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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 12/13/23 and 12/14/23.

 

 S5313

SS=E
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 seven residents. 

Based on observation and interview the 

administrator 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. 

Findings included:

-  Observation on 12/13/23 at 02:51 PM revealed 
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 S5313Continued From page 1 S5313

the medication room and medication cart 

contained the following over-the counter 

medications which were not labeled with a 

resident's full name:

Resident (R)104:

One bottle of Spring Valley Turmeric Curcumin 

1000 milligrams (mg.) 

One bottle of Spring Valley Calcium 600 mg.

One bottle of Equate ClearLax

R105:

One bottle of Tylenol Extra Strength lacked 

resident's name

On 12/13/23 at 02:59 PM Certified Medication 

Aide (CMA) B stated when family brought in OTC 

medications the CMA staff dated and labeled the 

medications and put them in the resident's bin. 

Staff would then tell the nurse who would 

double-check the medications.

The undated "Horton House Over the Counter 

Medication Policy" documented, "Horton House 

licensed nurse shall place the full name of the 

resident on the package."

The operator failed to ensure all over-the-counter 

medications were labeled with the resident's full 

name.
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