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V000 INITIAL COMMENTS

An complaint and follow up survey was
compieted on July 19, 2023. Deficiencies were
cited.

i This facility is licensed for the following service
| categories: 10A NCAC 27G 4400 Substance

; Abuse Intensive Outpatient Program and 10A

! NCAC 27G .4500 Substance Abuse

i Comprehensive Qutpatient Treatment Pragram.

: This facility has a current census of 68. The
| survey sample consisted of audits of 4 current
| clients.

i
v 230@ 27G 4501 Sub. Abuse Comp. Ouipt. Tx.- Scope | V280

| 1DANGAG 27G 4501  Scope |
i (a) Asubstance abusa comprehensive outpatient |
| reatment program {SACOT) is one that provides !
i 2 multi-faceled approach to treatmeant in an g

]

ouipatient setting for adults with a primary

substance-reiated diagnosis who require

+ structure and support to achieve and sustain
recovery.
{b) Treatment support activities may be adapted
or specifically designed for persons with physical |
disabilities, co-occurring disorders including

- mental illness or developmental disabilities,

" pregnant women, chronic relapse, and other
homogenous groups.

- (€) SACCT shall have a siructured program,

: which includes the following services:

(1) individual counszling; :

' @) group counseling; |

i (@) farily counseling; ; _

L (4 strategiss for relapse prevention to :

: include community and social support systems in | !
treatment; i I

- (5) life skills: = |
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(B) crisis contingency planning;
{7) disease management;
1 (8) service cocrdination actlivities; and
Y piochemical assays to identify recent

1 drug use {2.g. urine drug screens).
“{d) The treatment activities specified in
Paragraph (c} of this Rule shall emphasize the
" follawing:
1) reduction in use and abuse of
‘L substances or continued abstinence;
¢ (2\
| (3) development of social support network
] and necessary lifestyle changes;
(4) educational skiils;
(5) vocational skills leading to work activity
i by reducing substance abuse as & barrier to
: emplayment;

 (B) social and interpersonal skilis;
(7 imiproved family functioning;
+{8) the negative consequences of

subsiance abuse; and
e contineed commitment to recovery and
maintenance program.

ThIS Rule is not met as evidenced by:

| Based on record review and interview, the facility :

! failed to operate within the scope of its licanse
i affecting 4 of 4 audited clients (#1, #2, #3, #4).
* The findings are:

|

Review on 7/12/23 of chent #1's racord revealed:
; - Admitted 6/25/22

! - Letters from a Medicaid company with dates
| ranging from 2/2/23-4/30/23 authorizing

' Behavioral Hea'th Partial Hospitalization

Review on 7/12/23 of client £#2's record reveaied:

the uncerstanding of addictive disease;

Diagnesis of Alcohol Use Disorder, moderate

9]

due o a;} rovid * ing

—J < i

H

defn L|m

Fa-tial Hospitalization undar the

5 Frapaid r*.ea;ih Fler caniract. Partiz!

| Flogpitgtization will pe discondnusd.
An application o acd Partial

Hospitgization wil' ba submitted o
NODHBR
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]
S- Admitted 6/25/23
. - Diagnoses of Alcohol Use Disorder, severe,
. Bipelar Disorder, mild, and Major Depressive .
t Disorder, miid
.- Progress note dated 7/6/23 with Partial !
i Hospitalization Program (PHP) listed as the i
service provided

Review on 7/12/23 of client #3's recard revealed:
- Admitted 6/25/22
- Diagnosis of Alcohol Dependence,
uncomplicated . ‘
- Lelters from a Medicaid company with dates | <‘
: ranging from 2/15/23 to 512/23 authorizing
- services for Behavioral Health Partial
' Hospitaiization

- Progress notes with dates ranging from
- 5/24/23 to 5/30/23 with PHP listed as the service
provided

Review on 7/12/23 of client #4's record revealed: |
- Admitted 6/25/22 :
-  Diagnosis of Cocaine Dependence,
uncomplicated ;
- lLetters from a Medicaid company with dates
ranging from 4/21/23 ta 5/12/23 approving : :
services for Behavioral Health Partial
Hospitadization

. During interview on 7/13/23 client #2 reported: |
;~ She been at the facility for "a couple of years"
- She suffered from memory loss

‘- She received PHP servicas at the facilty

- Her counselor spoke with her about *__drugs

| and drinking problems, helping one another,

i learning coping mechanisms, and they |
i {counselars) give advice"

; Attempted interviews with clients #1, #3, and #4 |
| were unsuccessful and voicemail and text
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v 280 ‘f
1

1
i messagas werza eft.

{ During interview on 7/13/23 ihe Certified Alcohol 3
i and Drug Counselor-Registrant {CADC-R) #2 |
' reported; |
‘- Bhe came back to work in the facility 3 weeks ‘
L ago
|- She was told "briefly" about the PHP program |
- She did not know if her groups were
considered PHP or Substance Abuse i
. Comprehensive Outpatient Treatment (SACOT) ;
. programs !
| . She was only familiar with the SACOT

! program in the facility

Positive Generation in Shnst, inc. 10/14453
can prov'c’e sarvices for which itis Chnicat
fcansad. Parsanne! and clients wis Direriar
2 givan :*z.or*nutwon on their andfor
t!‘%ar‘a gnt ‘"‘d thair ireaiment piam Cyacitive
vl be given raining © Nracior
finitons for which the
sac m:r .rf: d rerence

During interview on 7/12/23 the Intake Diractor

- reported:

| - The facility started daing PHP this year

i - They had a centract with an insurance

i company ta provide PHP services

i - The facility was granted permission to provide
PHP services because of COVID (Coronavirus

1 Disease) waiver

. The PHP program "is designed to what they

| (clients) nead and it can be temparary. They
{clients) can get other services with PHP like peer
support, therapy, and case management”

!
i
i
i

tariag in nousa if

. During interview on 7/12/23 the Licensed Clinical cuiside trainer garfici Jegfti- A
- Addictions Specialist-Assuciate (LCAS-A) #1 within the next S0 days. Al
| i reported: emplovess will s thoroughly
\ - He worked at the facility for 5 years informad of tha sarvices providaed by
" - He provided group and individual counseling e 2gYenCy anc thelr
- under the PHP program respensibiiiies.
D - Tho PHF program was simiiar Lo e 3AC0T
| program

| During interview on 7/13/23 the Gertifisd Alcohoal
© and Drug Counselor (CADC) reported: |
- He worked at the facility for 3 years ?
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v 280§ Continued From page 4

i - The facility provided Substance Abuse
' Intensive Ouipatient Program {SAIOP} and
' SACOT programs

He was a facilitator for the SACOT program

During interview on 7/13/23 the Clinical
Director/.CAS reported:

He started in August 2022

"The PHP is the only treatment that is
provided" in the facility

Admission {0 the PHP consisted of screening
clients, determining if clients mel the criteria for
PHP, intakz, admissions to the PHP program,
and assigning clients to groups

Clients were aware they were receiving PHP
services

Dwring interview on 7/12/23 the Licensea
reporied:

She started the PHP program in August 2022
bscause “the clients needed it"

"COVID allowed us to do other programs”
She had a contract with her insurance

- company to provide PHP services

The PHP program was similar to the SACOT
program

V281

275G 4502 Sub. Abuse Comp. Ouipt. Tx. - Staff

DA NCALC 276G 4502 STAFF

{a) The SACOCT shall be under the direction of a

Licensed Clinical Addictions Specialist or a

Certified Clinical Supervisor who is on site 2

minimum of 90% of the hours the pregram is in

operation.

i (b) For each SACOT there shall be at least one

- direct care staff who meets the requirements of a
Cualified Prefessional as set forth in 10ANCAC

273 .0104 (18) for every 10 or fewer clients.

WV 280

B

V281
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: symptoms; and

Dirgctor

 Director

i care staff present in the pragram who is trained in
 the following areas:
P aicchol and other drug withdrawal

-{2) symptoms of secondary complications
| due to alcoholism and drug addiction.
- {d) Each direct care staff shall receive contlnumg ;
| education that includes the following:

(1) understanding of tha nature of
| addiction;
H{2) the withdrawal syndrome;
| (3) group therapy;
4) famnily therapy:
(5) relapse prevention; and
| (B) other treatrment methodologies.

i This Rule is not met as evidenced by: i
; Based on record review and interview, the facility :
- failed to have a Qualified Professional (QF) for

every 10 or fewer adult clienis. The findings are:

Review on 7/12/23 of the Substance Abuse
Comprehensive Qutpatient Treatment (SACOT)
sigh-in sheets from 4/1/23 to 7/10/23 revealad:
.- Sign-in sheet with Certified Alcohol and Drug
Counselor-Registrant (CADC-R) #1's initials had
13 clients and was signed off by the Clinical

- Sign-in sheet with CADC-R #2's initiais had
: 11 clienis and was signed off by the Clinical

, = Sign-in sheet with Licensed Clinicat
; Addictions Specialist-Associate (LCAS-A) #1's

E

E | BGIC.ine, faiigc o have g

: gwaryi( of fewsr ciiznts
i

witl be responshb

oversean b” ih=
—~1 ‘_‘

Clinicsl Direcior .

&l
of the pandsimic. The uiiﬂ

groups are "DTI*occcﬂ oiro

10 clignts and wit! not sigr off
shest with more than 10 dients. The
frensitionddischargs of clienis wilt be

| 05/04/23

Clinical

. F -
he TR =lvitel:
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initfals had 12 clients and was signed off by the
- Glinicai Director

: During interview on 7/13/23 the CADC-R
reported:

- She started 3 weeks ago

- She held group sessicns and there were 12
clients in a group

: During interview on 7/14/23 the CADC reported:
- He started 3 years ago

clients
!~ "Too many variables” such as CQVID, that
- caused the group numbers to "fluctuate”

During interview on 7/12/23 the LCAS-A#1
repored:
- He worked at the facifity for 5 years
- He provided group and individual therapy
- He had 12 clients on his caseload
- LCAS-A#%2 "probably” had about 12 clients
bui "no more than that"
= The groups were never aver 12 clients

. During interview an 7/12/23 the Licensee
reported:

- There were 6 Qualified Professionals (QP)
- Each QP had a caseload of "around" 12

| clignts

i
i
!
i

i

- (lass sizes varied and averaged around 9-12

1
i

H

Al grouns have downsized (o ien
cliznis. Positive Generztion in Chyist
will provide service that we are
icansec. Positve Geaneralion in

il nol provide Pertial

i hospilziization unill the servics is
added to ihe license.

T
Chitst w

!
i

LCBG22
Chrial
LDirector

Division of Health Service Regulalfon

STATE FORM

u1Q211

If zontinuation sheet 7o' 7






