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INITIAL COMMENTS

27G .4502 Sub. Abuse Comp. Outpt. Tx. - Staff

10A NCAC 27G .4502 STAFF

(a) The SACOT shall be under the direction of a
Licensed Clinical Addictions Specialist or a
Certified Clinical Supervisor who is on site a
minimum of 90% of the hours the program is in
operation.

(b) For each SACOT there shall be at least one
direct care staff who meets the requirements of a
Qualified Professional as set forth in 10A NCAC
27G .0104 (18) for every 10 or fewer clients.

(c) Each SACOT shall have at least one direct
care staff present in the program who is trained in
the following areas:

(1) alcohol and other drug withdrawal
symptoms; and

(2) symptoms of secondary complications
due to alcoholism and drug addiction.

(d) Each direct care staff shall receive continuing
education that includes the following:

(1) understanding of the nature of
addiction;

the withdrawal syndrome;

group therapy;

family therapy;

relapse prevention; and

other treatment methodologies.

This Rule is not met as evidenced by:
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Based on observation, record reviews and
interviews, the facility failed to operate SACOT
under the direction of a Licensed Clinical Addition
Specialist (LCAS) or a Certified Clinical
Supervisor who is on site a minimum of 90 % of
the hours the program is in operation for 1 of 3
audited staff (Clinical Director). The findings are:

Observation on 09/18/24 between 11:00 AM-2:30
PM revealed no Licensed Clinical Addiction
Specialist on site at the program.

During interview on 09/18/24 with client #1, client
#2 and client #3 revealed:

-The previous LCAS was no longer working at the
facility.

-The facility did not have a new LCAS.

During interview on 09/18/24 the QP revealed:
-The facility did not have a LCAS.

-A female had been hired but due to personal
issues she had not worked at the facility.

During interview on 09/18/24 the Chief Operating
Officer revealed:

-She was hired to help assit the facility.

-The previous LCAS resigned.

-A new LCAS had been hired but she had not
worked at the facility due to personal issues.

During interview on 09/18/24 the Chief Executive
Officer/Owner revealed:

-It was very difficult to find qualified people for the
LCAS position.

-She was aware the facility needed a LCAS.

This deficiency constitutes a re-cited deficiency
and must be corrected withing 30 days.
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