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INITIAL COMMENTS

The following citations represent the findings of
the licensure resurvey with attached complaint
number 172983 for the above named facility
conducted on 08/03/23.

26-42-205 (h) Medication Storage

(h) Storage. Licensed nurses and medication
aides shall ensure that all medications and
biologicals are securely and properly stored in
accordance with each manufacturer's
recommendations or those of the pharmacy
provider and with federal and state laws and
regulations.

(1) Licensed nurses or medication aides shall
store non-controlled medications and biologicals
managed by the home in a locked medication
room, cabinet, or medication cart. Licensed
nurses and medication aides shall store
controlled medications managed by the home in
separately locked compartments within a locked
medication room, cabinet, or medication cart.
Only licensed nurses and medication aides shall
have access to the stored medications and
biologicals.

(2) Each resident managing and
self-administering medication shall store
medications in a place that is accessible only to
the resident, licensed nurses, and medication
aides.

(3) Any resident who self-administers medication
and is unable to provide proper storage as
recommended by the manufacturer or pharmacy
provider may request that the medication be
stored by the home.

(4) Alicensed nurse or medication aide shall not
administer medication beyond the manufacturer '
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s or pharmacy provider ' s recommended date of
expiration.

This REQUIREMENT is not met as evidenced
by:
K.A.R. 26-42-205 (h)

The facility reported a census of 6 residents.
Based on observation and interview the operator
failed to ensure the licensed nurse and certified
medication aides stored all medications and
biologicals securely.

Findings included:

- Observation on 08/03/23 at 10:48 AM in the
dining room on the left side of the medication
cart set a small white plastic three drawer
storage container. The three drawers freely
opened, and they contained the following:

5 bottles of Medline Skintegrity Wound Cleanser
1 bottle of Derma Klenz Wound Cleanser

1 tube of Moisture Barrier Angtifungal Cream by
Baza

On the right side of the medication cart, in an
open storage section sat 1 bottle of Medline
Skintegrity Wound Cleanser.

Interview on 08/03/23 at 10:50 AM with certified
medication aide A, she stated she "did not use
the wound cleansers" at this time.

Interview on 08/03/23 with Licensed nurse B and
Operator C, they confirmed the wound cleansers
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The operator failed to ensure the licensed nurse
and certified medication aides stored all
medications and biologicals securely.
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