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INITIAL COMMENTS

An annual, complaint and follow up survey was
completed on June 10, 2021. The complaint was
unsubstantiated {intake #NC00170047).
Deficiencies were cited.

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

The client census was 70 at the time of the
survey.

27G .0205 (C-D)
Assessment/Treatment/Habilitation Plan

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

i (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.

i {d) The plan shall include:
(1) client outcome(s) that are anticipatedto be  «

achieved by provision of the service and a

projected date of achievernent; LI

(2) strategies;

(3) staff responsible;

(4) a schedule for review of the plan at least
annually in consulitation 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.
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This Rule is not met as evidenced by:
Based on record reviews and interview, the
| facility failed to have written consent or
agreement by the client or responsible party
affecting one of seven current clients (#4) and
one of two former clients (FC #8). The findings
are:

a. Review on 6/9/21 of client #4's record
revealed:

-Admission date of 2/21/19.

-Diagnosis of Opioid Use Disorder.

-He had a treatment plan dated 1/24/21.

-Client #4's treatment plan had no written consent
or agreement by the client or responsible party.

b. Review on 6/9/21 of FC #8's record revealed:
-Admission date of 6/28/20.

-Diagnoses of Opioid Use Disorder, Borderline
Personality Disorder, Post Traumatic Stress
Disorder and General Anxiety Disorder.
-Discharge date of 8/16/20.

-She had a treatment plan dated 6/14/20.

-FC #8's treatment plan had no written consent or
agreement by the client or responsible party.

Interviews on 6/9/21 and 6/10/21 with the
Program Director revealed:

-Client #4's treatment plan was completed as a
Telehealth visit, however he never signed the his
treatment plan.

-FC #8 had a current treatment plan and she was

challenges. Many healthcare
providers had to adjust how
services were delivered to their
members in order to ensure health
and safety to the member, staff
and community as a whole.
Telghealth services were quickly
implemented to address this new
situation. Additional measures
were taken to decrease the number
of members in the facility, but also
allowing the continuation of
services. These measures
included state approved take-home
medications, due to the state of
emergency invoked by Governor
R. Cooper. It is our hope that
auditors from DHSR will take
these actions by Western Wake
Treatment Center in to
consideration when completing an
audit for the past year. The facility
and staff did an outstanding job
ensuring quality services and
health/safety during a very
difficult time in our country.,

As restrictions are slowly removed
from healthcare facilities and we
move back to normal practice we
will ensure that all treatment plans
are appropriately signed .
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not sure why the signed plan was not in the chart.
-She confirmed the treatment plans for client #4
and FC #8 had no written consent or agreement
by the client or responsible party.
V 113 27G .0206 Client Records V113

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;

(D) race, gender and marital status;

(E) admission date;

(F) discharge date;

(2) documentation of mental iliness,
developmental disabilities or substance abuse

1 diagnosis coded according to DSM 1V
| (3) documentation of the screening and

assessment;
(4) treatment/habilitation or service plan;

| (8) 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 telephione number of the client's preferred
physician,

(B) a signed statement fram the client or legally
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-8-CM),
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| (B) medication orders;

' (C) orders and copies of lab tests; and

‘ (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:

| Based on record reviews and interview, the

| facility failed to ensure records were complete

| affecting six of seven current clients (#1, #2, #3,
#4 #5, #86) and affecting two of two former clients
(FC #8 and FC #9). The findings are:

a. Review on 6/9/21 of client #1's record
revealed:

-Admission date of 9/12/17.

-Diagnosis of Opioid Use Dependence, Severe.
-There was no documentation of a signed
statement from the client or legally responsible
person granting pemission to seek emergency
care.

b. Review on 6/9/21 of client #2's record
revealed:

-Admission date of 3/11/19.

-Diagnosis of Opioid Dependence, Severe.
-There was no documentation of a signed
statement from the client or legally responsible
person granting permission to seek emergency
care.

4 ID | SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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| | 1 DEFICIENCY)
Vv 113" Continued From page 3 V113

The facility has a consent for
emergency medical services/
contact information included in the
admission packet. This is
completed at time of admission for
each member. This was shown and
explained to the DHSR auditing
team. The Program Director
explained that even though this
was already in place she had begun
working with the staff and
members to complete a separate
ROI for emergency contact
purposes. This process was already
implemented at the time of the
DHSR audit and explained, with
documentation shown, to the
DHSR audit team. As mentioned

| above, due to the state of

| emergency invoked by Governor
R. Cooper the facility has
implemented telehealth over the
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c. Review on 6/9/21 of client #3's record revealed:
-Admission date of 4/5/21,

-Diagnoses of Opioid Use Dependence, Severe
and Attention Deficit Disorder.

-There was no documentation of a signed
statement from the client or legally responsible
person granting permission to seek emergency
care, i

d. Review on 6/9/21 of client #4's record
revealed:

-Admission date of 2/21/19.

-Diagnosis of Opioid Use Disorder, Severe.
-There was no documentation of a signed
statement from the client or legally responsible
person granting permission to seek emergency
care.

e. Review on 6/9/21 of client #5's record
revealed:

-Admission date of 6/13/16.

-Diagnoses of Opioid Use Disorder, Severe and
General Anxiety Disorder.

-There was no documentation of a signed
statement from the client or legally responsible
person granting permission to seek emergency
care.

f. Review on 6/9/21 of client #6's record revealed:
-Admission date of 8/5/19.

-Diagnosis of Opioid Use Disorder.

-There was no documentation of a signed
statement from the client or legally responsible
person granting permission to seek. emergency
care.

g. Review on 6/9/21 of FC #8's record revealed:
-Admission date of 6/25/20.

-Diagnoses of Opioid Use Disorder, Borderline
Personality Disorder, Post Traumatic Stress

past year to ensure the safety of
members, staff and the community by
decreasing the number of individuals
in the clinic via take-home
medications and telehealth services.

All actions by Western Wake
Treatment Center were approved by
the State Opioid Treatment Authority
(SOTA), a division of NCDHHS.

As restrictions are slowly removed by
the state the Program Director and
staff will continue to work towards all
members completing an additional,
separate ROl for emergency care.

We thank you for your site visit
and look forward to our continued
partnership with NCDHSR.

If you have any further concerns
please feel free to reach out to me.

Thank you,

Q,j)b(_g\,{\u*fwj%g AD[ e

|
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Disorder and General Anxiety Disorder.
-Discharge date 8/16/20.

-There was no documentation of a signed
statement from the client or legally responsible
persaon granting permission to seek emergency
care.

h Review on 6/9/21 of FC #9's record revealed:
-Admission date of 2/12/18.

-Diagnosis of Opioid Type Dependence,
Unspecified Type.

-Discharge date of 11/19/20.

-There was no documentation of a signed
statement from the client or legally responsibie
person granting permission to seek emergency
care,

Interview on 6/10/21 with the Program Director
revealed:

-She started working in her current position with
the agency in January 2021.

-A lot of the requirements for the clinic was not
being done by the Former Clinic Director.

-She noticed that some of the clients did not have
an emergency consent in their chart. -
-She and the other counselors were making sure
clients compieted the consents annually going
forward.

-She confirmed there was no documentation of a

signed statement from the client or legally |
responsible person granting permission to seek
emergency care for clients #1, #2, #3, #4, #5, #6,
FC #8 and FC #9.
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