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 C 000 Initial Comments  C 000

The Adult Care Licensure Section conducted an 

annual and follow-up survey on 08/10/21.

 

 C 034 10A NCAC 13G .0302(n) Design and 

Construction

10A NCAC 13G .0302 Design and Construction

(n)  The home shall have current sanitation and 

fire and building safety inspection reports which 

shall be maintained in the home and available for 

review.

This Rule  is not met as evidenced by:

 C 034

Based on record review and interviews, the 

facility failed to maintain a current building 

sanitation report.

The findings are:

Review of the facility's current building sanitation 

report revealed:

-The most recent report was dated 02/07/20.

-There was a demerit score of 14.

-Demerits were received in the following areas: 

food service utensils and equipment kept clean 

and in good repair (4 demerits); toilet, 

handwashing, laundry, and bathing facilities 

fixtures kept clean and in good repair (2 

demerits); beds, linen, furniture (2 demerits); 

floors (3 demerits); and walls and ceilings kept 

clean and in good repair (3 demerits).

Telephone interview with the local county 

environmental health representative on 08/10/21 

at 10:55am revealed:

-The last inspection of the facility had occurred on 

02/07/20.
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 C 034Continued From page 1 C 034

-The facility was supposed to call them to 

schedule a sanitation inspection.

-The facility had not called them to schedule a 

sanitation inspection.

-They had staff available to do sanitation 

inspections "immediately."

Interview with the Administrator on 08/10/21 at 

11:05am revealed:

-He knew the building sanitation inspection was 

overdue.

-He had not called to schedule a building 

sanitation inspection.

-He thought the sanitation inspections had been 

suspended due to the COVID-19 pandemic.

-He would call and schedule an appointment for a 

sanitation inspection.
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