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V000 INITIAL COMMENTS V 000

An Annual Survey was completed on 11/8/18 A
deficiency was cited.

This facility is licensed for the following service
category: T0ANCAC 27G .5600C Supervised
Living for Adults with Developmental Disabilities.

V 752 27G .0304(b)(4) Hot Water Temperatures V 752

10A NCAC 27G .0304 FACILITY DESIGN AND
EQUIPMENT

(b) Safety: Each facility shall be designed,
constructed and equipped in a manner that
ensures the physical safety of clients, staff and
visitors.

(4) In areas of the facility where clients are
exposed to hot water, the temperature of the
water shall be maintained between 100-116
degrees Fahrenheit.

This Rule is not met as evidenced by:
Based on observation the facility failed to
maintain water between 100-116 degrees
Fahrenheit. The findings are:

Observation on 11/8/18 at 12:00 PM of water
temperatures revealed:

-Clients bathrooms water temperature was 85
degrees Fahrenheit.

-Kitchen sink water temperature was 90
degrees Fahrenheit.

During interview on 11/8/18 the Director stated:

-Not aware the water temperature was
running low.

-No one had mentioned the water not getting
hot enough.

-Will have water heater turned up to meet the
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V 752 Continued From page 1 V 752

required temperature.
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