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An annual, complaint and follow up survey was
completed on April 14, 2023, The complaints
were substantiated intake (#NC00199675 and
#NC002001€1). Deficiencies were cited.

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

This facility has a current census of 278. The
survey samp'e consisted of audits of 14 current
clients.

V112 27G .0205 (C-D) v 112
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; i
(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 staternent by the |
provider stating why such consent could not be
obtained.
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-Diagnosis of Opioid Use Disorder.
-There was no documentation of a plan.

Reviaw on 4/12/23 of client #5's record revealed:
-Admission date of 7/14/22.

-Diagnosis of Opioid Use Disorder.

-Person Centered Plan (PCP) dated 1/9/23.
-There was no writlen consent or agreement by
the client or responsible party.

Interview on 4/13/23 wilh staff #1 revealed:

-She had 88 clients on her caseload, however the
caseload was constantly changing.

-She was behind with completing treatment plans
for clients.

-She was behind with the treatment plans
bacause she was also responsible for training
other siaff.

-She also had other job-related issues.

trealment planaing the week of Ma
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This FRulz is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to schedule a review of a plan at
least annually afecting one of fourteen clients
(#2) and failed to have written consent or
agreament by the client or responsible party
affecting one of fourteen clients (#5). The findings
are:
Review on 4/12/23 of client #2's record revealed: | | ioving forward, counsaling staff will be training 050372025
~ et | | annually on teeatment planning and creating a PCF. and
Admission date of 1/23/23. All staff will be trained or: PCP creaticn and ongeing

y 8, 2023, PD

and Clinical superssor to monitor all PCPs on &

weekly basis

All staff nave beer retrained on obtaning writen

nsent and v
sure that no

| utilize a checklist for intakes to
i is missed. Checkbsts wik be

wned into PD after completion of intake for audit.
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revealed:

PCPs.

plan.

records together.

client #5's PCP.

10ANCAC 27G .3601

V112 Continued From page 2

-They are short staffed at the facility and more
clients have been added to her caseload.

Interview on 4/12/23 with the Clinical Director

-She did a few PCPs for clients.

-"They are grabbing clients as they can to get
their PCPs completed."

-"They are doing the best they can to get clients
needs met, they are doing triage."
-There is no PCP for client #2.
-Client #2's Counselor was one of the staff who
was just recently terminated for back dating

Interviews on 4/12/23 and 4/14/23 with the
Regional Director revealad:
-Some of the clients do not have a treastment

-They are in the process and trying to get clients

-Client #2's Counselor was terminated due to
back dating plans for clients and that was the
reason she had no plan.

-Client #5's PCP was not signed because they
were waiting for Medical Director to sign the plan.
-She confirmad the facility failed to schedule a
review of a p'an at least annually for client #2.
-She confirmead there was nec written consent or
agreement by the client or responsible party for

V233 27G .3601 Outpt. Opiod Tx. - Scope

SCOPE

(a) An outpatient opioid treatment facility
provides periodic services designed to offer the
individual an oppertunity to effect constructive
changes in his lifestyle by using methadone or

V112 I

| V233

Civision of Haallh Service Regulation
STATE FORM

Eeg9 545K 11

If contiruation sheet 3 of 20



PRINTED: 04/18/2023

FORM APPROVED
Division >f Health Service Requlation
STATELENT OF DEFICIENCIES (X1) PROVIDER/SUPFLIER/CLIA (X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY ‘;
AND PLAN DF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED |
" 3.
R
o MHL032-233 BWNG_______ 04/14/2023
NAME OF PROVIDER CR SUPPLER STREET ADDRESS, CITY, STATE, ZIP CODE \
1913 LAMAR STREET
DURHANM TREATMENT CENTER
: DURHAM, NC 27705
(%4) 10 SUMMARY STATEMENT OF DEFICIENCIES ‘ D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY)
V 233 Continued From page 3 V233

other medications approvad for use in opioid
treatment in conjunction with the provision of
rehabilitation and medical services.

(b) Methadons and other medications approvec
for use in opioid treatment are also tools in the
datoxification and renabilitation process of an
opioid dependant individual.

(¢) For the purpose of detoxification, methadone
and oither medications approved for use in opioid
treatment shall be administered in decreasing
doses for a period not (o exceed 180 days.

(d) Forindividuals with a history of being
pAaysiclagically addicted to an opioid drug for at
least one year befors admission to the service,
nethadone and other medications approved for
use in opioid treatment may also be usad in
maintenance treatment. In these cases,
methacone and other madications approved for
use in opioid treatment may be administered or
dispensed in excess of 180 days and shall be
admnistered in stable and clinically establisned
dosage levels.

This Rule is no: et as evidenced by:

Based on record review and interviews, the
facility failed to coordinale services with other
presciibing physicians for 1 of 14 audited clients
(#18). The findings are

Review on 4/12,23 cf client #8's record revealed:
-Admission date of 11/30/21
-Diagnosis of Opioid Use Disorder.

Dizision of Heal'h Sarvica Regulation
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-Admission physical completed 11/30/21 listed
client #8 was prescribed medications Zofran and
Phenergan.

-There was no evidence of an initial or updated
coordination with the physician to verify
medications and updated diagnosis.

Interview on 4/13/23 with client #8 revealed:
-During the intake she was asked to share her
current physicians and any prescribed
medications.

-She did not recall signing documentation to
coordinate with the physicians during her intake
process.

-She recently brought in a letter from a physician
about her recent updated diagnosis.

-She provided the letter to the Clinical Supervisor.

Interview on 4/13/23 with the Clinical Supervisor
revealed:

V233

-Client #8 brought in a letter from a physician of a |

current health diagnosis March 2023.

-She just recently saw the letter in client #8's
chart.

-The documentation was initially reviewed by the
facility physician.

-She confirmed the documentation had not been
reviewed by the facility physician at this time.
-She confirmead the facility failed to coordinate
services with other physicians in a timely manner.

27G .3603 (A-C) Outpt. Opiod Tx. - Staff

T0ANCAC 27G .3603 STAFF
(a) Aminimum of one certified drug abuse

V 235

counselor or certified substance abuse counselor |

to each 50 clients and increment thereof shall be
on the staff of the facility. If the facility falls below
this prescribed ratio. and is unable to employ an

|
| Patierts wil see the provide- for quaterly appont-
ments. During guartarly, MO wil noli'y medical sta’
and clin‘cian to obtain ROI and canduct coord nat
of care with all providers. Medical and Mental He:
concerns/diagnosis to be added ‘o all PCFs and CPs.

In place
Q</017;

Lead ru-se in combinaticn with PD will work to ensure
that all medical records are raquesiad in a timely
Imanner by wilizing 8 COC spraadsheet,

|
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individual who is certified because of the
unavailability of certified persons in the facility's
hiring area, then it may employ an uncertified
parson, provided that this employee meets the

mon:hs from the date of employment.

(b) Each facility shall have at least one staff
member on duty trained in the following areas:
(1) drug ebuse witndrawal symptoms; and
(2) symptorns of secondary complications
to drug addiction.

(¢) Each direct care staff member shall receive
continuing education to include understanding of
the following:

(1) nature of addiction;

{2) the withdrewal syndrome;

(3) group and family therapy; and

4 infectious diseases including HIV,

(z
saxually transmitted diszases and TB.

This Rulz is no: met as evidenced by:

Raseda on record review and interviews, the
facility failed to ersure & minimum of one certified
d-ug abuse councelor or certified substance
anuse counselor to eacn 50 clients. The findings
are:

Review on 4/12/23 cf facility records revealed:
-The facility had a census of 278 clients.

-The faclity had three full time substance abuse
counselors listed.

-Staff #1 had a caseload of 88 clients.

-Staff #2 had a caseload of 97 clients.

cartification requirements within 2 maximum of 26!

V 235

| |

The Pven'( ompany andTalent Acquisit on Team 05:0Rf2023
aw son Durham Program Director

g r will work simu‘taneously to recruit
carbfied and licensed counselors to 7Ll the
requiremants for counselor to patient ratio of 1:50.
There s one selor startin 5/8/2% and another |
one in background that is scheduled to siartin 2 weaks, |
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clients.

November 2021.

4/12/23.

Counselors are hired.

Supervisor.

clients.

revealed:

-"I don't officially have

clients.

revealed:

-Staff #5 had a caseload of 83 clients.

Interview on 4/13/232 with staff #1 ravealed:
-She was the l.ead Counselor at the facility.
-She had 88 clients on her caseload, however the |
caseload was "constantly changing.”

-She confirmed the facility failed to ensure there
was a ratio of one counselor to every 50 or less

Interview on «4/13/23 with staff #2 revealed:
-She was a Counselor with the facility.
-She has been employed with the agency since

-She worked at a facility in another city. |
-She just started at Durham Treatment Center on

-She will be working at this facility 2 days a week.
-There are 96 people on her caseload, however
she will be sharing the caseload with the Clinical

-She confirmed the facility failed to ensure there
was a ratio of one counselor to every 50 or less
Interview on 4/12/22 with the Clinical Supervisor
-She started around January 2023.

-She was at the facility just to help until they get
more Counselors hired.

a caseload."

-She confirmed the facility failed to ensure there
was a ratio of one counselor to every 50 or less

Interview on 4/12/23 with the Regional Director

-There are 4 counselors at the facility including

-She was only helping out at this facility until more |

|
|

|
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the Clnical Suparvisor.

-She hired 2 new counselors, however they have
nat started.

-They are over the one counselor to £0 clients
ratio

-The Clinical Supervisor had a caseload as well.
~The Clinical Supervisor was just added to the
system last week.

-The Clinical Supervisor has not officially taken
har caseload yet.

-The Clinical Supervisor was just filling in as a
counselor as needed.

-She confirmed the facility failed to ensure there
was a ratio of one counselor to every 50 or less
clients.

V 238 27G .3604 (E-K) Qutpt. Opiod - Operations V238

10ANCAC 27G .3604 OUTPATIENT OPICD
TREATMENT. OPERATIONS.

(¢) The State Authority shall base program
approval on the following criteria:

(n compliance wilh al state and federal
law and regulations;

() compliance with all applicable
s.andards of practice;

(3) program structure: for successful
sarvice delivery. and

(<) impact on the delivery of opioid

treatment services in the applicable population.
(f) Taka-Home Eligibility. Any clientin
comprekensiva maintenance treatment who
requasts unsuparvised or take-home use of
methadene or other macications approved for
treatt ent of opioid eddiction must meet the
snecifiec requirements for time in continuous
treatment. The cliert imust also meet all the
requirements for continuous program compliance
and must demonstrate such compliance during

STATE FORM €L 545K 11 If continuation sheet 8 of 20
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the specified time periods immediately preceding !
any level increase. In addition, during the first ‘
year of continuous treatment a patient must |

attend a minimurm of two counseling sessions per | I
month. After the first year and in all subsequent

years of contnuous treaiment a patient must }
altend a minimum of one counseling session per ‘

month. ' |
(1) Levels of Eligibility are subject to the |
following conditions:

(A) Level 1. During the first 50 days of ‘ |

continuous traaiment, the take-home supply is
limited to a single dose each week anc the client
shall ingest all cther doses under supervision at |
the clinic; !
(B) Level 2. After & minimurn of 90 days of |
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 each week;

(€ Level 3. After 180 days of continuous |
treatment and a minimum of 90 days of :
continuous program compliance at level 2, a
client may be granted for a maximum of four |
teke-home doses and shall ingest all other doses |
under supervision at the clinic each week; |
(D) Level 4. After 270 days of continuous
treatment and a minimum of 90 days of
continuous program compliance at level 3, a

client may be granted for a maximum of five |
take-home doses and shall ingest all other doses |
under supervision at the clinic each week: |
(E) Level 5. After 364 days of continuous
treatment and a mirimum of 180 days of
continuous program compliance, a client may be
granted for a maximum of six take-home doses
and shall ingest at least ane dose under
supervision at the clinic each week;

(F) Leve! 6. After two years of continuous

|

Division of Health Service Regulation
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treatment and a minimum of one year of
continuous program compliance at level 5, a
client may be granted for a maximum of 13

take home doses ard shall ingest at least one
dose under suparvision at the clinic every 14
days; and

(G) Level 7. After four years of continuous
treatment and a min.mum 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
supervision at the clinic every month.

(2) Criteria for Reducing, Losing and
Reinstatement of Take-Home Eligibility:
(A) Aclent's teke-home eligibility is reduced

or suspended for evidence of recent drug abuse.
A client who tests pesitive on two drug screens
within & 90-day period shall have an immediate
reduction of eligibility by one level of eligibility;

(B) A client who tests positive on three drug
socreens within the same 90-day period shall have
all take-home eligibility suspended; and

(C) The reinstatement of take-home
eligibility shall be delermined by each Outpatient
Cpioid Treatment Program.

(3) Exceptions to Take-Home Eligibility:

(A) Aclentin the first two years of
contindous traairment who is unanle to conform to
the applicable mandatory schedule because of
exceptional circurnstancas such as illness,
parsonal or family cris's, travel or other hardship
may be permitted a ternporarily reduced schedule
by the State autnority, provided she or he is also
found ta be responsible in handling opioid drugs.
Except in instances nvolving a client with a
vaerifiable physical disapiity, there is a maximum
of 12 teke-home doses allowable in any two-week |
pariod during tha first two years of continuous
treatment.

STATIMENT OF DEFICENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY |
AND PLAN JF CORRECTION IDENTIFICATION NUMBER: M A—— COMPLETED
R
- MHL032-233 L —— 04/14/2023
NAME OF FROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE |
1913 LAMAR STREET
DURAAN TREATMENT CENTER
DURHAM, NC 27705
(X4 10 SUMMARY S TATEMENT OF DEFICIENCIES ; D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LS7 IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPRCPRIATE CATE
| DEFICIENCY)
V 2538 Continued From page 9 V 238

B 545K 11

If continuation sheet 10 of 20




Division of Health Service Regulation

PRINTED: 04/13/2023
FORM AFPPROVED

STATEMENT OF DEFICIENCIEES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION ICENTIFICATION NUMBER

MHL032-233

(X2) MULTIPLE CONSTRUCTION
A, BUILDING:

B. WING _

(X3) DATE SURVEY
COMPLETED

R
04/14/2023

NAME CF PROVIDER OR SUPPLIER

DURHAM TREATMENT CENTER

STREET ADDRESS, CITY, STATE, ZI? CODE

1913 LAMAR STREET

DURHAM, NC 27705

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

D PRCOVIDER'S PLAN OF CORRECTION (X
PREFIX (EACH CORRECTIVE ACTION SHOULD BE SOMPLETE
TAG CROSS-REFERENCED TO THE APPRCPRIATIE: DATE

DEFICIENCY)

V238 Continued From page 10

(B) A client who is unable to conform to the
applicable mandatory schedule because of a
verifiable physical disability may be permitted
additional take-home eligibility by the State
authority. Clients who are granted additional
teke-home eligibility due o a verifiable physical
disability may ba granted up to a maximum

30-day supply of take-horme medication and shall |
make monthly clinic visits.

(4) Take-Home Dosages For Holidays:
Take-home dosages of methadone or other
medications approved for the treatment of opioid
addiction shall be authorized by the facility
physician on an individual client basis according
to the following:

(A) An additional one-day supply of i
methadone cr other medications approved for the |
treatment of opioid addiction may be dispensad |
te each eligible client (regardless of time in
treatment) for each state holiday.

(B) No more than a three-day supply of
methadone or other medications approved for the |
treatment of opicid addiction may be dispensed |
to any eligible: client because of holidays. This
restriction shall not apply to clients who are
receiving take-home medications at Level 4 or
above. |
(g) Withdrawal From Medications For Use In |
Opioid Treatment. The risks and benefits of
withdrawal from methadone or other medications
approved for use in opicid treatment shall be
discussed with each client at the initiation of
treatment and annually thereafter.

(h) Random Testing. Random testing for alcohol
and other drugs shall be conducted on each
active opioid treatment client with a minimum of
one random drug test each manth of continuous
treatment. Additionally, in two out of each 1
three-month period of a client's continuous ;‘

| V233

J

Division of Haalth Service Regulation

STATE FORM

oo 545K 11

If continuation sheet 1 of 20



_Division of Health Service Requlation

PRINTED: 04/13/2023
FORM APPROVED

DEFICIENCY)

STATL MENT OF DEFICIENCIES (X1) PROVIDER/SUPFLIER/CLIA (%2) MULTIFLE CONSTRUCTION (X3! DATE SURVIEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMP_ETED
. R
MHL032-233 BWING ____ o 04/14/2023
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIPP CODE
1913 LAMAR STREET
DURHAN TREATMENT CENTER
DURHAM, NC 27705
(4, 10 SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORRECTION (X5
PREFI£ (EACH DEFICIENCY MUST BE: PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE CATE

/208 Continued From page 11 Va3

treatment episode, &t least one random drug test
will be abserved by program staff. Drug testing is
to include at least the following: opioids,
methadene, cocaine, barbiturates,
amphetamines, THC, benzodiazepines and
alcohol. Alcohol testing results can be gathered
by either urinalysis. breathalyzer or other
alternate scientifically valid method.

(i) Client Discharge Restrictions. No client shall
ba discharged from the facility while physically
daperdent upon methadone or other medications
appraved for use in opio d treatment unless the
client is provided the opportunity to detoxify from
the drug

(i) Dual Enrollment Prevention. Al licensed
outpatient opicid addiction treatment facilities
which dispense Methadone,
Lavo-Alpha-Acetyl-Methadol (LAAM) or any other
pharmacological agent approved by the Food and
Crug Administretion for the treatment of opioid
addiction subsequert (o November 1, 1998, are
required to participate n a computerized Central
Regisiry or ensure thal clients are not cually
earoiled by means of direct contact or a list
exchange with all cpioic treatment programs
within 2t least a 75-milz radius of the admitting
program. Programs are also required to
participate in a computerized Capacity
Management and Wailing List Management
Systarr as establishad by the Nerth Carolina
State Autherity for Opioid Treatment.

(k) Diversion Control Plan. Outpatient Addiction
Cpicid Treatrnent Programs in North Carolina are
requred to estanl sh anc maintain a diversion
contiel plan as part of program operations and
shall cocument the plan in their policies and
procedures. A diversion control plan shall include
the following elements:

(1) dual enrollment prevention meaasures
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that consist of client consents, and either
program contacts, participation in the central
registry or list exchanges;

(2) call-in's for bottle checks, bottle returns
or solid dosage form call-in's;

(3) call-in's for drug testing;

(4) drug testing results that include a

review of the levels of methadone or other
medications approved for the treatment of opioid

addiction;
(5) client attendance minimums; and
(6) procadures to ensure that clients i

properly ingest medication.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed ‘o ensure after the first year and in

all subsequent years of continuous treatment a
client attended at least one counseling session
per month affecting thirteen of fourteen audited
current clients (#1, #2, #3, #4, #5, #6, #8, #9, !
#10, #11, #12, #13 and #14) and failed to ensure |
counseling sessions were completed after a
positive Urine Drug Screen (UDS) affecting
thirteen of fourteen audited current clients ((#1, |
#2,#3, #4, #5, #6, #8, #9. #10, #11, #12, #13 and |
#14). The findings are: '
The following is evidence the facility staff failed to
ensure clients attended at least one counseling
session per month.,
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for January and February 2023.

Reviaw on 4/12/23 of client #2's record revealed:

-Admission date of 1/23/23.

-Diagnosis of Opioid Use Disorder.

-Stalf #2 was her current Counselor,

-There: were no counseling session completed for
March 2023.

Reviaw on 4/12/23 of client #3's recerd revealed:
-Agmission date of €/24/14.
-Diagnoses of Opioid Jse Disorder and
Endocarditis

-Staff #5 was her current Counselor.

-There were no counsaling session completed fur
February 2023.

Review on 4/12/23 of client #4's record revealed:
-Admission date of 10/15/18.

-Diagnosis of Opioid Use Disorder.

-Staff #1 was his current Counselor.

harch 2023

Review on 4/12/23 of client #5's record ravealed:
-Admission date of 7/14/22.

-Diagnosis of Opioid Use Disorder.

-Staff #1 was his current Counselor.

March 2023.
Review on 4/12/23 of client #6's record revealed:

-Admission date of 11/3/22.
-[)1a(]nos|s of Opioid Uso Disorder.

~There was no counseling sessions completed for

-There was no counsaling sessions completed for

> a3 positive resuils conz in s
alt drug soreens ars reviewsd with
end CCS to audit chats 2ach weck

whe e, PD
to assure that all drug screens are being addressed.
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.. . aatenaar. Limncian wil aet with all patients per
'A.dn”z’g'on date Qf .8"‘?0’,1 8. . ) state requirements. PD to meet with ccunselors
-Diagnoses of Opioid Use Disorder, Diabetes and | bi-weekly and send out waekly rerinders of palients {
Hypertension. that stil need a session |
Staif #2 was his current Counselor. retrainec on dosumeniaion and use (53212023 |
~“herc were no counscling sessions completed e f
Al be placed on hold ¢ ses the gi612053 |
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|
-Staff #5 was his current Counselor. j ’
-There was no counseling session completed for | |
March 2023. ‘
Review on 4/12/23 of client #8's record revealed: | |
-Admission date of 11/30/21. | ’
~Diagnosis of Opioid Use Disorder.
-Staff #2 was her current Counselor.
~There was no counseling session completed for
March 2023,

Review on 4/12/23 of client #9's record revealed:
-Admission dale of 8/2/22.

-Diagnosis of Opioid Use Disorder. .
-Staff #5 was her current Counselor. |
-There was no counseling session completed for ’
March 2023,

Review on 4/12/23 of client #10's record

revealed;

-Admission date of 8/16/22. [
-Diagnaosis of Opioid Use Disorder. -
-Staff #1 was her current Counselor.

-There was no counseling session completed for
March 2023.

Review on 4/13/23 of client #11's record revealed: |
-Admission date of 4/14/21.

-Diagnosis of Opioid Use Disorder.

-Staff #1 was his current Counselor. f
-There was no counseling sessions completed for |
February 2023. '

Review on 4/13/23 of client #12's record 5
revealed:
-Admission date of 2/2/22. |
-Diagnosis of Opioid Use Disorder. '
-Staff #5 was her current Counselor.

-Her last documented counseling session was
9/15/22.
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-There was no counseling sessions completed for
January, February ana March 2023,

Reviaw on 4/13/23 of client #13's record
revealed:

-Admission date of 10/27/21.

-Diagnosis of Opioid Use Disorder.

-Staff #2 was her current Counselor.

“There was no counseling sessions completed for
March 2023.

Revian on 4/13/23 of clhent #14's record

revealed:

-Acmission date of 12/23/22.

-Diagnosis of Opioid Use Disorder.

-Staff #2 was her current Counselor.

~There was no counseling sessions completed for |
viarch 2023.

The following is evidence the facility staff failed to
ansure counseling sessions were completed after
a positive urine drug scraen.

Review on 4/12/23 of client #1's recerd revealed:
-UDS completed on 3/1/23 and 2/24/23-client #1
tested positive for Cocaine.

~There was no documentation of a counseling
sassicn completed by ciient #1's Counselor to
addrass the positive UDS results.

Review on 4/12/23 of client #2's record revealed:
-UDS completed on 2/17/23-client #2 tested
posilive ‘or Fenanyl

“There was no documentation of a counseling
sassion completed by client #2's Counselor to

o)

addrzss the positive UDS results.

Review on 4/12.23 of client #3's recoid revealed.
-UDS completed on 2/11/23 and 1/30/23-client #3
tested positive for Fentanyl, Amphetamines and

|
|

|
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Tetrahydrocannabinol (THC).

-There was no documentation of a counseling
session completed by client #3's Counselor to
address the positive UDS resuits.

Review on 4/12/23 of client #4's record revealed:

-UDS completed on 3/13/23-client #4 tested
positive for Fentanyl, Cocaine and Opiates.
-There was no documentation of a counseling
session completed by client #4's Counselor to
address the positive UDS results.

Review on 4/12/23 of cliont #5's record revealed:

-UDS completed on 3/15/23-client #5 tested
positive for Banzodiazepines.

-There was no documentation of a counseling
session completed by client #5's Counselor to
address the positive UDS results.

Review on 4/12/23 of client #6's recorc revealed:

-UDS completed on 2/24/23- client #6 tested
positive for THC.

-There was no documentation of a counseling
session completed by client #6's Counselor to
address the positive UDS results.

Review on 4/12/23 of client #8's record revezled:

-UDS completed on 3/24/23- client #8 tested
positive for THC.

-There was no documentation of a counseling
session completed by client #8's Counselor to
address the positive UDS resulls,

Review on 4/12/23 of client #9's record revealed:

-UDS completed on 2/10/23- client #9 tested
positive for Fantanyl.

-There was no documentation of a counseling
session completed by client #9's Counselor to
address the positive UDS results.
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Review on 4/12/23 of client #10's record
revealed:

-UDS completed on 3/10/23 and 3/7/23- client
#10 tested positive for Fentanyl and THC.
-UDS completed on 3/24/23- client #10 testec i
pasitive Tor Opiates and THC.
“There was ho documantation of a counseling l
sassion completed by client #10's Counsgelor to
address the positive UDS results.

Review on 4/13/23 cf client #11's record revealed:
-1JDS completed on 3/20/23-client #11 tested ‘
positive for THC.

-There was no documentation of a counseling
sassion completed by client #11's Counselor to
addrass the positive UDS results,

Reviaw on 4/13/23 of clent #12's record
revealed:

-UDS completzd on 3/12/23, 3/8/23, 2/18/23,
2/10/23, 214123 and 1/17/23-client #12 tested
positive for Amphetamines, Fentanyl, THC and
Cpiates.

“There was no documentation of a counseling
sassion completed by client #12's Counselor to
addrass the positive UCS results.

Revizwn on 4/13.23 of client #13's record
revealed: !
-UDS completad on 2/27/23-client #13 tested
positive for Cocaine, Fentanyl and THC.
-There was no documentation of a counseling
sassion completed by client #13's Counselor to
address the positive UDS results.

Review on 4/13/23 cf client #14's record
revealed:

-UDS completed on 3/15/23, 3/7/23, 3/1/23 and ]
2/1/22-client #14 tested nositive for

Ren:cdiazepines, Cocaine and Fentanyl.
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-There was no documentation of a counseling
session completed by client #14's Counselor to
address the positive UDS results.

Interview on 4/13/23 with staff #1 revealed:;
-She was the Lead Counselor at the facility.
-She had 88 clients on her caseload, however the |
caseload was "constantly changing".

-She was behind doing counseling sessions for
the clients or her caseload on a monthly basis.
-She knew some of the clients on her caseload
were testing positive for illicit substancas.

-"It can be a littie more challenging to meet with
that client to address the positive Urine Drug
Screens and monthly counseling sessions
because they are so short staffed.”

Interview on 4/13/23 with staff #2 revealed:

-She was a Counselor with the facility.

-She has been employed with the agency since
November 2021,

-She worked at a facility in another city.

-She just started at Durham Treatment Center on |
4/12/23.

-She was only helping out at this facility until more
Counselors are hired.

-She will be working at this facility 2 days a week. |
-She had not done any counseling sessions with |
any of the clients on her caseload. I

Interview on 4/14/22 with the Regional Director
revealed:

-They are in the process and trying to get clients
records together.

-She was aware that some of the Counselors
were not completing their counseling sessions
with clients.

-She was aware counseling sessions were not
being completed by counselors if a clients test
positive for ill'cit substances.
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-Aformer Counselor was dosumenting
counseling sessions that were not held with
clients. The clients were not at the facility on
those days.

-She confirmed facil ty staft failed to ensure
counseling sessions ware completed for clients
#1, 42, 13, #4, #5, #5, #8, #9, #10, #11, 112, #13
and 14,

-She confirmad facility staff failed to ensure
counsaling sessions ware completed after a
posilive urine drug screen for clients #1, #2, #3,
A4 55, H6, #8, #9, #10, 411, #12, #13 and #14.

This deficiency constitutes a re-cited defciency
and must be correctad within 30 days.

V 238
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