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Report by Paul Dixon

oHSR Construction Section conducted a Biennial
Follow-Up Survey on January 20, 2016 from
11:1:45 PM to 1:00 PM at the above referenced
fc cility. Not all previously cited deficiencies have
been corrected; therefore further action is
re quired.

{C 146} C utside Entrances/Exits-Ramp(s)

S ",CTION .0300 - THE BUILDING
1 A NCAC 13G .0312 OUTSIDE ENTRANCE
A~D EXITS
(c) At least one principal outside entrance/exit
fo the residents' use shall be at grade level or
a cessible by ramp with a one inch rise for each
1. inches of length of the ramp. For the
pl rposes of this Rule, a principal outside
er trance/exit is one that is most often used by
residents for vehicular access. If the home has
ar y resident that must have physical assistance
with evacuation, the home shall have two outside
er trances/exits at grade level or accessible by a
ramp,

TI is Rule is not met as evidenced by:
1. Based on observation, the facility did not
maintain the license in accordance with the
C des and Rules in effect at the time of
licensure.

Fi dings include:
n e facility is equipped with one accessible exit.
Tt e facility has admitted two (2) residents who
use wheelchairs. It was not determined at the
tin e of the survey whether the residents could
tra nsfer from their bed to the chair and evacuate
on their own. If the residents are not able to
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evacuate on their own, the facility will have to be
equipped with two outside exits at grade or
accessible by a ramp.
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10/13/2015: SF-At the time of this survey, there
~~asonly one accessible exit at the front. The
P ovider is working with the Owner to construct a
s cond exit with a ramp. Provide copies of the
p rmits and final documents for the ramp to
DHSRlConstruction when complete.

o /20/2016-PD: Based on observations during
tt e Follow-up Survey, this has not been
c brrected. There was a contractor on-site at the
ti ne of the survey, and work appeared to be
p ogressing. Upon completion, provide the
DJ-tSRConstruction section with copies of all
ill~oices, work orders, receipts, photographs and
a ~yother supporting documentation concerning
tt is repair.
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