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A revisit was conducted on 8/26/21 for
deficiencies previously cited on 4/12 - 4/13/21,
| Cne deﬂcnenqy was recited. The facility remains
| | out of compliance. L
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The commitiee should insure that these programs
are conducted only with the written informed
consent of the client, parents (if the client is a ‘ ‘ :
minor) or legal guardian, A Thfe Clinical Supervisor will

' : . | receive written informed
consents of BSP's of all of the

This deficiency will be cerrected by . 9/25/2021 |
the followirg actions: . ! .

This STANDARD & not met as evidenced by: |

Based on record review and interview, the facility individuals in the home | |
failed to ensure restrictive programs were only : B. The Cliniczil Supervisor will :
conducted with the writlen informed consent of a feach out to the guardian of

legal gtrardian, This affected 2 of 2 audit cizents

(#1 and #6). The findings are: dient # 1 and #6 to obtain

temporary verbal cérisent |

A. Review on 8/26/21 of client #1's Behavior ‘ whilewalting for the return
Support Plan (BSP) dated 6/9/21 revealed - of writter consent - -
objectives to exhibit 1 or fewer episodes of ' CC O TheP -
self-injuricus behavior per month for 12 - INeFrogram Manager will

consecutive months and to exhibit 0 episodes of ensure the consents of client
inappropriate verbalizations per month for 12 #1 and #6 are received
consecutive months, The BSP incorporated the ‘ . é
use of Paroxetine ER. Additional review of the ;
record did not reveal a signed wriften informed | i - } t
f cons&nt from the guard:an for the current BSP., |

Interview on 8/26/21 with the Qualified Intellectual | f
 Disabiiities Professional (QIDP) indicated the ;

- written informed consent had been sent to the L

| guardian; however, it had not been returned as of i P

- the date of the survey. - .
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B. Review on 8/26/21 of client #6's BSP dated
6/9/21 revealed objectives to exhibit 0 episodes
of non-compliance per month for 12 consecutive
months, to exhibit O episodes of physical
aggression pet month for 12 consecutive months
and to'exhibit 0 or fewer episades of stealing food
per month for 12 consecutive months. The BSP
incorporated the use of Lorazepam, Melatonin
and Clonazepam. Additional review of the record
reveal a signed written informed consent from the
guardian for the current BEP,

Interview on 8/26/21 with the QIDP indicated the
written informed consent had been sent to the
guardian; however, it had not been returned as of
the date of the survey.
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August 31,2021

Wilma Worsley -Diggs

Facility Consultant 1 . .
Mental Health Licensure & Certification Section
2718 Mail Service Center | :
Raleigh, NC 27699-27 18

919.6125220M

919.7158078F

Re: Survey Completed August 26, 2021
Bianche Drive Group Home
6208 Blanche Drive
Raleigh, NC 27607
Provider Number 34G083
MHL# -092-057

Dear Mrs. Worsley-Diggs

We appreciate the courtesy extended by you while surveying the Blanche Orive Group Home,
North Carolina.

As indicated the Plan of Correctioh, we have will have the deficiencies corrected for the Annual
Survey Conducted on August 26, 2021 it will be completed by September 25, 2021.

- We are committed to providing the highest possible care for the people we serve at Blanche
Drive Group Home.

if you have any questions, please contact Cynthia Bradford, Associate Executive Director at
984.205.2630 ext, 238. :

Kind Regards,

Comrmunity Altderfatives North Carolina- Raleigh Region
1001 Navaho Drive, suite 101

Raleigh, NC, 27609

9284.205.2630ext. 405

juanita jefferson@rescare.com




