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 V 000 INITIAL COMMENTS  V 000

A complaint and follow up survey was completed 

on 3/18/26. The complaints were substantiated 

(intakes #NC00236216 and #NC00236219). 

Deficiencies were cited.

This facility is licensed for the following service 

category: 10A NCAC 27G .1900 Psychiatric 

Residential Treatment Facility for Children and 

Adolescents.

This facility is licensed for 12 and has a current 

census of 12. The survey sample consisted of 

audits of 6 current clients.

Three sister facilities are identified in this report. 

The sister facilities will be identified as sister 

facility A, B and C. Staff and/or clients will be 

identified using the letter of the facility and a 

numerical identifier.

 

 V 315 27G .1902 Psych. Res. Tx. Facility - Staff

10A NCAC 27G .1902       STAFF

(a)  Each facility shall be under the direction a 

physician board-eligible or certified in child 

psychiatry or a general psychiatrist with 

experience in the treatment of children and 

adolescents with mental illness.

(b)  At all times, at least two direct care staff 

members shall be present with every six children 

or adolescents in each residential unit.

(c)  If the PRTF is hospital based, staff shall be 

specifically assigned to this facility, with 

responsibilities separate from those performed on 

an acute medical unit or other residential units.

(d)  A psychiatrist shall provide weekly 

consultation to review medications with each child 

or adolescent admitted to the facility. 

(e)  The PRTF shall provide 24 hour on-site 

 V 315
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 V 315Continued From page 1 V 315

coverage by a registered nurse.

This Rule  is not met as evidenced by:

Based on record reviews and interviews, the 

facility failed to provide 24-hour on-site coverage 

by a Registered Nurse (RN) and failed to ensure 

at least two direct staff members were present 

with every six children or adolescents in each 

residential unit. The findings are:

1. The following is evidence the facility failed to 

provide 24-hour on-site coverage by a RN.

Reviews on 3/4/26 and 3/5/26 of the facility's 

personnel records revealed:

Lead RN #1:

-Date of hire was 4/22/24.

Lead RN #2:

-Date of hire was 9/1/23.

RN #1:

-Date of hire was 1/24/24.

-She was hired as a Facility Nurse.

RN #2:

-Date of hire was 1/1/26.

-She was hired as a Facility Nurse.

RN #3:

-Date of hire was 1/2/26.

-She was hired as a Facility Nurse.
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 V 315Continued From page 2 V 315

RN #4:

-Date of hire was 5/21/24.

-He was hired as a Facility Nurse.

RN #5:

-Date of hire was 2/16/26.

-She was hired as a Facility Nurse.

RN #6:

-Date of hire was 1/6/24.

-She was hired as a Facility Nurse.

Reviews on 3/5/26 and 3/11/26 of Schedules for 

Nursing staff revealed:

September 2025- 

-No RN on 7am to 7pm shift-9/1 and 9/19 (2 

days)

October 2025- 

-No RN on 7pm to 7am shift-10/29 and 10/30 (2 

days)

December 2025-

-No RN on 7am to 7pm shift-12/7, 12/17, 12/18, 

12/24, 12/25, 12/26, 12/27, 12/28 and 12/31 (9 

days)

-No RN on 7pm to 7am shift 12/2, 12/7, 12/20, 

12/21,12/25, 12/29 and 12/31 (7 days)

January 2026-

-No RN on 7am to 7pm shift 1/1 (1 day)

February 2026- 

-No RN on 7am to 7pm shift-2/1 and 2/3 (2 days)

March 2026-

-No RN on 7am to 7pm-3/2 (1 day)

Review on 3/13/26 of the Code of Federal 
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 V 315Continued From page 3 V 315

Regulations (CFR) §483.358(f)-Assessment post 

Seclusion or Restraint revealed:

-"Within 1 hour of the initiation of the emergency 

safety intervention a physician or other licensed 

practitioner must conduct a face-to-face 

assessment of the physical and psychological 

well being of the resident. This is limited to 

Medical Doctors, Doctor of Osteopathy, Physician 

Assistant, Family Nurse Practitioner, or 

Registered Nurse trained in the use of emergency 

safety."

Interviews on 3/5/26 and 3/17/26 with client #1 

revealed:

-He lived at the facility for "about" 4 months.

-There were no nurses working from 7:00 am to 

7:00 pm "about 2 times."  

-He was "never" restrained by staff at the facility. 

-"I saw one of the other clients be restrained." 

-"I just saw [client #4] get restrained last night." 

-"I have never seen other clients restrained, other 

than [client #4]." 

-"We are normally in our bedrooms during 

restraints by staff." 

Interviews on 3/6/26 and 3/17/26 with client #2 

revealed:

-He lived at the facility for "almost 9 months."

-"If there is not a nurse, one of the first 

responders will take the role of nurse and give us 

our medication." 

-"There is no nurse in the building at least once a 

month."

-He was not restrained by staff. 

-He has seen staff restrain other clients. 

-"I just saw [client #4] be restrained by staff 

yesterday."

Interview on 3/17/26 with client #3 revealed:

-He lived at the facility for "about 9 months." 
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 V 315Continued From page 4 V 315

-He was restrained by staff "about 2 months ago." 

-He has been restrained by staff "a lot" within the 

past 9 months.

Interviews on 3/5/26 and 3/17/26 with client #4 

revealed:

-He lived at the facility for "about 7 months."

-He was restrained by staff yesterday. 

-He has been restrained by staff "about 6 times in 

the last 7 months."

Interview on 3/17/26 with client #5 revealed:

-He lived at the facility for "almost 9 months." 

-"I was restrained a lot by staff, not sure how 

many times." 

-He could not remember the last restraint by staff .

Interview on 3/17/26 with client #6 revealed:

-He lived at the facility for 9 months. 

-"I was restrained by staff 3 times."

-"The last restraint was towards the end of last 

year."

Interviews on 3/5/26 and 3/17/26 with client #7 

revealed:

-"There are no nurses in the building sometimes."

-"There is a first responder available if there is no 

nurse in the building." 

-"It doesn't happen that often." 

-He has never been restrained by staff. 

-"I stay out of trouble." 

-"I saw another client restrained by staff about 4 

months ago."

Interviews on 3/5/26 and 3/17/26 with client #8 

revealed:

-He lived at the facility since 2024.

-In the last 6 months he was restrained "about 4 

times." 

-His last restraint was in "January or February of 
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 V 315Continued From page 5 V 315

this year." 

Interview on 3/6/26 with Lead RN#1 revealed:

-"I'm the Lead Nurse for this building and [Sister 

facility A]."

-"I have been the Lead Nurse for about 2 weeks."

-"I don't work a shift at this building." 

-"I will come over here to see if they (nurses) 

need something, if there is no nurse in the 

building." 

-"That rarely happens (nurses not working) at this 

building because the nurses come to work in this 

building." 

-"I will sometimes come over if a contract nurse is 

here to touch base with them." 

-"There is no Director of Nursing (DON) at this 

facility." 

-"They had one but she was overworked." 

Interviews on 3/9/26 and 3/13/26 with Lead RN 

#2 revealed:

-"I was working at all 4 facilities when I was 

DON."

-"I'm now Lead Nurse for (Sister facility B) and 

(Sister facility C)."

-"I started as Lead Nurse last week." 

-"I was no longer DON due to family issues."

-"I asked if I could be reinstated as DON in 

February 2026, but was offered a Lead Nurse 

position." 

-She wasn't sure of date when she stepped down 

as the DON. 

-"It was around the holidays, it before Christmas." 

-"I continued to work as a nurse on shift." 

-"Me and [Lead RN #1] split DON position, we are 

both Lead Nurses." 

-"The agency no longer has DON position." 

-"As DON I was responsible for scheduling, 

auditing, and incident reporting."

-She didn't work at this facility "that often." 
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 V 315Continued From page 6 V 315

-She recalled staff doing a restraint on a client 

once during her shift within the last six months.

Interviews on 3/9/26 and 3/13/26 with RN #1 

revealed:

-"I worked as a RN full time at the facility for over 

2 years." 

-She worked from 7:00 pm to 7:00 am 4 days a 

week.

-"Clients at this facility were restrained a few 

times." 

-Clients had to be restrained "1-2 times per 

month" during her shift over the last 6 months.

Interview on 3/5/26 with RN #2 revealed:

-She started working at this facility "towards the 

end of November 2025." 

-She worked 2-3 days a week during the 7:00 pm 

to 7:00 am shift at the facility.

Interview on 3/6/26 with RN #3 revealed:

-She started working at the facility in December 

2025. 

-She worked 3 days a week from 7:00 am to 7:00 

pm.

Interview on 3/17/26 with RN #5 revealed:

-She has been employed for "about a month." 

-She worked 7:00 am to 7:00 pm 3 days a week. 

Interview on 3/9/26 with RN #6 revealed:

-She has worked for this agency "about 2 years."

-In last 6 months "I only worked at this facility 

about 3 times." 

-"I had not worked at this facility since last year." 

-"I worked as needed at this facility." 

-She worked from 7:00 pm to 7:00 am. 

-"I had to leave at 7:00 am the next morning after 

my shift."

-"There was not always a nurse there at 7:00 am 
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 V 315Continued From page 7 V 315

and I would still leave."

-"I don't know if another nurse showed up after I 

left the building."

Interview on 3/10/26 with staff #5 revealed:

-"There is not always a nurse in the building." 

-"If there is no nurse, we get the nurse from 

[Sister facility A]." 

-"It does not happen that often."

  

Interview on 3/5/26 with the facility's First 

Responder (FR) #1 revealed:

-"There is always a nurse on campus." 

-"If there is no nurse in this building, we 

sometimes have to get the nurse from [Sister 

facility A]." 

-"I'm not sure how often it happens."

Interview on 3/17/26 with the facility's FR #2 

revealed:

-She worked 1st shift for the last 3 months. 

-"Whenever I work there are not a lot of 

restraints." 

-"The restraints are mainly being done on 2nd 

shift." 

-In the last 3 months there has been "about 10 

restraints" done on the clients at this facility.

Interview on 3/17/26 with the Senior Team Leader 

(STL) revealed:

-"The restraints are down in this facility." 

-"We try to use the UKERU system and that has 

helped." 

-"I think there were 2-3 restraints last month." 

-In the last 6 months there "may have been 20 

restraints" done by staff.

Interview on 3/11/26 with the Chief Executive 

Officer (CEO) revealed:

-"I wasn't always made aware of a nurse not 
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 V 315Continued From page 8 V 315

being in the building right away." 

-"I was made aware of it after the fact."

-"We had been using staffing nurses and those 

nurses would not always show up for their shift or 

call out."

-"[Lead RN #1] was the Lead Nurse for this facility 

and [Sister facility A]." 

-"[Lead RN #2] was the Lead Nurse for [Sister 

facility B] and [Sister facility C]." 

-"I may go back and revisit DON position." 

-"I felt like DON position was overwhelming for 

[Lead RN #2] when she was in that role." 

-"We don't have a DON, we have 2 Lead Nurse 

positions."

2. The following is evidence the facility failed to 

ensure at least two direct care staff were present 

with every six children or adolescents.

Reviews on 3/5/26 and 3/11/26 of Schedules for 

Unit staff revealed:

September 2025- 

-1st shift-9/27- 3 staff in the building (1 day) 

-2nd shift-9/6-4 staff until 8:00 pm in the building 

and one staff left leaving 3 staff in the building; 

9/19 3 staff (2 days)   

-3rd shift-9/9, 9/10, 9/11, 9/16 and 9/26 3 staff, 

9/10 3 staff in the building; 9/22 and 9/30-4 staff 

in the building and staff #5 signed out at 6:00 am 

leaving 3 staff in the building until 8:00 am (8 

days)

There were 11 days the facility failed to ensure 

minimum staff coverage.

October 2025- 

-3rd shift-10/2, 10/20, 10/22, 10/23, 10/27, 10/28, 

10/29 and 10/30-4 staff in the building and staff 

#5 signed out at 6:00 am leaving 3 staff in the 

building until 8:00 am; 10/8, 10/15, 10/17 and 

Division of Health Service Regulation
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10/18-3 staff (12 days)

There were 12 days the facility failed to ensure 

minimum staff coverage.

November 2025-

-1st shift-11/8 and 11/22 3 staff in the building (2 

days)

-2nd shift- 11/3 3 staff in the building (1 day)

-3rd shift 11/3, 11/5, 11/10, 11/11, 11/12, 11/13, 

11/17, 11/19, 11/24,11/25, 11/26 and 11/27-4 staff 

in the building and staff #5 signed out at 6:00 am 

leaving 3 staff in the building until 8:00 am; 11/14 

3 staff (13 days)  

There were 16 days the facility failed to ensure 

minimum staff coverage.

December 2025-

-2nd shift-12/6 3 staff in the building (1 day)

-3rd shift-12/1, 12/2, 12/4, 12/8, 12/9, 12/15, 

12/16, 12/18, 12/22, 12/23, 12/24, 12/29, 12/30 

and 12/31-4 staff in the building and staff #5 

signed out at 6:00 am leaving 3 staff in the 

building until 8:00 am; 12/12, 12/13, 12/14 and 

12/21 3 staff (18 days)

There were 19 days the facility failed to ensure 

minimum staff coverage.

January 2026-

-3rd shift -1/1, 1/6, 1/7, 1/8, 1/13, 1/14, 1/15, 1/19, 

1/20, 1/21, 1/22, 1/26, 1/28-4 staff 4 staff in the 

building and staff #5 signed out at 6:00 am 

leaving 3 staff in the building until 8:00 am; 1/9 

and 1/23 3 staff (15 days) 

There were 15 days the facility failed to ensure 

minimum staff coverage.

February 2026-

-2nd shift -2/9 5 staff in building until 6:00 pm and 

2 left leaving 3 staff in the building; 2/23 and 2/26 

3 staff (2 days)
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-3rd shift-2/2, 2/3, 2/5-4 staff in the building and 

staff #5 signed out at 6am leaving 3 staff in the 

building until 8:00 am (3 days) 

There were 5 days the facility failed to ensure 

minimum staff coverage.

March 2026-

-2nd shift-3/5-5 staff in the building until 6:00 pm, 

two staff left and 3 staff were left in the building (1 

day)

There was 1 day the facility failed to ensure 

minimum staff coverage.

Review on 3/11/26 of clients census monthly form 

revealed:

-September 2025-10 clients

-October 2025-11 clients

-November 2025 thru March 2026-12 clients each 

month

Interview on 3/5/26 with client #1 revealed:

-"There are 3-4 staff per shift." 

-"Sometimes it's 3 staff, most of time its 4 staff."

Interview on 3/6/26 with client #2 revealed:

-"Most of the time its 4 staff on the unit." 

-"The weekends can be scarce, and they have to 

pull in staff." 

-"There has been less than 4 staff on the unit, it 

does not happen that often."

Interview on 3/5/26 with client #3 revealed:

-"There are 3-4 staff on unit with us." 

-"It does not happen often when it's only 3 staff on 

the unit."

Interview on 3/5/26 with client #4 revealed:

-"There are 3-4 staff on unit." 

-"There are 3 staff on unit 2 or 3 times a week."
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Interview on 3/5/26 with client #8 revealed:

-"There are 4-5 staff on unit." 

-"Sometimes there are 3 staff on the unit with us." 

-"It's rare that 3 staff work on the unit with us."

Interview on 3/10/26 with staff #5 revealed:

-He worked 3rd shift at the facility. 

-He worked 4 days a week. 

-His shift was 10:00 pm to 6:00 am. 

-"When I leave at 6:00 am in the morning, 

sometimes there is a relief staff."

-"Sometimes there is no relief staff when I leave 

at 6:00 am." 

-"If staff is not there at 6:00 am I have to leave 

because I work another job." 

-"There are normally 4-5 staff on unit whenever 

he worked 3rd shift." 

-"Sometimes there are 3 staff on the unit during 

his shift because a staff calls out."

-"It does not happen that often."

  

Interview on 3/5/26 with the facility's FR #1 

revealed:

-"If the unit is short, I will stay and help out." 

-"It's been times when 3rd shift staff left before 

coverage was made, some staff work other jobs." 

-"It happens every now and again."

Interview on 3/5/26 with the STL revealed:

-"[Staff #5's] shift is 10:00 pm to 6:00 am." 

-"Sometimes I will come in at 6:00 am to cover on 

those days." 

-"I don't always clock in because I'm salaried."

Interview on 3/11/26 with the CEO revealed:

-He was not aware staff #5 was leaving at 6:00 

am and there was only being 3 staff in the 

building until 8:00 am. 

-"I was aware there were not 4 staff on shift 

periodically in the building." 
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-"A system was put in place to ensure there were 

always 4 staff on unit, but I was not always made 

aware the shift was short."

Review on 3/18/26 of a Plan of Protection written 

by the Director of Operations (DO) dated 3/18/26 

revealed:

"What immediate action will the facility take to 

ensure the safety of the consumers in your care? 

The facility has implemented incentive bonus pay 

for nurses working additional shifts and on-call 

coverage. The facility is also utilizing three 

temporary agency nurses and double-scheduling 

nursing staff as necessary to ensure continuous 

nursing coverage within the facility. Facility 

Management will ensure that all shifts are staffed 

in full compliance with company policy and 

Department of Health and Human Services 

(DHHS) regulations. Schedules will be developed 

and monitored to maintain the required number of 

direct care staff every shift. In addition, Facility 

Managers will designate an on-call staff member 

for each shift to provide immediate coverage in 

the event of call-outs, emergencies, or 

unexpected staffing shortages. This process 

ensures continuous supervision, maintains 

regulatory staffing ratios, and supports the safety 

and therapeutic needs of clients.  

Describe your plans to make sure the above 

happens.  

All nursing schedules will be reviewed by [DO] to 

ensure continuous 24/7 nursing coverage in 

accordance with Psychiatric Residential 

Treatment Facility (PRTF) requirements. 

Coverage will be maintained through the use of 

on-call nursing staff, temporary agency nurses, 

and double coverage as needed to address 

call-outs or staffing shortages. Facility Managers 

will review staffing schedules daily to ensure 

required staffing ratios, and on-call assignments 
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are in place for every shift, while [DO] will conduct 

weekly audits of schedules, call-out logs and 

on-call coverage to verify compliance. Any 

staffing shortages or missed on-call assignments 

will be corrected immediately by Facility 

Managers and reported to [DO], who will provide 

ongoing oversight, coaching, and corrective 

direction to ensure sustained adherence to DHHS 

staffing regulations. In addition, temp (temporary) 

agencies and on call bonus will be provided to 

staff that come in to cover any open shifts."

This deficiency was cited 2 time(s) on 12/5/23 

and 3/15/24.

The facility served male clients whose diagnoses 

included Disruptive Mood Dysregulation Disorder, 

Attention Deficit Hyperactivity Disorder, Conduct 

Disorder, Adjustment Disorder, Post Traumatic 

Stress Disorder, Schizoaffective 

Disorder-depressed type, Oppositional Defiant 

Disorder and Dissociative Identity Disorder. Their 

ages ranged from 11 to 17 years old. There was 

no RN scheduled for the 7:00 am to 7:00 pm shift 

15 times between September 1, 2025 and March 

3, 2026. There was no RN scheduled for 7:00 pm 

to 7:00 am shift 9 times between September 1, 

2025 and March 3, 2026. Clients were restrained 

by staff. The facility did not meet minimum 

staffing coverage on the unit 3 times during 1st 

shift, 7 times during 2nd shift and 72 times during 

3rd shift between September 1, 2025 and March 

3, 2026. 

This deficiency constitutes a Type A1 rule 

violation for serious neglect and must be 

corrected within 23 days.
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 V 736 27G .0303(c) Facility and Grounds Maintenance

10A NCAC 27G .0303 LOCATION AND 

EXTERIOR REQUIREMENTS

(c) Each facility and its grounds shall be 

maintained in a safe, clean, attractive and orderly 

manner and shall be kept free from offensive 

odor.

This Rule  is not met as evidenced by:

 V 736

Based on observation and interview, the facility 

was not maintained in a safe, clean, attractive 

and orderly manner.  The findings are:

Observation on 3/4/26 at approximately 1:55 pm 

of the facility revealed:

-Client #2's bedroom-Pen writing on the walls.

-Client #7's bedroom-Unfinished patch on wall 

approximately 12 inches long and 6 inches wide. 

Plastic drinking cup, 3 books, a glove, a sock, 2 

sheets of paper, balled up toilet paper, empty 

chip bag, 2 small pieces colored construction 

paper, white cardboard sheet with approximately 

50 puzzles pieces on it on the floor.

-Client #6's bedroom-A pair of pants, 5 books and 

2 puzzle boxes on the floor.

-Client #9's bedroom-In between plexiglass and 

window was a toothpaste cap, paper cup, pen 

cap and playing card. There were approximately 

7 items of clothing and towel in pile on bed.

-POD A's bathroom-Back of toilet seat had 

brown/rust stains. No shower curtain.

-Common Area-Cushions to 3 smaller chairs, love 

seat and couch were peeling. 

-POD B's bathroom-No shower curtain

-Client #12's bedroom-There were approximately 

30 stickers on plexiglass window. Peeling paint 

on walls and rusted door jamb.

-Client #4's bedroom-Door jamb rusted.

-Client #1's bedroom-There were four socks, 5 
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sheets of paper, mattress, pillow and 2 blankets 

on floor. A plastic drinking cup, approximately 50 

playing cards, 2 socks, 5 pieces of cardboard and 

5 pieces of paper were on the bed frame.

-Client #11's bedroom-There were approximately 

30 playing cards, a sheet of notebook paper, 

notebook and pair of sweat pants on the floor.

-POD C's bathroom-Black substance at base of 

shower.

-Client #3's bedroom-A completed puzzle, book, 

sock, sheet of paper and 4 playing cards on floor. 

There were 8 sheets of paper, puzzle box, 2 hats, 

2 sweat shirts and sheets in pile on bed.

-Client #2's bedroom-There was bluish/greenish 

crayon markings on walls, pencil markings on 

walls. There was a crack in wall approximately 6 

inches long. Unfinished patch on wall 

approximately 12 inches wide and 16 inches long.

Interview on 3/4/26 with the Senior Team Leader 

revealed:

-Management was aware of most of the 

maintenance issues with the facility. 

-"They just painted these clients bedrooms about 

a month ago and now look at them." 

-"The clients do clean their rooms daily." 

-He confirmed the facility was not maintained in a 

safe, clean, attractive and orderly manner.

This deficiency has been cited 7 time(s) since the 

original cite on 12/5/23 and must be corrected 

within 30 days.
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