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W 448 EVACUATION DRILLS W 448 The facility will ensure the evacuation

CFR(s): 483.470(i)(2)iv) drills reviewed by management and if

B _ _ _ there is any problems with the

Z"::cfj;t':g Z‘r‘:ﬁ; ”i‘:;zg?:;eai'éggﬁfms with evacuation drills will investigated.

This STANDARD is not met as evidenced by: To prevent further occurrence:

Based on document review and interviews, the : .

A. PM will educate all QIDP’s to include

facility failed to ensure the evacuation drills were

reviewed by management and any problems with Area Supervisor and Site Supervisor to

the evacuation drills were investigated. This review and investigate all problems
aﬁeptecj 2 of 3 audit clients (#3 and #4). The relative to fire evacuation drills
finding is: including the reason for extended times

Review on 7/8/25 of the facility's fire drill reports needed for group home evacuations.

from June '24 - June '25 revealed client #3 and

#4 (newly admitted) were documented to have B. Area Supervisor will review and

participated in six fire drills dated 7/11/24, submit copies of all drills to includes fire

8/15/24, 9/25/24, 11/14/24, 12/16/24, and and disaster drills to Program Manager.

1/21/25. Continued review of the fire drill reports

revealed six emergency drill/non-fire drill reports -

that indicated client #3 and #4 to have Person(s) Respor?5|ble. PM{ QIDP, Area
Supervisor and Site supervisor

participated in the drill. Further review of the fire

drill reports revealed there were no staff names

documented to indicate who sounded the “all To be completed by: 07/31/2025  o7312025
clear" and the time in which it was cleared.

Additionally, the facility did not provide any

documentation/meeting notes addressing the

problems with the fire drills.

Review on 7/8/25 of client #3's record revealed

an Individual Support Plan (ISP) dated 3/10/25.

Continued review revealed client #3 was admitted RECEIVED
to the facility on 2/14/25.

Review on 7/8/25 of client #4's record revealed

an ISP dated 6/26/25. Continued review revealed .
client #4 was admitted to the facility on 5/30/25. DHSR-MH Licensure Sect

Interview on 7/9/25 with the Area Supervisor (AS)
revealed she was not aware that the fire drills
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included client #3 and #4 to have participated in
the drills and that their names should not have
been documented on the reports. Continued
interview with the AS revealed that she and the
site supervisor were responsible for reviewing the
evaluation drills and that she only looked at the
datesi/times of the drills to ensure it was
completed per the drill schedule. Further
interview with the AS revealed she did the review
the form entirely to address and document any
problems with the drills.

Interview on 7/9/25 with the Qualified Intellectual
Disabilities Professional (QIDP) revealed client #3
and #4 ISPs were current. Continued interview
with the QIDP revealed the AS was responsible
for reviewing the evacuation drills. Further
interview with QIDP revealed that she was
unaware of what was documented on the fire
drills and that it could have been a system error;
she could not provide any documentation or
meeting notes addressing the problems with the
drills.
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