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V 000| INITIAL COMMENTS V 000 V736
The provider will ensure the licensee and staff meet the
requirements per
An annual survey was completed on January 16, 1/29/2026
2026. Deficiencies were cited. 27G .0303(c) Facility and Grounds Maintenance
10A NCAC 27G .0303 LOCATION AND
. e . . EXTERIOR REQUIREMENTS
This facility is licensed for the foilowing service
. : The provider will ensure that the clothing and bed clothing in
category. 10A NCAC 27G .5600F SuPeNIsed all clients’ rooms is cleaned daily. Further, the licensee and
Living for Alternative Family Living. staff will clean the rooms of all clients daily to ensure rooms

are clean and free of any smells.

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

V 736 27G .0303(c) Facility and Grounds Maintenance V736

10A NCAC 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 and interview, the facility
was not maintained free from offensive odor. The
findings are:

Observation on 1/13/26 at approximately 2:25pm
revealed:

-Strong odor of urine in the rear of the facility near
the bedrooms. The smell of urine was stronger
and more potent toward Client #1's bedroom and
emanated from Client #1's bedroom.

Interview on 1/13/26 with the Alternative Family
Living Provider revealed:

-Client #1's bedroom frequently smelled of urine.
-Client #1's bed linens were changed daily.

-The carpet was removed from Client #1's
bedroom and linoleum flooring was installed this
past year in hope of eliminating the smell of urine.
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V 736 | Continued From page 1 V736

-Staff maintained a toileting schedule and bathing
schedule for Client #1 to eliminate the incidents of
Client #1 from urinating on himself or in his
bedroom.

-Was currently working with Client #1's primary
care physician to determine the cause of Client
#1's toileting incidents.

Interview on 1/15/26 with the Licensee revealed:
-Remodeled Client #1's bedroom to change the
flooring to eliminate the urine smell.

-Continued to work with Client #1 and his primary
care physician to determine the cause of the
urinary incontinence for Client #1.
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