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 S 000 INITIAL COMMENTS  S 000

The following citation represents the findings of a 

resurvey with attached complaints (#173064, 

#172631, #170136, #167437) at the above 

named facility conducted on 02/07/23.

 

 S3211

SS=D
26-41-205 (g) (3) OVER THE COUNTER 

DRUGS

(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:

 S3211

KAR 26-41-205 (g) (3)

The census totaled 33 residents. The sample 

included 3 residents and 1 closed record review 

resident. Based on observation and interview for 

2 non-sampled residents (R)4 and R5, Operator 

A failed to ensure licensed nurses or pharmacists 

placed the full name of the resident on each 

package of the resident's over the counter 

medication.
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Findings included:

-  Observation during the initial tour on 02/07/23 

with Licensed Nurse (LN) B revealed two locked 

medication carts located in the dining room of the 

facility. The following over the counter 

medications were noted without full names:

For R4, the cart contained one bottle of Centrum 

Silver Multivitamins, 

For R5, the cart contained one bottle of 

Fexofenadine Hydrochloride (antihistamine).

Interview on 02/07/23 with LN B confirmed the 

above listed medications were without full first 

and last names for R4 and R5.

Operator A failed to ensure licensed nurses or 

pharmacists placed the full name of residents on 

each package of the resident's over the counter 

medication.
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