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An unannounced Focused Infection Control

survey in conjunction with a review for emergency

preparedness for staff and complaint

investigation survey was conducted on

12/08/2020. The facility was found in compliance

with the rules for the licensing of nursing homes

10A NCAC 13D 2209 for Infection Control and

has implemented the Centers for Disease Control

and Prevention (CDC) recommended practices to

prepare for COVID-19. Three of the 3 allegations

were unsubstantiated. Event ID #XLTO011.
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