...”

| -No documentation of screening, assessments,
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‘ or disposition completed prior to admission. ‘
F Review on 4/22/25, 4/24/25, and 4/29/25 of FC \
\ #3's record revealed: ‘
-Age: 15 ’
| -Date of Admission: 3/10/25
| -Date of Discharge: 4/16/25
-Diagnoses: Anxiety Disorder-Unspecified and ‘
‘ ADHD-Combined type.

-No documentation of screening, assessments,
‘ or disposition completed prior to admission - ‘

| Review on 4/22/25, 4/24/25, and 4/29/25 of FC
#4's record revealed:
-Age: 16 |
-Date of Admission: 3/12/25
| -Date of Discharge: 4/17/25
| -Diagnoses: ADHD, Autism Spectrum Disorder, |
' Mild Intellectual Developmental Disabilities (IDD),
| and Disruptive Mood Dysregulation Disorder.
| -CCA addendum dated 3/3/25 by an outside LP
that recommended a higher level of care than the |
facility was licensed to provide: "...currently w
‘ residing in a level 3 group home setting. Client
| transferred from level 4 PRTF (Psychiatric
‘ Residential Treatment Facility) setting in 04/2024. ‘
| [FC #4]'s behaviors escalated on Sunday
‘ 01/12/2025. Client engaged in verbal and |
physical aggressive behaviors...He used |
! excessive profanity towards staff and the police {
officers who were called to assist with
| deescalating the situation. [FC #4] physically
assaulted a staff, he punched and choked the |
| staff. Client eloped from the facility multiple times
i on 1/12/2025...Client was admitted to a
psychiatric inpatient admission...on 1/13/2025 !
‘ until 1/27/2025 for stabilization...Clinical
' recommendations are for [FC #4] to receive ‘

PRTF level IV services..." |
-No documentation of screening, assessments, |
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| or disposition completed prior to admission.

| Review on 4/24/25 and 4/29/25 of FC #5's record

‘ revealed:

| -Age: 13

| Date of Admission: 2/17/25

| -Date of Discharge: 2/28/25
_Diagnoses: ADHD, ODD, Unspecified Mood

| Disorder, Unspecified Trauma and

| Stressor-related disorder, and Conduct disorder.

| -Referral form dated 2/5/25: "...recommended for

| a lateral move to another PRTF. The treatment
team is in the process of searching for another

‘ PRTF as the member's current placement is

| scheduled to discharge him on 2/15/2025. The

‘ member's current behaviors include property
destruction, physical and verbal aggression, and

! AWOL attempts.”

' -No documentation of screening, assessments,

\ or disposition completed prior to admission.

Review on 4/24/25 and 4/29/25 of FC #6's record
revealed:
-Age: 16
-Date of Admission: 2/19/25
-Date of Discharge: 2/24/25
-Diagnoses: ADHD, Other Trauma and
| Stressor-related disorder, and ODD.
-No documentation of screening, assessments,
| or disposition completed prior to admission.

' Review on 4/28/25 of an email received and

| dated 4/28/25 from VIRTUE revealed:

| -"Requested Information
Emergency Transitional Residential Intervention

| will provide a service gap need that will reduce

| avoidable emergency department visits and
'placements' in higher levels of care that are not

! clinically appropriate. This service is designed to
remove barriers to access needed treatment,
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| streamline and standardize the assessment
process, and address whole person care needs.

‘ This service provides a safe and healthy
treatment environment with supports wrapped

,‘ around them. This service is intended to support

| the youth in a safe and healthy environment,

| prevent abuse and neglect, and provide short

term treatment and further assessment. if

| needed, a time of transition.

‘ Priority population for this service includes youth

| who can be diverted from crisis facilities and Eds

| (emergency department), and in some instances

| youth stepping down from a crisis facility,

| inpatient, or ED. These youth presenting in crisis,

| however, do not meet the imminent danger to self
or others threshold and can be diverted short

‘ term while a sound long term plan is formulated

| and executed. These are youth who present with
acute mental health and/or behavioral issues but
do not require inpatient hospitalization "

|

| Interview on 4/30/25 with FC #5's Department of

‘ Social Services legal guardian revealed:

| -"He (FC #5) was in a PRTF and had a lateral
recommendation. They (previous PRTF)

‘ discharged him with the same recommendations.
In the meantime, they (facility) said they would

| take him. It wasn't his level of care."
-The facility was aware of his current behaviors.

| Interview on 5/5/25 with the Qualified
| Professional (QP) revealed:
-"Those conversations (screening, assessments,
| and disposition) are happening...may not be
documented."
-"On occasions it has to be done the day of
| admission."

Interviews on 4/22/25, 4/24/25, 4/29/25 and
| 5/5/25 with the Administrator #1/Evidence Based
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‘ Protective Interventions (EBPI) Trainer/QP
revealed:
-Clients stayed at the facility for 30-45 days.

| "We (facility) are short term with ETRL"

-Was approached by the LME/MCO about

providing ETRI services and the facility agreed.

| - referrals come through [LME/MCO] for ETRI

services..."

-ETRI is "...a scope of work. It is something they

(LME/MCO referrals) do in lieu of (provide

\ services outside of license).”

| -_our understanding is that we are able to
accept them (clients referred for higher levels of

l care) for a short period of time because our

‘| understanding is that they are here for a short

| time until accepted (to their higher level

i placement). If they do come in for a higher level

| of care, certain presenting behaviors...would be a
reason not to accept.”

' -"Some strategies or interventions for ETRI are

| built in."

| ~They (Division of Health Service Regulation)

‘ haven't said anything. Our understanding is that
the state sought out ETRI to keep children out of

| hospital and DSS (department of social services

| lobbies."

| -"Pretty much any referrals come through

| LME/MCO] for ETRI services..."

| “"We have children (clients) who come in who are

| non leveled, some level Il, and some that are
level 1IL...but still wanting ETRI, [LME/MCO]

I asking if they can come into the home..."

| " _we follow the guidelines that are within ETRI

| and 1300."

| It (ETRI) was designed to bring whatever level

| care they were and stabilize."

| " Within the service (ETRI), as | understand it,

| we are allowed to bring in a child at a different
level of care...to get him to the next level.."

' .Can not provide for a higher level of care
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| "...outside of the context of ETRI."
‘ -"Our understanding with them [LME/MCO], they
| are working within state rules that is allowable (to
‘ admit a client needing a higher level of care).”
-"...The way [LME/MCO] has set us up to receive
children...It is built in to that SOW (Scope of
| Work), our referrals come in through [LME/MCO].
| they are looking at those clients first."
‘ -"...doing our own screening and assessments
| prior to (admission)..."
-"We look at the information they (LME/MCQ)
send us..." but acknowledged that they did not
have any documentation of screening or
| assessments completed prior to admission.
| -"In terms of screening, their (LME/MCO) role is
! mostly to make sure we receive the referral form,
i clinical documents and we see who is actually
| coming in..."
-"During the CFT (Child and Family Team
Meeting), [LME/MCO] is looking for higher levels
‘ of care...doing assessments to level [FC #4]
“ down."
This deficiency is cross referenced into 10A
NCAC 27G .1301 Scope (V179) for a Type A1
rule violation and must be corrected within 23
i days.

V111‘ 27G .0205 (A-B)

| Assessment/Treatment/Habilitation Plan
10A NCAC 27G .0205 ASSESSMENT AND
TREATMENT/HABILITATION OR SERVICE

| PLAN

| (a) An assessment shall be completed for a
client, according to governing body policy, prior to
the delivery of services, and shall include, but not

| be limited to:

| (1) the client's presenting problem:

V 105
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‘ (2) the client's needs and strengths;

| (3) a provisional or admitting diagnosis with an

\ established diagnosis determined within 30 days

| of admission, except that a client admitted to a
detoxification or other 24-hour medical program

‘ shall have an established diagnosis upon
admission;

‘ (4) a pertinent social, family, and medical history;

| and

‘ (5) evaluations or assessments, such as
psychiatric, substance abuse, medical, and

‘ vocational, as appropriate to the client's needs.

' (b) When services are provided prior to the
establishment and implementation of the
treatment/habilitation or service plan, hereafter

‘ referred to as the "plan " strategies to address the

‘ client's presenting problem shall be documented.

' This Rule is not met as evidenced by:
Based on record reviews and interviews, the
| facility failed to complete assessments prior to
the delivery of services and develop strategies to
| address the presenting problems affecting 2 of 2
| current Clients (#1-2) and 4 of 4 Former Clients
| (FC #3-6). The findings are:

‘ Review on 4/22/25, 4/24/25, and 4/29/25 of Client
#1's record revealed:
| -Age: 15

Vi

T
\
|
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VMt ‘ Continued From page 10

‘ -Date of Admission: 3/21/25
-Diagnoses: Autism Spectrum Disorder,
‘ Attention-Deficit/Hyperactivity Disorder (ADHD),
| Conduct Disorder, Impulse Control
‘ Disorder-Unspecified Dysfunctional (sexual
| disinhibition), and Reactive Attachment Disorder.
-Child and Family Team (CFT) notes dated 4/1/25
| and 4/15/25 do not discuss behavioral concerns.
‘ -Referral form dated 3/6/25: "...No current
placement options available but the member
(Client #1) currently cannot return home due to
family dynamics and family's reported concerns
‘ for members behaviors..." No specific behaviors
| were listed in the referral form.
-No documentation of assessment prior to the
delivery of services.
-No evidence of strategies to address the clients
presenting problems prior to the establishment
‘ and implementation of the treatment plan.

Review on 4/22/25, 4/24/25, and 4/29/25 of Client
#2's record revealed:
-Age: 17
' -Date of Admission: 2/12/25
| -Diagnoses: ADHD, Oppositional Defiant Disorder
| (ODD), Unspecified Mood Disorder, Conduct
Disorder, Post Traumatic Stress Disorder
(PTSD), and Borderline Intellectual Functioning.
| -CFT notes dated 3/25/25 and 4/8/25 address
cursing and smoking toward staff.
-Referral form dated 12/6/24: "Child (Client #2)
ran from level Ill placement and was
discharged..."
‘ -No documentation of assessment prior to the
| delivery of services.
! -No evidence of strategies to address the clients
| presenting problems prior to the establishment
| and implementation of the treatment plan.

} Review on 4/22/25, 4/24/25, and 4/29/25 of FC

V111
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#3's record revealed:

-Age: 15

-Date of Admission: 3/10/25

-Date of Discharge: 4/16/25

-Diagnoses: Anxiety Disorder-Unspecified, and

ADHD-Combined Type.

-CFT notes dated 4/1/25 and 4/15/25 do not

discuss behavioral concerns.

| -Referral from dated 3/4/25: "[FC #3]'s behaviors
have been escalating at the non-leveled

| placement that he is currently at.." No specific

behaviors were listed in the referral form.

-No documentation of assessment prior to the

delivery of services.

-No evidence of strategies to address the clients
presenting problems prior to the establishment

i and implementation of the treatment plan.

| Review on 4/22/25, 4/24/25, and 4/29/25 of FC
#4's record revealed:

| -Age: 16

| -Date of Admission: 3/12/25

| -Date of Discharge: 4/17/25

-Diagnoses: ADHD, Autism Spectrum Disorder,

‘ Mild Intellectual Developmental Disabilities (IDD),

and Disruptive Mood Dysregulation Disorder.
-Referral form dated 3/7/25: "[FC #4] is a 16 year
‘ old male who is currently residing in a Level Ill
| Group home however member's discharge date
| is set for next Friday...due to the increase in his
' behaviors...current behaviors include verbal and
| physical aggression, non-compliance, AWOL
(absent without leave), and property
| destruction...”
-No documentation of assessment prior to the
' delivery of services.
-No evidence of strategies to address the clients
! presenting problems prior to the establishment

' and implementation of the treatment plan.
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Review on 4/24/25 and 4/29/25 of FC #5's record
revealed:
‘ -Age: 13
-Date of Admission: 2/17/25
-Date of Discharge: 2/28/25
-Diagnoses: ADHD, ODD, Unspecified Mood
Disorder, Unspecified Trauma and
Stressor-Related Disorder, and Conduct
‘ Disorder.
-CFT note dated 2/25/25: discharge discussed
due to elopement attempt.
| -Referral from dated 2/5/25: ".._the member's (FC
| #5) current behaviors include property
| destruction, physical and verbal aggression, and
‘ AWOL attempts.”
| -No documentation of assessment prior to the
| delivery of services.
| -No evidence of strategies to address the clients
presenting problems prior to the establishment
I and implementation of the treatment plan.

Review on 4/24/25 and 4/29/25 of FC #6's record
revealed:
-Age: 16
-Date of Admission: 2/19/25
-Date of Discharge: 2/24/25

' -Diagnoses: ADHD, Other Trauma
Stressor-Related Disorder, and ODD.

| -CFT note dated 2/25/25: "Member (FC #6)
eloped, was picked up by the police, and refused
to return the home..."
-No documentation of assessment prior to the

! delivery of services.

| -No evidence of strategies to address the clients
presenting problems prior to the establishment

i and implementation of the treatment plan.
Interview on 5/5/25 with the Qualified

| Professional (QP) revealed:

| -Screenings and assessments prior to admission,
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‘ "those conversations are happening...may not be

documented.”

‘ -"On occasions it (assessment) has to be done ‘
the day of admission."

! Interviews on 4/22/25, 4/24/25 and 5/5/25 with the
Administrator #1/Evidence Based Protective
Interventions (EBP!) Trainer/QP revealed: ‘

‘ -Reviewed the admissions criteria with the QP, '
the therapist and the Administrator #2.

~"Some strategies or interventions, for ETRI

| (Emergency Transitional Residential

I Interventions) are built in (to the referral).”

-Would only list ETRI on the screening form as an

‘ intervention "...but it is known through the [Local

| Management Entity/ Managed Care Organization
(LME/MCO)]."
~"Once through ETRI services, [LME/MCO] sends

1 to us...and we see who is actually coming in the

| home and the location of where they are coming
from."

| -"We look at the information (referrals) they

| (LME/MCO) send us."

-"We work on their treatment plan every 2 weeks.
We are updating what strategies, plans they
have, where they are going..." ‘

| This deficiency is cross referenced into 10A ‘
NCAC 27G .1301 Scope (V179) for a Type A1

| rule violation and must be corrected within 23 ‘

| days.

V 12| 27G .0205 (C-D) V112 |
| Assessment/ Treatment/Habilitation Plan |
‘ 10A NCAC 27G .0205 ASSESSMENT AND
| TREATMENT/HABILITATION OR SERVICE i
| PLAN |
| (¢) The plan shall be developed based on the |
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V112 | Continued From page 14

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.

‘ This Rule is not met as evidenced by:
Based on record reviews and interviews, the
| facility failed to develop and implement a
| treatment plan within 30 days of admission,
| affecting 2 of 2 current Clients (#1-2) and 2 of 4
| Former Clients (FC #3-4). The findings are:

‘ Review on 4/22/25, 4/24/25 and 4/29/25 of Client
#1's record revealed:

! -Age: 15

| -Date of Admission: 3/21/25
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| -Diagnoses: Autism Spectrum Disorder,
Attention-Deficit/Hyperactivity Disorder (ADHD),
Conduct Disorder, Impulse Control
Disorder-Unspecified Dysfunctional (sexual
disinhibition), and Reactive Attachment Disorder.
-Child and Family Team (CFT) notes dated 4/1/25
and 4/15/25 do not discuss behavioral concerns.
-Referral form dated 3/6/25: "...No current

‘ placement options available but the member

(Client #1) currently cannot return home due to
family dynamics and family's reported concerns
for members behaviors..." No specific behaviors
were listed in the referral form.

‘ -No documentation of a treatment plan
developed.

Review on 4/22/25, 4/24/25 and 4/29/25 of Client

#2's record revealed:

-Age: 17

- -Date of Admission: 2/12/25

i -Diagnoses: ADHD, Oppositional Defiant

| Disorder, Unspecified Mood Disorder, Conduct

| Disorder, Post Traumatic Stress Disorder, and
Borderline Intellectual Functioning.

I -CFT notes dated 3/25/25 and 4/8/25 address

| cursing and smoking toward staff.

-Referral form dated 12/6/24: "Child (Client #2)

ran from level Ill placement and was

discharged..."

-No documentation of a treatment plan

i developed.

| Review on 4/22/25. 4/24/25, and 4/29/25 of FC
| #3's record revealed:

. -Age: 15

-Date of Admission: 3/10/25

-Date of Discharge: 4/16/25

-Diagnoses: Anxiety Disorder-Unspecified, and
ADHD-Combined type.

-CFT notes dated 4/1/25 and 4/15/25 do not
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i discuss behavioral concerns.
| -Referral from dated 3/4/25: "[FC #3]'s behaviors ‘
have been escalating at the non-leveled |
placement that he is currently at..." No specific [
‘ behaviors were listed in the referral form. ‘
| -No documentation of a treatment plan
developed. ‘
‘ Review on 4/22/25, 4/24/25, and 4/29/25 of FC ‘
#4's record revealed: i
-Age: 16
‘ -Date of Admission: 3/12/25
| -Date of Discharge: 4/17/25 |
-Diagnoses: ADHD, Autism Spectrum Disorder, |
| Mild Intellectual Developmental Disabilities, and
‘ Disruptive Mood Dysregulation Disorder.
-Referral form dated 3/7/25: "[FC #4] is a 16 year ‘
‘ old male who is currently residing in a Level Il
Group home however member's discharge date
‘ is set for next Friday...due to the increase in his
behaviors...current behaviors include verbal and |
physical aggression, non-compliance, AWOL [
| (absent without leave), and property
| destruction..." |
‘ -No documentation of a treatment plan [
‘ developed.
| Review on 4/24/25, 4/28/25, and 4/29/25 of ‘
facility incident reports dated 2/17/25 to 4/15/25 [
revealed:
| -4/8/25 - FC #4 eloped from the facility for a |
| duration of "2-3 minutes" and crossed the
| highway.
-4/12/25 - FC #4 eloped from the facility and left .
' sight of staff. LE was called. No duration of time |
i that the client was gone from the facility.
| -4/15/25 -FC #4 was in a physical altercation with 1
i a peer which resulted in staff using a physical |
intervention to move FC #4 from one location to
| another.
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Treatment plans were requested and not
provided during the course of the survey between
‘ 4/22/25 to 5/12/25.

| Interview on 5/5/25 with the Qualified

| Professional (QP) revealed:

‘ -He would gather the information for treatment
‘ plans.

-"[Administrator #1/Evidence Based Protective
Interventions (EBPI) Trainer/QP and # 2] are
‘ responsible for treatment planning."

! Interviews on 4/22/25 and 4/24/25 with the

‘ Administrator #1/EBPI Trainer/QP revealed:

| "They (clients) only stay 30-45 days."

-In regard to treatment plan responsibilities, "...we
| do the CFT every two weeks."

~"We work on their treatment plan every 2 weeks.
We are updating what strategies, plans they
have, where they are going..."

-"The ETRI services are different.”

-"They (clients) are gone in 2 to 3 weeks."

This deficiency is cross referenced into 10A
NCAC 27G .1301 Scope (V179) for a Type A1
rule violation and must be corrected within 23
days.

\% 113‘ 27G .0206 Client Records

10A NCAC 27G .0206 CLIENT RECORDS

(a) A client record shall be maintained for each
individual admitted to the facility, which shall
contain, but need not be limited to:

| (1) an identification face sheet which includes:
| (A) name (last, first, middle, maiden);

‘ (B) client record number;

| (C) date of birth;

V112

V113
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V' 113 | Continued From page 18

‘ (D) race, gender and marital status;
(E) admission date;

‘ (F) discharge date;
(2) documentation of mental iliness,
developmental disabilities or substance abuse

“ diagnosis coded according to DSM 1V;
(3) documentation of the screening and
assessment;

‘ (4) treatment/habilitation or service plan;

| (5) emergency information for each client which

| shall include the name, address and telephone

" number of the person to be contacted in case of
sudden iliness or accident and the name, address

| and telephone number of the client's preferred
physician;

.‘ (6) a signed statement from the client or legally

i responsible person granting permission to seek
emergency care from a hospital or physician;

‘ (7) documentation of services provided:

| (8) documentation of progress toward outcomes:

| (9) if applicable:

\ (A) documentation of physical disorders

‘ diagnosis according to International Classification
of Diseases (ICD-9-CM);

' (B) medication orders:
(C) orders and copies of lab tests; and

l (D) documentation of medication and

‘ administration errors and adverse drug reactions.

| (b) Each facility shall ensure that information

| relative to AIDS or related conditions is disclosed

only in accordance with the communicable

disease laws as specified in G.S. 130A-143.

| This Rule is not met as evidenced by:
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| Based on record reviews and interviews, the

\ facility failed to maintain complete client records
| affecting 2 of 2 current Clients (#1-2) and 4 of 4
| Former Clients (FC #3-6). The findings are:

Review on 4/22/25, 4/24/25, and 4/29/25 of Client
#1's record revealed:

} -Age: 15

| -Date of Admission: 3/21/25

| _Diagnoses: Autism Spectrum Disorder,
Attention-Deficit/Hyperactivity Disorder (ADHD),
Conduct Disorder, Impulse Control

| Disorder-Unspecified Dysfunctional (sexual

‘ disinhibition), and Reactive Attachment Disorder.

| -No documentation of services provided or

| progress made towards outcomes.

‘ Review on 4/22/25, 4/24/25, and 4/29/25 of Client

| #2's record revealed:

-Age: 17

| -Date of Admission: 2/12/25

| -Diagnoses: ADHD, Oppositional Defiant

| Disorder, Unspecified Mood Disorder, Conduct
Disorder, Post Traumatic Stress Disorder, and
Borderline Intellectual Functioning.
-No documentation of services provided or

\ progress made towards outcomes.

| Review on 4/22/25, 4/24/25, and 4/29/25 of FC
| #3's record revealed:
‘ -Age: 15
| -Date of Admission: 3/10/25
| -Date of Discharge: 4/16/25
-Diagnoses: Anxiety Disorder-Unspecified, and
| ADHD-Combined Type.
| -No documentation of services provided or
| progress made towards outcomes.

| Review on 4/22/25, 4/24/25, and 4/29/25 of FC
| #4's record revealed:
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‘ -Age: 16

-Date of Admission: 3/12/25

-Date of Discharge: 4/17/25
i -Diagnoses: ADHD, Autism Spectrum disorder,
| Mild Intellectual Developmental Disabilities, and
| Disruptive Mood Dysregulation Disorder.

-No documentation of services provided or
“ progress made towards outcomes.

Review on 4/24/25 and 4/29/25 of FC #5's record
revealed:

-Age: 13
‘ -Date of Admission: 2/17/25

-Date of Discharge: 2/28/25
| -Diagnoses: ADHD, Oppositional Defiant
i Disorder, Unspecified Mood Disorder,
| Unspecified Trauma and Stressor-related
Disorder, and Conduct Disorder.

-No documentation of services provided or
‘ progress made towards outcomes.

‘ Review on 4/24/25 and 4/29/25 of FC #6's record
revealed:
-Age: 16
-Date of Admission: 2/19/25
-Date of Discharge: 2/24/25

‘ -Diagnoses: ADHD, Other Trauma
Stressor-Related Disorder, and Oppositional
Defiant Disorder.
- No documentation of services provided or

| progress made towards outcomes.

Interview on 4/28/25 with Staff #1 revealed:
-About therapeutic activities, "... when | come
| through, we doing work. This is not a teen
| baby-sitting place. Change boys to men in here.
‘ We working and doing programs..."

| Interview on 4/23/25 with Staff #2 revealed:
-"Between 9AM and 10AM doing therapeutic

V113
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| activities. Like goals, depending on the day of

‘ week. Pick [online video streaming] to watch

| educational activities and make them (clients)

‘ write. Then pick a movie from about 10:30 to 12.

| Like a Disney movie, PG...Usually get on [video
game systems] til 2:30 or 3.."

‘ Interviews on 4/25/25 and 5/7/25 with
Administrator #1/ Evidence Based Protective
Interventions (EBPI) Trainer/Qualified
Professional on revealed:

_"At least one/two therapeutic activities per day,

‘ part of VIRTUE (Licensee) policy, documented on

| the back of the sheet to ensure that something is

| being done for the client...documenting the
outcomes toward specific activities... We also use

! if for performance type stuff...In terms of

‘ performance or increases. It is not required in

| that pie format (documentation).”

| ~"We work on their treatment plan every 2 weeks.

‘ We are updating what strategies, plans they

‘ have, where they are going. What they are
transitioning with..."

G.S. 131E-256(G) HCPR-Notification,
‘ Allegations, & Protection

V132

‘ G.S. §131E-256 HEALTH CARE PERSONNEL
REGISTRY
() Health care facilities shall ensure that the
Department is notified of all allegations against

| health care personnel, including injuries of
unknown source, which appear to be related to

| any act listed in subdivision (a)(1) of this section.
(which includes:

‘ a. Neglect or abuse of a resident in a healthcare

| facility or a person to whom home care services

| as defined by G.S. 131E-138 or hospice services

' as defined by G.S. 131E-201 are being provided.

|

V113

V132
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|
‘
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‘ b. Misappropriation of the property of a resident
| in a health care facility, as defined in subsection
(b) of this section including places where home
care services as defined by G.S. 131E-136 or
hospice services as defined by G.S. 131E-201
| are being provided.
c. Misappropriation of the property of a
healthcare facility.
‘ d. Diversion of drugs belonging to a health care
| facility or to a patient or client.
‘ e. Fraud against a health care facility or against
| a patient or client for whom the employee is
I providing services).
Facilities must have evidence that all alleged
acts are investigated and must make every effort
| to protect residents from harm while the
‘ investigation is in progress. The results of all
investigations must be reported to the
Department within five working days of the initial
| notification to the Department.
This Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure that the North Carolina
| Health Care Personnel Registry (HCPR) was
| notified of all allegations against health care
personnel within 24 hours and failed to complete
| the investigation of alleged acts as required and
| failed to report the results of the investigation
within five working days of the initial notification.
The findings are:

| Review on 4/22/25, 4/24/25, and 4/28/25 of the
North Carolina Incident Response Improvement
System (IRIS) revealed:

| -No incidents reported into IRIS.
Review on 4/22/25, 4/24/25, and 4/28/25 of
facility incident report completed by Qualified
Professional (QP) dated 4/15/25 revealed:
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| -Former Client (FC) #4 engaged in a physical
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|

l altercation with another client. FC #4 became

| combative and verbally aggressive with staff.

-Staff engaged Evidence Based Protective

Interventions and attempted to escort FC #4 to

I his assigned space.

| -FC #4 became physically aggressive with staff.
-No allegations of abuse or neglect from FC #4
regarding the incident.

‘ Review on 4/29/25 of facility records revealed:

| -HCPR 24-hour initial report form completed for
| both Staff #1 and #2 but neither were dated.

‘ -No documentation or confirmation that the

| HCPR reports form had been submitted.

| -Internal investigation dated 4/17/25 regarding

| allegations against Staff #1 and #2 had not been
i completed.

Interview on 4/23/35 and with local Department of
| Social Services (DSS) revealed:
-Initiated a report of abuse against the facility on
‘ 4/16/25.
-Staff #1 and #2 were alleged to have hit FC #4.
-Staff #1 and #2 were not to be working at the
facility during the investigation.
| -Referral had been made to local Law
| Enforcement (LE).
-Could not confirm if FC #4 had a black eye.

Interview on 4/23/25 with local LE officer
revealed:

-"They (facility) are not doing any internal
investigations.”

-"Well, it is possible (child abuse). It could be a
physical assault..."

~"Need to follow up with the victim (FC #4)...See
| how bad it was (black eye)..."

| Interview on 4/24/25 with FC #4's legal guardian
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| revealed:
' -"He (FC #4) shared that two staff got physical, ‘
| flipped him out of a chair and dragged him to his

| room...he said they punched him in the face..." [

‘ Interviews on 4/22/25 and 4/24/25 with the
‘ Administrator #1/Evidence Based Protective

Interventions (EBPI) Trainer/QP revealed:
-Was not aware of the allegations against staff #1
| and #2 until DSS came to the facility on 4/16/25. ‘
| -Had not completed an IRIS report..."we do an
| IRIS report for elopement...we planned to." ‘
-"We have never had an incident like this_.."
-Was not aware that HCPR had to be notified. ‘
‘ Interview on 4/24/25 with the Administrator #2 ‘
| revealed:
-"Don't have an answer other than a better |
reason for what should be reported (in regard to |
making the HCPR report late).”

Interview on 5/5/25 with the Administrator |
‘ #1/EBPI Trainer/QP revealed: ‘
-"l called and spoke with HCPR and explained ‘
‘ (the situation)...they were late, if there was |
| something additional that | needed to do." ‘
‘ -"She (HCPR) told me to mail or fax them in...|
mailed them." |
-Could not remember what day she spoke to |
| HCPR or mailed the reports. "l want to say when
| you (Division of Health Regulation) made me
| aware..." |
-"We have never been here before " |
| -"The main thing that | am waiting on is the DSS
‘ report (in order for the facility to make a
finding)...the night of the incident we were told ‘
| they had a report and they would send it to us."
-"The things | have, it may not be enough to
| make a determination.”
| -Had not completed the internal investigation. |
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\% 179i 27G .1301 Residential Tx - Scope V179 |

10A NCAC 27G .1301 SCOPE
(a) The rules of this Section apply only to a
residential treatment facility that provides
residential treatment, level Il, program type

‘ service.

| (b) Aresidential treatment facility providing
residential treatment, level il service, shall be
licensed as set forth in 10A NCAC 27G .1700.
{c) Aresidential treatment facility for children and

| adolescents is a free-standing residential facility

~ which provides a structured living environment

| within a system of care approach for children or

| adolescents who have a primary diagnosis of

| mental illness or emotional disturbance and who

| may also have other disabilities.

| (d) Services shall be designed to address the

| functioning level of the child or adolescent and

i include training in self-control, communication
skills, social skills, and recreational skills.

i Children or adolescents may receive services in a
day treatment facility, have a job placement, or

‘ attend school.

| (e) Services shall be designed to support the

‘ child or adolescent in gaining the skills necessary
to return to the natural, or therapeutic home
setting.

| (f) The residential treatment facility shall

| coordinate with other individuals and agencies

| within the client's system of care.

|
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‘ This Rule is not met as evidenced by:
Based on interviews and record reviews, the
facility failed to operate within the scope of their
license, failed to provide services to address the
functioning level of the children or adolescents

| and failed to coordinate services affecting 2 of 2
current Clients (#1-2) and 4 of 4 Former Clients

| (FC #3-6). The findings are:

‘ CROSS REFERENCE: 10A NCAC 27G .0201
Governing Body Policies (V105). Based on

| interviews and record reviews, the facility failed to

‘ implement its written policies regarding
screening, assessments, and disposition affecting
2 of 2 current Clients (#1-2) and 4 of 4 Former

| Clients (FC #3-6).

! CROSS REFERENCE: 10A NCAC 27G .0205
Assessment and Treatment/Habilitation or

' Service Plan (V111). Based on record reviews

| and interviews, the facility failed to complete

assessments prior to the delivery of services and

develop strategies to address the presenting

problems affecting 2 of 2 current Clients (#1-2)

| and 4 of 4 Former Clients (FC #3-4).

1 CROSS REFERENCE: 10A NCAC 27G .0205
Assessment and Treatment/Habilitation or

‘ Service Plan (V112). Based on record reviews
and interviews, the facility failed to develop and

‘ implement a treatment plan within 30 days of

| admission, affecting 2 of 2 current Clients (#1-2)
| and 2 of 4 Former Clients (FC #3-4).

} CROSS REFERENCE: 10A NCAC 27G .1303
Operations (V182). Based on observations,

| record reviews, and interviews, the facility failed
to provide appropriate educational services
affecting 2 of 2 current Clients (#1-2) and 3 of 4
Former Clients (FC #3, 5-6).
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Review on 4/23/25 and 4/24/25 of the Division of

Health Service Regulation (DHSR) facility's folder

revealed:

-Facility was licensed for Program Code 27G

1300 Residential Treatment Facilities for

Children or Adolescents.

-No evidence of a waiver to provide Emergency

Transitional Residential Intervention (ETRI)

services.

‘ Interview on 4/30/25 with the Local Management

‘ Entity/Managed Care Organization (LME/MCO)
Care Coordinator revealed:

‘ "ETRI is emergency transition... They (clients} will

go to that facility."

‘ -"Had never been told that they (the facility) were

i not an emergency placement.”

| Interview on 4/29/25 with the Administrator |
#1/Evidence Based Protective Interventions ‘

| (EBPI) Trainer/Qualified Professional (QP)

| revealed:

-Had not spoken with anyone at DHSR within

Mental Health Licensure about ETRI.

‘ -_referrals come through [LME/MCO] for ETRI

services..."

' Review on 5/7/25 of the Plan of the Protection
signed and dated 5/7/25 by the Administrator 1
‘ #1/EBPI Trainer/QP revealed: ‘.
"What immediate action will the facility take to |
| ensure the safety of the consumers in your care?
| VIRTUE (Licensee) will only except admissions
| with the recommendation for Level Il or lower \
| level of care. '
‘ VIRTUE will request waiver with regard to ETRI
Services if applicable.
VIRTUE will update policy to reflect that MCO ‘
(LME/MCO) assures that Clinical documents are
Division of Health Service Regulation
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‘ present for screening and assessment to be
' completed prior to admission. The word or will be
‘ removed.
| VIRTUE will ensure that documentation of
assessment clearly indicates assessment took
place prior to admission and date accordingly.
VIRTUE will include within current assessment
documentation that addresses developing
| treatment plans for members who reach 30 days
and beyond in placement.
VIRTUE will include documentation that reflects
I development of educational plans for members
prior to admission.
Describe your plans to make sure the above
| happens.
| Administrator 1 and Administrator 2 will notify
| MCO on 5-7-25 that the aforementioned
measures will take place effective immediately .
‘ Administrator 1 will complete Policy update(s),
assessment form, assessment documentation,
‘ documentation of educational pians on 5-7-25."

‘ Review on 5/8/25 of the amended Plan of the
Protection signed and dated 5/7/25 by the
Administrator #1/EBPI Trainer/QP revealed:
-"What immediate action will the facility take to
ensure that safety of the consumers in your
care?...

‘ VIRTUE will update policy to reflect the Clinical

| documents are present for screening and

| assessment to be completed prior to admission.

| The word or will be removed..."

| The facility served clients aged 13 to 17 years old

‘ with diagnoses including but not limited to
Attention Deficit Hyperactivity Disorder, Post
Traumatic Stress Disorder, Autism Spectrum,
Reactive Attachment Disorder, Oppositional

‘ Defiant Disorder, Conduct Disorder, Unspecified
Trauma and Stressor-related Disorder,
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| Intellectual Developmental Disability, and Impulse
Control. The facility was licensed for .1300
Residential Treatment Services, however, they

" were not operating within the scope of their
license and were only admitting clients for short
term ETRI services. The facility had admitted 3
clients (Client #2 and FC #4-#5) from a higher
level of care with recommendations for and
awaiting placement in either a Level il or Level IV

‘ facility. The facility did not have documentation of

- having completed their own screenings and

| assessments prior to admission, nor were

| assessments completed prior to the delivery of

‘ services. Strategies and interventions were not

' developed to address the needs of the clients.

| Four clients (Clients #1-2 and FCs #3-4)

| remained in the facility past 30 days and no

| treatment plans had been developed. There was
no documentation to show that educational

} services had been provided for 5 of the 6 clients

| served.

| This deficiency constitutes a Type A1 rule
violation for serious neglect and must be

‘ corrected within 23 days.

i
Y 182i 27G .1303 (B-G) Residential Tx - Operations

| 10ANCAC 27G 1303 ~ OPERATIONS

| (b) Family Involvement. Family members or

| other responsible adults shall be involved in

| development of plans in order to assure a smooth

transition to a less restrictive setting.

| (¢) Education. Children and adolescents

| residing in a residential treatment facility shall

| receive appropriate educational services, either

 through a facility-based school, 'home-based'

| services, or through a day treatment program.
Transition to a public school setting shall be part

| of the treatment plan.

V179

V182
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(d) Age Limitation. If an adolescent has his 18th

birthday while receiving treatment in a residential

facility, he may continue in the facility for six

months or until the end of the state fiscal year,

whichever is longer.

(e) Clothing. Each child or adolescent shall have

his own clothing and shall have training and help

in its selection and care.

(f) Perscnal Belongings. Each child or

adolescent shall be entitled to age-appropriate

personal belongings unless such entitlement is

counter-indicated in the treatment plan.

| (9) Hours of Operation. Each facility shall

‘ operate 24 hours per day, at least five days per
week, at least 50 weeks per year, excluding legal

‘ holidays.

|

This Rule is not met as evidenced by:

Based on observations, record reviews, and
| interviews, the facility failed to provide appropriate
| educational services affecting 2 of 2 current

| Clients (#1-2) and 3 of 4 Former Clients (FC #3,
5-8). The findings are:

‘ Review on 4/22/25, 4/24/25, and 4/25/25 of Client
#1's record revealed:
-Age: 15
-Date of Admission: 3/21/25

‘ -Diagnoses: Autism Spectrum Disorder,
Attention-Deficit/Hyperactivity Disorder (ADHD),
Conduct Disorder, Impulse Control

| Disorder-Unspecified Dysfunctional (sexual

| disinhibition), and Reactive Attachment Disorder.
-No documentation in the record regarding
appropriate educational services or school
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| attendance since admission

| Review on 4/22/25, 4/24/25, and 4/25/25 Client
‘ #2's record revealed:

| -Age: 17

| -Date of Admission: 2/12/25

(ODD), Unspecified Mocd Disorder, Conduct
Disorder, Post Traumatic Stress Disorder, and
Borderline Intellectual Functioning.
-No documentation in the record regarding

‘ appropriate educational services or school

‘ attendance since admission.

| Review on 4/22/25, 4/24/25, and 4/25/25 of FC

| #3's record revealed:

| -Age: 15

| -Date of Admission: 3/10/25

' -Date of Discharge: 4/16/25

| -Diagnoses: Anxiety Disorder-Unspecified,
ADHD-Combined type.

‘ -A Child and Family Team (CFT) Meeting note

| enroliment.”

| appropriate educational services or school
‘ attendance since admission.

| revealed:

| -Age: 13

-Date of Admission: 2/17/25

-Date of Discharge: 2/28/25

| _Diagnoses' ADHD, ODD, Unspecified Mood
Disorder, Unspecified Trauma and

} Stressor-Related Disorder, and Conduct

| Disorder.
-No documentation in the record regarding
appropriate educational services or school

| attendance since admission.

-Diagnoses: ADHD, Oppositional Defiant Disorder

‘ dated 04/01/2025, "Requested update on school

| -No other documentation in the record regarding

| Review on 4/24/25 and 4/25/25 of FC #5's record
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Review on 4/24/25 and 4/29/25 of FC #6's record
revealed:

-Age: 16

-Date of Admission: 2/19/25

-Date of Discharge: 2/24/25

-Diagnoses: ADHD, Other Trauma Stressor-

| Related Disorder, and ODD.

-No documentation in the record regarding

| appropriate educational services or school

| attendance since admission.

Observations on 4/22/25 and 4/24/25
approximately between 10AM-12PM revealed:
-Clients #1 and #2 were present in the facility and
not in school.

-Clients #1 and #2 were in the common area

‘ watching videos.

| Interview on 4/22/25 with Client #1 revealed:
‘ -"They haven't put me in school."

| Interview on 4/23/25 with Staff #2 revealed:

-"l don't know protocol, who can go to school.”
 -Client #1 was supposed to start day treatment.
-Client #2's guardian reported that he couldn't go
to school.

-FC #3 wasn't going to school.
-"[FC #4] was going to [local school]."

‘ Interviews on 4/24/25 and 4/29/25 with the
Administrator #1/Evidenced Based Protective

Interventions (EBPI) Trainer/QP revealed:

-"They (clients) are supposed to be enrolled (in

school) prior to placement. If not, then they (the

I facility ) enroll them. DSS (Department of Social
Services) is supposed to get them enrolled. "

| -"...We enroll them into day treatment," if clients
were not previously enrolled in school.
-"...Generally.. that (school) is something we go
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over in CFTs...we talk about...education...And ‘

then we document on CFT form."

-"[FC #4] was in school.”

This deficiency is cross referenced into 10A

NCAC 276G .1301 Scope (V179) for a Type A1

rule violation and must be corrected within 23

days.

V 366 27G .0603 Incident Response Requirements V 366

10A NCAC 27G .0603 INCIDENT
RESPONSE REQUIREMENTS FOR
| CATEGORY AAND B PROVIDERS
(a) Category A and B providers shall develop and
implement written policies governing their
‘ response to level |, Il or Il incidents. The policies
| shall require the provider to respond by:

| (1) attending to the health and safety needs

| of individuals involved in the incident;

| (2) determining the cause of the incident;
(3) developing and implementing corrective

measures according to provider specified
timeframes not to exceed 45 days;
‘ (4) developing and implementing measures
to prevent similar incidents according to provider
‘ specified timeframes not to exceed 45 days;
(5) assigning person(s) to be responsible
| for implementation of the corrections and
‘ preventive measures;
(8) adhering to confidentiality requirements
' set forth in G.S. 75, Article 2A, 10A NCAC 268,
42 CFR Parts 2 and 3 and 45 CFR Parts 160 and
‘ 164; and
(7) maintaining documentation regarding
Subparagraphs (a)(1) through (a)(6) of this Rule.
‘ (b) In addition to the requirements set forth in
Paragraph (a) of this Rule, ICF/MR providers
shall address incidents as required by the federal
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regulations in 42 CFR Part 483 Subpart |.

' (c) In addition to the requirements set forth in
Paragraph (a) of this Rule, Category A and B
providers, excluding ICF/MR providers, shall
develop and implement written policies governing
their response to a level Ill incident that occurs

| while the provider is delivering a billable service
or while the client is on the provider's premises.
The policies shall require the provider to respond

by:

(1) immediately securing the client record
by:

(A) obtaining the client record;

(B) making a photocopy;

(C) certifying the copy's completeness; and
(D) transferring the copy to an internal
review team;

(2) convening a meeting of an internal

review team within 24 hours of the incident. The

| internal review team shall consist of individuals

who were not involved in the incident and who

were not responsible for the client's direct care or

with direct professional oversight of the client's

services at the time of the incident. The internal

review team shall complete all of the activities as

‘ follows:

| (A) review the copy of the client record to
determine the facts and causes of the incident

| and make recommendations for minimizing the

| occurrence of future incidents:

‘ (B) gather other information needed:;

(C) issue written preliminary findings of fact

within five working days of the incident. The

preliminary findings of fact shall be sent to the

LME in whose catchment area the provider is

located and to the LME where the client resides,

if different; and

(D) issue a final written report signed by the

owner within three months of the incident, The
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final report shall be sent to the LME in whose
‘ catchment area the provider is located and to the
| LME where the client resides, if different. The
final written report shall address the issues
identified by the internal review team, shall
include all public documents pertinent to the
| incident, and shall make recommendations for
‘ minimizing the occurrence of future incidents. If
all documents needed for the report are not
‘ available within three months of the incident, the
LME may give the provider an extension of up to
‘ three months to submit the final report; and
| (3} immediately notifying the following:
| (A) the LME responsible for the catchment
| area where the services are provided pursuant to
Rule .0604,
(B) the LME where the client resides, if
| different;
1 (C) the provider agency with responsibility
| for maintaining and updating the client's
' treatment plan, if different from the reporting
| provider;
‘ (D) the Department;
| (E) the client's legal guardian, as
‘ applicable; and
(F) any other authorities required by law.

- This Rule is not met as evidenced by:

| Based on record reviews and interviews, the
| facility failed to implement written policies

| governing their response to incidents. The

' findings are:

‘ Review on 4/24/25, 4/28/25, and 4/29/25 of

V 366
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facility incident reports dated 2/17/25 to 4/15/25

revealed:

-2/17/25 - Former Client (FC) #5 eloped from the

facility and Law Enforcement (LE) was called. No

duration of time that client was gone from the
facility.

-2/24/25 - FC #6 was aggressive and eloped. LE

was called. No duration of time that client was

gone from the facility.

-2/28/25 - FC #5 eloped from the facility and LE

was called. No duration of time that client was

gone from the facility.

| -4/6/25 - FC #4 eloped from the facility for a

! duration of "2-3 minutes” and crossed the

| highway.

-4/12/25 - FC #4 eloped from the facility and left
| sight of staff. LE was called. No duration of time
that the client was gone from the facility.

‘ -4/15/25 -FC #4 was in a physical altercation with
a peer which resulted in staff using a physical
intervention to move FC #4 from one location to
another.

! Reviews on 4/28/25 and 5/1/25 of the facility's
records revealed:
There was no documentation to support that the
above incidents had been evaluated to:
-Attend to the health and safety needs of the
individuals involved in the incident.
-Determine the cause of the incident.
-Develop and implement corrective measures
| according to provider specified timeframes not to
| exceed 45 days.
| -Develop and implement measures to prevent
| similar incidents according to provider specified
‘ timeframes not to exceed 45 days.
-Assign person(s) to be responsible for
‘ implementation of the corrections and preventive
measures.
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Interview on 4/22/24 with the Qualified
Professional revealed:

-Was responsible for completing incident reports
' and reporting to both the Administrator
#1/Evidence Based Protective Interventions
(EBPI) Trainer/Qualified Professional (QP)

and Administrator #2.

Interview on 5/5/25 with the Administrator
#1/EBPI Trainer/QP revealed:

-Was responsible for ensuring all documentation
for incidents was completed.

-"Our expectations of having incidents that were

' not level | was not something that we thought was
‘ gonna happen..."

v 367‘ 27G .0604 Incident Reporting Requirements

' 10ANCAC 27G .0604 INCIDENT

' REPORTING REQUIREMENTS FOR

| CATEGORY AAND B PROVIDERS

‘ (a) Category A and B providers shall report all

| level Il incidents, except deaths, that occur during

| the provision of billable services or while the
consumer is on the providers premises or level [ll
incidents and level Il deaths involving the clients
to whom the provider rendered any service within

| 90 days prior to the incident to the LME

| responsible for the catchment area where
services are provided within 72 hours of

' becoming aware of the incident. The report shall

| be submitted on a form provided by the

i Secretary. The report may be submitted via mail,

| in person, facsimile or encrypted electronic
means. The report shall include the following

- information:
@] reporting provider contact and

| identification information;

(2) client identification information;

V 366

V 367

Division of Health Service Regulation
STATE FORM

R 5MZT 11

If continuation sheet 38 of 53




PRINTED: 05/27/2025

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
MHL055-127 B.WING 05/12/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3387 E HWY 150
VIRTUE, INC MEANTIME HOME Vi
LINCOLNTON, NC 28092
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ' xX5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) i
V 367 | Continued From page 38 V 367

3

type of incident;
(4) description of incident;
(5) status of the effort to determine the
cause of the incident; and
(8) other individuals or authorities notified

or responding.

(b) Category A and B providers shall explain any
| missing or incomplete information. The provider
shall submit an updated report to all required
report recipients by the end of the next business
day whenever:

(1 the provider has reason to believe that
| information provided in the report may be
erroneous, misleading or otherwise unreliable; or
(2) the provider obtains information

| required on the incident form that was previously
unavailable.

(c) Category A and B providers shall submit,
upon request by the LME, other information
obtained regarding the incident, including:

(1) hospital records including confidential
information,

(2) reports by other authorities; and

(3) the provider's response to the incident.

(d) Category A and B providers shall send a copy
of all level Ill incident reports to the Division of
Mental Health, Developmental Disabilities and
Substance Abuse Services within 72 hours of
becoming aware of the incident. Category A
providers shall send a copy of all level |li
incidents involving a client death to the Division of
Health Service Regulation within 72 hours of
becoming aware of the incident. In cases of
client death within seven days of use of seclusion
or restraint, the provider shall report the death
immediately, as required by 10A NCAC 26C
.0300 and 10A NCAC 27E .0104(e)(18).

(e) Category A and B providers shall send a
report quarterly to the LME responsible for the
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catchment area where services are provided.
The report shall be submitted on a form provided
by the Secretary via electronic means and shall
include summary information as follows:

(1) medication errors that do not meet the
definition of a level I or level |l incident;
(2) restrictive interventions that do not meet
the definition of a level Il or level Il incident;
(3) searches of a client or his living area,
(4) seizures of client property or property in
| the possession of a client;
(5) the total number of level Il and level IlI
| incidents that occurred; and
(6) a statement indicating that there have

been no reportable incidents whenever no

| incidents have occurred during the quarter that
meet any of the criteria as set forth in Paragraphs
(a) and (d) of this Rule and Subparagraphs (1)
through (4) of this Paragraph.

‘ This Rule is not met as evidenced by:

Based on interviews and record reviews, the
| facility failed to report incidents appropriately and
‘ timely. The findings are:

' Reviews on 4/22/25, 4/24/25, and 4/28/25 of the
| North Carolina Incident Response Improvement
| System (IRIS) revealed:
| -No reports had been submitted.
|
| Review on 4/28/25 of local Law Enforcement (LE)
| Communication log revealed:
-LE responded to the facility on the following
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-2/17/25 - missing person
-2/24/25 - physical disturbance
-2/28/25 - runaway

-4/12/25 - missing person
-4/17/25 - abuse

dates: ‘

| Review on 4/24/25, 4/28/25, and 4/29/25 of
facility incident reports revealed:

| -2/17/25 - Former Client #5 eloped from the
facility and LE was called. No duration of time that
client was gone from the facility. Completed by
the Qualified Professional (QP).

-2/24/25 - FC #6 - LE called due to aggression

' and elopement. Completed by the QP. |
-2/28/25 - FC#5 LE was called. No duration of ‘
time that client was gone from the facility.
Completed by the QP.

-4/6/25 - FC #4 eloped for a duration of "2-3
minutes" and crossed the highway. Completed by |
' Administrator #1/ Evidence Based Protective ’
Interventions (EBPI) Trainer/QP.

-4/12/25 - FC #4 eloped. Left sight of staff and LE
was called. No duration of time that the client was

gone from the facility. Completed by Administrator ‘
#2.

Interview on 4/22/24 with the QP revealed:

-LE had not responded to the facility. |

-Was responsible for completing incident reports .

and reporting to both the Administrator #1/EBPI ‘

| Trainer/QP and Administrator #2.
-Could complete IRIS reporting but had not done

s0. ‘

Interviews on 4/22/25, 4/24/25, and 5/7/25 with
' the Administrator #1/EBPI Trainer/QP revealed: 1
-Had not completed an IRIS report yet.

-"We do an IRIS for elopement.. We planned to."
| -"We haven't done any IRIS."
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-Had just recently sent staff through an IRIS
training recently. The last class was 4/2/25.
-Would review the incident reports and contact
the "appropriate folks, DSS, [LME/MCQ],
whatever body she is supposed to contact.”

-The QP and Administrator #2, along with herself,
| were responsible for inputting incidents in IRIS.
-"Our expectation of having incidents that were
not level | was not something that we though was
| gonna happen..."

-Did not document interviews from her internal
investigation regarding incident on 4/15/25, "l felt
like | had the information. | didn't wait to do my
documentation...”

Interview on 4/24/25 with the Administrator #2
| revealed:

-There had been "...a couple of incidents since
} the last person has taken the training (IRIS)."
' ="l don't have an answer (as to why there have
not been IRIS input). A better understanding of
what should be reported and what shouldn't."
-Confirmed she had a copy of the IRIS manual
' and "can look at the protocol.”
-"We need to make sure it's done."

V 536 27E .0107 Client Rights - Training on Alt to Rest.
Int.

' 10A NCAC 27E .0107 TRAINING ON

| ALTERNATIVES TO RESTRICTIVE

INTERVENTIONS

(a) Facilities shall implement policies and

| practices that emphasize the use of alternatives

| to restrictive interventions.
(b) Prior to providing services to people with
disabilities, staff including service providers,
employees, students or volunteers, shall

| demonstrate competence by successfully

V 367

V 536

}
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completing training in communication skills and
other strategies for creating an environment in
which the likelihood of imminent danger of abuse
| orinjury to a person with disabilities or others or
property damage is prevented.

(c) Provider agencies shall establish training
based on state competencies, monitor for internal
compliance and demonstrate they acted on data
gathered.

(d) The training shall be competency-based,
include measurable learning objectives,
measurable testing (written and by observation of
behavior) on those objectives and measurable
methods to determine passing or failing the
course.

| (e) Formal refresher training must be completed
by each service provider periodically (minimum

- annually).

(f) Content of the training that the service
provider wishes to employ must be approved by
the Division of MH/DD/SAS pursuant to
Paragraph (g) of this Rule.

(g) Staff shall demonstrate competence in the

| following core areas:

(1) knowledge and understanding of the
people being served;

[ (2) recognizing and interpreting human
behavior,;

(3) recognizing the effect of internal and

| external stressors that may affect people with
disabilities;

(4) strategies for building positive
| relationships with persons with disabilities:
(5) recognizing cultural, environmental and

organizational factors that may affect people with
disabilities;

(6) recognizing the importance of and
assisting in the person's involvement in making

| decisions about their life;
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(7) skills in assessing individual risk for
escalating behavior;
(8) communication strategies for defusing

and de-escalating potentially dangerous behavior;
and

9) positive behavioral supports (providing
means for people with disabilities to choose
activities which directly oppose or replace
behaviors which are unsafe).

() Service providers shall maintain
documentation of initial and refresher training for
at least three years.

1 Documentation shall include:

} (A) who participated in the training and the
| outcomes (pass/fail);

(B) when and where they attended:; and
) instructor's name;
(2) The Division of MH/DD/SAS may

review/request this documentation at any time.

(i) Instructor Qualifications and Training

Requirements:

[ (1) Trainers shall demonstrate competence

by scoring 100% on testing in a training program

| aimed at preventing, reducing and eliminating the
| need for restrictive interventions.

L (2) Trainers shall demonstrate competence
by scoring a passing grade on testing in an
instructor training program.

[ (3) The training shall be

competency-based, include measurable learning

objectives, measurable testing (written and by
observation of behavior) on those objectives and
measurable methods to determine passing or
failing the course.

(4) The content of the instructor training the

service provider plans to employ shall be

approved by the Division of MH/DD/SAS pursuant

' to Subparagraph (i)(5) of this Rule.

‘ (5) Acceptable instructor training programs
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shall include but are not limited to presentation of:

(A) understanding the adult learner;

(B) methods for teaching content of the
course,

(C) methods for evaluating trainee

' performance; and

(D) documentation procedures.

(6) Trainers shall have coached experience
teaching a training program aimed at preventing,
reducing and eliminating the need for restrictive
interventions at least one time, with positive

| review by the coach.

(7) Trainers shall teach a training program
aimed at preventing, reducing and eliminating the

| need for restrictive interventions at least once

annually.

(8) Trainers shall complete a refresher
instructor training at least every two years.

(j) Service providers shall maintain
documentation of initial and refresher instructor
training for at least three years.

(1) Documentation shall include:

(A) who participated in the training and the
outcomes (pass/fail);

(B) when and where attended; and

(C) instructor's name.

(2) The Division of MH/DD/SAS may
request and review this documentation any time.
(k) Qualifications of Coaches:

(1) Coaches shall meet all preparation
requirements as a trainer.

(2) Coaches shall teach at least three times
the course which is being coached.

(3) Coaches shall demonstrate

| competence by completion of coaching or

train-the-trainer instruction.
(I} Documentation shall be the same preparation
as for trainers.
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This Rule is not met as evidenced by:
Based on interviews and record reviews, 3 of 5 [
| audited staff (Staff #1-2 and the Administrator #1/ ‘
| Evidence Based Protective Interventions (EBPI) ‘
i Trainer/QP) failed to implement practices and ;

display competencies that emphasized the use of ‘
alternative to restrictive interventions. The
findings are:

Review on 4/22/25, 4/24/25, and 4/29/25 of ‘

| Former Client (FC) #4's record revealed: ‘

| -Age: 16

-Date of Admission: 3/12/25

-Date of Discharge: 4/17/25 '

' -Diagnoses: Attention-Deficit Hyperactivity

Disorder, Autism Spectrum Disorder, Mild

Intellectual Developmental Disabilities, and

| Disruptive Mood Dysregulation Disorder.

- No de-escalation strategies or alternative
interventions identified for client.

Review on 4/22/24 and 4/29/24 of Staff #1's
personnel record revealed:
-Date of Hire: 6/20/24
| -Job Title: Direct Care Worker Paraprofessional !
-EBPI training: EBPI Interventions - Base; dated |
8/15/24

Review on 4/22/25 and 4/29/25 of Staff #2's |
personnel record revealed:
| -Date of Hire: 2/1/25

-Job Title: Direct Care Worker Paraprofessional
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| - EBPI training: EBPI Interventions - Prevent;

dated 2/17/25; Trainer was the Administrator
#1/EBPI Trainer/QP.

Review on 4/29/25 of the Administrator #1/EBPI

Trainer/QP record revealed:
-Date of Hire: job description signed 1/1/23.

| -Job description: QP

-Job title: Administrator.
-Date of EBPI training: EBPI Interventions -
Prevent Trainer expiration 5/31/25.

Review on 4/25/25 of a facility internal incident
report dated 4/15/25 revealed:

-"Describe the incident...[FC #4] became
physically aggressive to peer and staff..."
-"Rationale for use of intervention...Intervention

| was necessary to prevent harm to peers, staff

and [FC #4], and to deescalate aggressive
behavior using approved EBPI strategies in
accordance with safety protocols..."

-"...to ensure the safety and emotional regulation
of all members, staff instructed everyone to take
a refocus. All complied except for [FC #4], who
remained combative and verbally aggressive.

| Staff continued to offer coping strategies and

redirection, but [FC #4] refused all attempts and
did not return to his personal space when
prompted. Staff positioned themselves using
EBPI protocol on either side of [FC #4] to guide
him safely toward his room..."

| -Incident report completed by QP on 4/15/25.

Review on 4/24/25 of written statement dated
4/15/25 by Staff #1 revealed:

| -"...member [FC #4] was prompted numerous

times to return to his assigned area, and he
continue t o refuse, and became verbally
disrespectful. That's when myself and [ Staff #1]

| explained to [FC #4] that he was about to be
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escorted to his assigned area...”
|- After being prompted [FC #4] jumped up out
of the chair...and began to attack staff... we were
able to use the training we are taught to escort
him to his assigned area...”

' Review on 4/24/25 of written statement dated
4/15/25 by Staff #2 revealed:

-"...s0 | shut down J space (common area/game
room) everyone complied except [FC #4]...s0 we
went back in there to prompt him several more

| times and he didn't comply, so we utilized our
training to take an approach and escort him down
tha hall & at this time he became aggressive..."

Interviews on 4/28/25 and 5/6/25 with Staff #1
revealed:

-Was taught hands on, de-escalation and
restraints "...but we don't do them (restraints)."
-"...Better off to de-escalate the situation.”

-FC #4 "...we had to escort him down the hall...He
had to come out of the room. It was programming
and game time..."

-"[FC #4] didn't want to go (to his assigned area).
He was in the entertainment area..."

-"...he was out of area. He wasn't destroying the
area. | would have let him sit there out of area, for
| the safety of others. He wasn't trying to harm us.
We tried to prompt him to go to his room...we
have to make sure all the kids (clients) were in

| their assigned area. He has a history of property
damage, and we didn't want to leave him in that
area."

| -"We prompted him several times to go to his
area for his safety so we could assess the
situation...’

Interviews on 4/23/25 and 5/6/25 with Staff #2
revealed:
-On 4/15/25 Client #1 reported that FC #4 had hit
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him.

-"everyone would be in their room...until we
figured out what happened..."

-FC #4 wouldn't go back to his room.

-"...gave 3-4 prompts (for FC #4) to go to his
room..."

-"When me and [Staff #2] grabbed him to control
position to move him down the hallway, he
became aggressive to move..."

-"[Staff #2] had grabbed his one arm. | came in
and grabbed the other arm..."

-"[FC #4] was in the game room and didn't move
until someone tried to escort him..."

-"When we tried to move him, he became
aggressive..."

-"...used training to get him up..."

-Was taught in EBPI how to put a client in escort
position, de-escalation, and restraints.

-"We didn'’t try to put him in a restraint.”

-Was trying to "escort him to a different location."
-"But he (FC #4) had shut down. Gave him
prompts to move and asked him to move...he

wasn't moving."

Interviews on 4/22/24 and 5/5/24 with the QP
revealed:

-Was not present for the incident on 4/15/24 but
was the one who filled out the incident report.
-"everything we learn (in EBPI) is how to do
non-contact.”

-Had not been trained to do restraints.

-"We do not put our hands on clients."

Interviews on 4/29/25, 4/30/25, and 5/5/25 with
the Administrator #1/EBPI Trainer/QP revealed:
-Was the cofounder of VIRTUE (Licensee) and
was the Administrator.

-Job description was for QP as that was what her
role in the facility most consisted of.

-Had been told by both Staff #1 and #2 that FC #4
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was being aggressive.

-Had been told the situation with FC#4 was an

| "escort.”

-"An escort isn't hands on."

-"With [FC #4], cne minute he is fine and one
minute he is not. If he escalated that could
change in a matter of minutes.”

-"Those other clients were coming into that space
and would not have been fair to not allow the
other clients their free time. They were needing to
transition, they couldn't because [FC #4] wouldn't
transition."

-It was not fair to the other clients to interfere with
their free time while FC #4 was in that room
refusing to leave.

-"...he was cursing and refusing."

| -"...[FC #4] chose to go in this room and refused
to leave."

-It would be acceptable to put hands on a client if
he is harming himself or others, property damage
or disrupting the program if there is a threat for
the safety of others.

-EBPI was taught primarily not to restrain, to use
communication and not physical restraint.

-would teach how to restrain as "a last resort.”
-The difference between the EBPI certificates,
prevent versus base "...would be the level of
instructor that you are...An instructor that would

‘ teach other instructors is base. An instructor to
give to staff is prevent."

Interviews on 4/30/25 and 5/5/25 with Chief
Executive Officer of EBPI revealed:

-Wrote the curriculum and trained the trainers.
-Prevent was de-escalation and hands-off, base
was defensive and blocks, and base plus was
restrictive interventions, therapeutic holds and
walks.

-An "escort” would need to be trained in base
plus. "Anything touching a client is base plus.”
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-"If a client doesn't want to move, don't move
them."

-"Why bother if he is not bothering anyone...not
harming anyone, why cause a problem."

. -Administrator #1 was a prevent trainer.

-The staff didn't use de-escalation techniques
they were taught regarding the incident dated

| 4/15/25.

-"They should have backed out of that room
without escalating (FC #4)."

-"They (staff) escalated by approaching him (FC
#4). You want to back off and leave him alone "

Review on 5/7/25 of the Plan of the Protection
signed and dated 5/7/25 by the Administrator
#1/EBPI Trainer/QP revealed:

-"What immediate action will the facility take to

| ensure the safety of the consumers in your care?
VIRTUE clarified with Primary Solutions Owner
and EBPI developer that certificates for staff will
be reissued and future staff will receive
certificates from portal EBPI site to alleviate
incorrect certificates being distributed. Further,
verified differences in Prevent, Base, Base Plus.
VIRTUE will continue to provide all aspects of
EBPI and make sure certificates clearly
document what is received. In addition, VIRTUE
will continue to ensure that all staff present and
future receive ALL aspects of EBPI training. All
EBPI Trainers for VIRTUE will obtain updated
certificates.

| Describe your plans to make sure the above
happens.

VIRTUE will update certificates for current staff to
reflect that all aspects of EBPI Training was
received. VIRTUE will put it staff file
documentation of the correct training received."

Review on 5/9/25 of the amended Plan of the
Protection signed and dated 5/9/25 by the
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Administrator #1/EBPI Trainer/QP revealed:

-" What immediate action will the facility take to

' ensure the safety of the consumers in your
care?...

| In effort to ensure training adherence for EBPI
training

VIRTUE will implement the following measures:
VIRTUE will establish a system for staff to

| provide feedback on the training received. This

| will help identify any gaps in understanding and
ensure continuous improvement in training
delivery. VIRTUE will monitor staff performance

| to ensure that the training is being applied
correctly. This includes observing mock
interaction scenarios and reviewing incident
reports to ensure adherence to EBPI principles.
In mock interaction scenarios staff will play role of
member (client) with staff to demonstrate correct
implementation. This will ensure that staff remain
updated on the best practices and are able to
apply them effectively. By implementing these
measures, VIRTUE will ensure that the EBPI
training is adhered to and utilized in the manner
intended, thereby maintaining the safety and
well-being of the members in our care.”
Describe your plans to make sure the above
happens...

VIRTUE will include documentation in each staff
file that training adherence measures have been
completed.”

! The facility served clients aged 13 to 17 years old [

| with diagnoses including but not limited to ADHD,

| PTSD, Autism Spectrum, Reactive Attachment w

‘ Disorder, ODD, Conduct Disorder, Unspecified |
Trauma, IDD, and Impulse Control. The staff in

' the facility said they had been trained in using
techniques of de-escalation, blocks, and

| restraints even though the facilty utilized a '
hands-off approach. On 4/15/25, FC #4 had been |
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previously engaged in an altercation with a peer
and was in a common area refusing to move to a

| different area. It was time for the other clients to

| transition to this common area for free time and

| as he was refusing to move, Staff #1 and #2
initiated what they called an "escort" to assist him

‘ in moving. An "escort" would only work if the

| client were willing and able to move on his own

‘ accord. Staff #1 and #2 engaged this client, who
was refusing to move, by telling him that they
were going to escort him to his assigned area
rather than implementing communication

‘ strategies to defuse and de-escalate FC #4's
behaviors. This interaction heightened an already

tense situation. According to EBPI training

curriculum, an escort was a physical intervention

requiring training in EBPI Base Plus. The

Administrator #1/EBPI Trainer/QP stated that all

facility staff were trained in EBPI Base Plus,

‘ although their training certificates did not reflect

| this, was unable to describe the difference

‘ between the various EBPI training curriculums

| that were listed on her own and facility staffs'

training certificates, and incorrectly identified an

escort as an intervention that was not hands-on.

This deficiency constitutes a Type B rule violation

which is detrimental to the health, safety, and

welfare of the clients and must be corrected

within 45 days.
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Tags

Measures of Correction

Measures to prevent reoccurrence

Monltor

Frequency

Type A1
Violation

VIRTUE will only except admissions
with the recommendation for Level II
or lower level of care.

VIRTUE will request waiver and or
Service Category Change with regard
to ETRI Services if applicable.

VIRTUE will update policy to reflect
that Clinical documents are present
for screening and assessment to be
completed prior to admission. The
word or will be removed.

VIRTUE will ensure that
documentation of assessment clearly
indicates assessment took place prior
to admission and date accordingly.

VIRTUE will include within current
assessment documentation language
that addresses developing treatment
plans for members who reach 30
days and beyond in placement.

VIRTUE will include documentation
that reflects development of
educational plans for members prior
to admission.

VIRTUE will follow up with necessary parties to
ensure plans are implemented. VIRTUE will
document outcomes of communication

La’Shell
Clark

Immediate
Action

6/4/25

V105

Upon Surveyor request for
documents Administrator will
clarify and present all
documentation needed to
evidence rule is being met in
accordance with 10A NCAC 27G
.0205 Assessment and
Treatment/rehabilitation or service
area.

VIRTUE shall continue to adhere
to 10A NCAC 27G .0205

VIRTUE will discontinue current practice of
dating all assessments (screening/admission,
suicide assessment, nutritional screening) on
day of admission. Past/future assessments
(screening/admission will reflect completion

date prior to admission
See Appendix A

Administrator and or QP will review member
files not less than quarterly to ensure
assessment meeting 30 day requirement is in
file and remains current.

La’'Shell
Clark

Immediate
Action

6/4/25

V111

V112

Assessments will reflect
completion date prior to
admission

VIRTUE shall continue to adhere
to 10A NCAC 27G .0205

VIRTUE will discontinue current practice of
only writing ETRI in the Intervention and
Services section of updated form in use and
will provide a more detailed description of
strategies to address clients problems prior to
the establishment and implementation of

Treatment plan

See Appendix B

Administrator and or QP will review member files
not less than quarterly to ensure assessment
meeting prior to admission requirement is in file.

La'Shell
Clark

La'Shell
Clark

Immediate
Action

6/4/25




VIRTUE INC

Survey 5/12/25
Plan of Correction

In accordance with 10A NCAC
27G 205 VIRTUE will develop a
treatment plan 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.

VIRTUE will file plan and member
record

VIRTUE currently uses format
PIE/ Purpose Intervention

VIRTUE will continue current practice of
developing treatment plan and and file in
member record.

Administrator and or QP will audit member
files not less than quarterly to ensure
requirement is met and in member file.

Secondly, Administrator will verify if Treatment

Plan present during survey is acceptable.
See Appendix E

VIRTUE will discontinue current practice of
writing only ETRI in the Intervention and
Services section of updated form in use and

V13 Effectiveness format for will provide a more detailed description of
documentation of progress Services provided and progress towards goal
towards goal. Staff will accurately | gy il accurately document progress
g;%gfg: progress towards goal | y5yards goal on daily Progress Note currently

completed 1-3 shift daily. VIRTUE will ensure
VIRTUE will update current CFT | Staff receive documentation training refresher.
form in use to reflect CFT Form will also capture progress
documentation of all aspects of
CFT. Administrator and or QP will audit member
See Appendix D files not less than quarterly to ensure
requirement is met and in member file.

V132 In accordance with GS 131E- Administrator will ensure date of submission La'Shell | Within 24 of
256G VIRTUE will submit shall to HCPR is completed and the submission S the incident
notify the department of all date is reflected in file QP
allegations against healthcare Designee
personnel within the required Administrator and or QP will audit files not
timeframes. VIRTUE will adhere less than quarterly to ensure requirement is
to all elements of statute. met and is in file.

V182 27G .1303(B-G)Residential Tx Oprtns | C. Education-VIRTUE will ensure documentation QP Prior to
C. Education VIRTUE will continue to | for development of Educational plan prior to Designee | admission,
develop educational plans for admission is present in member file. VIRTUE will t‘:\"é";iﬂir

members prior to placement which
includes but is not limited to informing
Legal Guardian in writing that
member needs to be enrolled in
school or Day Treatment prior to
admission, providing Legal Guardian
and Team with email of requirements,
verifying that educational requirement
notice is received, follow up with
Legal Guardian Care Coordinator,
School and or Day treatment provider
regarding members enrollment status
discuss and plan accordingly during

biweekly CFT meetings
See Appendix F,G

B. Family involvement-N/A, surveyor
did not identify nor discuss deficiency

update current process by adding the filing of email
communication with regard to educational plan as

well as enroliment efforts
See Appendix H, |

Administrator and or QP will audit files not
less than quarterly to ensure requirement is
met and is in file.




VIRTUE INC

Survey 5/12/25
Plan of Correction

Requirement VIRTUE shall
review and adhere to Incident
Reporting and response rules.

Administrator will designate staff to complete
additional review of incident to ensure correct
and timely submissions.

Administrators and QP will ensure staff review

IRIS Manual and complete IRIS training 6/5/25
See Appendix L

D. Age limitation-N/A, surveyor did B. Family involvement-N/A surveyor did not identify | N/A N/A
not identify nor discuss deficiency nor discuss deficiency
E. Clothing-N/A, surveyor did not D. Age limitation-N/A surveyor did not identify nor
identify nor discuss deficiency discuss deficiency
F. Personal belongings-N/A, surveyor | E. Clothing-N/A surveyor did not identify nor
did not identify nor discuss deficiency | discuss deficiency
G. Hours of operation-N/A, surveyor F. Personal belongings-N/A surveyor did not
did not identify nor discuss deficiency | identify nor discuss deficiency
G. Hours of operation-N/A surveyor did not identify
VIRTUE will request waiver and or nor discuss deficiency
Service Category Change with regard
to ETRI Services if applicable. Administrator will submit request for waiver to
provide ETRI Services
See Appendix J La'Shell
Clark By 6/4/25
V182 VIRTUE will continue to commence VIRTUE will ensure documentation regarding La'Shell By 6/4/25
educational planning prior to pre-admission planning be maintained in member Clark
admission and will file relevant file. Steps taken to improve capturing pertinent
documentation as evidenced by information include updating current CFT form and
Client #1 Assessment 3/7/25 filing applicable emails, docs, etc.
Admission date3/21/25,
Day Tx Intake date 3/25/25
See Appendix K1also found on Assessment Administrator and or QP will audit files not
Client #2 Assessment 2/6/25 less than bi-weekly to ensure requirement is
Admission 2/12/25 t and is in fil
Day Tx Intake date 3/25 MEL and is:in mie.
See Appendix K2
FC#3 Assessment 3/5/25
Admission 3/10/25
Pre-admission enroliment
request
See Appendix K3
FC#5 Assessment 2/6/25
Admission 2/17/25
AWOL prior to intake 2/28/25
Pre-admission enrollment request
See Appendix K5
FC#6 Assessment 2/14/25
Admission 2/21/25 Inpatient at
hospital Discharge prior to Pre-
admission enrollment request
See Appendix K6
V366 In accordance with 10A NCAC Administrator will review Incident Reports La'Shell
V367 27G .0603 Incident response weekly during staffing Clark 6/24/25

VIRTUE will only except admissions with the recommendation for Level Il or lower level of care.
VIRTUE will request waiver and or Service Category Change with regard to ETRI Services if applicable.




VIRTUE INC
Survey 5/12/25
Plan of Correction
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VIRTUE, Inc. NC Division of Mental Health, Developmental
P.O. 35492, Charlotte NC 28235 Disabilities and Substance abuse Services

Consumer Name _ Directions: Use this form to document screening/

Admission Assessments. Must complete all blanks. If

Record Number: client admission, first contact, must still complete

Mt’lf fldiir?; i a form.
A-l—15 L([)d"'&fl /7"}70[-7 Assessment and Screening
; ’&'\Lv V¥ ""\"‘:/

Date: Duration: LBinins)
Race: ‘ Marital Status: Z\”A g D.O.B: _ Phone # —

Referral Source:E-U’)ﬂ'Cf" e
Services: TFC IIH DA Day Tx REIVI EIF | oPT Other M
___________—_

A. Presenting Behavior: ﬂcmbz”“ ’i.“lm?ecf 41&(]’1 P b’fﬁi{& Jeve 2 ﬁ ,) % f}e.m/( /5(/ dr&}ft/ )
t’XJ’hlﬂJS ftac‘fc’sg:(‘l’? (lrﬂl [0/ nf?)@nLLI 6451’”@?(( U)ul(r’ Wi rxﬁ}w /Mé) (‘/’i’/‘;é?c’fs

;;;;;

Needs and Strengths /M / et {Z"’\' .ﬁ/“/u;g( v & AI)tarrz: -qp'

%’0%/ jhé/i-t( Z:QLELZJJ /1’4{ &%ﬁmﬁ/{ Aiwgm ﬂfz&-ﬂ?_ﬁ
Skt -
] Pertinent social, family, and medical mstory é;. {s 5(2-? o 423 /Lés,m_ . ij j«w«-\

s‘h‘? Waﬁ— 26(»@**(%/’ .,//( B ok St

Yilg
B. Interventlon or Service Provided: ET TRI. 3’7 Lu‘}'r"“f/ J;Z"f G OPT Fl"%ff’fﬂ I’Mnf’}“”h 7
—-lrr;»{\\qi")x r'\-t)l\)f\-'{'[‘t bb' 3(—{/., FUC'}"?f ] '!:'C_f, £ jtf(f}'kd( Lo el Se}‘je'g 7 Sefpel oo ‘07 7

C. Can agency provide services to meet Consumer needs: (checkone) _ \/ Yes No
If no, explain in Disposition (category listed below)
. pset {
2.
D Dlagnostlc Impresswn ( Give F codes): }'Ll'l l &"Y/JW?L c,v-?(.r' } huhw-’f Admitting Dx_+ ! 5 :F id

9’)\ 1 Voot - ~Inma e $hress Aiserdsr Chrgnic
E. Disposition (referral, recommendations, and follow-up appointment): \% ,W "éwfvz/ dz?f/t

porss if Pt eni ppdomits f, N, 4%/@%@. é‘/’/ Seoetlrdnto jnisoR

zmmwgmﬁﬂw/ /,Jz/» AT {/j,v'LuX. /. N ;t—

Tlate. e

Signature: Date.

Admission Assessment @pdated 3127/25)
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VIRTUE, Inc. NC Division of Mental Health, Developmental
P.0O. 35492, Charlotte NC 28235 Disabilities and Substance abuse Services

Consumer Name: g- Directions: Use this form to document screening/

| Admission Assessments. Must complete all blanks. If
Record Number: _ client admission, first contact, must still complete
Mt{/za’ iq ID

form.
de(-v -7-25 (e 'PC Assessment and Screening

6@ ns,
Date: Duration: VNS
Race: arltal Status: [ Sex: . D.O.B: _- Phone #:-

Referral Source: / tir fﬂf 23

Services: TFC ITH DA Day Tx RTAMI___ OPT Other Z/K /

————

A. Presenting Behavnorm e UM')'SH "} e fome }()»w HSE 27 A 5 Xl ind

beluvior, He %2 ot itmes debid it nof agarescive.

S

Needs and Strengths S/ﬂéé&ﬁu ’}5 Zb //rb'é;\.» G <bhpsec ((A"J b“"’(/) DWAZ Z—ﬂ jisf'!‘
1S /wm@v/ Véﬂ‘r Aidh1e et e gl ﬁ"‘—"-"dl(l“ﬂ defis 4 vidosfd

Pemneni social fam1 , and medlcal hlstory L z;{,n’(/{zaﬂ/{ %‘4696“1—5&5(2—2’), /%u Siy rL, pﬁ{{,ﬁz—-—

(h. =
ﬂr&&& Glbre— e LS e WL e

B. Interventlon or Serv:ce Prowdedt l h\ GhT Y, S 0’ f\bmwy )f 1}\} f;,;){ T}J’m vegd '/,,Ly |
/,r«-ér(. clfiifyef év ln_cf-r'?-f?-mj Sec «-/‘Cu(} g /cL(/ﬂA} l‘\ Zmcud Seqt -

C. Can agency provide services to meet Consumer needs: (check one) \/ Yes No
If no, explain in Disposition (category listed below)

nostlc Impressjon ( Give F codes): l’%*f 0 Putichy, discilers hl) ) AH“ Admitting Dx /° ;4‘*;”‘1’ LAl
7{ ﬁc 1pframw 5 Cretey combibed -Npe. FAR[ ReaehVe frHaaw«m»% Vistreter Fiyf 6 Cu)zf"fi‘f aArStifer

E. Disposition (referral, recommendations, and follow-up appointment):_ TF ﬁ/ IAFT is \%Mj) watel

locgred. ﬂ#[éwﬁ 5‘}7 My /—Quéé//zufo/ij Focias Z"FZ(&Q-
o5 e _xb ©

3-1- 25 TP c{,fa(;(at" /“)y 7t

Signature: Date:

Admission Assessment (Updaed 327125)
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VIRTUE INC

»

MEDICAL RECORD NUMBER: MEDICAID IDENTIFICATION NUMBER:
QP Name: - - Service Name: Level Il Service Code:

Locatlon: [ 3 - School (should be time limited, skill building function) [ 4 — Homeless Shelter / Street Locations [ 11 - Office B 12 — Residence / Community

Face to Face: [X] Yes [] No Total Time, Total Units:

Person(s) seen:[ Consumer [] Spouse [ Child [J Parent/Guardian [] Siblin [] Other: 7&_— J_M

Person(s) seen: [{] Consumer [J Spouse ] Child L] Parent/Guardian [0 Sibling [J Other:

Coliateral Contacts: [ Telephone [J Written Correspondence [] Court Appearance [ Staffing Case with Psychologist/Psychiatrist [] Record Review
[0 Teacher Conference [ IEP meeting [J] Medication Management with Psychiatrist

ELRPOSE OF CONTACT (GOALS/IOBJECTIVES FROM PCP): - (List short term goal(s) addressed directly from PCP)
wanfs Yoo be able To be mMofe I‘E.r/oecfﬁ«/‘i‘o peers andl Wﬂ‘“on‘é 1[} -

ond r'f‘op ot ,"‘"""3 bhehind nege w‘l"g and be more positive.

PROGRESS NOTE

THERAPEUTIC INTERVENTIONS PROVIDED: What Staff did to assisteducate/train the individual in the development of skills. Interventions should reflect the
interventions listed on the PCP under the specific goal that is addressed in the Purpose of Contact. Must reflect development of skills. What skills from the PCP did
you teach to this consumer and how did you teach them?

S+a+‘,[‘ PPow'a(cap Al‘ca/ﬁ‘)pa.(+ and adkmnisterel] medicetfron.
Uttt hept = line oF si5ht or (@ Fhenghout 14

<h 1')07‘: |
6-1?:."]'\‘!‘\ cac.aq/ageg Enargr, o —FOc,u..r on hir Yreatment”

RESPONSE TO INTERVENTION PROVIDED/PROGRESS TOWARD GOAL:
How did the consumer respond to your intervention? How did the consumer's symptoms impact his/her response to the intervention? Discuss the
progress or lack of progress toward the PCP goal being addressed. (Assessment of progress.) Use na or He...

- wake u/o comﬁ/cf'&g /H:.r Ajjfene and ote bl‘mﬁ-ﬂd‘:
S - erected with sTaft and peer rcf/Oed-&{@.

k Aaaﬂ a Jooof J/v;)[‘f aned encles! Yhe shit# n At

a_r.r'/;jn ¢0Q alfea.,

Plan (What is planned for next contact with consumer?)

Risk Assessed: [INA [JSI [OHI

Employee Name:“~
Employee Signature:1 Dafe:i/&& Credentials:

Page 1 of 1
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Appendix D
Updates highlighted

VIRTUE Inc.
Child and Family Team Meeting

Date:

Member Name: DOB: ID#:
Admission Date: Attendees:

Projected Discharge Date: Discharge efforts discussed
Individual Therapy: Medication Management:

Notes: Statement for CFT requirement made YES /NO (Discharge-Progress)

B -3

mTmMOooO ®

Next Team Meeting:

Diagnoses:

Code Description

Service provided:

Residential Treatment Level Il ETRI
Residential Treatment Level ||

Other

Academic Behavior Collateral DJJ  Efforts/Discharge Family visits/calls



Record #-

Zs PERSON-CENTERED PLAN
Name: DOB: Medicaid ID: | Record #:
S Wi Ty ST > FEOZEITTTD
(Non - /DD Plans ONLY) (/DD Plans ONLY)
PCP Completedon: / / Plan Meeting Date: / / Effective Date: / /
Life Domains Assessed during Development of Person-Centered Plan:
Daily Life and Employment Community Living

Wreports that he goes to bed around 11:00 PM and
wakes up around 7:00 AM on weekdays. On weekends ) .
& currently resides in a non-leveled group home

h 5:00 AM.$@@attends school i
©wa I<th ar:und e e hr'm ts ?: and lsb " placement through Crossnore. He regularly participates
currently not employed. #has a history of truancy bu in group activities with the program.

currently attends school on a regular basis.

Safety and Security Healthy Living
Has safety plan in place of crisis. No safety concerns | Medical and dental needs are being met @Psees
1 the home. Client does not have dangerous psychiatrist monthly and is up to date with primary
—objects. Has 24 hour supervision. care appointments
Social and Spirituality Citizenship and Advocacy

@has friends in group home setting and at school. @ | s a citizen. He can advocate for himself.
has also demonstrated disruptive and inappropriate
behavior in public settings such as repeatedly loudly
disrupting a church service despite multiple
attempts from staff to redirect him.

What do you want to work on? What would you like to accomplish?

@ would like to develop tools to address his anger

What strengths do you currently have?

& denies any strengths currently. However, his CCA reports thatdawill admit that his behaviors are not always
appropriate and take responsibility. He is very caring towards his younger sibfings.

"“hat are the obstacles to meeting your goals? A‘ppendDK‘E

e
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Name: NSNS DOB: WMl Medicaid ID: PEBekiE Record # <y

ACTION PLAN

—r—

The Action Plan section of the PCP includes the individual’s long-term goal, short-term goals, interventions, and
timeframes.

Long-Term Goal:
ﬁfﬂ:

— Learn and practice new ways to increase compliance with placement, school, and community expectations.
— ldentify areas where compliance is most difficult

— Gain an understanding of the rewards and consequences for compliance versus non-compliance

~ Provide input for motivation to increase compliance

Short-Term SMART Goal

Goal:

@il manage his frustration as evidenced by refraining from verbal and/or physical aggression\s out of 7 days per
week, ~———____ '

Interventions - Provider (s):

VIRTUE MH VIl Placement Provider will:
‘. — provide structured 24/7 residential services with rules, routine, structure, and point-level system
. provide psycho-educational interventions, community-based activities, group-based activities, and

individual/family/group therapy as identified.

— assistin scheduling and providing transportation to and from appointments and assist with family visitation
schedule.

—~ be able to provide 1:1 transport with consumer to and from all appointments as scheduled and necessary unless
the team meets to determine something otherwise, based off clinical recommendations and/or safety concerns.

— attend and provide feedback at CFT meetings

— aid@®in learning appropriate skills in order to “not get in trouble”

= monitor/follow up, arrange, refer/link, assess, plan, and coordinate services for. ‘

— conduct treatment Meetings in order to assess and coordinate for continuation of care and treatment services

— consult with other providers to assess and gather feedback about@® progress in all treatment areas

— ensure all of .clinical documentation is kept updated to ensure continuity of care without any interruptions

— assist .Iith “not getting into trouble” at home, school and treatment environment

— monitor/follow up, arrange, refer/link, assess, plan, and coordinate services for B

= provide a safe, secure environment fordto work on improving behaviors and coping skills

— provide residential, therapeutic, and education treatment geared towards.s level of functioning and mental
health needs :

— provide daily structure and redirection as needed to allow@to improve his mental health symptoms

Psychiatrist/PA/NP/ Physician:
Evaluate symptoms and monitor medication at a minimum of 1x/month if deemed medically necessary

-
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Name:

DoB: @ Medicaid ID: AT Record #: SlNS

Interventions

= Individual and/or Natural Support Actions:

[uardian-DSS will:

Participate Child and Family Team meetings
Participate in treatment planning and goal planning
Encourage appropriate behaviors

Provide input for motivation to increase compliance

Short-Term SMART Goal

Goal:

& will attend school on a daily basis, participate in transition skills, complete assigned class work, ask for help as
needed, and follow the expectations and rules in the classroom as evidenced by maintaining Passing grades, and
daily attendance.

Interventions ~ Provider (s):

Therapist will provide interaction to build competence and stability through cognitive behavioral oriented individual,
group & family therapy; processing, cognitive restructuring & psycho-education: address issues related to trauma at
80 minutes each week.

Psychiatrist will provide Psychiatric / medication evaluation and medication management as needed per provider.
VIRTUE MH VI will provide Pwith guidance, redirection, psycho-educational rewards and consequences for

behaviors in order to facilitate the development of socially appropriate behaviors on a daily basis.
VIRTUE MH Vil will provide crisis Support by following the crisis/safety plan, keep @Pand others safe, and assist in
stabilizing <@ and following up with the team.

will be provided 24/7/365. Therapeutic leave under the discretion of staff and team members
up to 15 days a quarter and not to exceed 45 days per calendar year.

Interventions ~ Individual and/or Natural Support Actions:

Guardian-DSS will:

Participate Child and Family Team meetings
Participate in treatment planning and goal planning
Encourage appropriate behaviors

Provide input for motivation to increase compliance

** Copy and use as many Action Plan pages as needed.**
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mail.yahoo.com

Good Morning

I am writing regarding admission. | believe you were informed we have accepted. | have listed below
items needed. If items are received admission can take place today by 3PM Please let me know if | can
assist.

new admission

- School records we prefer to have them prior in the event enroliment process ha not been
started. You can bring them on day of admission (If applicable). Legal guardian needs to have
planed for enroliment date.

Due to the nature (Emergency) of the placement items related to School can be sent later.
Guardian needs to
provide a firm date for enroliment.

Thank you,

Take Care

VIRTUE Administrator
La’Shell Clark

Appendix F



sent b&partnersbhm.org 336-527-3207 with each referral
VIRTUE ADMISSION PAPERWORK

-School records (we prefer to have them prior to admission in the event enrollment process has not
started. You can bring them on the day of admission (if applicable). Legal guardian needs to have
planned for enrollment date PRIOR to admission so that youth can start school immediately following
admission to prevent gaps in education.
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----- Forwarded Message ----

From: unioncountync.govs
To: La Shell Clark <virtue017@yahoo.com>

Sent: Tuesday, May 20, 2025 at 10:24:22 AM EDT
Subject: B#

Good morning.

Sl absconded December 2024, but had begun skipping school in Navember 2024. When he was picked up
January 2025, he was not immediately placed in school because of numerous attempts to locate placement. Once he
was accepted by Virtue | was made aware he would need to enrolled in school prior to admission. We also discussed
Day Treatment as an option. B-expressed a desire to obtain his diploma through Brittan Academy. DSS was
making attempts to secure appropriate assistance to help with this. A day treatment program referral was subrmitted in
March, but B-was not accepted until May. B- had also expressed numerous times he did not want to attend
to school.

Swcial Services Idoptions amd Fosier Care

42904471
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= Search

School Enrollment/CFT

LU

25 at 1:58 PM

Mar 25 2

Good Afternoon J

Mar 25

5

As a follow up to my email on yesterday I'd like to provide you information that Casey received during Admission and noted would be
passed on to you

Enrollment for school should have taken place prior to placement. If he has been in school prior many Legal Guardians transfer or

completes this process and he is able to start school the day after admission. This needs to done as he as been out of school since
admission.

Take Care.

La’
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follow up regarding school enro

Appendix |

Re: .

(B m

virtue017@yahoo.com

Show less

0 QCo.sUrry.Nc.us

Mar 24 at 8:58 AM

e |

o

Good Morning

Could you please follow up regarding school enroliment or Day
treatment for . ?



¥ % x Communication Result Report { Jun. 4. 2075 4.44PM Jx % x

1)
2)

Date/Time: Jun. 4. 2025 4:43PM

File Page
No. Mode Destination Pz (s) Result Not Sent

0956 Memory TX 19197158078 P 6 OK

r error

n fo
E. 1) Hang up or line Fail E. 2) Busy
E. 3) No answer E. 4) No facsimile connection
E. 5) Exceeded max. E-mail size E. 6) Destination does not support [P-Fax
E. 7) FAX Line is not connected
VIRTUE, Inc.
Vatlous Individuals Ready To Work on Uniflad Effons
P OB 35452
Charlotte, NC 28735-5042
704-563-3490
BAX ISV VA ED
Date:§ —4— 25
To: Wendy Boone snace; rac: 919-715-8078
From: Admin Office Phone: Abovs fax:  Abore
La'Shell Clark
Number of pages Including this cover page: _6
Please call If yau don't recelve all pages.
Comments:
—— .
wdtirecre, [f yu tha
delror L Ehonr. Timak jwu.
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Virtual appt link for

You may already have this link but wanted to be sure.

Virtual intake link Day Treatment
Your child has been scheduled for a virtual appointment on 3/25/2025 at 5 p.m. Please allow up to 2 hours to

complete the process. At the time of the appointment, please make sure you and your child are in a quiet and
private location so that you can hear during the assessment. On the day and time of the appointment, you will
click on this link http:/mendvip.com/intake to start the appointment. Please enter the virtual waiting room and
test your computer/tablet/phone prior to the appointment to allow time to work through any technical issues. If
you have any problems, contact us at 704-865-3525 and press option 1. Let the person you speak to know that
you are having trouble accessing the link to start your intake appointment.
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----- Forwarded Message ---—

From: —uniencountync.gov>
To: La Shell Clark <virtueD17@yahoo.coms

Sent: Tuesday, May 20, 2025 at 10:24:22 AM EDT
Subject; BB

Good morning.

B absconded December 2024, but had begun skipping school in November 2024, When he was picked up
January 2025, he was not immediately placed in school because of numerous attempts to locate placement. Once he
was accepted by Virtue | was made aware he would need to enrolled in school prior to admission. We also discussed
Day Treatment as an option. B-expressed a desire to obtain his diploma through Brittan Academy. DSS was
making attempts to secure appropriate assistance to help with this. A day treatment program referral was submitted in

March, but Bl was not accepted until May. B had also expressed numerous times he did not want to attend
to school.

Thanks.

Sociul Servives ldopiicas and Foster Care
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mail.yahoo.com

From: J ' @co.surry.nc.us>
Sent: Monday, March 24, 2025 9:32 AM

To: VIRTUE <virtue017 @yahoo.com>

Subject: Re: .

ASAP.

Can you tell me about the day treatment vs school situation there?

Respectfully,

Social Worker 111
Surry County DSS ¥
118 Hamby Rd, Dobson, NC 27017

From: VIRTUE <virtue017 @yahoo.com>

Sent: Monday, March 24, 2025 9:09 AM

To: Jj@co.surry.nc.us>
Subject: Re: . :

CAUTION: This email originated from outside of the Surry County Network. Do not click
links or open attachments unless you recognize the sender and know the content is safe.
When in doubt, please call the sender (do not use the number listed on the email in
question).

I just wrote an email regarding the same thing. He is not in school and that should not be the case.
Enroliment was to be completed prior to placement. When will his enrollment to School or Day Treatment

be complete?

On Monday, March 24, 2025 at 08:59:43 AM EDT, Jessica L. McFoster <mcfosterj@co.surry.nc.us> wrote:

L4 E G] ¢ @ ose
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M Admission Paperwork

m N Feb 10 Yy

parinersbhm.notification@zixmessagecenter.com

Show less
To tﬁlviriuem 7@yahoo.com

Feb 10 at 5:01 PM

New ZixCorp secure email message from Partners Health Management

To view the secure message, click Open Message.
The secure message expires on Mar 12, 2025 @ 09:01 PM (GMT).

Do not reply to this notification message; this message was auto-generated by the sender's security system. To reply to the sender,
click Open Message.

If clicking Open Message does not work, copy and paste the link below into your Internet browser address bar.
https://web1.zixmail.net/s/e?b=partnersbhm&

Want to send and receive your secure messages transparently?
“ [Py 2 N e

A
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M Admission Paperwork

m N : : Feb10 ¥y

partnersbhm.notification@zixmessagecenter.com
Show less

To ‘M’vmue(ﬂ 7@yanoo.com

Feb 10 at 5:01 PM

New ZixCorp secure email message from Partners Health Management

e arorars arcerr o e e i

To view the secure message, click Open Message.
The secure message expires on Mar 12, 2025 @ 09:01 PM (GMT).

Do not reply to this notification message; this message was auto-generated by the sender’'s security system. To reply to the sender,
click Open Message.

If clicking Open Message does not work, copy and paste the link below into your Internet browser address bar.
https://web1 zixmail.net/s/e?b=partnersbhmé&

Want to send and receive your secure messages transparently?

* mj H > = cos

Dalete Move to Forward Reply Mora
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