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INITIAL COMMENTS

An annual, complaint and follow up survey was
completed on 1-18-19. The complaint was
unsubstantiated (#NC00145826). Deficiencies
were cited.

This facility is licensed for the following service
category: 10A NCAC 27G 3600: Outpatient
Opioid Treatment

27G .0205 (A-B)
Assessment/Treatment/Habilitation Plan

10ANCAC 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;

(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.
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This Rule is not met as evidenced by:

Based on record reviews and interviews the
facility failed to follow doctors orders, effecting
one of 12 clients (client #1). The findings are:

Review on 1-17-19 of client #1's record revealed:

-Admitted 3-3-14

-Diagnosis of Opioid use, severe

-Doctors order dated 11-16-18 revealed that
the doctor ordered a peak and trough and and
EKG (electrocardiogram) to be completed.
Client could increase her dose to 125 mg

-No documentation of a peak and trough or
and EKG being done.

1-18-19, Peak and trough and EKG scheduled to
be completed on 1-21-19

Interview on 1-17-19 with client #1 revealed:

-She was pregnant

-her current dose was 130

-"If I want to go higher, | would need a peak
and trough and an EKG."

-The nurses did take her blood pressure
more often.

Interview on 1-18-19 with the center director
revealed:

-He did not know why the peak and trough
and the EKG were not done.

-He hadn't been director very long and was
"thrown into the deep end."

-It was now scheduled to be completed the
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Assessment/Treatment/Habilitation Plan

10ANCAC 27G .0205 ASSESSMENT AND
TREATMENT/HABILITATION OR SERVICE
PLAN

(c) The plan shall be developed 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.

(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 ensure that treatment plans
reflected strategies to complete goals, effecting 2
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of 12 clients (clients # 8 and #9). The findings
are:

Review on 1-18-19 of client #8's record revealed:

-Admitted 3-31-18

-Diagnosis of Opiates with polysubstance
dependence, severe

-Person Centered Plan dated 8-6-18 revealed
goals including stabilization, abstinence for using
illicit substances, and lower symptoms of
depression.

-No staff strategies documented in the
Person entered Plan.

Review on 1-18-19 of client #9's record revealed:

-Admitted 1-26-15

-Diagnosis of Opioid us, sever

-Person Centered Plan dated 9-21-18
included goals of develop a support system,
stabilization, and develop coping skills

-No staff strategies for completing goals
documented in the Person Centered Plan

Interview on 1-18-19 with the center director
revealed:

-The had been cited for no staff strategies in
October

-They were correcting the treatment plans as
they came due but clients #8 and #9's plans
weren't due for renewal yet.

-They would go through all the treatment
plans and correct them immediately.

This deficiency constitutes a recited deficiency
and must be corrected within 30 days.
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