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Initial Comments

The Adult Care Licensure Section conducted an
annual survey on 12/04/24.

10A NCAC 13F .0311(b)(2) Other Requirements

10A NCAC 13F .03110ther Requirements

(b) There shall be a heating system sufficient to
maintain 75 degrees F (24 degrees C) under
winter design conditions. In addition, the
following shall apply to heaters and cooking
appliances.

(2) Unvented fuel burning room heaters and
portable electric heaters are prohibited.

This rule apply to new and existing facilities.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to prohibit the use of a portable electric
heater in one resident's room.

The findings are:

Observation during the initial tour of one
resident's room on 12/04/24 at 9:15am revealed
there was a portable electric heater, plugged in
and operating, on the floor near the door.

Interview with the resident on 12/04/24 at 9:16am
revealed:

-The baseboard heat in the room made the room
too hot.

-She did not want to use the baseboard heat so a
medication aide (MA) gave her the portable
electric heater.

-She could not remember which MA gave her the
heater.
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Interview with a MA on 12/04/24 at 9:20am
revealed:

-He knew portable electric heaters were not to be
used in the facility.

-He did not know the heater was in use in the
resident's room or where it came from.

Interview with the maintenance staff on 12/04/24
at 9:34am revealed:

-He knew portable electric heaters were not to be
used in the facility and did not know it was in the
resident's room.

-The facility used baseboard heat and that was
sufficient.

-Sometimes family members brought in items like
heaters.

Interview with the Administrator on 12/04/24 at
9:40am revealed:

-Portable electric heaters were not allowed in the
facility.

-She did not know the heater was in the resident's
room.

-The resident did not like staff in her room and
the heater went undetected.
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