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Report by Glenn Hoppin

A Gomplaint Follow-up Survey was conducted an
March 25, 2015 starting at 11:00AM and ending
at 11:184M. Mot all of the previously cited

- deficiencies were corrected. Therefare, further
Vaction iz required.

The remaining defliciencias that were observed

are|as follows:

Hnlﬁekeeping-und Line Phone

CSECTION 0300 - THE BUILDING

D1DANCAC 135G 0315 HOUSEKEERING AND

(FURMISHINGS

iia} | Each family care home shall:

:{12) have al keast one telephone that does nat
depend on eectricly or cellular service lo
operate.

i@} | This Rule shall apply to new and existing

I homes,

( Thig Rule is not met as evidenced by

1) Al the time of survey it was observed that

s there is no landline phone in the facility, Install a
IE-:ml;lllne phone in the facility that does not depend
i-on glectrical or cellular Bervice ta operate,

[DAZE2015- GH - This Deficiency remalns, install
i lapdline phane in the facility that does not

:ide d an electrical or callular service to operate,
|ancik completed provide verification o our office

I
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DISASTER PLAN i |
{{c) [Any fire safety requirements reguired by city ! [
|ordinances or caunly bullding inspectors shall be | i
met. i

Thig Rule is not met as evidenced by;

A joint fire drill was conducted with the Buncombe
L by Fire Marshals office, D33, and the DHER
Consfruction Seclion, The live drill waz i
mnd ucked by the staff and 311 was called as parl 5
' af the drill, : |

The{following conditions were observed

1 %lf'umg the drill the 911 dispatcher was unable glf_., Fo '

Ao understand the staff member calling, because | E
Pl 010 *143 traies

the staff member speaks only Korean

2.) When the power was turmed of to the facility ﬁ“__ {"—; g W-ﬁe”-ﬂ"j

the smoke delectors, the phones, and the wandar ) .

alarm did not function. proce dons, cud ’“‘j

Basgd on these facts the Buncombe County fire E@p ot iva If_tmmi"'*"ﬂ L Cakzom

Marshall is requiring an addressable monitored

fire alarm aystem that will tell amergancy 40 1l deg F ! ’
_ resr!-nnl:lem whal the amargency ia and whera to y |

irespond, Obtain bids for a monitored addressable T}'—"""I""j ¥ ',]‘.:rr ff-b H'F . *Hrw—vff.f
fire plarm system and provide the Buncombe

LCounty Fire Marshals office and the DHSR i
Construction sechon with a set of installation ' i
drawings for approval before installing the ‘ |
systemn, Provide the DHER Congtruction section
wwith copies of all permits, plans, invoices, and any
wothar supporting documentation when the system
‘15 cpmplate. Contact the Fire Marahals office and i
the DHSR Construction section for final approval
after installation.

04 5@201 5 GH A joint meating was called by the |
Bu mrnl:le Enunl‘g.r Fire Marshalls office after i
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was discoverad that a residentlal fire alarm
system was installed without DHSR Construction
of tre Fire Marshals approval, Based on this fac!
' @ spspenaion of admissions has bean issued for
this facility until all deficiancies are corrected,
Pravide the Buncombe County Fire Marshals
| office and the DHSR Construction section with a
set of installation drawings for a monitorad
aﬂqrﬁsable fire alarm syatem for review,
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