2”7~ VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 871-3317

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

May 10, 2012

Ms. Paula Patorti, Administrator

Our House Too Residential Care Home

69 1/2 Allen Street

Rutland, VT 05701 Provider #: 0377

Dear Ms. Patorti:

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on April 5, 2012. 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,

SNONRIN

Pamela M. Cota, RN, MS
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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R100§ Initial Comments: R100 . : .
| Al addendims axve per & Yepnone
| An unannounced onsite complaint investigation iAo Wi Pauda Pt tn 53l
| was conducted by the Division of Licensing and ot 335 .
’ Protection on 3/26/12, and completed on 4/5/12. i
1 The following regulatory violations were identified. ;
i
R128?T V. RESIDENT CARE AND HOME SERVICES R128 :

§8=D/
. 5.5 General Care

, 55.¢ Each resident's medication, treatment, and
¢ dietary services shall be consistent with the
| physician's orders.

| This REQUIREMENT is not met as evidenced

I by:

| Based on record review and staff interview, the
| home failed to assure that physician's orders for
medication were followed for one resident

| (Resident #1). Findings include:

Per record review on 3/26/12, Resident #1 had

. prescribed medications that were not

" administered in December 2011 due to them

. being unavailable at the home (see details under

: citation R165). Per interview on 3/26/12 and

| again on 4/5/12, the home manager confirmed

' that the staff did not alert the manager or the

! nurse that there were out of stock medications for

this resident until 12/9/11, and that other

medications were unavailable later in the month.

On 4/5/12 at 12:45 PM, a telephone interview was

conducted with the registered nurse and the

' home manager. They both confirmed at that time

| that the staff had not alerted them immediately of
the unavailable medications, and that the

physician was not notified in December 2011 that

the medications were not being administered as
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R128| Continued From page 1 R128

prescribed. The nurse confirmed that the
Medication Administration record had not been
reviewed regularly by the nurse to assure that
physician orders were followed regarding
medications.

R165, V. RESIDENT CARE AND HOME SERVICES R165

SS=D!

| 1S : P
5.10 Medication Management ' Mand -hm{ ok l‘/ (LVidus oF f ,77/,20/2
5.10.d If a resident requires medication M AR bﬁHM Ry and
administration, unlicensed staff may administer R W ma,na;aer
medications under the following conditions: &_L PP bﬂs Haation does NoT-

| Wil ensureddies Sttud

| (3) The registered nurse must accept Mpptﬂ aspn - .

: responsibility for the proper administration of ‘ on (2nmrded

' medications, and is ~ responsible for: pil stRFF h‘?\)zl\ﬁrﬂ documente

i. Teaching designated staff proper techniques Jhat |§ 1t

i for med@cation ad.ministra'tion and providing ‘ 1t ddn + /\,(LP e . - ) 7 -Servee
appropriate information about the resident's Tan, Feb march + AP
condition, relevant medications, and potential / ! ) ,/3 o/;z
side effects; / 0 // IW-Service for !

ii. Establishing a process for routine 1/30/1Z = Y m;p and morrﬁhlt, !
communication with designated staff about the hed Cer*”ﬁ’e — Serviet - |
resident's condition and the effect of medications, (2minders af each Ln i
as well as changes in medications; Aec) / / Z-

iii. Assessing the resident's condition and the maﬂ&l’o@"_ /\/Uff{j o IM aler /s 5/ 2

| need for any changes in medications; and Verbally im mediately FFhare
i Monitoring and evaluating the designated staff Lhins 0w of stock —Rler

, performance in carrying out the nurse's any vhihs de w,,.enﬂd -

{ instructions. reds g~ will Catch n
. This REQUIREMENT is not met as evidenced IF No resolNe

by: okl vaview -

| Based on record review and staff interview, the :

| registered nurse failed to assure that medications

| were administered as ordered, and that incidents

| of missing medications were communicated by

| the staff to the nurse and home manager in a

'| timely manner for one resident (Resident #1).
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| Findings include: m d CDM P e‘fana( Observation
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| Based on record review, Resident #1 has

| diagnoses that include dementia and

. hypertension. In December 201 1, the resident

| was prescribed to be taking several medications,

+ including Aricept, Miralax, vitamin supplements,

( Labetolol, and Methocarbamol. Per review of the

| December 2012 Medication Administration

| Record (MAR), there were a number of days that

| the resident did not receive all of his/her
medications, and on the back of the MAR sheet

, the reason written for it not being administered

| was "out of stock”.

| The prescribed medication “Labetolol 100 mg.
one tab PO BID", a biood pressure medication,

| was noted to have circled initials morning and

| evening for the entire month of December 2011.

| The reason listed on the back of the MAR was

| "out of stock". The prescribed medication

| "Methocarbamol 500 mg. PO BID", a muscle

| relaxant/pain relief medication, was noted to be

| initialed and circled also for the entire month of

| December 201 1, with again the reason cited on

| the back of the MAR as "out of stock". The

| prescribed medication "Miralax Powder one

} capful PO with 8 oz. water daily" was documented

| as not given from 12/1/11 to 12/14/11, and then

1 12/17, 12/18, and 12/20. The reason again listed

| on the back of the MAR was "out of stock”.

[ "Aricept 5 mg PO daily", a drug used to promote

| cognitivé function, was documented as not given

l on 12/14/11-12/31/11, reason again was "out of

| stock". The resident was prescribed vitamin

| supplements, "Multivitamin w/minerals one tab

| PO daily" which was documented as not

1’ administered on 12/1-12/5/11, 12/7-12/12/11,

| 12/14, 12/15, 12/24-12/26/11, and on 12/28/11,

{ with the reason written as "out of stock". "Vitamin
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R165§ Continued From page 3

f D3 1000 units one tab PO daily" was not
I administered on 12/20- 12/31/11, also "out of
. stock”.

| Per interview on 3/26/12 at 1:30 PM, the

| medication trained staff person working in the
I'home confirmed that when someone is running

l low or missing a medication, they are supposed
to alert the home manager or the nurse. There
was also no documentation in the record that the
physician was notified of the missed doses of
these medications.

Per follow up telephone interview on 4/5/12 at
12:45 PM, the registered nurse and home
manager spoke to the surveyor together via
speaker phone from the home. The home

: manager stated that staff did not alert her to the

! missing medications Labetolol, Miralax, and

' Methocarbamol until 12/9/11, and then there were
issues with the pharmacy and the resident's
insurance information that delayed the availability
| of these medications. The missing Aricept later in
the month was not relayed to them immediately
either, and details were not clear as to the
problems with the vitamins, but again the home
manager confirmed that the staff were not
communicating in a timely manner regarding low
or.missing items. The nurse also stated that the

* staff had not communicated incidents of the

. missed medications and vitamins in a timely
manner. The nurse also confirmed that there was
no evidence, and that they do not remember
calling the physician in December 2011 to relay
that the resident was not receiving the
medications as prescribed.
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9.1 Environment
9.1.a The home must provide and maintain a R;lu le B Clegners, Spra.»)S et . are
safe, functional, sanitary, homelike and
) 1 1 ~ OOm
comfortable environment. W Yhe ocked qu:: Y« 2
un less being Wsed - 2/2 //;l

This REQUIREMENT is not met as evidenced

by:

' Based on observation and staff interview, the
home failed to provide a safe environment in a

common resident area. Findings include:

Per observation on 2/22/12, the bathroom located
off the main dining area, which is used for
residents, was found to contain multiple
containers of cleaning products that were not
stored in a secured location. Per observation at
10:30 AM, in the open bathroom there was can of
spray disinfectant sitting on the back of the toilet.
There was an unlocked cabinet below the sink
that contained a can of Aqua-Net hair spray, a
bottle of bleach all purpose cleaner, a can of
Hepastol disinfectant spray, spray bottle
containing glass cleaner with ammonia, a spray
bottle fabeled Lysol and H20 (water), a spray
bottle labeled Pine-Sol and H20, and a bottle of
Febreeze spray. Staff on duty at this time

; confirmed that there are a couple of residents
who use the bathroom independently, and that
these residents have dementia. Per interview on

. 2/22/12 at 11:10 AM, the home's owner
confirmed that the bathroom contained the listed
products, that they were unlocked, and that there
was a potential for poisoning or injury if a resident
sprayed or drank any of the products. Upon
further investigation, there were cans of spray
disinfectant unlocked and visible on the back of
the toilet in another common resident bathroom,

t and this was confirmed by the home manager at

,? 11:30 AM.
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