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| This Rule is not met as evidenced by:

Based on record review and interviews the facility
failed to ensure medications were administered
as ordered and failed to ensure MARs were
current for 1 of 2 clients (#1). The findings are:

' Record review on 10/8/18 for Client #1 revealed:
-Admitted on 7/2/02 with diagnoses of Autism,
Severe Mental Retardation, seizure disorder, and
allergies.

-Physician's order dated 9/17/18 for Tacrolimus
ointment .1%, apply twice daily.

-Physician's order dated 7/13/18 for Ketoconazole
2% shampoo, use three times per week.
-Physician's order dated 8/13/18 for Keflex

| 500mg, 1 three times daily for 10 days.

|
|
|

| Review on 10/8/18 of the MARs dated
8/2018-10/2018 for Client #1 revealed:
-The PM application of the Tacrolimus ointment
was not documented as administered during
September.
| ~The Tacrolimus ointment not documented as
| administered on 10/6/18 and 10/7/18.
-The Ketoconozole shampoo was not
| documented as administered on the MARSs for
8/2018-10/2018.
-Keflex administration was documented twice
[ daily from 8/14/18-8/31/18.

: Client #1 was non-verbal and could not be
| interviewed due to her disability.

| Interview on 10/8/18 with the staff at the local day
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| treatment program where Client #1 attended

| revealed:

| -Client #1 was now involved in community
networking twice weekly.

-Client #1 had attended the day program for a
long time.

-Client #1 always came to the program well
groomed and clean.

-There were no concerns regarding her care.

Interviews on 10/8/18 and 10/11/18 with the AFL
Providers revealed:
-The Keflex was given to Client #1 when she was
scratching a lot due to eczema. She indicated
that the doctor ordered it as a precautionary
measure to prevent any infection. Client #1 never
developed an infection,
-She stated that the Keflex was documented
incorrectly and given before her day program,
when she got home and then at night.
| -The ketoconazole shampoo is the only shampoo
- she used for Client #1. She used it 1 time per
week and it worked well for Client #1. She did not
need to use it 3 times weekly but had failed to
have the order changed with the physician.
-There had been many changes with the creams
| used for Client #1 which most likely led to the
errors in documentation.
-The missed documentation for the Tacrolimus
ointment was an oversight.
-The eczema flare up for Client #1 had greatly
improved.
-The pharmacy provided the MARs and were
| slow to remove medications that were no longer
used which also led to confusion. She indicated
that she would work with the pharmacy and
doctor to resolve the errors.

Interview on 10/11/18 with the Qualified
| Professional revealed:
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-He and his wife work together to manage the
medications.

-They both try to ensure that physician orders are
in the record. They worked closely with their
pharmacy.

-They tried hard to keep up with the medicine and
would work with the physician and pharmacy to
correct the errors.
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