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Initial Comments

The Adult Care Licensure Section conducted an
annual survey on 11/05/14.

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

10A NCAC 13G .0302 Design and Construction
(n) The home shail 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:

Based on record review and interview, the facility
failed to assure current sanitation inspection
reports were maintained in the home and
available for review,

The findings are:

Interview with the Administrator on 11/05/14 at
3:10pm revealed the following:

- The Administrator was aware sanitation reports
were to be current maintained in the home and
available for review,

- The Administrator stated sanitation inspection
reports for the years of 2005, 2006, 2007 2009
and 2010 were available,

- The Administrator stated the |ast sanitation
inspection was completed in 2012 but she could
not find the report,

- The sanitation inspection for 2013 was not
completed due to " conflicting schedules ™ of the
Administrator and the county sanitation inspector,
- The Administrator stated the county sanitation
inspector had cancelied 3 appointment dates with
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resident shall be tested for tuberculosis disease o RCCTT IS s ﬁ/y,m e P A,
in compliance with the control measures adopted Thern 7 S o ) Kt b
by the Commission for Health Services as P CSch oottt 7; l
specified in 10A NCAC 41A 0205 including o £ SAAL 5 0 g /
subsequent amendments and editions. Copies of e e = ’Z
the rule are available at no charge by contacting e S [ ens R P T 57 C}
the Department of Health and Human Services, Lo it n i e B s Jha | Teree
Tuberculosis Control Program, 1802 Mail Service Pt Mg
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failed to assure 1 of 3 sampled residents N
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to the control measures adopted by the
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-  The Administrator stated she thought the 2 he T O BTEp T8 TeyT For
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skin test as soon as possible {in a few days).

- The Administrator stated she would schedule
appointment foe Resident #1 to get 1st step TB
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Herring, Belverly G

From: Kirby, Linda H

Sent: Wednesday, February 04, 2015 1:32 PM

To: feliciamitchell-mcneill@ccessnc.com

Cc: Coats, Tony; Herring, Belverly G

Subject: Mcleod FC Center 2014-12-09 POC

Attachments: McLeod Family Care Center 2014-12-09 POC OTO311.pdf
See Attachment.

Thanks,

Linda H. Kirby,RN, Nurse Consultant

North Carolina Department of Health and Human Services

Division of Health Service Regulation - Adult Care Licensure Section
109 West Main Street

Clinton, NC 28328

Office Phone: 910-592-293- Fax: 910-590-2516

Email: linda.kirby@dhhs.nc.gov

http://www.ncdhhs.gov/dhsr/

Email correspondence to and from this address is subject to the North Carolina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential information, including confidential information relating to an ongoing
State procurement effort, is prohibited by law. If you have received this email in error, please notify the sender immediately and delete all records of this email.



