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1 - Facility operated using 7 day shifts 
- Two staff (#1 and #2) rotated shifts rotating 7
days on and 7 days off

Review on 3/18/22 of the facility's Fire & Disaster 
Drill Logs revealed: 
- There were no fire or disaster drills
documented conducted by staff#1 between
October 2021-March 2022.

Interviews on 3/21/22 2 of 3 clients stated: 
- Don't recall practicing disaster drills
- Staff talked with them about where to go
incase of a disaster
- Client #1- thought he would hide under his
desk if a tornado occurred. He then stated the
desk was near a window so he thought it was not
a good idea.

I - Client #5 said she would go in her closet but 
thought she could not fit in her closet. 

Interview on 3/18/22 staff #1 stated: 
- Staff #2 just completed the fire and disaster
drills.

Interview on 3/22/22 staff #2 stated: 
- The drills were scheduled and had to be
completed within 10 days of the notification.
- Drills were conducted the same day and
within 15 minutes of each other.
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