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W 447 | EVACUATION DRILLS W 447

CFR(s): 483.470(i)(2)(iii)

The facility must file a report and evaluation on
each evacuation drill.

This STANDARD is not met as evidenced by:
Based on document review and interview, the
facility failed to ensure a report of each
evacuation drill was thoroughly completed. The
finding is:

Review of the facility's fire evacuation drills for
January 2022 through February 2023 revealed
only two reports with recorded times for the fire
evacuation drills. All other reports reviewed were
dated and the assigned shift was circled, or the
report was just dated.

Interview on 2/28/23 with the assistant manager
revealed the facility used to use a form that
recorded the times of the drill, but had changed
the form approximately one year ago and the
times are not reflected.

Interview with the clinical supervisor confirmed
the times should be reflected on the fire
evacuation drill reports.

W 474 MEAL SERVICES W 474
CFR(s): 483.480(b)(2)(iii)

Food must be served in a form consistent with the
developmental level of the client.

This STANDARD is not met as evidenced by:
Based on observations, record reviews, and
interviews, the facility failed to serve food in a
form consistent with the developmental level for 2
of 5 audit clients (#2 and #5). The findings are:

A. The facility failed to follow client #2's diet as
prescribed. For example:
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During observations in the home on 2/27/23 at
6:05pm, client #2 was observed eating dinner
which consisted of tossed salad, two pieces of
cheese pizza, and several pieces of boneless
chicken wings. Staff B was observed to cut the
boneless wings into pieces, but the pizza
remained in whole form.

Review on 2/27/23 of client #2's nutritional
evaluation dated 8/25/22 revealed a regular, high
calorie diet with foods cut into bite size pieces.

Interview on 2/28/23 with the clinical supervisor
confirmed client #2's pizza should have been cut
into bite size pieces.

B. The facility failed to follow client #5's diet as
prescribed. For example:

During observations in the home on 2/27/23 at
6:05pm, client #5 was observed eating dinner
which consisted of tossed salad, two pieces of
cheese pizza, and several pieces of boneless
chicken wings. Client #5's pizza and boneless
wings were served in whole form, and he
consumed his entire meal.

Review on 2/27/23 of client #5's nutritional
evaluation dated 10/14/21 revealed a regular,
high calorie diet with finely chopped foods.

Interview on 2/28/23 with the clinical supervisor
confirmed client #5's pizza and boneless wings
should have been finely chopped.
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