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The comprehensive functional assessment must
include, as applicable, vocational skills.

This STANDARD is not met as evidenced by:
Based on observation, record review and
interview the facility failed to ensure the
comprehensive functional assessment (CFA) for
1 of 3 audit clients (#5) included a current
assessment of the client's educational/vocational
skills and deficits. The finding is:

The facility failed to ensure an assessment of
client #5's vocational skills was completed and in
his record for review.

During observation on 4/2/18 client #5 was at a
vocational center working on adult basic
educational skills.

Review on 4/3/18 of client #5's individual program
plan (IPP) dated 2/6/18 revealed he was admitted
on 2/18/16. Further review revealed he attended
a vocational center Monday through Friday to
work on work related skills.

Review on 4/3/18 of client #5's record revealed
no vocational assessment for client #5.

Interview on 4/3/18 with the Qualified Intellectual
Disabilities Professional (QIDP) revealed a
vocational assessment was not available. He
stated client #5 had been attending the vocational
center since last summer 2017. He was able to
provide a vocational progress note but there was
no vocational assessment of client #5's skills and
abilities.
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As soon as the interdisciplinary team has
formulated a client's individual program plan,
each client must receive a continuous active
treatment program consisting of needed
interventions and services in sufficient number
and frequency to support the achievement of the
objectives identified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on observations, record review and
interviews, the facility failed to ensure 1 of 3 audit
clients (#3) received a continuous active
treatment plan consisting of needed interventions
and services as identified in the individual
program plan (IPP) in the area of medication
administration. The finding is:

Staff failed to consistently implement a formal
written training program for audit client #3.

During observations on 4/2/18 at 6pm, client #3
came into the office to receive medications. She
assisted staff in getting her medication bin down,
getting her water and pouring it into a cup. She
assisted in hand over hand punching her pill from
a blister pack. She was not asked to name her
medication.

During observations on 4/3/18 at 6:28am, client
#3 came into the office to receive her
medications. She assisted staff in getting her
medication bin down, getting her water and
pouring it into a cup. She assisted in hand over
hand punching her pills from a blister pack. She
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was not asked to name her medications.

Review on 4/3/18 of client #3's individual program
plan (IPP) dated 12/14/17 revealed the following
priority training needs: Exercise, Oral Hygiene,
Room Maintenance, Money Management,
Medication Administration. Further review of the
IPP revealed a formal written training objective
that was implemented on 4/1/18. This objective
requires: During the medication pass, [Client #3]
will be asked to name one of her medications with
50% independence for 3 consecutive months.
There is one step to this objective which requires
staff to ask client #3 to name one of her
medications.

Interview on 4/3/18 with the Qualified Intellectual
Disabilities Professional (QIDP) revealed this
objective for client #3 is current and should be
trained at the medication pass. The QIDP
confirmed data should be collected at least three
times weekly.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 9GZ411 Facility ID: 921719 If continuation sheet Page 3 of 3



