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The Adult Care Licensure Section conducted an
annual and complaint investigation on 06/17/25.

10A NCAC 13G .0317 (a) Building Service

10A NCAC 13G .0317 Building Service

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

This Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed to ensure the heating system was working

Observation of the facility during the initial tour
on 06/17/25 at 8:15am revealed:

-There were 5 residents residing in the facility.
-There were two thermostats attached to the wall

-The thermostat at the top read 80 degrees

-The thermostat at the bottom read 82 degrees F.
-The thermostat was turned on for automatic use.

Observation of the thermostats in the office on
06/17/25 at 11:42am revealed:
-The thermostat at the top read 83 degrees F.
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-The thermostat at the bottom read 85 degrees F.
-The thermostat was turned on for automatic use.

Interview with a resident on 06/17/25 at 8:20am
revealed:

-She was melting because she was hot.

-She told facility staff it was hot in the facility (not
sure of date).

-It was always hot in the facility causing her to
sweat.

-She had a fan in her room, but it was not
keeping her cool.

Interview with a second resident on 06/17/25 at
8:30am revealed:

-The air conditioning did not work in the facility.
-When the temperature outside reached 90
degrees F, the residents were always hot.

-The facility staff were aware it was hot in the
facility.

Interview with a third resident on 06/17/25 at
8:35am revealed:

-It was too hot in the facility.

-She told the facility staff it was hot in the facility,
and she was told the air conditioning was turned
on.

Interview with a fourth resident on 06/17/25 at
8:43am revealed:

-It was too hot in the facility.

-She told the facility staff she was hot, but she
was told it was comfortable.

Interview with a fifth resident on 06/17/25 at
8:48am revealed:

-She turned on her fan when it was too hot in the
facility.

-She told the facility staff it was too hot in the
facility, and they adjusted the thermostat.
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-When the thermostat was adjusted, it became 'a
little cooler' in the facility.

Interview with the Resident Care Coordinator on
06/17/25 at 9:10am revealed:

-The numbers in large font on the thermostat
were reading the temperature inside the facility.
-The top thermostat was for the back of the
building.

-The bottom thermostat was for the front of the
building.

-The air conditioning was not working 3 or 4
months ago but it was repaired.

-She was not aware the residents felt it was too
hot in the facility.

Interview with the Administrator on 06/17/25 at
12:34pm revealed:

-The facility staff informed the owner on Friday,
06/13/25 the residents were complaining it was
hot in the facility.

-The residents did not inform her they were hot.
-She called a company today, 06/17/25 to come
out and check the air conditioning.
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