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An annual survey was completed on April 11, ‘
2019. Deficiencies were cited. |
The facility is licensed for the following service |
category: T0A NCAC 27 G .5600C Supervised
Living for Adults with Developmental Disabilities
V112

V112 27G .0205 (C-D)
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;

(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 statement by the
provider stating why such consent could not be
obtained.
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This Rule is not met as evidenced by:
Based on record review and interview, the facility |
failed to develop a plan for one of three clients |
(#1). The findings are:

| Review on 4/9/19 of client #1's record revealed:
-Admission date of 9/19/18.

-Diagnoses of Neimann-Pick Type C, Severe i
Mental Retardation and Seizure Disorder. ;
-There was no documentation of a treatment plan
developed for client #1.

Interview on 4/9/19 with the Qualified
Professional revealed:

-Client #1 did not have a treatment plan.

-The agency was still waiting on approval of the !
Innovations Waiver for client #1. '
-Once the Innovations Waiver was approved
client #1 would have a treatment plan.

-She did not realize the agency could create a
treatment plan until the Innovations Waiver was
approved.

-She confirmed the facility failed to develop a plan
for client #1.
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EPARTMENT OF ROY COOPER + Governor

LEJ IG kLl'é EAR RIIPCE s MANDY COHEN, MD, MPH - Secretary
MARK PAYNE - Director, Division of Health Service Regulation
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April 15, 2019 DHSR - Mental Health
Darrin McNeill, Director APR 2 3 2019 .
Serenity Therapeutic Services, Inc. y)eaH [elusy - ¥SHA

207 S. Stewart Street Lic. & Cert, Section
Raeford, NC 28376

Re:  Annual Survey Completed April 11, 2019
Serenity Therapeutic Services #4, 332 South Main Street, Raeford, NC 28376
MHL# 047-136
E-mail Address: dmcneill14@nc.rr.com

Dear Mr. Darrin McNeill:

Thank you for the cooperation and courtesy extended during the Annual survey
completed April 11, 2019.

Enclosed you will find all deficiencies cited listed on the Statement of Deficiencies Form.
The purpose of the Statement of Deficiencies is to provide you with specific details of
the practice that does not comply with state regulations. You must develop one Plan of
Correction that addresses each deficiency listed on the State Form, and return it to our
office within ten days of receipt of this letter. Below you will find details of the type of
deficiencies found, the time frames for compliance plus what to include in the Plan of
Correction.

Tvpe of Deficiencies Found
» All tags cited are standard level deficiencies.

Time Frames for Compliance
e Standard level deficiency must be corrected within 60 days from the exit of the
survey, which is 6/10/19.

What to include in the Plan of Correction
» Indicate what measures will be put in place to correct the deficient area of
practice (i.e. changes in policy and procedure, staff training, changes in staffing
patterns, etc.).
e Indicate what measures will be put in place to prevent the problem from
occurring again.
» Indicate who will monitor the situation to ensure it will not occur again.
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LOCATION: 1800 Umstead Drive, Williams Building, Raleigh, NC 27603
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4/15/19
Darrin McNeill
Serenity Therapeutic Services, Inc.

e Indicate how often the monitoring will take place.
e Sign and date the bottom of the first page of the State Form.

Make a copy of the Statement of Deficiencies with the Plan of Correction to retain for
your records. Please do not include confidential information in your plan of
correction and please remember never to send confidential information
(protected health information) via email.

Send the original completed form to our office at the following address within 10 days of
receipt of this letter.

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation
2718 Mail Service Center
Raleigh, NC 27699-2718

A follow up visit will be conducted to verify all violations have been corrected. If we can
be of further assistance, please call Bryson Brown at 919-855-3822.

Sincerely,

LNEEl

Kimberly R Sauls
Facility Compliance Consultant |
Mental Health Licensure & Certification Section

Cc:
_DHSR_Letters@sandhillscenter.org
DHSR@Alliancebhc.org



