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 S 000 INITIAL COMMENTS  S 000

The following citations represent the findings of 

the licensure resurvey for the above named 

facility conducted on 6/16/2022 and 6/20/2022.

 

 S5300

SS=D
26-42-205 (d) (1-2) Facility Administration of 

Medications

(d) Home administration of resident ' s 

medications.  If a home is responsible for the 

administration of a resident ' s medications, the 

administrator or operator shall ensure that all 

medications and biologicals are administered to 

that resident in accordance with a medical care 

provider ' s written order, professional standards 

of practice, and each manufacturer ' s 

recommendations.  The administrator or operator 

shall ensure that all of the following are met:

(1)  Only licensed nurses and medication aides 

shall administer and manage medications for 

which the home has responsibility.

(2) Medication aides shall not administer 

medication through the parenteral route.

This REQUIREMENT  is not met as evidenced 

by:

 S5300

KAR 26-42-205 (d)

The facility reported a census of 5 "residents" (R). 

The sample included 3 R.'s. Based on 

observation, interview and record review the 

operator failed to ensure a signed order from the 

resident's physician was obtained prior to 

"Certified Medication Aide" (CMA) A administering 

an over the counter medication to R 101 for 

constipation.
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 S5300Continued From page 1 S5300

Findings included:

-  Observation on 6/16/2022 at 11:36 CMA A 

unlocks the locked medication cart, and in the 

2nd drawer of the medication cart there was an 

opened bottle of Magnesium Citrate. The bottle 

was a 10-ounce bottle with the recommended 

dosage printed on the bottle "adults and children 

12 and over 6.5 to 10 fluid ounces in 24 hours. 

The bottle was over ¾'s full and lacked a resident 

identifier/full name. 

6/16/2022 at 11:36 Interview with CMA A revealed 

the bottle of Magnesium Citrate was a stock 

medication and she administered it to R1 for 

constipation. CMA indicated using a multiple dose 

administration cup how much she administered to 

R1, she indicated she administered 15 milters 

(mls).  She confirmed there was no order for the 

Magnesium Citrate and she confirmed she 

administered the Magnesium with no physician 

order. 

Record review on 6/20/2022 for R1 revealed an 

admission date of 10/1/2020 with diagnoses of 

dementia, Schizophrenia, depression, anxiety and 

poor circulation.

Record review on 6/20/2022 of the signed orders 

physician orders revealed the medication 

administration record lacked an entry for 

Magnesium citrate. 

The operator failed to ensure a signed order from 

the resident's physician was obtained prior to 

CMA A administering an over the counter 

medication to R 101 for constipation.
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 S5313

SS=D
26-42-205 (g) (3) Over the counter medication

(g) (3) A licensed nurse or medication aide may 

accept over-the-counter medication only in its 

original, unbroken manufacturer ' s package.  A 

licensed pharmacist or licensed nurse shall place 

the full name of the resident on the package. If 

the original manufacturer ' s package of an 

over-the-counter medication contains a 

medication in a container, bottle, or tube that can 

be removed from the original package, the 

licensed pharmacist or a licensed nurse shall 

place the full name of the resident on both the 

original manufacturer ' s medication package and 

the medication container.

This REQUIREMENT  is not met as evidenced 

by:

 S5313

KAR 26-42-205 (g) (3)

The facility reported a census of 5 residents (R). 

The sample included 3 residents. Based on 

observation and interview the operator failed to 

ensure the nurse placed the full name of the 

resident on the bottles of "over the counter 

medications" (OTC's) prior to the OTC's being 

placed in the medication cart and prior to the 

"Certified Medication Aides" (CMA's) 

administering them to the residents. 

Findings included:

-  Observation of the medication cart on 

6/16/2022 at 11:36 AM during the initial facility 

tour revealed, CMA unlocked the locked 

medication cart located in the kitchen and the 

following OTC bottles lacked the resident full 

name;
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 S5313Continued From page 3 S5313

1 opened bottle of roll on Lidocaine

1 opened box of Allergy medication with the 

initials of R 101

1 opened bottle of Women's Multi Vitamin 

1 opened bottle of The Perfect Women's Multi 

Vitamin 

1 opened bottle of Aspirin marked with "AM" 

1 opened box of Sleep 3 

1 opened bottle of Magnesium Citrate

1 opened bottle of Aleve 220 mg

1 unopened bottle of Acetaminophen liquid

Interview on 6/16/2022 at 11:36 AM with CMA A 

confirmed the OTC bottles lacked being labeled 

with the resident's full names.

The operator failed to ensure the nurse placed 

the full name of the resident on the bottles of 

OTC's prior to the OTC's being placed in the 

medication cart and prior to the CMA's 

administering them to the residents.
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