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INITIAL COMMENTS

An annual and follow up survey was completed
on June 23, 2023. A deficiency was cited.

This facility is licensed for the following service
category: T0ANCAC 27G .5600F Supervised
Living for Alternative Family Living.

This facility is licensed for 3 and currently has a
census of 3. The survey sample consisted of
audits of 3 current clients.

27G .0303(c) Facility and Grounds Maintenance

10ANCAC 27G .0303 LOCATION AND
EXTERIOR REQUIREMENTS

(c) Each facility and its grounds shall be
maintained in a safe, clean, attractive and orderly
manner and shall be kept free from offensive
odor.

This Rule is not met as evidenced by:
Based on observation, record review and
interviews the facility was not kept free from
offensive odor. The findings are:

Observation on 6/19/23 at 11:30 am of Client #1's
bedroom revealed:
-There was a strong smell of urine.

Record review on 6/21/23 of Client #1' record
revealed:

-Admission date 7/2/20

-Diagnoses: Autism Spectrum Disorder,
Moderate Intellectual Developmental Disability,
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Attention Deficit Hyperactivity Disorder,
Intermittent Explosive Disorder and Mixed
Hyperlipidemia.

Attempted interview on 6/19/23 with Client #1 was

unsuccessful due to no response and only
nodding head when asked a question.

Interview on 6/19/23 with Staff #1 revealed:
-Client #1 had a history of aggressive behaviors
and destroying property.

-When Client #1 gets upset he would urinate in
the air vent in his bedroom.

-Client #1 started urinating in the air vent within
the last year.

-Client #1's continuous urinating in the air vent
was causing the strong odor of urine in his
bedroom.

-Tried to explain to Client #1 that he should not
urinate in the vent.

- She was looking for solutions to keep Client #1
from urinating in the air vent and to get rid of the
strong odor of urine.

Interview on 6/23/23 with the Qualified
Professional revealed:

-Client #1 has goals in his treatment plan about
needing assistance with toileting.

-She was not aware of behavioral issues related
to Client #1 urinating in the air vent in his
bedroom.
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