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This Rule is not met as evidenced by:

Based on interview, record review, and
observation, the facility failed to ensure all
medications were administered on the written
order of a person authorized by law to prescribe
medications and that failed to ensure MARS were
kept current affecting 1 of 2 clients (Client #2).
The findings are:

Review on 12/2/19 of Client #2's record revealed:
-Admitted 11/7/19;

-Diagnosed with Intellectual Developmental
Disability Severe, Intermittent Explosive Disorder.

Finding #1

Review on 12/2/19 of Client #2's record revealed:;
-November and December, 2019 MARs revealed
administration of Thorazine (antipsychotic)
100mg 1 V% tabs three times daily at 8am, 12pm,
and 6pm;

-Physician's order dated 11/29/19 revealed
Thorazine 200mg 1 % tabs three times daily at
8am, 12pm, and 6pm.

Interview on 12/2/19 with the Alternative Family
Living (AFL) Provider revealed:

-Client #2 is receiving the correct dose of
Thorazine as ordered by his physician but the
November and December, 2019 MARs were not
updated to reflect the increased dose.

Observation on 12/3/19 at approximately 8:05am ‘ \ el den }-,j-(
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v

e

i

A

(Il

SAFL frod
S-‘_Mﬁ:——x ’Hﬂea}‘r ;

— Ak, 1= in .
i L frgcicim onber,

\,./'l”. Enh A e

AL Arow

F[/\(—Mrmﬁ'!’"g i
(~ Med=b

AARL. Brovide
,@i}\ the MAR

b oak <l Hps -

The &€ WL Mowidy-
H.  Heamis e WKy,

broider LA @nsuvs
MAR s wldabd
ollovanl <t
Mz_i“ Aot _r5
udyjffe_ér by ot (hytleian,

hﬁ‘f‘ﬁlx ?VKJ\/\\J‘J Il embare—
Hat ALL. MedCohon

Shouid bem BN 22 |
()\"{.-5"—"‘(\}19(_—'4- bj "/L»_,- f.'njj—,g,_ﬁ/‘.

Lo A cheeh-
medi CaHon Celnucd-br~
& Meis e S

7 <

=] (Zo-’zf'(k{ (e

jo KPt

Division of Health Service Regulation

STATE FORM

6899

0TL411

If continuation sheet 2 of 3




PRINTED: 12/09/2019

FORM APPROVED

Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A B COMPLETED
MHL0601370 BWING 12/03/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HARRIS HOME 5035 ABERCROMBY STREET
CHARLOTTE, NC 28213
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
V 118 | Continued From page 2 V118

Finding #2

-November and December, 2019 MARs revealed
administration of Risperdal (antipsychotic) 1 mg
three times daily at 6am, 12pm, and 6pm;
-Physician's order dated 11/29/19 to discontinue
Risperdal 1mg three times daily.

Interview on 12/3/19 with the AFL Provider
revealed:

-Risperdal should have been discontinued on
11/29/19 but was given in error from 11/29/19
through

12/2/19.

Interview on 12/3/19 with the Director of
Pharmacy at a local behavioral health facility
revealed:

-The only concern with taking the Risperdal for an
additional few days, would be extra pyramidal
symptoms. However, Client #2 receives
medications to alleviate extra pyramidal effects so
there is no significant issue with this matter.

Observation on 12/3/19 at approximately 8:05am
of Client #2's medications revealed:

-Bottle of Risperdal 1mg with directions to take 1
tab three times daily dispensed on 11/25/19.
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December 10, 2019 RECEIVED
DEC 27 2p1g

Mr. Tyrone Miller

The Unique Caring Network, Inc. ’
7128 B Albemarle Road DHSR-MH Licensyre Sect
Charlotte, NC 28277

Re: Annual Survey completed December 3, 2019
Harris Home, 5035 Abercromby Street, Charlotte, NC 28313
MHL # 060-1370
E-mail Address: tmiller@uniquecaringnetwork.com

Dear Mr. Miller:

Thank you for the cooperation and courtesy extended during the annual survey completed December 3,
2019.

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 ten 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
e The tag cited is a standard level deficiency.

Time Frames for Compliance
e The standard level deficiency must be corrected within 60 days from the exit of the survey,
which is January 31, 2020.

What to include in the Plan of Correction

e 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 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 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
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, NC 27699-2718
www.ncdhhs.gov/dhsr = TEL: 919-855-3795 + FAX: 919-715-8078

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER



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 Lynn Grier, Team Leader at 704-596-4072.

Sincerely,
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Eileen Sanchez, MA
Facility Compliance Consultant |
Mental Health Licensure & Certification Section

Cc: gmemail@cardinalinnovations.org
Pam Pridgen, Administrative Assistant




