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DEPARTMENT OF HEALTH ANF HUMAN SERVICES

DIVISION OF HEALTH SERVICE REGULATION
ROY COOPER MANDY COHEN, MD, MPH
CGOVERNOR SECRETARY
MARK PAYNE
DIRECTOR

Vanderbill Cherry Jr.-(via e-mail only)
P O Box 789
Aulander, NC 27805

April 27, 2017 i
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RE: Pathways II- FC Biennial Survey
812 Charles Taylor Road
Aulander Bertie County
FID #920204 Fcl008001

Deur Mr. Cherry, Ir.:

(DHSR} — Construction Section Biennial survey of your facihity on April 19, 2017, As a result of the survey,
deficiencies were cited which will require an acceptable Plan of Correction. The deficiencies cited are listed on
the enclosed Statement of Deficiency. Your Plan of Correction dhould indicate the following:

Thank you for the cooperation and courtesies extended duning th£ recent Division of Health Service Regulation

= What corrective action(s) will be accomplished in those areas of the facility found to have been affected
by the deficient practice; !

i

s How you will identify other areas of the facility having tﬂe potential to be affected by the same deficient
practice and what corrective action will be taken; !

« What measures will be put into place or what systemic cﬂanges you will make to ensure that the
deficient practice does not recur; and,

» How the corrective action(s) will be monitored to ensure khe deficient practice will not recur, 1.c., what
quality assurance program will be put into place.

CONSTRUCTION SECTIDN
WWW.NCDHHS. GOV« WWW NCDHMHS.GOV/TIHER
TEL 919-855-3893 « FAX 9194733-6592
LOCATION: WILLIAMS BUILDING, 1800 UMSTEAD DRIVE - RALEIGH, NC 27603
MAILING ADDRESS: 2705 MAIL SERVICE CENTER = RALEIGH, NC 27699-2705
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» Include dates when corrective action will be completed. [The corrective action dates must be acceptable
to the State. t

L
v
H

1. Corrective action must begin immediately. i
2. Any completion date greater than 45 days from d#te: of survey requires a written waiver from
DHSR-Construction Section, |
Please type or print clearly your correction action on the enclosed Statement of Deficiencies. You will need to
SIGN, DATE AND RETURN the Plan of Correction to DHSR-Construction by May 12, 2017. Failure to return
the slgned Plan of Correction within this time period could Jeop:a@rdlze the status of your license. The
FROVIDER. may copy form(s) to be retained for your files.

|
Your Plan of Correction can be: ‘
Mail to: DHSR Construction Section ’
2705 Mail Service Center
Raleigh NC 27699-2705

Fax to: (919)-733-6592

Email to: DHSR‘Construction.Admin@,dhhs.nc,govi

Prior to making any changes to your facility you will need to verify with the local Building Official whether or
not a permit is needed to make the changes on the enclosed Statement of Deficiencies. The North Carolina
State Building Code requires that "No person, firm or corporation shall erect, construct, enlarge, install, alter,
repair, move, improve, convert or demolish any building, structute, or service system without first obtaining a
permit for such from the Inspection Department having jurisdiction”,

Informal Dispute Resolution

Tn accordance with G.8. § 131D-2.11(a2), you have one oppmtu?ity to question cited deficiencies through an
informal dispute resolution (IDR) process. You may also contest the severity of noncompliance that resulted in
a violation determination. To be given such an opportunity, you lare required to send your written request
identifying the specific deficiencies being disputed postmarked by May 12, 2017. An explanation of why you
are disputing those deficiencics (or why you are disputing the severity of noncompliance that resulted in a
violation determination) along with any supporting documentatian must be sent and postmarked by May 12,
2017. You must submit 2 copies of material and highlight or usd some other means to identify written
information pertinent to the disputed deficiencyfies). Additional{written material that does not meet these
requirements will not be reviewed, This information should be s&nt to: Steven C. Lewis, Construction Section
Chief, 2705 Mail Service Center, Raleigh NC 27699-2705. An incomplete informal dlspute resolution process
will not delay the effective date of any enforcement action. IDR rocedures can be accessed at:
http://www.ncdhhs.gov/dhsr/acts/idr.htm!. :
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|
Please do not hesitate to call us if you have questions (:nnc:em.inT the deficiencies or if we can be of other
assistance.

Sincerely, E
Greg Williams i
Architectural/Engineering Technician |
DHSR - Construction Section g

|

cc:  Adult Care Licensure Section-with attachment
County Building Inspection Department - with attac:hment\l(via e-mail only)
Bertie County DSS - with attachment-(via e-mail only)
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FORM APPROVED
Division of Health Service Requlation

ETATEMENT CF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER: A. BUILDING: 0% COMPLETED

FCLOOBOO1 B. WING 04/19/2017

NAME OF FROVIDER OR SUPPLIER STREET ARDRESS, CITY, STATE, ZIP CODE

812 CHARLES TAYLOR|ROAD
AULANDER, NC 2780%

(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES ‘ ) FROVIDER'S PLAN OF CORRECTION {%5)

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IRENTIFYING INFORMATION) TAG | | CROSS-REFERENCED TO THE APPROPRIATE DATE

| . DEFICIENCY)

PATHWAYS I}

C 000| Initial Comments C 000 .
HThe gheef roch puil/ S Bl
; be r;p}ace,d ﬂﬂb" &JDLUMHIN:‘W_
PHSR Construction Section conducted a Biennial : ’ : — '
Survey on April 19, 2017 from 10:30 AM to 12:00 will e prov. "')““J Q‘Mb Hha
PM at the above referenced facillty. DHSR ok (S dopse . Staf€ wll
records indicate the home was first licensed on . - ‘h)

December 9, 1980, This facility is licensed for six ohnve to woni RO 2
(6) ambulatary residents (able to evacuate and Lhe  w? {4 an?
. respond without any physical or verbal assistance rees ow 0‘

during a fire or other emergency) which indicates " | ha Areod
that the bed count was increased to six sometime < ﬂ lcﬂ.ﬁr Cw ‘ﬁ X v
after April 1, 1984. Based on this information we ry. dﬂgl ;'-F e dedh.

are requiring the home to maintain compliance ! - 9 \.d ;
with the following: the 1984 "Family Care Homes .ohraj u..n\ l be pf 0
Minimum Standards and Requlations,” applicable

portions of the 2005 Rules 10A NCAC 13G for ter Hhe work 1$ done,
. Family Care Homes and the 1978 (Revision 5) of ;
. the North Carolina State Building Code - Section {
409.1 (g) - Residential Care Facllities.

Rapaort by Greg Williams

L3

At the time of our visit, we cited deficiencies that
require an acceptable plan of correction. They
are as Tollows:

C 174) Building Equipment Maintained Safe, Operating C174

SECTION .0300 - THE BUILDING

10A NCAC 13G .0317  BUILDING SERVICE
EQUIPMENT

{a) The building and all fire safety, electrical,
mechanical, and plumbing aquipment in a family
care home shall be maintained in a safe and
operating condition.

{i) This Rule shall apply to naw and existing
family care homes.

This Rule is not met as evidenced by
1. At the time of the survey it was noted that there
was damage to the sheetrock wall below the

ivigion of Health Sarvice Regulation
LABORATORY INRECTOR'S OR P%UVIDER!&UPPLIEH REPRESENTATIVE'S SIGNATLUIRE IITLE (XA) DATE
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! PRINTED: 04/27/2017

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFIGIENGIES (¥1) PROVIDER/SUPPLIER/CLIA (¥2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFIGATION NUMBER: A BUILDING: nﬁ COMPLETERD
FCLOOB00Y BWING ___| 04/18/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, GITY, STATE, ZIP CODE
812 CHARLES TAYLOR ROAD
PATHWAYS Il AULANDER, NC 27805
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES ‘ b 2 PROVIDER'S PLAN QF CORRECTION (x5)
PREFIX {(EACH DEFICIENGY MUST BE PRECEDED BY FULL . PREFIX | |  (EAGH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LEG IDENTIFYING INFORMATION) TAG | c:nos&n&msncmg gy}a APFROPRIATE | DATE
; ; DEFIC ;
n
c 174| Continved From page 1 C174 | '_d,\ML Lot N Oowwhe v 1o 9 -
double windows in the kitchen area. Have the b o e
water leak correctad and replace the damaged 5;:\\ Ye (P \m’_‘i { ;‘:
sheetrock. Provide documentation to our office W ; 2
- when completed. \J““";‘Jt”v)t ij\_l.o W:: l.l (
| 2. I the Kitchen the Iaminate countertop by the ovided - S L:'
; TdorLhe
! stove was discolored and worn. Have the W\A“ W ‘[‘9 mow Yok
countertop replaced and provide documentation i lertops | nl Hha M* b
to our office when completed. CWD; v ‘ P E,G ¢ 1('(& W‘”d /|
| re@lot ‘
C 180 Building Service Equipment-Call System c180 %z"é’ L”/ P ; ‘
| SECTION .0300 - THE BUILDING : : ) i
10ANCAC 13G .0317 BUILDING SERVICE wi e Facd H o RO g
EQUIPMENT - ; (gJ; Daid
() Where the bedraom of the live-in staff is Lorll Gysrent 7{? e 4 |
"jocated in a separate area from residents’ l‘p' Y 6’7/ 6‘-/‘&\"(41 Al ok nand |
bedrooms, an electrically operated call system ; . ‘
zhall be provided connecting each resident *z? Aot A Lo k/gk’ e (il
badreom to the live-in staff bedroom. The . 01(' #}Q MW .
resident call system activator shall be such that it ‘ {? { éce ¢ 7 7o
can he activated with a single action and remain o s
on until deactivated by staff. The call system f‘f ﬁl ("ﬁ/ v l)pt “ ‘M{ d 2
activator shall be within reach of resident lying on A e pr QU t
i his bed. 5
{iy This Rule shall apply to new and existing '
family care homes.
Thiz Rule is not met as evidenced by
1. At the time of the survey the Resident cal
| system was not working when tested. Have the
. call system repaired or replaced and provide
documentation to our office when completed.
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