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EVACUATION DRILLS
CFR(s): 483.470(i)(1)

at least quarterly for each shift of personnel.

This STANDARD is not met as evidenced by:
Based on review of record and interview, the
facility failed to show evidence quarterly fire drills
were conducted with each shift of personnel
relative to first, second and third shift. The
findings are:

Review of the facility fire drill reports from 11/24
through 01/24 revealed missing fire drills for
12/24, 10/24, 8/24, 4/24, and 2/24. Further review
of the fire drill reports revealed first shift drills
conducted on 7/22/24, 5/11/24, and 1/26/24;
second shift drills conducted on 11/8/24, 9/30/24,
and 3/14/24, and a third shift drill completed on
6/5/24. There was no additional documentation
available about conducting first, second and third
shift drills during the review year.

Interview with the program coordinator (PC) on
01/08/2025 confirmed facility fire drills should
have been conducted quarterly for each shift.
Continued interview with the PC confirmed there
was no additional documentation to reflect the
missing drills were conducted during the review
year.
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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

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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