
expected to pursue aggressively the attendance of all relevant participants at the team 
meetings. Question any routine and regular absences of individuals who would be 
expected to attend. 
Is the treatment plan individualized, i.e., patient-specific, or is there a predictable 
sameness from plan to plan?  
 
When packaged plans or programs are used, do staff include needed individual 
adaptations in the plan?  
 
Are the patient’s observed behaviors consistent with the problems and strengths 
identified in the plan or update?  
 
Have the views which the patient communicated to the surveyor regarding problems 
which require treatment during hospitalization and plans for discharge, been incorporated 
in the plan or update? 
 
A-1641 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.61(c)(1)(i) The written plan must include—A substantiated diagnosis; 
 
Interpretive Guidelines §482.61(c)(1)(i) 
 
The substantiated diagnosis serves as the basis for treatment interventions. A 
substantiated diagnosis is the diagnosis identified by the treatment team to be the primary 
focus upon which treatment planning will be based. It evolves from the synthesis of data 
from various disciplines.  
 
At the time of admission, the patient may have been given an initial diagnosis or a rule-
out diagnosis. At the time of treatment planning, a substantiated diagnosis must be 
recorded. It may be the same as the initial diagnosis, or, based on new information and 
assessment, it may differ. 
 
Rule-out diagnoses, by themselves are not acceptable as a substantiated diagnosis. 
 
Data to substantiate the diagnosis may be found in, but is not limited to, the psychiatric 
evaluation, the medical history and physical examination, laboratory tests, medical and 
other psychological consults, assessments done by disciplines involved in patient 
evaluations and information supplied from other sources such as community agencies and 
significant others. 
 
Survey Procedures §482.61(c)(1)(i)  
 
What specific problems will be treated during the patient’s hospitalization?  
 



Does the treatment plan identify and precisely describe problem behaviors rather than 
generalized statements i.e., “paranoid,” “aggressive,” “depressed?” or generic 
terminology i.e., “alteration in thought process,” “ineffective coping,” “alteration in 
mood?”  
Are physical problems identified and included in the treatment plan if they require 
treatment, or interfere with treatment, during the patient’s hospitalization? 
 
A-1642 
(Rev. 200, Issued: 02-21-20; Effective: 02-21-20, Implementation: 02-21-20) 
 
§482.61(c)(1)(ii) Short-term and long range goals; 
 
Interpretive Guidelines §482.61(c)(1)(ii) 
 
Based on the problems identified for treatment, short-term and long-range goals are 
developed. Whether the use of short-term or a combination of short-term and long-range 
goals is appropriate is dependent on the length of hospital stay. 
 
Short-term and long-range goals include specific dates for expected achievement. As 
goals are achieved, the treatment plan should be revised. When a goal is modified, 
changed or discontinued without achievement, the plan should be reviewed for relevancy, 
and updated as needed. 
 
In crisis intervention and short-term treatment there may be only one timeframe for 
treatment goals. As the length of hospital stay increases (often because of the long-term 
chronic nature of the patient’s illness), both long-range and short-term goals are needed.  
 
The long-range goal is achieved through the development of a series of short-term goals, 
i.e., smaller, logical sequential steps which will result in reaching the long-range goal. 
Both the short-term and long-range goals must be stated as expected behavioral outcomes 
for the patient. Goals must be related to the problems identified for treatment. Goals must 
be written as observable, measurable patient behaviors to be achieved. Discharge criteria 
may be included as long-range goals. 
 
Survey Procedures §482.61(c)(1)(ii)  
 
How do treatment plan goals relate to the problems being treated?  
 
Do goals indicate the outcomes to be achieved by the patient?  
 
Are the goals written in a way that allow changes in the patient’s behavior to be 
measured?  
 
If not apparent, what criteria do staff use to measure success?  
 
How relevant are the treatment plan goals to the patient’s condition? 


