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 V 000 INITIAL COMMENTS  V 000

An annual survey was completed on December 8, 
2022. Deficiencies were cited.

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

This facility has a current census of 111.  The 
survey sample consisted of audits of 11 current 
clients.

 

 V 105 27G .0201 (A) (1-7) Governing Body Policies

10A NCAC 27G .0201 GOVERNING BODY 
POLICIES
(a) The governing body responsible for each 
facility or service shall develop and implement 
written policies for the following:  
(1) delegation of management authority for the 
operation of the facility and services;  
(2) criteria for admission;  
(3) criteria for discharge;  
(4) admission assessments, including:  
(A) who will perform the assessment; and  
(B) time frames for completing assessment.  
(5) client record management, including:  
(A) persons authorized to document;  
(B) transporting records;  
(C) safeguard of records against loss, tampering, 
defacement or use by unauthorized persons;  
(D) assurance of record accessibility to 
authorized users at all times; and  
(E) assurance of confidentiality of records.  
(6) screenings, which shall include:  
(A) an assessment of the individual's presenting 
problem or need;  
(B) an assessment of whether or not the facility 
can provide services to address the individual's 
needs; and  

 V 105
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 V 105Continued From page 1 V 105

(C) the disposition, including referrals and 
recommendations;  
(7) quality assurance and quality improvement 
activities, including:  
(A) composition and activities of a quality 
assurance and quality improvement committee;  
(B) written quality assurance and quality 
improvement plan;  
(C) methods for monitoring and evaluating the 
quality and appropriateness of client care, 
including delineation of client outcomes and 
utilization of services;  
(D) professional or clinical supervision, including 
a requirement that staff who are not qualified 
professionals and provide direct client services 
shall be supervised by a qualified professional in 
that area of service;  
(E) strategies for improving client care;  
(F) review of staff qualifications and a 
determination made to grant 
treatment/habilitation privileges:  
(G) review of all fatalities of active clients who 
were being served in area-operated or contracted 
residential programs at the time of death;  
(H) adoption of standards that assure operational 
and programmatic performance meeting 
applicable standards of practice. For this 
purpose, "applicable standards of practice" 
means a level of competence established with 
reference to the prevailing and accepted 
methods, and the degree of knowledge, skill and 
care exercised by other practitioners in the field;  
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 V 105Continued From page 2 V 105

This Rule  is not met as evidenced by:
Based on record review and interview, the facility 
failed to ensure: (1)nursing staff had the 
equipment to implement the facility policy to 
implement standing orders for assessment of 
patients suspected of impairment, and (2) 
adoption of standards that assure operational and 
programmatic performance meeting applicable 
standards of practice to review a patient's 
12-month prescription history in the North 
Carolina Controlled Substances Reporting 
System (NCCSRS) prior to prescribing a 
Schedule II and Schedule III opioid medications 
and every 90 days thereafter. The findings are:

Finding #1:
Review on 12/7/22 and 12/8/22 of the facility, 
"Medical Director's Standing Orders" revealed:
-1.  "When Patient appears to be Intoxicated: ... 
The RN (registered nurse) or other staff will 
perform an instant Urine Analysis (UA) screening 
and a Breathalyzer (ETOH) (ethyl alcohol) to 
determine any presence of unauthorized drug 
use. ..."

Interview on 12/7/22 RN#1 stated:
-She was the RN working in the facility when it 
opened, had left employment, and recently 
returned.
-The facility did not conduct breathalyzers for 
patients suspected of intoxication.
-There was no breathalyzer device available to 
check a client's blood alcohol content (BAC) on 
site.
-If a client was suspected to be intoxicated, a 
urine drug screen would be performed and sent 
to the reference lab.
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Interview on 12/8/22 RN#2 stated:
-She had been working in the facility for 2 
months.
-She had never seen the breathalyzer before 
12/8/22 when she was asked to put batteries in 
the device.
-The breathalyzer device was newly purchased.

Interviews on 12/7/22 and 12/8/22 the Licensee 
stated:
-He was not aware a breathalyzer device was not 
available until he checked on 12/7/22.
-One had been purchased and placed in the 
dosing area on 12/8/22. 

Finding #2:
a. Review on 12/8/22 of client #238 revealed:
-Client #238 was admitted on 10/13/22.
-Admission diagnosis was severe opioid use 
disorder and opioid withdrawal.
-Client #238's first dose of methadone was dated 
10/13/22.
-Documentation of the initial review of client 
#238's 12-month prescription history in the 
NCCSRS was dated 10/21/22. 

b. Review on 12/8/22/22 of client #187  revealed:
-Client #187 was admitted on 6/2/22.
-Admission diagnosis was moderate opioid use 
disorder and opioid withdrawal.
-Client #187 was receiving Buprenorphine 20 mg, 
and switched to  methadone on 12/1/22 following 
a 10 day absence from 11/21/22 through 
11/30/22. 
-Documentation of the initial and only review of 
client #187's 12-month prescription history in the 
NCCSRS was dated 6/12/22. 

c. Review on 12/8/22/22 of client #203  revealed:
Division of Health Service Regulation
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 V 105Continued From page 4 V 105

-Client #203 was admitted on 7/28/22.
-Admission diagnosis was severe opioid use 
disorder and opioid withdrawal.
-Client #203's first dose of methadone was dated 
7/28/22.
-Documentation of the initial review of client 
#203's 12-month prescription history in the 
NCCSRS was dated 8/18/22. 

d. Review on 12/8/22 of client #107 revealed:
-Client #107 was admitted on 1/13/22.
-Admission diagnosis was opioid use disorder.
-Client #107's first dose of methadone was dated 
1/13/22.
-Documentation of the initial review of client 
#107's 12-month prescription history in the 
NCCSRS was dated 2/2/22. 

e. Review on 12/8/22 of client #099 revealed:
-Client #099 was admitted on 1/6/22.
-Admission diagnosis was severe opioid use 
disorder. 
-Client #099's first dose of methadone was dated 
1/6/22.
-Documentation of the initial review of client 
#099's 12-month prescription history in the 
NCCSRS was dated 2/2/22. 

f. Review on 12/8/22 of client #219 revealed:
-Client #219 was admitted on 9/8/22.
-Admission diagnosis was opioid use disorder. 
-Client #219's first dose of methadone was dated 
9/8/22.
-Documentation of the initial review of client 
#219's 12-month prescription history in the 
NCCSRS was dated 9/15/22. 

Interview on 12/8/22 the Program Director stated:
-Moving forward, she would ensure prescription 
history checks in the NCCSRS were completed 
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 V 105Continued From page 5 V 105

prior to prescribing schedule II and schedule III 
opioid medications.

 V 108 27G .0202 (F-I) Personnel Requirements

10A NCAC 27G .0202 PERSONNEL 
REQUIREMENTS
(f)  Continuing education shall be documented.
(g)  Employee training programs shall be 
provided and, at a minimum, shall consist of the 
following:
(1) general organizational orientation;
(2) training on client rights and confidentiality as 
delineated in 10A NCAC 27C, 27D, 27E, 27F and 
10A NCAC 26B;
(3) training to meet the mh/dd/sa needs of the 
client as specified in the treatment/habilitation 
plan; and
(4) training in infectious diseases and 
bloodborne pathogens.
(h) Except as permitted under 10a NCAC 27G 
.5602(b) of this Subchapter, at least one staff 
member shall be available in the facility at all 
times when a client is present.  That staff 
member shall be trained in basic first aid 
including seizure management, currently trained 
to provide cardiopulmonary resuscitation and 
trained in the Heimlich maneuver or other first aid 
techniques such as those provided by Red Cross, 
the American Heart Association or their 
equivalence for relieving airway obstruction.
(i)  The governing body shall develop and 
implement policies and procedures for identifying, 
reporting, investigating and controlling infectious 
and communicable diseases of personnel and 
clients.

 V 108
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This Rule  is not met as evidenced by:
Based on record review and interview, the facility 
failed to ensure provide training to meet client 
needs for 1 of 1 registered nurses (RN) audited 
(RN#2).  The findings are: 

Review on 12/8/22 of RN #2's personnel record 
revealed;
-Hire date: 9/12/22
-Position: Registered Nurse/Dosing Nurse

Review on 12/7/22 and 12/8/22 of the facility 
"Medical Director's Standing Orders" revealed:
-1. "When Patient appears to be Intoxicated: ... 
The RN or other staff will perform an instant Urine 
Analysis (UA) screening and a Breathalyzer 
(ETOH) (ethyl alcohol) to determine any presence 
of unauthorized drug use. ..."

Interview on 12/8/22 RN#2 stated:
-She had been working in the facility for 2 
months.
-She had not been trained on how to use the 
breathalyzer device.  
-She had never seen the breathalyzer before 
12/8/22 when she was asked to put batteries in 
the device.
-If she suspected a client was impaired, she 
would probably have them sit on the sofa, do a 
random urine drug screen, and call the physician.

 

 V 118 27G .0209 (C) Medication Requirements

10A NCAC 27G .0209 MEDICATION 
REQUIREMENTS
(c) Medication administration:  

 V 118
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 V 118Continued From page 7 V 118

(1) Prescription or non-prescription drugs shall 
only be administered to a client on the written 
order of a person authorized by law to prescribe 
drugs.  
(2) Medications shall be self-administered by 
clients only when authorized in writing by the 
client's physician.  
(3) Medications, including injections, shall be 
administered only by licensed persons, or by 
unlicensed persons trained by a registered nurse, 
pharmacist or other legally qualified person and 
privileged to prepare and administer medications.  
(4) A Medication Administration Record (MAR) of 
all drugs administered to each client must be kept 
current. Medications administered shall be 
recorded immediately after administration. The 
MAR is to include the following:  
(A) client's name;  
(B) name, strength, and quantity of the drug;  
(C) instructions for administering the drug;  
(D) date and time the drug is administered; and  
(E) name or initials of person administering the 
drug.  
(5) Client requests for medication changes or 
checks shall be recorded and kept with the MAR 
file followed up by appointment or consultation 
with a physician.  

This Rule  is not met as evidenced by:
Based on record reviews and interviews, the 
facility failed to administer medications as 
prescribed, affecting 2 of 2 audited clients (clients 
#238 and #187).  The findings are:
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Finding #1: 
Review on 12/8/22 of client #238's record 
revealed:
-Female client admitted 10/13/22.
-Diagnoses: severe opioid use disorder and 
opioid withdrawal.
-Induction order dated 10/13/22 read to 
administer methadone 25 mg (milligrams) and 
increase or decrease by 5 mg daily for signs and 
symptoms of opiate withdrawal up to a maximum 
dose of 80 mg. 

Review on 12/8/22 of client #238's MARs from 
10/13/22 - 12/8/22 revealed:
-Client #238 received 1 dose of 20 mg of 
methadone on 10/13/22.
-Client #238 received 1 dose of 30 mg of 
methadone, a daily increase of 10 mg, on 
10/14/22.  

Finding #2: 
Review on 12/8/22 of client #187's record 
revealed:
-Male client admitted 6/2/22.
-Diagnoses: moderate opioid use disorder and 
opioid withdrawal.
-Order dated 7/19/22 to decrease Buprenorphine 
to 16 mg daily due to 4 day absence; may resume 
by 2 mg daily to maintenance of 20 mg daily.

Review on 12/7/22 and 12/8/22 of the facility 
"Medical Director's Standing Orders ... Resuming 
dose after Absences revealed:
-If a patient had been absent for 2 consecutive 
days, resume medicating at 80% of the last dose 
and 100% on subsequent days.
-If a patient had been absent between 3 and 6 
consecutive days, resume medicating at 66% of 
the last dose on the first day back, 80% on the 
second day back, and 100% on subsequent days.
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-Patients receiving Buprenorphine, after missing 
3 or more days, required an "instant drug screen" 
and recent drug use history.  The Medical 
Director would be consulted to determine 
appropriateness for resuming dosing if the 
"instant" drug screen was positive for opiates.

Review on 12/8/22 of client #187's MARs from 
9/2/22 - 12/8/22 revealed:
-Client #187 had increased to a daily dose of 
Buprenorphine 20 mg prior to a 3 day absence on 
10/1/22, 10/2/22, and  10/3/22.
-Client #187's dose was decreased to 
Buprenorphine 14 mg on 10/4/22 and to 16 mg 
on 10/5/22. 
-Client #187 resumed dosing at Buprenorphine 
20 mg on 10/6/22. 
-No urine drug screen was documented on 
10/4/22 following a 3 day absence.
-Client #187 had a 3 day absence from 10/24/22 - 
10/26/22. No urine drug screen was documented 
on 10/27/22 following a 3 day absence.  His dose 
was resumed at Buprenorphine 20 mg on 
10/27/22.
-Client #187 had a 10 day absence from 11/21/22 
- 11/30/22. No "instant" urine drug screen was 
documented on 12/1/22. 

Interview on 12/8/22 the Program Director stated:
-She looked and there were no other orders for 
client #238 to receive 20 mg on 10/13/22 or to 
increase her dose by 10 mg on 10/14/22.
-The meaning of "instant" urine drug screen 
meant the staff would perform a dip urine drug 
screen that would give immediate results.
-There were no dip urine drug screens 
documented for client #187 on 10/28/22 or 
12/1/22 following his absences of 3 and 10 days 
respectively.
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Interview on 12/7/22 the Licensee stated:
-The policy to decrease dosages after absence 
was only for those clients who received 
methadone.  
-The standing orders to decrease dosages due to 
absences did not apply to Buprenorphine.
-No one had ever identified the policy was not 
clear that the orders to decrease doses due to 
absence only applied to methadone.
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