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271G 5601 Supervised Living - Scope

C10ANCAC 27G 5601 SCOPE

- (&) Supervised living is a 24-hour facility which

| provides residential services to individuals in a ;
home environment where the primary purpose of
these services is the care, habilitation or

- rehabilitation of individuals who have a mental
iliness, a developmental disability or disabilities,

- or a substance abuse disorder, and who require

~supervision when in the residence.
(b} Asupervised living facility shall be licensed if |
the facility serves either:

() one or more minor clients: or i

L{2) two or more aduit clients. :

- Minor and adult clients shall not reside in the

- same facility.
(c) Each supervised living facility shall be

licensed to serve a specific population as

- designated below:

(1) "A" designation means a facility which

* serves adults whose primary diagnosis is mental
illness but may also have other diagnoses;

(2 "B" designation means a facility which

: serves minors whose primary diagnosis is a |

: developmental disability but may also have other

- diagnoses;

{3) "C" designation means a facility which

serves adulls whose primary diagnosis is a ‘

- developmental disability but may also have other

 diagnoses; |

() "D" designation means a facility which |
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An annual survey was completed on 2/15/18.
. Deficiencies were cited,
- This facility is licensed for the following service
- category: 1T0A NCAC 27G .5600C Supervised
- Living for Adults with Developmental Disabilities.
v 289 V289

The facility is presently applying
for a waiver for member to re-
main in this facility. The Director
of Administration will monitor
annually.
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serves minors whose primary diagnosis is !
substance abuse dependency but may also have |
other diagnoses;
(5) "E" designation means a facility which
serves adults whose primary diagnosis is
substance abuse dependency but may also have
other diagnoses; or i
(6) "F" designation means a facility in a
private residence, which serves no more than
three adult clients whose primary diagnoses is
mental iliness but may also have other
disabilities, or three adult clients or three minor
clients whase primary diagnoses is
developmental disabilities but may also have
other disabilities who live with a family and the
family provides the service. This facility shall be
exempt from the following rules: 10A NCAC 27G |
0201 (a)(1),(2).(3),(4).(5)(A)&(B); (6); (7) ‘
(A).(BL(E),(F)(G).(HY). (8); (11); (13); (15); (16);
{18) and (b); 1T0ANCAC 27G .0202(a),(d).(g)(1)
(i); TOANCAC 27G .0203; 10ANCAC 27G .0205
{a),(b); TOANCAC 27G .0207 (b),{c); 10A NCAC

- 27G .0208 (b),(e); 1T0ANCAC 27G .0209[(c)(1) -

- non-prescription medications only] (d)2),(4); (e)

C(1A)D)L(E)(fi{g); and TOANCAC 27G .0304
(b)(2),(d)(4). This facility shall also be known as
alternative family living or assisted family living
(AFL).

This Rule is not met as evidenced by: |
Based on record review and interview, the facility |
failed to operate under the scope for which it was
licensed for affecling one of three clients (#3).

The findings are:

: Record review on 2/14/18 of client #3's record
revealed:

V289 Continued From page 1 . V289

The facility is presently apply-
ing for a waiver for member
to remain in this facility. The
Director of Administration will
monitor annually.
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- admitted to the facility on 1/15/15
- adiagnosis of Schizophrenia

Review on 2/14/18 of a Division of Health Service |
Regulation (DHSR) approval of request for waiver
was dated February 15, 2017 :

During interview on 2/14/18 a representative with
DHSR reported:
- an approval of request waiver for client #3

" had not been submitted to DHSR for 2018

. During interview on 2/15/18 the Licensee

- reported:

.- she was not aware the approval waiver had

. to be renewed annually

- she would complete the Request for Waiver
~for client #3 and submit the paperwork to the

- appropriate agencies !

V291

27G 5603 Supervised Living - Operations V291
10ANCAC 27G .5603 OPERATICNS

(a) Capacity. A facility shall serve no more than
six clients when the clients have mental iliness or
developmental disabilities. Any facility licensed

on June 15, 2001, and providing services to more |
than six clients at that time, may continue to
provide services at no more than the facility's
licensed capacity.

(b) Service Coordination. Coordination shall be
maintained between the facility operator and the
qualified professionals who are responsible for
treatment/habilitation or case management,

{c) Participation of the Family or Legally
Responsible Person. Each client shall be
provided the oppertunity to maintain an ongoing
relationship with her or his family through such
means as visits to the facility and visits outside

The facility is presently applying for
a waiver for member to remainin
this facility. The Director of Admin-
istration will monitor annually.
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the facility. Reports shall be submitted at least
annually to the parent of a minor resident, or the |
legally responsible person of an adult resident. |
Reports may be in writing or take the form of a '
conference and shall focus on the client's ;
progress toward meeting individual goals.
(d) Program Activities. Each client shall have
activity opportunities based on her/his choices, ‘
needs and the treatment/habilitation plan. |
Activities shall be designed to foster community : Il staff el di
inclusion, Choices may be limited when the court All staft were retrained in Medica-
or legal system is involved or when health or tion Administration on 2/21/18 by
f oo o =ve) i S i . =
. safety issues become a primary concern company registered nurse. Staff will
inform the nurse after doctor visits
e x . any changes in medications.
This Rule is not met as evidenced by: ar anychang ) ons
Based on record review and interview the facility Company nurse will ensure that
failed to coordinate with other qualified these changes are made on the MAR
professionals to coordinate services for one of o )
three clients (#3). The findings are: and that all medication are available
within 24hours. Qualified profes-
- Record review on 2/14/18 of client #3's record sional and company Nurse will moni-
revealed, n pany
- admitted to the facility on 1/15/15 tor monthly.
- adiagnosis of Schizophrenia
Review on 2/14/18 of the facility's physician
consultation form dated 2/12/18 for client #3
revealed:
- "start Naproxyn 500mg twice a day (as
needed)"...can lreat fever and pain
Observation on 2/14/18 at 11:48am revealed no |
Naproxyn in client #3's medication box |
!
During interview on 2/15/18 client #3 reported: !
- he was hit by a car when he was 15 years
and still exhibited back pain
- he was dealing with a heel spur thal was |
Division of Health Service Regulation
STATE FORM 459 YONW11 if continuation shoet 4 of §
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. painful ' All staff were retrained in Medication
- he received the Naproxyn last night (2/14/18) Administration on 2/21/18 by company
During interview on 2/15/18 the Administrative registered nurse. Staff will inform the
Assistant reported: nurse after doctor visits of any changes
- she took client to the physician's office on . o ;
| 2/12/18 in medications. Company nurse will
- the pharmacy was closed after the ensure that these changes are made on
appointment on 2/12/18 the MAR and that all medication are
'~ she was not sure why the Naproxyn was not ) o »
picked up on 2/13/18, however a staff was picking available within 24hours. Qualified pro-
the medication up today (2/14/18) fessional and company Nurse will moni-
tor monthly.
Division of Health Service Regulalion
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Daniel Medical Services, PLLC
3068 Sunset Ave
Rocky Mount, NC 27804
(252)316-8103

5/14/2018

To whom it may concern,

This is to certify that_has been under the care of mental health provider, Selwyn Daniel, PA-C
(Daniel Medical Services) since 2015. He is currently being treated for Schizophrenia. He remains stable
on the current medication regimen and has been compliant with treatment recommendations.

If you have any questions, please contact our office at (252)316-8103.

Thank you & best regards,
_—-

‘ =
|
o _,D 2R VN

"~ Selwyn Daniel, PA-C




DEPARTMENT OF HEALTH AND HUMAN SERVICES
DIVISION OF HEALTH SERVICE REGULATION

RoY COOPER MANDY COHEN, MD, MPH
GOVERNOR : SECRETARY
h
DHSR - Mental Healt MARK PAYNE
DIRECTOR

February 26, 2018 MAY 15 2018
Kelvin Barnhill, CEQ
Better Days Ahead of Rocky Mount, Inc. Lic. & Cert. Section
PO Box 909 ’

Rocky Mount, NC 27802

Re: Annual survey Completed February 15, 2018
Better Days Ahead of Rocky Mount, Inc., 501 Cascade Avenue, Rocky Mount, NC 27803
MHL#064-145
E-mail Address: barnhillCEQ2001@aol.com

Dear Mr. Barnhill:
Thank you for the cooperation and courtesy extended during the Annual survey completed February 15, 2018.

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
len 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.

Type of Deficiencies Found
* Allother tags cited are standard level deficiencies.

Time Frames for Compliance
» Standard level deficiencies must be corrected within 60 days from the exit of the survey, which is April 16, 2018,

What to include in the Plan of Correction
* Indicate what measures will be putin 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 putin place to prevent the problem from occurring again.
* Indicate who will monitor the situation to ensure it will not occur again.
Indicate how often the monitoring will take place.
= 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 & CERTIFICATION SECTION
WWW.NCDHHS.GOV
TEL 919-855-3795 « FAX 919-715-8078
LOCATION: 1800 UMSTEAD DRIVE *WILLIAMS BUILDING * RALEIGH, NC 27603
MAILING ADDRESS: 2718 MAIL SERVICE CENTER -« RALEIGH, NC 27699-2718
AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER
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Page 2 of 3
February 26, 2018
Better Days Ahead Inc.
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 Renee Ames at (919) 552-6847.

Sincerely,

'7‘.‘ :;;‘z ,1’

Rhonda Smith

Facility Survey Consultant |

Mental Health Licensure & Certification Section

n
/ = <
C ¥ (Uitintuna )

Lesa Williams, MSW
Facility Survey Consultant |
Mental Health Licensure & Certification Section

Coi Sarah Stroud, Directer, Eastpointe LME/MCO
Jeanette Jordan-Huffam, Quality Management Director, Eastpointe LME/MCO
File
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