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 S 000 INITIAL COMMENTS  S 000

The following represent the findings of a 

resurvey for the above named Home Plus facility 

conducted on 09/06/23.

 

 S5313

SS=F
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 10 residents. 

Based on observation and interview the operator 

failed to ensure a licensed pharmacist or 

licensed nurse placed the full name of the 

resident on the original package of 

over-the-counter medications (OTC).

Findings included:

- Observation on 09/06/23 at 10:326 AM of the 
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medication closet revealed the following OTC 

medications that were not labelled with the full 

name of residents:

Resident (R)104

One bottle of Nature Made Vitamin D3

One bottle of Iron 65 milligrams (mg.) 

One bottle of Nature's Bounty Melatonin 5 mg.

One bottle of Nature's Bounty Co Q-10 200 mg.

One bottle of Vitamin C 500 mg.

One bottle of Nature's Bounty B-12 1000 

micrograms

R105

One bottle of Equate Complete Multivitamin

One bottle of Walgreens Folate

R106

One bottle of Spring Valley Niacin 500 mg.

The 11/11/2016 "Medication Management" policy 

documented, "Over-the-Counter Medications 

...Nursing/Home Supervisor shall place the full 

name of the Resident on both the container and 

package."

The operator failed to ensure all over-the-counter 

medications were labeled with the resident's full 

name.

If continuation sheet  2 of 26899STATE FORM MRP911


