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The system for drug administration must assure that all
drugs, including those that are self-administered, are
administered without error.

This STANDARD is NOT MET as evidenced by:

Based on observation, record review and interview, the
facility failed to ensure that all drugs were
administered without error for 1 of 6 audited clients
(#6). The finding is:

Observation in the group home on 4/16/26 at 6:05 AM
revealed client #6 to enter the medication room with
Staff B for medication administration. Continued
observation revealed Staff B to administer
Chlorhexidine mouth wash by pouring it into a cup and
prompting client #6 to rinse and spit out. Further
observation revealed client #6 to swallow the
Chlorhexidine mouth wash. Additional observation
revealed Staff B to instruct client #6 they shouldn’t
have done that and continued with medication
administration.

Review of client #6’s record on 4/16/26 revealed
physician’s orders dated February 2026. Review of the
physician’s orders indicated Chlorhexidine Oral
Solution 0.12% - provide to toothbrush to brush teeth
3x a day.

Interview with Staff B on 4/16/26 revealed client #6

will sometimes swallow the mouth wash and sometimes
they will spit it out in the bathroom sink. Interview

with the facility nurse on 4/16/26 confirmed client

#6's physician’s orders are current. Continued

interview with the facility nurse confirmed the
Chlorhexidine was administered incorrectly as staff
should provide the client with their toothbrush or a
sponge stick to properly administer the Chlorhexidine
per the physician’s orders.
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