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The individual program plan must include
opportunities for client choice and
self-management.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure individuals were provided the
opportunity to pour their own drinks for 10 of 10
individuals who were observed during dinner in
the dining room (R1 to R10).

Findings include:

On 8/31/15, during dinner observation, from 5:05
p.m. to 5:30 p.m. R1, R2, R3, R4, R5, R8, R9,
R10, R11, and R12 were observed to be seated
in the dining room around the dining table. E3
(Direct Support Person) was observed to pour
water into the cups of all the individuals sitting in
the dining room.

On 9/2/15, at 1:50 p.m., E1 (Administrator)
stated, "some of the individuals are capable of
pouring the drinks themselves while others may
require hand-over-hand assistance in pouring."

On 9/1/15, at 2:15 p.m., E1 (Administrator)
stated, "all individuals are supposed to be
encouraged to be as independent as they are
able to." E1 confirmed that R1 to R5 and R8 to
R12 should have been given the opportunity to
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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pour their own water.
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