2~~~ _VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street

Waterbury, VT 05671-2306
http:/Awww.dail.vermont.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

December 22, 2014

Ms. Paula Patorti, Administrator

Our House Too Residential Care Home
69 1/2 Allen Street

Rutland, VT 05701

Dear Ms. Patorti:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
November 24, 2014. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

SRR

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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5,10 Medication Matagement

5.10.d If a resident requires medication RieT . o

administration, unilcensed staff may administer Beravioc ;[74’4"’ shee?,

medications under the foliowing conditions: Lonidton Behavior Flan ared
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failed to assure a written plan for the use of PRN
{as neaded) psychoactive medication was
developed by the RN and provided to staff for the
adminirtration of Valium for 1 applicable rezldent.
(Resident #1) Findings Include:

1. Resident #1, admitted to the RGH on 11/13/14
with & diagnosis of Dementla, Diabetes, and
seizures had a physiclan order for Valium 5 mg,
avery 6 hours as neaded for anxlety. From 11/14
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Continued From page 1

through 11/21114, Resldant #1 was administered
Valium 11 times by unllcensed staff, Per record
review an 11/24/14 there was no evidenca a care
pian was devefoped by the RN specificaily for
behavior monttering, alternatives to utllize before
administering the medication, specific symptoris
of anxiety and monitoring for adverse effects of
thig medication. This wag confirmed with the
House Manager,

V. RESIDENT CARE AND HOME SERVICES

£.10 Modication Management
5.10.h. (2)

Medications requiring refrigeration shall be stored
in a separats, locked container impervious 10
water and air if kept in the same refrigerator used
for storage of food.

This REGLUIREMENT Is not mat as evidenced
by :

Based on observation and intenview, the RCH
(Residential Care Homa) falled to assure
medications were stored separately in a locked
sontainer in the refrigerator whara foad was also
stored, Findings include:

During a tour of the RCH with the House
Managar on 11/24/14 at 8:20 AW, Latancprost
Ophthalmic {eye drop medication usaed In the
fremtment of glaucoma) was found stored In the
butter dlah compartment of the refrigeratar where
food for residents is also storsd. This
obsarvation was canfirmed with the House
Manager.
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This REQUIREMENT I3 not met as evidenced
by:

During a tour of the RCH with the House
Manager, @ splled suction machine wag observed
in Patient #2's room and there was & failure by
staff to maintain standard Infection control
practices during the handling of soilad dishes.
{Patient #2) Findings include;

1. Resiiant #2 has a past history of increased
oral seoretlons which sfhe was unable to claar
due physical impairments, On 8/11/13 the RN
received an order for oral suctianing using a
Yankauer device (firrm plastic suction tip device
used in oropharyngeal secretions). During a tour
| of tha RCH on 11124714 at 9:25 AM with the
House Manager, a suction machine located
beside the ragident where e/he sat in a recliner,
was noted to be soiled. The Yankauer tip was
crustad with dried debris and the suction
colimetion bottle was approximately 1/4 full with a
milky colored liguid, The House Manager was
unaware when thea st time the resident was
suctioned and acknowledged the squipmant was
solled,

Per review of Instructions to RCH staff fitled Cral
Secration Education states “Cleaning and
disinfecting your equipment is simple, yst very
importent. Proper care pravants infection”. it
further discusses how to clean and store the
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suction equipment noted a plastic bag had been Lon he {:uu‘r uce
placad over the maching, howevar the egquipment it '
remained sofled. The Mouse Manager was
notified ¢f the seeend observetion and mede
aware that the equipment required cleaning or
removal if the resident ho longer required oral
suctioning of secrations,
2. Par observation at approximataly 10:00 AM an . - oo
11/24/14 a staff member failed to use proper Retete | s Carcquer was immed ick f‘]

nand washing and/or sanitizing after handling
sailed dishes and sliverware from the dinlng room
tables after tha resident's breskfast meal. When
ramoving the sailed items, the staff member
placed his/er fingera Inside glasses and cups

| previously used by ihdividual residents during the

meaal. Atter placing the soiled dishes on the
kitchen counter, the staff member failed to
sanitize or wash his/her hands and proceeded to
tauch with soiled hands, other ohjacts and
residents within the dining réom.
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