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A complaint investigation was completed along
with the recertification survey. No deficiencies
were cited regarding intake NC00172777 or
NC00166296.

In addition, a follow-up survey was conducted on
1/12/21 for the previous deficiency cited on
1/27/2020. This deficieny has been corrected.
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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:
The facility failed to assure the individual support
plans (ISPs) for 3 of 3 sampled clients (#1, #2
and #3) included opportunities for choice and
self-management regarding meal preparation and
dining as evidenced by observation, interview and
record verification. The finding is:

Afternoon observations in the group home on
1/12/21 revealed staff beginning supper
preparation at 5:00 PM. Staff were observed to
complete all aspects of supper preparation
without any client assistance. Besides cooking all
of the meal, staff was noted to set out the clients'
plates, cups and utensils on the kitchen bar at
6:05 PM, pour all drinks and serve up the clients’
plates at 6:10 PM. Staff were also noted to pour
additional drinks when clients requested it.

Morning observations of breakfast on 1/13/21
revealed staff to again complete all cooking and
breakfast preparation without client participation.
The clients' grits were noted to be finishing on the
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stove before the clients were awake and staff
made scrambled eggs and plated them with the
grits when client #2 and #3 ate at 8:20 AM. Staff
were also observed at 8:25 AM buttering and
putting jelly on their toast before handing it to the
clients.

Further observations after both meals revealed
the only participation by the clients was to put
their plates, cups and utensils in the dishwasher
and wipe their place at the table.

Interview with staff and the qualified intellectual
disabilities professional (QIDP) revealed the
clients used to participate with parts of the meal
preparation. However, due to the COVID-19
pandemic all participation and training in this area
stopped to minimize any spread of the virus.
Review of client #1, client #2, and client #3's ISPs
dated 1/21/20, 7/21/20 and 8/31/20, respectively
revealed each client to have skills to be able to
participate in meal participation but no objective
training in this area. Further interview with the
QIDP revealed the facility did not assess the
clients' needs individually regarding choice and
self-management so the clients could continue
parts of meal preparation that were safe or of
minimal risk to allow them to continue
participation.
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