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Assessment/Treaiment/Habilitation Plan

10A NCAGC 27G 0205 ASSESSMENT AND
TREATMENT/HARILITATION OR SERVICE
PLARN

{c) The plan shall be developed based on the
assessment, and in partnership with the client or
tegaily responsible parson 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 gutcome(s) that are anticipated to be
achigved by provision of the service and &
projecied 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
responsitie 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 reviews and interviews, the
facility falled to develop and implement goals and
strategies based on assessment for 2 of 3
audited clients (#3 and #4). The findings are;

Finding #1

Review on 03/17/22 of client #3's record
revealed:

-62 year old male.

-Admission date of 05/25/07.

-Diagnoses of Diabetic, Mental Retardation,
Hypertension, Dementia unspecified, Mood
Diiserder, Chronic Kidney Disease.

Review on 03/17/22 of client #3's treatment plan
dated 11/10/21 revealed:

~No goals or strategies that addressed client #3's
needs regarding a foley catheter for monthly
changing of the catheter, emptying the catheter
bag and daily care of the foley catheter,

Finding #2

Review on 03/17/22 of clisnt #4's record
reveated:

-68 year old male.

-Admission date of 08/01/08.

-Diagnoses of Mental Retardation, Inpulse
Control, Hypertension.

-Qualified Professional {QP) note dated 03/01/22
revealed:

-"...requires constant verbal reminders to use the
bathroom every thirty minutes.”
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This deficiency constitutes a re-cited deficiency / !
and must be corrected within 30 days.

RECEIVED

By Mental Health Licensure & Cert. Section at 9:12 am, Apr 12, 2022
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DearfMs. Patterson:

Re-cited standard level deficiency.

Frames for Compliance

Re-cited standard levei deficiency must be corrected within 30 days from the exit of the survey,
which is 04/16/22.

Whap to include in the Plan of Correction

o4 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.).

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.

Indicate how offen the monitoring will take place.

Sign and date the bottom of the first page of the State Form.

Makd a copy of the Stalement of Deficiencies with the Plan of Correction to retain for your records.
Pieage do not inciude confidential information in your plan of correction and please remember
nevey to send confldential information (protected heaith information) via email,

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

MENTAL HEAI TH LICENSURE & CERTIFICATION SECTION
NC DEPARTMENT OF HEALTH AND HUMAN SERVICES ~ DIVISION OF HEALTH SERVICE REGULATION

LOCATION: 1800 Umstead Drive, Williams Building, Raleigh, NC 27603
MAILING ADDRESS: 2718 Mail Service Center, Raleigh, NG 27699-2718
vwww.ncdhhs govidhsr « TEL: 919-855-3795 « FAX: 919-7 15-B078

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER
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