7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://www.dail.vermont.gov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

May 31, 2018

Ms. Beth Peer,

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

Rutland, VT 05701-4501

Dear Ms. Peer:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on May 3,
2016. 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. |f
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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An unanncunced on-gite follow up survey was
conducted by the Division of Licensing and
Protection on 5/3/16. There were regulatory
findinga.

R189| V. RESIDENT CARE AND HOME SERVICES R189
35=D

5.12.1. (3)

For residents requiring nursing care, including
nursing overview or medication managament, the
record shall also contain: initial assessment,
annual reassessment; significant change
assessment; physician's admission siatement
and current orders; staff progress notes including
changes in the resident's condition and action
taken; and reports of physician visits, signed
telephane orders and treatment decumentation;
and resident plan of cara.

This REQUIREMENT is not met as evidenced ‘ j
by: :
' Based on racord review and staff interview, the

facilty failed to ensure that the medical yecord
includes acourate information as it pertaing to
aliergies for 2 of 4 sampled residents, Resident
#1 and Resident#2, Findings include:

1. Per medical record review, Resident #1 was

i admitted on 3/11/15. Resident assessment dated
t 3/14/16 identifies that the resident is allergic to

: Biaxin and Topamax and zigned by the

' Reqistered Nurse (RN), identifying that the

| information accurately reflects resident

' asgessment information. The Resident Carg

' Plan dated 3/14/16 and signed by the RN also

- identifies aillergies to Biaxin and Topamax,

- Medication Administration Record (MAR),
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“This REQUIREMENT is not met as evidehced |

by: I

Based on staff interview and record review, the

. facility failed to insure that advanced directives for

2 of 10 residents were addressed. Far Resident

STATEMENT OF DEFICIENCIES (®1) PROVIDER/SUPPLIERICLIA X2y MULTIFLE CONSTRUGCTION (X3) DATE SURVEY
AND 2LAN OF CORRECTION IBENTIFICATION NUMBER: A, BUILDING: COMPLETED
R-C
0377 B. WING 05/03/2016
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
: 69 1/2 ALLEN STREET
OUR HOUSE TOO RESIDENTIAL CARE HOME RUTLAND, VT 05701
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
W REGULATDRY OR L.5C IDENTIFYING INFORMATION) ‘ TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
l‘ DEFICIENCY) ‘
R182| Continued From page 1 . R189 |
| identifies that Resident #1 has no known drug ' . :
allergies. Per interview with the facility manager P18 Al res ,de,-rf.‘- aharts Aave
confirmation is made that the information on the e
assessment, care plan and MAR do not ' bem.n audri‘e,c{ CO"‘P’ e hee o
accurately reflect the resident's allergies. Cae A an, Asse 5W¢h+, y. NMALR
| 2. Per medical record review, Resident #2 was and fFace Sheet are atl 5 / . / 6
admitted on 9!?6/09. Resident assessment dated Cocrect — pril Ailergres [
1/18/16 identifies that the resident has no Known el e
allergies and is signed by the Registered Nurse are 118 Lt~ K/ o & @l
(RN}, identifying that the information accurately fye £25p00 srble 70 cA€k &
:;:ﬂe_gts rtecs;idenit) Iassrz.;ssmen;1 in:o(;matciion. Tr:jeb docormertts From admisf'-‘—
. Resident Care Plan dated 1/18/16 and signed by Y sSure Hha ,
the RN alsp identifies that the resident has no and w el ake careidd
known allargies. Medication Administration any Changes are arce
Record (MAR), identifies that Resident #2 is fhroug h o all Necatsany
alergic to Inflyenza TV-5 09-10 vaccine, docupne N i
. Pneumovax 10-vial, CONJ-D, Diphtheria, - CL Mien tor
Tetanus, Erythromycin Base, Codeine and manager vk o
Aspirin. Per interview with the facility manager oy aecuracy Vpon admisson
confirmation is made that the information an the ‘ h v
¢ antes CGECA
assessment, care plan and MAR do pot and wheh € r@
" aceurately reflect the residents allergies.
R228| . RESIDENTS' RIGHTS R228
55=8
6.16 Residents have the right to formulate R228 | pdvarce chirechvsd  Qvie ‘fhm‘
advance directives as provided by state law and posy 4o admisson packh
to have the home follow the residents’ wishes and 13 |

Admin s TrRTR J
eV denced on —+he Prz_ -adma“mE’
a_,pfnh'cad:‘lmﬁ

(manager did NeT Thmk of- hat

ar original Sardey|, Adminishalr .
had a-ha mom-rn'f_w{ndc .

o eing wostn Iicinsing chret)

#1 and #3. the findings include the following:
Pl PRa rs oot b&*‘?-?_
Feminded or~the documed
Division of Licansing and Protection
STATE FORM =L PraNv2 It continuallon sheet 2 of -




A5/26/ 2016 11:11 BR27727733

OUR HOUSE HE PAGE AE/AT
PRINTED: 05/08/2016
FORM AFPFROVED
__Division of Liggnsing and Protaction ]
STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND FLAN OF CORRECTION \DENTIFICATION NUMBER; A, BUILDING: COMPLETED
R-C
0377 Bl WING 05/03/2016
NAME OF PROVIDER OR SUPPLIZR STREET ADDRESS, CITY, STATE, Z)P CODE
69 172 ALLEN STREET -
E
OuUR HOUSE TOO RESIDENTIAL CARE HOME RUTLAND, VT 05701
(x4 1D SUMMARY STATEMENT OF DEFICIENCIES ) | PROVIDER'S PLAN OF CORRECTION T
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L85 IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
r228 | Continued From page 2 R228 Sothat %1 ean Shows

1. Review of medical record for Resident #3
provided no evidence that advanced directives
had been addressed with the resident or the
family. The house manager confirmed at 11:57
AM that the advanced directives had not been
addressed at this time,

2. Per medical record review, Resident #1
admitted on 3411715 with a court appainted
guardian dated 8/12/88. There is no avidence in
the nurses progress notes, nursing assessment
or the care plan ideniifying that there are

! advanced directives nor is there documeniation
avidencing that there been discussion regarding
advanced directives. Per interview with the
facility manager, confirmation is made that there
has not baen any discussion regarding an
advanced directive,
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RESIDENT PERSONAL INFORMATION

RESIDENT NAME DATE (OF BIRTH 88X
STREET/POBOYX MARITAL STATLIS

CITY/RTATRZI? RELIGIOUS AFFILIATION

SOCIAL, SECHRITY 4

PHONE NIIMERR MILITARY DISCHARGR

PEIMARY INSURANCE # INCLUDE COPY OF CARDS ADDRESS: ( _S
SECONDARY INSURANCE# ADDRESS: Q/
PRIMARY PIYSICIAN AND TELEPHONE NUMBER, \(\l@‘/ |

RESPONSIBLE PARTY/EMERGENCY CONTAGTS W

NAME e
RELATIONS ‘EIE‘“" !
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LIVING WILL
MEDICAL DURABLE POA
SPECIFIED "AGENT(S)"
OTHER MEDICAL DIRECTIVE

FRAL PLANS y
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o

PERSON HELPING (WITHOUT LEGAL A,U"j;klcmrﬁ_-)/

LEGALAEINANCIAL BOWERTF ATTORNEY
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