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 V 000 INITIAL COMMENTS  V 000

An annual and follow up survey was completed 
on 9/14/22. Deficiencies were cited. 

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

This facility has a current census of 230. The 
survey sample consisted of audits of 12 current 
clients.

 

 V 112 27G .0205 (C-D) 
Assessment/Treatment/Habilitation Plan

10A NCAC 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.

 V 112
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 V 112Continued From page 1 V 112

This Rule  is not met as evidenced by:
Based on record review and interview the facility 
failed to ensure a treatment plan was updated on 
an annual basis for 1 of 12 audited clients 
(#1253). The findings are:

Review on 9/13/22 of client #1253's record 
revealed:
- admitted 12/3/20
- diagnosis: Opioid Disorder
- treatment plan dated 5/27/21
- no goals to address his attendance & positive 
drug screens

Review on 9/13/22 of 1253's attendance 
revealed:
- 6 days thus far in September 2022
- 11 days in August 2022
- 7 days in July 2022

Review on 9/13/22 of 1253's drug screens 
revealed:
- May - August 2022 urine drug screens were 
positive for Fentanyl, Opioid's & Morphine

During interview on 9/13/22 the Clinical 
Supervisor reported:
- the counselors responsible for updating the 
plans
- was not aware of 1253's absences and 
positive drug screens
- counselor should have notified the treatment 
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 V 112Continued From page 2 V 112

team  
- he and the Regional Director randomly 
selected records to audit quarterly
- client #1253's record had not been audited

During interview on 9/13/22 the Regional Director 
reported:
- Clinical Supervisor will check to see if 
treatment plans were completed on a monthly 
basis

 V 234 27G .3602 Outpt. Opiod Tx. - Definitions

10A NCAC 27G .3602       DEFINITIONS
In addition to terms defined in G.S. 122C-3 and 
Rule .0103 of this Subchapter, the following 
definitions shall also apply:
(1)           "Capacity management system" is a 
computerized database, maintained at the Office 
of the North Carolina State Authority for 
governing treatment of opioid addiction with an 
opioid drug, which ensures timely notification of 
the State whenever a program reaches 90 
percent of its capacity to treat intravenous drug 
users, and to make any excess treatment 
capacity available.  The requirement to have a 
capacity management system in 45 C.F.R. Part 
96.126(a), the Substance Abuse Prevention and 
Treatment Block Grant, is incorporated by 
reference and includes all subsequent 
amendments and editions and may be obtained 
from the Substance Abuse Services Section of 
DMH/DD/SAS.  The computerized system shall 
ensure that a continuous updated record of all 
such reports is maintained and that excess 
capacity information shall be available to all other 
programs.
(2)           "Central registry" is a computerized 
patient database, maintained at the Office of the 
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North Carolina State Authority for governing 
treatment of opioid addiction with an opioid drug.  
The purpose of the database is to prevent 
multiple methadone treatment program 
enrollments; thereby lessening the possibility of 
methadone diversion for illicit use.
(3)           "Waiting list management system" is a 
component of the capacity management system 
whereby systematic reporting of treatment 
demand is maintained.  The data required for the 
waiting list management component of the 
capacity shall include a unique patient identifier 
for each intravenous drug user seeking 
treatment, the date initial treatment was 
requested, and the date the drug user was 
removed from the waiting list.  The waiting list 
management system requirement in 45 CFR 
96.126(c) is incorporated by reference and 
includes subsequent amendments and editions of 
the referenced material.  It may be obtained from 
the Substance Abuse Services Section of 
DMH/DD/SAS.
(4)           "Methadone hydrochloride" (hereafter 
referred to as methadone) is a synthetic narcotic 
analgesic with multiple actions quantitatively 
similar to those of morphine, most prominent of 
which involves the central nervous system and 
organs composed of smooth muscle.  The 
principal actions of therapeutic value or analgesia 
and sedation are detoxification or temporary 
maintenance in narcotic addiction.  The 
methadone abstinence syndrome, although 
quantitatively similar to that of morphine differs in 
that the onset is slower, the course more 
prolonged, and the symptoms are less severe.
(5)           "Other medications approved for use in 
opioid treatment" are those medications approved 
by the Food and Drug Administration for use in 
opioid treatment and also approved for accepted 
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medical uses under the North Carolina Controlled 
Substances Act.
(6)           "Program compliance for purposes of 
take-home eligibility" is determined by:
(a)           absence of recent drug abuse;
(b)           clinic attendance; 
(c)           absence of behavioral problems at the 
clinic; 
(d)           stability of the patient ' s home 
environment and social relationships; 
(e)           length of time in comprehensive 
maintenance treatment; 
(f)            assurance that take-home medication 
can be safely stored within the patient's home; 
and 
(g)           evidence the rehabilitative benefit the 
patient derived from decreasing the frequency of 
clinic attendance outweighs the potential risks of 
diversion.
(7)           "Recent drug abuse for purposes of 
determining program compliance" is established 
by evidence of the misuse of either opioids, 
methadone, cocaine, barbiturates, 
amphetamines, delta-9-tetrahydrocannabinol 
(hereafter referred to as THC), benzodiazepines 
or alcohol documented in the results of two 
random drug tests conducted within the same 
90-day period of continuous treatment.
(8)           "Counseling session in Outpatient 
Opioid Treatment" is a face-to-face or group 
discussion of issues related to and of progress 
toward a client ' s treatment goals that is 
conducted by a person as specified in Rule 
.3603, Paragraph (a) of this Section.

This Rule  is not met as evidenced by:
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Based on record reviews and interviews, the 
facility failed to ensure counseling sessions 
discussed issues related to and of progress 
toward clients' treatment goals affecting  4 of 12 
audited clients (#153, #811, 1170 & 1253).  The 
findings are:

A. Review on 9/13/22 of client #153's record 
revealed:
- Admitted: 5/28/09
- Diagnoses: Opioid use disorder, severe, 
Cannabis use disorder, moderate and 
Generalized Anxiety disorder 
- Treatment plan dated 12/30/21 revealed: 
"Will participate in substance abuse treatment for 
opioid addiction through medicated-assisted 
treatment, counseling to learn abstinence and 
recovery, and provide negative UDS while in 
treatment." 

Review on 9/13/22 of client #153's urine drug 
screens revealed:
- 7/12/22 positive urine drug screen for THC, 
fentanyl, opiates, codeine and morphine
- 8/24/22 positive urine drug screen for 
fentanyl, opiates, morphine, hydromorphine and 
THC
- No counseling sessions to address the 
positive urine drug screens 

B. Review on 9/13/22 of client #1170's record 
revealed:
- Admitted: 5/26/22
- Diagnoses: Opioid use disorder, severe and 
Generalized Anxiety disorder
- Treatment plan dated 6/9/22 revealed: "Will 
participate in substance abuse treatment for 
opioid addiction through medicated-assisted 
treatment, counseling to learn abstinence and 
recovery, and provide negative UDS while in 
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treatment." 

Review on 9/13/22 of client #1170's urine drug 
screens revealed:
- 5/26/22 positive urine drug screen for fentanyl
- 6/10/22 positive urine drug screen for 
opiates, oxycodone and oxymorphone
- No counseling sessions to address the 
positive urine drug screens. 

C. Review on 9/13/22 of client #811's record 
revealed:
- Admitted: 8/17/21
- Diagnosis: Opioid use disorder, severe 
- Treatment Plan dated 7/26/22 with the 
following goal: to reduce/eliminate all illicit drug 
use

Interview on 9/13/22 client # 811 stated he:
- Had some positive drug screens, had not 
spoken to a counselor about them
- Did not know his current counselor
- Had not attended any groups 

Review on 9/13/22 of client #1170's urine drug 
screens revealed:
- 5/24/22 tested positive for 
cocaine,benzodiazepines and opioids
- 6/22/22 tested positive for cocaine, 
benzodiazepines and opioids
- 7/14/22 tested positive for cocaine, 
benzodiazepines and opioids 
- No counseling sessions to address the 
positive urine drug screens 

D. Review on 9/13/22 of client #1253's record 
revealed:
- admitted 12/3/20
- diagnosis: Opioid Disorder
- treatment plan dated 5/27/21: develop coping 
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skills to reduce drug cravings, change daily 
routine and route

Review on 9/13/22 of client 1253's urine drug 
screens revealed:
- May - August 2022 positive for Fentanyl, 
Opioid's & Morphine

Interview on 9/13/22 the Clinical Supervisor 
reported:
- was not aware of client #1253's positive drug 
screens
- should have been brought to the treatment 
teams attention
- he would have also met with the counselor & 
client to address the positive urine screens
- planned to meet with the counselor and client 
#1253 tomorrow

Interview on 9/13/22 CADC-R #1 (Certified 
Addiction and Drug Counselor) reported:
- Been employed since June 2021
- Title: Counselor
- Was certified as a counselor through the 
Substance Abuse Board
- Duties: treatment plans, individualized and 
group counseling, links to referrals and work with 
the nurses and medical doctor for treatment of 
clients 
- When she was notified a client had a positive 
urine drug screen, she would have a discussion 
with the client about what they were positive for 
and what stressors they had prior to using and to 
review their coping skills 

Interview on 9/13/22 the Regional Director 
reported:
- if she was made aware counselor notes did 
not address positive drug screens, would discuss 
with the counselor during their supervisions 
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- will have the Clinical Supervisor to make 
"spot checks" to see if notes addressed any 
issues clients may have
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