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- The Adult Care Licensure Section conducted an
- annual and a foliow-up survey on 02/18/25.
|
D 113 10ANCAC 13F .0311(d) Other Requirements D 113

10A NCAC 13F .0311 Other Requirements

(d) The hot water system shall be of such size to

provide an adequate supply of hot water to the

Kitchen, bathrooms, laundry, housekeeping

closets and soil utility room. The hot water

| temperature at all fixtures used by residents shall
be maintained at a minimum of 100 degrees F

(38 degrees C) and shall not exceed 116 degrees

F (46.7 degrees C). This rule applies to new and

existing facilities.

This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to ensure the hot
water temperatures were maintained at a
minimum of 100 degrees Fahrenheit (F) to a
maximum of 116 degrees F for 3 of 3 fixtures (2
sinks and 1 shower) used by the residents.

The findings are:
Observation of the facility during the initial tour on Mmﬂ)a C}\.OJV\-%Q&(M
| O‘I?r/\:aaflazcsnllftr; rxaizisc?:::tgrj e s WY MM ‘ ‘ 2)i8hs

-The facility had a census of 15 residents.

Observation of the hot water temperature at the
bathroom sink in the hallway on 02/18/25 at
9:18am revealed the hot water temperature was
123 degrees F.

Observation of the hot water temperature at the |
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- second bathroom sink in the hallway on 02/18/25

at 9:20am revealed the hot water temperature
was 124 degrees F.

Observation of the hot water temperature at the

bathroom shower in the hallway on 02/18/25 at
9:23am was 121 degrees F.

Interview with a resident on 02/18/25 at 10:05am
revealed:

-He had never been burned by the hot water
when he washed his hands or took a shower.

-If the water was too hot, he knew how to turn
down the water temperature.

Interview with a second resident on 02/18/25 at
10:09am revealed:

-He knew how to adjust the water temperature to
prevent getting burned.

-He had never been burned by hot water in the
bathroom.

Interview with a third resident on 02/18/25 at
10:14am revealed

-He did not think the water was too hot when
taking a shower.

-If the water was too hot for him, he would turn up
the water temperature.

On 02/18/25 at 1:50pm, an ice water slurry was
used to check the surveyor's thermometer with a
reading of 32 degrees F registered on the
thermometer.

Recheck of the first bathroom sink in the hallway
on 02/18/25 at 10:45am revealed the hot water
temperature was 107 degrees F.

Recheck of the second bathroom sink in the

hallway on 02/18/25 at 3:30pm revealed the hot

f
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- water temperature was 100 degrees F.

| Recheck of the bathroom shower in the hallway
on 02/18/25 at 3:32pm revealed the hot water
| temperature was 100 degrees F.

Interview with the medication aide (MA) on

| 02/18/25 at 3:55pm revealed: W M d / ’ q/ ”QS

-She was not aware the hot water temperatures

were required to range between 100-116 degrees ﬁi&% N PVING o M J / 2l / 25

ﬁ F.
-No resident had complained or reported to her

N
hot water temperatures were elevated. OJ‘WA ,ﬂ\@uu OJV\A LMM ‘tD
-The Administrator was responsible for checking Wno\ w UY\{ITJ\JW\"
the water temperatures each month.
Interview with the Manager on 02/18/25 at
4:05pm revealed:
| -She was aware hot water temperatures were
required to range between 100-116 degrees F.
-She had no knowledge of a resident being
burned by the elevated water temperatures.

-The Administrator was responsible for checking
the water temperatures.

Interview with the Administrator on 02/18/25 at
9:20am revealed:

-She was not aware the hot water from the
fixtures in the common bathroom sink and
shower were too high.

-She was aware hot water temperatures were
required to range between 100-116 degrees F.
-She was responsible for checking the water
temperatures each month.

-She was not sure If the water temperatures were
checked for the month of February 2025.

-She did not keep a log that recorded monthly
water temperatures.

—
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Administration
10A NCAC 13F .1004 Medication Administration

(@) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
by staff are in accordance with:

(1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and
(2) rules in this Section and the faclility's policies
and procedures.

This Rule is not met as evidenced by:

Based on observations, interviews and record

| reviews, the facility failed to ensure medications
were administered as ordered for 1 of 3 sampled
residents (#3) with an order for an antibiotic.

The findings are:

Review of Resident #3's current FL-2 dated

09/27/24 revealed diagnoses included
hypertension, type 2 diabetes, and depression.

Review of Resident #3's hospital after visit
summary (AVS) medication list dated 12/29/24
revealed:

-There was an order for cefdinir (an antibiotic
used to treat infection) 300mg take 2 capsules
(600mg) daily for ten days.

-The prescription for cefdinir was sentto a
pharmacy and was available to be picked up.

Review of Resident #3's December 2024
electronic medication administration record
(eMAR) revealed:

-There was no entry for cefdinir 300mg.
_There was no documentation cefdinir 300mg
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- was administered from 12/29/24 to 12/31/24.

Review of Resident #3's January 2025 eMAR |
revealed: |
-There was no entry for cefdinir 300mg. |
-There was no documentation cefdinir 300mg |
was administered from 01/01/25 to 01/31/25.

Review of Resident #3's February 2025 eMAR
revealed:

-There was no entry for cefdinir 300mg.
-There was no documentation cefdinir 300mg
was administered from 02/01/25 to 02/18/25.

Observation of Resident #3's medications on
hand on 02/18/25 at 3:41pm revealed there was
no cefdinir 300mg on the medication cart.

Telephone interview with a pharmacist from the
pharmacy on 02/18/25 at 4:20pm revealed:
-There was an order on file for Resident #3 for
cefdinir 300mg take two capsules daily for ten
days.

-Resident #3's cefdinir prescription was never
picked up at the pharmacy and was never
dispensed.

Attempted telephone interview with the provider
who prescribed Resident #3's cefdinir on
02/18/25 at 4:10pm unsuccessful. |

Interview with Resident #3 on 02/18/25 at 3:50pm |
revealed she thought she remembered being |

administered an antibiotic after her hospital visit
in December 2024. |

Interview with a medication aide (MA)/Manager
on 02/18/25 at 4.27pm revealed:

-She did not know about Resident #3's cefdinir
order from December 2024,
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|
| -She thought Resident #3 was administered an |
- antibiotic in December 2024 but did not know if it

' was cefdinir.

- -She or the other Manager normally reviewed the
 residents’ hospital AVS to check for new
medication orders.

|
Interview with the Manager on 12/18/24 at l
- 4:30pm revealed: |

-She or the other Manager normally picked up J Cdu’ JL(& ‘t@ 'L/{/\Q /’YM_O/Y%MQ/ / 3/ 2 §
residents from the hospital once they were - w

discharged. M (‘J\QML‘J”\@

-Sometimes when she picked up residents from . W\k
the hospital, their AVS was not available. WN\'Q)Q *’"P
-She did not know about Resident #3's cefdinir W\g_m '/QJ% M

order from December 2024, «

-She reviewed the residents' hospital AVS if they W ; . .
were In her review box and faxed orders to the . ('é /TY\.Q'O(WW
pharmacy if there were prescriptions. WW 2,

-She did not know Resident #3's cefdinir W ,OJZ/VC* TD
prescription was not picked up from the Vp\ﬂo

pharmacy. W M + 0 Y&

-She completed medication cart audits monthly
and compared medication on the medication cart

to the residents' physician orders. W MW adu

Interview with the Administrator on 02/18/24 at cavnm (}/V»O! p

4:40pm revealed: M |
-She did not know Resident #3 had an order for A ~k hJ P,&WUW\O’C@
cefdinir 300mg take two capsules daily for ten W/VV“ Cw |

days from December 2024.

-One of the two Managers normally picked up : Q ‘tO O—”"CJ J\MW

residents from the hospital once the residents

were discharged back to the facility.
-She told the Managers to look at the hospital

AVS whenever they picked up a resident from the 0 é i}/\,\@ M w |

hospital.

-Audits were completed on the 10th day of each M\Q Lhan H% |
month and compared the medications on the cart M 'tO cng th tﬂ\ Q '

to the residents' eMARS. |
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ﬂ -She did not know Resident #3's cefdinir M

prescription was not picked up from the

pharmacy. g Lk M ,
-She expected MAs to follow the rules and

I regulations of medication administration as well

as follow facility policy and procedures.

-MAs were responsible to administer medications Qab\ﬁ,kﬂa WMOD W’Qb
as ordered.
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