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| A complaint and follow up survey was completad
' on 12/9/22. The compialint was unsubstantiated i
' (imtake #NC00194822). Deficiencies were cited, |
- This faciiity is licensed for the following service Provide Clinical Supervisicn at lzast once per i
- category: TOANCAC 27G 3600 Qutpatient ‘Month, or per company policy, reviewing
Opioid Treatment. Ithe audit results, scope of practice, feedback i
f P from NCDHSR, Alliarice Heaithcare (Clinical !
‘Supervigor, Treatment Services Coordinater).  12/10/22 - 03/31/23
Thls facility has a current census of 286, The ’ i
' survey sampie consisted of audits of 4 current S bl 4 : i
: |Review state regulations and company policy !
i clients and 2 deceased clients. |on counsaling gessions, at least once par E
i Imanth {Clinical Suparvisor, Treatment '
V 238 276G .3604 (E-K) Ouipt. Opiod - Operations \ 238 Services Coordinator), 12/10/22 - 03/31/23

I 10A NCAC 27G .3604 CUTPATIENT CRIQD
TREATMENT, CPERATIONS,

{e} The State Authority shali base program

approval on the following critsria;

1) compliance with all state and federal
| law and regulations;
I {2} compliance with all applicable
| standards of practice;
L (3) progran structure for successful
i gervics delivery; and
{4) impact on the delivery of cpioid

treatment services in the applicable population.

() Taks-Home Eligivility. Any client in

. comprehensive maintenance treatment who

| requests unsupervised or take-home use of

- methadone or other medications approved for

| treatment of opicid addiction must meet the

' spacified requirermnents for time in continuous
treatment. The client must also mset all the

| requirements for continuous program compliance

and must demonstrate such compliance during

the specified time periocds immediately preceding

- any level increase. In addition, during the first

| year of continuous treatment a patient must

i attend a minimum of two counseling sessions per

‘Rsvisw and provide aducation / supemsnon
Icr the impertance of rewewmg in session,
|drug screens with al! patients (Clinical

!bUpSNISOr Treatment Services Coordinator). 12/10/22 -"!J3!31/23

IFollow up with Regions! Oirector [l B
*.lh additional requirements i
i stari igils @ comply with stele reguiations i

.and company poticy (Clinlcal Suparvisor,
| Treatment Services Coordinator). 12/10}22 -03/31/23

'Requesl colaborative training from Colonial
henagemeni Group, LP / New Season
| Training Departrnent, on-site Clinical Suparvisor, and Treatment
‘Ssrvices Coordinator at least onca per month for
staff who need additional training (Clinical
|Supervxsor Treatinent Services Coordinator).
C‘hnh.al Supervisor, Program Director, and / or }
{Treatrment Services Coordinator will conduct
iweekly tracking of session notes, along with using
ithe chart auditing tool (938) to assist with providing |
Isupport to ali clinical staff. 12110122 - 03/31/23

DHSR - Mental Health

12/10/22 03/31/23
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L moenth. Aftar the first year and in ali subsequent
| years of continuous treatment a patient must

attend & minimum of one counseling session per

! monin,
{1 i_evels of Eligibility are subject to the
following conditions:
(A} Level 1. During the first 80 days of

continuous treatment, the take-home supply is
timited to a single dose each week and the client
ghall ingest all other doses under supervision at

| the clinic;

(B) Level 2. After a minimum of 90 days i

i continuous program compliance, a client may be

granted for a maximum of three take-home doses
and shall ingest all other doses under supervision

| at the clinic ach week;

H{C) Level 3. After 180 days of continuous
| treatment and a minimum of 90 days of

| continuous program compliance at isvel 2, a

client may be granted for a maximum of four
take-home doses and shall ingest ali other doses

| under suparvision at the clinic each week;

(D) Level 4. After 270 days of continuous
' ireatment and a minimurm of 90 days of

- continuous program compliancs at level 3, a

client may be granted for a maximum of iive

| take-home doses and shail ingest all other dosas
i under supsrvision at the clinic each wesk;

(E} Level 5. After 364 days of continuous
treatment and & minimum of 180 days of
continuous program compliance, a client may be
granted for 2 maximum of six take-home doses
and shali ingest at least one dose under

| supervision at the ciinic each week;
i {F) Level 6. After two years of continuous

freatment 2nd a minimum of cne year of
continucus program compiiance at iavel 5, a

! client may be granied for a maximum of 13

taks-home doses and shali ingest at least ong
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dose under suparvision at the clinic every 14 |
days; and |
(G} Lavel 7. Afier four years of continuous i
treatment and a minimum of three years of ; !
continuous program compliance, a client may be
granted for a maximum of 30 take-home doses
and shall ingest at least one dose under
supervisicn at the clinic every montn,
{2) Criteria for Reducing, Losing and | |
Reinstatement of Take-Home Eligibility:
{A) A cilent's take-home eligibiiity is reduced
or suspended for evidence of recent drug abuse,
A client who tests paositive on two drug screens
within a 90-day period shail have an immediats
| reduction of eligibility by one leve! of eligibility: i |
(B) A cliznt who tests positive on three drug ‘ !
screens within the same 90-day period shall have |
all take-home eligibility suspended; and i ;
{C) The reinstatement of take-homs
. eligibiiity shall be determined by each Qutpatient |
Oploid Treatment Program. ! |
{3) Exceptions to Take-Home Eligibility:
{A) A client in the first two years of
continuous treatment who is unable to conform to ! 1
the applicable mandatory schedule because of i
exceptional circumstances such as iliness,
persenal or family crisis, trave! or other hardship
may be permitted a temporarily reduced schedule
by the State authority, provided she or he is also
- found to be responsible in handling opioid drugs. i
Except in instances involving a client with a ! |
verifiable physical disability, there is a maximum | :
of 13 take-nome doses allowable in any two-week i
period during the first two years of continucus |
ireatment, :‘
(B} A client who is unable io conform to the |
applicable mandatory schedule because of a i !
varifiable physical disabkility may be permitted |
additional ake-home sligibility by the State :
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authority, Clienis who are granted additional
take-home sligibility Gue to a verifiable physical
disabifity may be granted up 0 a maximum
30-day supply of take-home medication and shail
make morithiy clinic visits.
{4) Take-Home Dosages For Helidays:
Take-home dosages of methadene or cther
medications approved for the treatment of opicid
addiction shail be authorized by the facility
physician on an individual clisnt basis according
0 the following:
{A) An additional one-day supply of
mathadene or other madications approved for the
treatment of opiaid addiction may be dispensad
| 10 each sligible client {regardless of time in
| treaiment) for each state holiday.
' (B) Ne more than a three-day supply of
methadone or other medicatior:s approved for tha
freatment of opioid addiction may be dispansed
to any eligible client because of holidays. This
restriction shall not apply to clients who are
receiving take-home madications at Level 4 or
above.
{g) Withdrawal From Medizations For Use In
Opioid Treatment. The risks and benefits of
withdrawal from methadone or other medications
approved for usa in opicid treatment shall be
discussed with each client at the initiation of
reatment and annually thereafter.
(h) Random Testing. Random testing for aicohol
and other drugs shall be conducted on each
active opioid treatment client with a minimum of
ong random drug test each month of continuous
treatment. Additicnally, in two out of each
three-month period of a client's continucus
treatment spisode, at ieast one random drug test
will bs obaerved by program staff. Drug testing is
io include at least the following: opicids,
methadene, cocaine, barbiturates,
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| amphetamines, THC, benzodiazenines and

- alechol. Alcohol testing resulis can be gathered
i by either urinaiysis, breathalyzer or other
| alternate scientifically vaiid method.

(i) Client Discharge Restrictions, No cilent shalt
be discharged from the facility while physically
dependent upon methadone or other medications
approved for use in opioid treatment uniess the

| client is provided the opportunity io detoxify from
i the drug.

(i} Dual Enroliment Prevention. All licensed
ouipztient opicid addiction treatment faciiities
which dispense Methadone,
Levo-Aipha-Acetyi-Methadol {LAAM) or any other
pharmacological agent approvad by the Food and
Drug Administration for the treatment of opioid
addiction subsequent to November 1, 1998, are

| required to pariicipate in & computerized Central

Registry or snsure that ciients are not dually

- envolled by means of direct contact or a list

exchange with all opioid treatment programs
within at least 2 75-mile radius of the admitting
program. Programs are zlso required to
participate in a3 computerized Capacity

' Management and Waiting List Management

Bystem as established by the North Caroling
State Authority for Opicid Treatrment,

{i} Diversion Control Plan. Outpatient Addiciion
Qpioid Treatment Programs in Nerth Cargolina are
required 1o establish and maintain a diversion
controf plan as part of program cperations and
shail documsnt the pian in their policies and
procedures. A diversion control plan shall include
the foliowing elements:

{1 dual enrcliment prevention measures
that consist of clignt consents, and either
nrogram coniacts, participation in the central
rsgislry or list exchanges;

| {2) cail-in's for bottie checks, bottle returmns
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or aolid dosage form call-in's;

(3) cali-in's for drug testing,

{4 drug testing results that include a
review of the leveis of methadone or other
madications approved for the freatment of opioid
addiction;

{5) client attendance minimums; and

i (B3 proceduras to ensure that clients
properly ingest madication.

| This Ruls iz not met as evidenced by

Based on racord reviews and inferviews, the
facility failed to ensure after the first year and in
all subsequent years of continuous treatment a
client atiended at least one counseling session
per month affecting two of four audited current
clients (#1 and #4) and two of two audited
geceased clisnts (DC #5 and DC #6 j and failed
to ensure counseling sessions were completed
after a positive urine drug screen affecting one of
four audited current cilents (#4) and ons of two
audited deceased clients (DC #8). The findings
| arel

| The following is evidence the facility staff faiied to
ansure clients attended at least one counssling
session per maonth.

g, Review on 12/6/22 of client #1's record
reveaied;

=Admission date of 8/9/22,

-Diagnosis of Opioid Use Disorder.

va3s |
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! -Staff #4 was his current Counselor,

~There was no counseling sessions compieted for
| Octobar 2022,

0. Review on 12/8/22 of client #4's recosd
revealsd:

-Admission date of 7/18/18,

-Diagnoesls of Opiold Use Disordar.

-Staff #2 was his current Counseior,

~The last documented counseling session was on
8/31/22,

-There were no counseling sessions completed
for September, October and November 2022,

- . Reviews on 12/8/22 and 12/9/22 of DC #5's

| record revealed;

~-Admission date of 11/4/21.

| -Diagnoses of Opioid Use Disordar, Post
Traumatic Stress Disorder, Slesp Apnea, History
aof 8irokes, Chronic Cbstructive Puimonary
Disease and Emphysema.

-He died on 6/28/22.

-Staff #6 was his current Counselor.

-The last documented counseling session was on
4/13/22.

| -There were nc counseling sessions completed

| for May and June 2022.

|

' d. Reviews on 12/8/22 and 12/9/22 of DC #6's
record revealed:

-Admission date of 4/8/20.

-Diagnesis of Ogioid Use Disorder.

~-He died on 8/25/22.

-Staff #1 was his current Counselor.

| -The last documented counseling sesaion was on
6/3/22.

| -There were no counseling sessions completed
| for Juiy and August 2022,

| interview on 12/9/22 with staff #6 revealed:

vV 238
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-DC #B was on her cassload prior to passing
away in June 2022,

-She was aware that some of the people on her
cageload had some missing counseling sessions.
-3he was counting the treatment plan review she
did with clients as a counseling session.

-They were just recently told that those
counseling sesslons would not count,

| Interviaw on 12/8/22 with the Program Direcior
| revealed:
| -He was aware thai some of the Counselors were

not completing their counseling sessions with
clients.

-He thought some of the Counseiors were
counting the treatment plan revisws as a
counseling session,

-He confirmed facility staff failed to ensure

| coungeling sessions were completed for clients

#1, #4, OC #5 and DC #6.

| The foilowing is evidence the facility staff failed to

ensure counseling sessions were completed after
8 positive urine drug screen.

a. Review on 12/8/22 of client #4's racord
ravealad:

| -UDS completed on 11/18/22, 10/31/22, 9/28/22
! and 9/26/22-client #4 tested positive for Opiates

and Fentanyl.

-There was no documentation of & counseling
session completed by client #4's Counselor to
address the positive UDS resuits,

| b, Review on 12/8/22 of DC #8's record revealed:
| -UDS completed on 8/10/22, 7/13/22, 6/8/22 and

6/2/22-DC #6 tesled positive for Cocaine.
-There was no documentaticn of a counseling

' session completed by DC #'s Counselor to

|

| address the positive UDS results.
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f ? g
interview on 12/8/22 with the Program Director |
i ]
| revealsd: ; i
| -He was aware that Counselors were not 1 ;
| consistently completing counseling sessions with l f
: clients when they tested positive for iilicit ! i
| subsiances. 5 |
| -Soms of the Counselors were counrting the | 5
| treatment plan reviews as a counseling session, ; ;
| -He confirmed facility staff failed to ensure 3 I
counseling sessions were completed after a ? ;
positive urine drug screen for client #4 and DC { i
#5. ' |
This deficiency constitutes a re-cited deficiency |
and must be corracted within 30 days. |
|
| |
! .
| |
|
H | i
i i
[ | i
! i |
! ! i
| i
{ E f
| i !
; | |
| | 5
, |
. i |
% : |
! | ;
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