
Section 2060.440  Treatment Plans

a)	Upon admission to any treatment level of care, the assessment shall be reviewed, and updated if needed, with the patient, to develop an individual person-centered treatment plan that is age, developmentally, gender identity, and culturally appropriate.  The biopsychosocial assessment and immediate needs profile shall guide the development of the plan.

b)	Development of the initial treatment plan shall begin during the first day of residential care in Level 3.1 or 3.5 and with the first treatment service in Level 1, 2, and 2.5.  As specified in Section 2060.425(b), standing orders for treatment plans for Level 3.2 and 3.7 are acceptable.  All treatment plans shall address the patient's presenting concern, the most immediate needs identified in the assessment, and the goals and objectives that will assist the patient with stabilization and in transitioning to less intensive levels of care and recovery support.

c)	If confirmation of the initial treatment plan is required, as specified in Section 2060.445, such confirmation shall take place within the required time frames specified in that Section.

d)	All treatment plans shall be signed and dated by the patient, the professional staff who completed the plan, and, as applicable, any professional staff who provided the confirmation.

e)	All treatment plans shall address needs identified in the assessment that have been prioritized with the patient.  Each identified priority shall list at least one goal for resolution or reduction of the problem with measurable and observable objectives for achievement.  The treatment services that will be used to meet the goals and objectives shall be identified and include the location, intensity, and duration of those services with a timetable for achievement that is within the time frame of the patient's expected participation.

f)	All treatment plans shall identify the need and frequency of or referrals for case management or any other activities or consultations planned for the patient or any other family members or significant others.

g)	All treatment plans shall identify any referral for recovery support and specify the individual or entity that will provide the service.

h)	All treatment plans shall be updated to reflect resolution or establishment of identified problems or goals and in accordance with the continued service review criteria specified in Section 2060.475.

i)	All treatment plans shall identify the type of measurement (hours or days) used for continued service reviews and this measurement shall remain unchanged until the next review.
