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Effective immediately, the facility conducted a
. comprehensive clinical review of all current
An annual and complaint survey was completed youth to assess safety risks, treatment
on January.20, 2926- The complaint was effectiveness, and appropriateness of continued
Uns_Ut?Stafmated ('nt?ke #NC00234947). placement. A focused multidisciplinary review
Deficiencies were cited. was completed for youth exhibiting persistent
unsafe behaviors, including reassessment of
This facility is licensed for the following service treatment interventions, supervision strategies,
category: 10A NCAC 27G .1700 Residential andlevelofcare neede:
X:jealtmem tStaff Secure for Children and The facility has revised its clinical oversight
oiescents. process to ensure that when a youth
. o demonstrates ongoing behaviors that
This facility is licensed for 3 and has a current compromise safety or do not respond to
census of 3. The survey sample consisted of interventions, the following actions occur:
audits of 3 current clients.
Formal clinical case review is initiated by the
. . . Qualified Professional (QP)
V293 27G .1701 Residential Tx. Child/Adol - Scope V293

10A NCAC 27G .1701 SCOPE

(a) Aresidential treatment staff secure facility for
children or adolescents is one that is a
free-standing residential facility that provides
intensive, active therapeutic treatment and
interventions within a system of care approach. It
shall not be the primary residence of an individual
who is not a client of the facility.

(b) Staff secure means staff are required to be
awake during client sleep hours and supervision
shall be continuous as set forth in Rule .1704 of
this Section.

(c) The population served shall be children or
adolescents who have a primary diagnosis of
mental iliness, emotional disturbance or
substance-related disorders; and may also have
co-occurring disorders including developmental
disabilities. These children or adolescents shall
not meet criteria for inpatient psychiatric services.
(d) The children or adolescents served shall
require the following:

(1) removal from home to a
community-based residential setting in order to

Treatment plans are updated with measurable,
behavior-specific interventions

Enhanced supervision and de-escalation
strategies are implemented

Referral for higher level of care is pursued when
clinically indicated

Safety planning includes protections for other
youth and staff

The facility has implemented a written High-Risk
Youth Review Protocol requiring documented
review, escalation, and placement decision-
making when a youth’s needs exceed the
program’s capacity.

Responsible Person: QP and Executive Director
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in gaining skills needed to step down to a less
intensive treatment setting affecting, 1 of 1
current client (Client #1). The findings are:

Review on 1/9/26 of Client #1's record revealed:
-Admission date of 7/2/25.

-16 years old.

-Diagnoses of Post Traumatic Stress Disorder,
Autism Disorder and Schizoaffective Disorder.
-History of verbal and physical aggression toward
staff (at school and the facility) and other clients,
destroying property, suicidal behavior, suicidal
ideation and hospitalizations for mental health.
-Treatment plan dated 10/16/25 has goals and
strategies for Client #1's verbal and physical
aggression, social skills, communication skills,
her behavior in school and he violent behavior
toward herself and others.

Review on 1/9/25 of the facility's internal incident
reports from 10/1/25 to 1/1/26 revealed:

-On 10/12/25 Client #1 physically attacked a staff
and a former client.

-On 10/22/25 Client #1 attacked Client #2. Client
#2 received medical attention.

-On 11/8/25 Client #1 had a suicide attempt and
had to be hospitalized.

-On 11/19/25 Client #1 was violent toward staff
and a former client. The staff was injured.

-On 12/3/25 Client #1 physically attacked a
former client.

-On 12/4/25 Client #1 threw a break at staff's
head.

-On 12/6/25 Client #1 "became agitated" with a
former client and flipped a desk hitting the former
client on the forehead leaving a bruise. The
former client received medical attention.

-On 12/15/25 Client #1 hit staff with an object.

Interview on 1/20/26 with Client #1 revealed:

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
MHL0601576 B.WING 01/20/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3430 DALECREST DRIVE
DREAMS AND VISION, LLC DBC NEW VISIONS
’ CHARLOTTE, NC 28269
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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
V 293 | Continued From page 2 V293

Division of Health Service Regulation

STATE FORM

eae X1C511

If continuation sheet 3 of 7




Division of Health Service Regulation

PRINTED: 01/29/2026

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

MHL0601576

FORMAPPROVED
{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING: COMPLETED
B. WING 01/20/2026

NAME OF PROVIDER OR SUPPLIER

DREAMS AND VISION, LLC DBC NEW VISIONS

STREET ADDRESS, CITY, STATE, ZIP CODE

3430 DALECREST DRIVE

CHARLOTTE, NC 28269

10ANCAC 27G .1703 REQUIREMENTS FOR
ASSOCIATE PROFESSIONALS

(a) In addition to the qualified professional
specified in Rule .1702 of this Section, each
facility shall have at least one full-time direct care
staff who meets or exceeds the requirements of
an associate professional as set forth in 10A
NCAC 27G .0104(1).

(b) The governing body responsible for each
facility shall develop and implement written
policies that specify the responsibilities of its
associate professional(s). At a minimum these
policies shall address the following:

(1) management of the day to day
day-to-day operations of the facility;

(2) supervision of paraprofessionals
regarding responsibilities related to the
implementation of each child or adolescent's
treatment plan; and

3) participation in service planning
meetings.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to employ a full-time Associate
Professional (AP) who ensured management of
the daily operations of the facility, supervision of
paraprofessionals, and participation in service
planning meetings. The findings are:

Review on 12/30/25 of the initial census for the
facility completed by the Director revealed:
-No AP was identified for the facility.

Interview on 1/20/26 with staff #1 revealed:
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V 295 | Continued From page 4 V 295 Effective immediately, the Program Director

assigned interim Associate Professional duties
to a qualified staff member who meets AP
requirements, ensuring coverage of daily
operations, staff supervision, and service
planning participation.

The facility has initiated recruitment and hiring
for a full-time Associate Professional position.
Written job descriptions have been finalized to
clearly outline AP responsibilities, including:

Daily operational oversight
Supervision of paraprofessional staff

Participation in treatment planning and service
coordination meetings

The facility has updated its staffing plan to

require documentation of AP assignment and
coverage at all times.

Responsible Person: Executive Director
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any covering.

have covering.
without covering.

Interview on 1/20/26 with the Qualified
Professional revealed:

bedroom window.

for Client #2's bedroom window.

window did not have any coverings.

#2's bedroom window.

Interview on 1/20/26 with Client #2 revealed:
-Did not know why her bedroom window did not

-Did not know how long her bedroom window was

-Client #2 "recently” took the blinds off her

-The Director was going to purchase new blinds

Interview on 1/20/26 with the Director revealed:
-She was not aware that Client #2's bedroom

-She would purchase new blinds to put on Client
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