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and under varied conditions to-

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to conduct fire drills with varied conditions.
The finding is:

Record review on 6/17/25 of the facility's annual
fire drill log revealed drills were not conducted at
varying times.

Second Shift:

On 7/8/24 at 8:30pm
On 9/11/24 at 5:00pm
On 11/27/24 at 8:24pm
On 1/1/25 at 8:00pm
On 4/9/25 at 5:00pm

Third Shift:

On 5/6/25 at 12:00am
On 6/26/24 at 12:00am
On 7/31/24 at 6:00am
On 10/1/24 at 12:00am
On 12/1/24 at 6:00am

Interview on 6/17/25 with the Home Manager
revealed he did not know he should vary the
times the drills were practiced.

Interview on 6/17/25 with the Qualified Intellectual
Disabilities Professional revealed staff had been
trained to hold drills for every shift per quarter but
she did not realize the times of the drills should
vary.
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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
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program participation.
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