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and under varied conditions to-
This STANDARD  is not met as evidenced by:

W 441

 Based on record review and interview, the facility 
failed to conduct fire drills under varying times 
and conditions. This had the potential to affect all 
clients in the home (#1, #2, #3, #4, #5 and #6). 
The finding is: 

Review on 4/25/23 of fire drills in the home 
conducted between 4/26/22 and 3/20/23 revealed 
the following: 

First Shift Drills: 

10:40 AM on 6/6/22
7:00 AM on 8/19/22
7:45 AM on 11/15/22
10:15 AM on 1/21/23  

Second Shift Drills: 

7:45 PM on 6/30/22
7:10 PM on 12/19/22

Third Shift Drills:

5:00 AM on 4/26/22
5:45 AM on 10/31/22

Interview on 4/26/23 with the Group Home 
Manager (GHM) revealed she has instructed staff 
to follow the schedule she created for fire drills to 
ensure that the times varied. The GHM revealed 
that staff will still change the times of the 
pre-planned drill often citing weather conditions 
for the reason they altered the time. The GHM 
revealed that staff were already instructed to 
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select an alternate date in order to keep the drill 
at the pre-selected time.
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