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An annual survey was completed on 08/05/21. area of practice:
Deficienies were cited.

; o . . P will utilize a calendar as an alert

This facility is licensed for the following service O':] - i d alert that
category: 10A NCAC 27G .5600C Supervised the annual plan is coming due.
Living for Adults with Developmental Disability.

QP will utilize the UMAR Record Review

V12| 27G .0205 (C-D) V112 Sheet to ensure that the file is kept in
Assessment/Treatment/Habilitation Plan order per UMAR Policy.
10A NCAC 27G .0205 ASSESSMENT AND
TREATMENT/HABILITATION OR SERVICE QP will upload the signed PCP or any other
PLAN pertinent records to our Electronic
() The plan shall be developed based on the Healthcare Records system on an annual
assessment, and in partnership with the client or basis: EHB will beused to penrat 4
legally responsible person or both, within 30 asts; o “ ES BENclase a.repor
days of admission for clients who are expected of expiring PCPs throughout the year.
to receive services beyond 30 days.
(d) The plan shall include: ;o Regular communication with the guardian
(1) client outcome(s) that are anticipated to il all for timelv signi f the PCP
be achieved by provision of the service and a pitlialion teriime y_5|gn|ng arthe F
projected date of achievement; @nnually, or sooner if needed.
(2) strategies;
(3) staff responsible; " * Indicate who will monitor the situation
@ a sghedule far review o B plan atleast to ensure it will not occur again.
annually in consultation with the client or
legally responsible person or both;
(5) basis for evaluation or assessment QP will attend regular meetings with his
of outco_me achievement; and ) supervisor, Director of Program Services, to
(6) written consent or agreement by the client : :
. . ensure all core competencies are being

or responsible party, or a written statement by . . X .
the provider stating why such consent could not met. Director is working with Human
be obtained. Resources regarding Performance

Improvement. Quality Management to

conduct regular self-audits via EHR system.
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This Rule is not met as evidenced by: Based
on record review and interviews, the facility
failed to review the treatment plan at least
annually for 1 of 3 audited clients (#3) The
findings are:

Review on 08/04/21 of client #3's

record revealed:

-Date of admission was 12/16/18;

-Diagnosis of Mild Inteilectual Developmental
Disability, Major Depressive Disorder,
Hypertension, Hypercholesterolemia; -No
documentation that the treatment plan had
been updated since 02/01/19.

Interview on 08/05/21 with the Qualified
Professional (QP) revealed:

-He was not sure why client #3's current
treatment plan was not in her record; -He
looked for the treatment plan earlier in the
day and was unable to locate it; -"I
definitely think it (current treatment plan for
client #3) was completed and just not filed."

Interview on 08/05/21 with the Director

of Residential Operations revealed:

-He had discussed the location of client #3's
current treatment plan with the QP earlier in
the day (08/05/21);

-"We're not in compliance with that (treatment
plan reviewed at least annually);"

-"l think it (current treatment plan for client #3)
got skipped;"

-"The last plan was completed on 02/01/19;" -
"I'm disappointed that it (current treatment plan
for client #3) wasn't there (client #3's record).”
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