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Ar annual sutvey was completed on 10/30/25.
Deficlencies werg citad,

This facllity is licensed for the following service
category: TOANCAC 276G 1700 Residential
Treatment Staff Secure for Children or
Adolescents.

This facility iz licensed for 4 and has a current
cansus of 4, The survey sample consisted of
audits of 3 current clients.

V 114 276G 0207 Emergency Plans and Suppliss V114

10A NCAC 276G 0207 EMERGENCY PLANS
AND SUPPLIES ‘
(a) Each facility shall develop s written fire plan
and a disaster plan and shall make a copy of
these plars available _

to the county emergency services agensies upon
raquest. The plans shall include evacuation
procedures and routes. '

{b) The plans shall ba made available to all staft
and evacuation procedures and routes shall be
postad in the

fagility.

(c) Fire and disaster drills in 2 24-hour facility
shall be held at least quarterly and shall ba
repeated for each shift.

Dirills shall be sonducted under conditions that
simulata the faclity's response to fire
EMErgencies,

(d) Each faclity shall have a first aid kit
accessible for use.

This Rule is net et as evidenced by:
Bazad on racord raview and intendow, the faoility i

- { failed to have completed fire and disaster drills at
Mrly and repeated op each Ehlft The
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findings are:

Review on 10/29/25 of the facllity's fire and
disaster drills revealed:

1 =2nd guarter (March, April, May) 2025 Thera

were no fire or disaster drills conducted on 13t
shift.

-3rd quarter (June, July, August) 2025 Thera
wera no dizaster drillz completed on Znd or 3rd
shift.

Interview on 10/27/25 With Client #1 "re.f‘ve.alédl: a
-Was admitted a week aga.
-Had not participated in a fire or dizaster drill

Interview on 10/27/25 with Cliant #3 revealad:

~=Was admitted about 4 months ago.

e haven't done & drlll (fire/disaster) lately."
="| haven't done one (fire/dizaster drill) here (at
the facility).”

| Interview on 10/27/25 with Client #4 revealed:
| =Fira and disastar drillz wera complsted monthly.

tntarview on 10/27/25 with Staff #1 revealed:
Fire and disaster drills were camplated twice a
month.

Interview-on 10/28/25 with Staff #2 revealed:
-Fire and disaster drills were completed "anae or

twice avery two weeks,*

-"We don't do it that often on .3rd bacause that
r'mght aggravate tham (clisnts)."

Intorview on 10/20/25 with the Qualified

| Prefessional revealed: )
~Drifls were completed en the 1st and tha 15th of -

wvary menth,

Interview on 10/30/25 with the Licensee revesled:
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-Fire and disaster drills were completed at laast 3
times each month. ‘ ‘ :
-"We make sure they are done quarterly on each -

shift."
-The decumeantation of the drills might have bean
misfiled. ‘
v 288 276 1703 Residential Tx. Child/Adol - Req. for A V285

10ANCAQC 27G 11703 REQUIREMENTS FOR
ASSOCIATE PROFESSIONALS ‘ , ‘
(8) In addition to the qualified professional

specified in Rule 1702 of this Section, each

facility shall have at least one full-time direct care-
staff who mesats or exceeds the requirements of

an assoclate professional as set forth in 10A

| NCAC 27G .0104(1).

{6} The governing body responsible for aach

facility shail develop and implement written

policies that apecify tha respansibilities of its Lo o 1 '

| associate professional(s). At a minimum these ' g,ﬂ W
policles shall address the following: , . o / o

{1y  manegement of the day to day ‘ . éﬂ ¢ -

day-to-day operations of the facility; : :

{2) supervision of paraprofessionals

regarding rasponsibllities related to the )

implementation of each child or adolescent's

treatment plan; and ‘ ]

3 participation in service planning

meaetings. ‘

Thiz Rule 1z not met a5 evidencad by, '
Based on racord raview and Intarview, the facitity -

failed to ensure it had at least one full time direct
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nine, fen, eleven or twelve children or
adolescentis. o

(c) The minimum number of direct care staff
during child or adolescent sleap hours is as
follows:

(1) two direct care staff shall be present

and one shall he awake for one through four
children or adolescents;

{2} two direct care staff shall be present
and both shall be awake for five through eight -
children or adolescents; and ]

(3} three direct care staff shall be presant

of which two shall be awake and the third may be .

asleep for nine, ten, eleven or twalva children or
adolescants,

(d) In addition to the minimum number of direct
care staff set forth in Paragraphs (a)-(c) of this

| Rule, more direct care staff shall be required in
| the facility based on the child or adolescent's
| individual needs as specified in the treatment

plan.
{e} Each facility shall be responsible for ensuring
supervigion of children or adolescents when they

| are away from the facllity it accordance with the

chitd or adolescant's individual strengths and

1 needs as spacifiad in the freatmeant plan.

This Rule is not met as evidenced by: .
Based on record review, interview, and
ckeorvation, the facliity talied 1o ancure the

minfmum staffing ratio of 2 staff for up to 4

adolascants while thay are asleap or awake. The
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care staff who meets or exceeds the
requirements of an Associate Professional (AP).
The findings are:

Review on 8/26/25 of the facllity & Client Staff

| Census reveslad:

-Thera was no staff with the job title AP,

Interview on 10/29/25 with the Qualified
Profassionsl (QF) revealed:
-There was no AP working in the facility.

Inferview on 10/20/25 with the Licenses ravealed:

“Thare was no AP working in the facility.
“Multiple QPs were employed in the faclllly.
-Staff #2 performead the AP dufies.

-Staff #2 had an Associate degree bui not a

| Bachelors degree.

-Planned to maova one of the QPs inta the AP
role,

276G 1704 Residential Tx. Child/Adol - Min.
Etaffing

10A NCAC 27G .1704 MINIMUM STAFFING
REQUIREMENTS

(a) A gualified professional shall be available by
telephone ar page. A diract care ‘staff shall be
able to reach the facility within 30 minutes at all
timas.

{b) The minimum number of direct care staff

! required when children or adolescents are

present and awake Is as follaws!

(1) two direct care staff shali be present for .

one, twa, thres o four children or adolescents;
{2) three diract care staff shall be present

for fiva, six, seven or eight children or
adolescents; and
(3} fuur direct care staff shall he present for

V295

V 286
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findings are:

Obsarvation on 10/27/25 from approximately -
2:30pm to 4:15pm in the facility revealad:

| -At 2:35pm the QP and Client #2 arrivad at the

facility. Mo other staff were present:

-The QP and Cllent #2 left the facility at 2:30pm
to pick up Client #1 and returned to the facility at
2:52pm.

-At 3:05pm Staff #2 picked up Client #1 to take
him to therapy, lzaving the QP in the facility with
Client #2.

| -At 3:26pm Client #3 and Client #4 amived at the -

facility with Staff #1, -

1 Interview on 10/27/25 with Client #1 revealed:

-Usually spent his days with Staff #2 since he was
newly admitted to the facility and had not started
schoot yat,

-Siaff came in to relleve Staff #2 around 3pm or
Apm.

-There was usually one staff overnight when
everyons was asleep.

“When | get up itis 1 staff here, [Staff #21."

Interviaw on 10/27/25 with Client #3 revealed:

| -There was ususlly 1, sometimes 2 staff at the

facility when he and Glient #4 got home from
school. ' ‘

24 It of times one staff comes in at 5pm or 6pm
at the latest."

-Staff #2 was "usually” the only staff in the facility
overnight.

-1 staff was present in the rnarnmgs before
school.

1 -0 the waekends there wera 2 staff during the

day and 1 staff ovemight.

Inerview on 10/27/26 with Client #4 revealed:
-1 staff worked 3rd shift.
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-2 or 1" staff wero present after schaol,

-Whan the QP worked, he "might" be the anly
siaff. ‘

“When additional staff came in on 2nd shift, They
arrived about 15 minwtes after he got home from

1 school.

Interview on 10/27/25 with Staff #1 revealed:
-There was "usually” 2 staff prasent when she
worked 2nd shift.

-There was supposzed to be 1 staff per 2 clients.
-Staff #3 was "ustally here until | gat hera {at .
3:30pm)."

“Was not sure how matty staff work 3rd shift.

Interview on 10/29/25 with Staff #2 revealad:
~Theore were "typically" 2 staff per shift, but "you

I never know."

-2 staff need to be on 3rd shift.
Mevar worked atone.

Intervlew on 10/30/25 with Staff #3 revealed
-Never worked alone.

~There was always 2 staff present when she
worked 2nd shift.

| Interview on 10/29/25 with Staff #4 ravealed:

Worked 3rd shift once or twice & week.
-Usually there were 2 staff prasent,

-"Last night (10/28/25) it was just me. Sameone
was supposed o come halp In the morning but

1| they didn't."

- § got the 15t 2 clients up and off to schoo at
6:15am. | got the second group up, and they left
at 7:30am or Sam." '

Interview on 10/27/25 with the Qualifled

Professional reveaied:
-Was working by himself on 10/27/25 until other
staff came in.
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Mt {working alone) doesn't happen vary often.” ;
Interview on 10/30/25 with the Licensee revealed:
-There had to be 2 staff with 1, 2, 3, ar 4 clients ;
| present. :
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