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_There was no evidence that fire drills had been
conducted during the 1st and 3rd shift of the 2nd
quarter of 2021.

_There was no evidence that fire drills had been
conducted during any shifts of the 1st and 3rd
quarters of 2021.

Record review on 10/28/21 of the facility's
disaster drills revealed:

_There was no evidence that disaster drills had
been conducted during 2nd and 3rd shift of the
4th quarter of 2020.

_There was no evidence that disaster drills had
been conducted during any shifts of the 1st, 2nd
and 3rd quarter of 2021.

Interview on 10/28/21 with Staff #1 revealed:
_Staff stated she had completed more drills and
not sure where the documentation for the 2021 is
located.

-She had completed drills but not sure if was
every month.

interview on 10/28/21 with the Director revealed:
-Staff have been trained to complete fire and
disaster drills monthly for each shift during the
weekday and weekends.

-All documentation for fire and disaster drills
should be filed in the cabinet in the home.

-She confirmed staff failed to conduct drills under
conditions that simulate emergencies under each
shift on each quarter.
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