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V4 N NERMONT 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 Adult Abuse: (800) 564-1612
Fax (802) 871-3318

July 9, 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 26, 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,

SRR

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
| An unennounced on-site complaint investigation P\MSC See AW

was conducted from 4/25/12 - 4/26/12 to A TV
investigate allegations of fallure to report rasident P\ay\ of Cort: .

abuse and inadequate slaffing levels to provide

! care for resident needs. A situation of Immediate
and serious threat to resident aafety and wall . . !
baing was determined to exist. : '

R1z8 v RESIDENT CARE AND HOME SERVICES | R126
SS» ‘

5.5 General Care

5.5.a Upon a resident's admission o a

regidential care home, hecesaary services shall

be provided or arranged to meet the resident's

personal, psychosocial, nursing and medical care
. needs.

' by .
Based on cbservations and staff interview, the _ !
tacllity failed to assure that necessary care and ’ ’

‘- This REQUIREMENT Is not met as evidenced ' l

: services ware provided to 1 applicable resident to
meet the resldent's personal, paychosgocial,
nursing and medical needs. (Resident #1)
Findings include:

] 1. Based on the results of an anonymaous i
complaint alleging reaident neglect and staffing )
shortages, an unannounced survey initiated on ‘
! 4125/12 found a situation resuiting in the potentlal !
for significant harm to Resident #1 and other -
residents of the home, requlring immediate
comeciive action, The facility management and
the Reglistered Nurée (RN) falled to assure that
the Resldent #1's needs were consistently mat |n
an appropriats, timely manner by properly trained
Pt € P
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R128 | Continued From page 1

_ staff, The detalls are as follows.
1 .
a. Per observatlon and confirmed by staff

interview on 4/25/12, Resident #1, who had
" severa confracturas to both upper and lower
extremitias and was weak and totally dependent
an statf for mobility and transfers, wag eft
unattended in a shawer chalr in the bathroom et
10 AM while the caregiver left to attend to another
resldent in anather room. When the surveyor
arrived at 10 AM, the care giver providing care to
"Resident #1 was In the living room and the other
cere glver was In @ room with another resident
Ouring Intarview, the care giver (n the fiving room
. stated that S/he had to go back to the bathroom
to attend to Resident #1. S/he confirmed the
‘rasident had baen left alona In the shower chair In
the bathroom. The reeident was brought to thelr
: room and the other care giver arrived to assist
* with a transfer from the shower chair to the bed.
During the observation of this transfer, the
caregivers falled to lock both of the showar chalr
brakes and transferred the residant without
utliizing the Hoyer lift, per the care plan. As the
steff lifted the resldent from the shower chalr, the
chair seat lifted up out of the seat frame and fell
back askew, with the left side of the seat litted out
of the frame. Staff confirmed that the showar
. chair seat had been 'like that (broken) for some
time.

During Interview regarding staffing levels after

this obgervation, the caragiver stated thet a staff

member had called in sick and that they had

. notified the scheduler at 7:15 AM and S/he sald a

: replacement would be sent; however, as of 11
AM, there were only the 2 careglvers present.
Staff explained that due to the extensive

' assistance of 2 staff needed for most care for

1 Resjdent #1, having only 2 staff on duty left the

R126
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| other nine residents unsupervised; sometimes for

. 8s long as an hour. This was observed to be the .

i case during much of the observation of wound . i
care and repositioning provided to Resident #1 .

| after transfer to the bed. (The care provided

* lasted for approximately 1 hour.)

| b. Perobservation of wound care for Resldent B :

" #1 at 10:45 AM, staff were not adequately trained '

to provide the level of skilad nursing care

required far the dreseing changes and steff felled
to adhere to clean technigue during the wound
cara. The care giver stated that the resident hed
physician orders to do twice daily wound care and

" dressing changes to muitiple wounds. The

medical record showed that tha residenthad a

significant pressure sore on the coccyx (sacrum)

' which was unatageable due to eschar and slough
in the wound. The wound was observed to be
deep end odorous and appeared to have

. tunineling at one edge that was spproximately
3.75 - 4 cm In diameter, with redness surrounding l
the area to approximatsly 12 cm in diameter. ' oo

- There were 2 stage 2 pressure saras also noted : \

| ta.be on the lower right buttock @rea, away from : ]
ihe coccyx. There were 2 stasis ulcars on the . :
right and left Achilles areas of the lower
extremities and a stage 3 ulcer on ths innar
aspect of the left foot below the great toe .

_(approximately 2.26 cm In dlameter). I

! During the observation of the wound cara to the - |
' coccyx, the care glver failed to sanltize or wash : :
hands each time when changing '
contaminated/solled gloves. The caregiver : '
touched ftems including the Itrigation syringe,
tweezears and other dregsing supplles in tha
supply drawer with contaminated gloves. The
. care giver needad to be directed to change the |-
I stool soiled underpad during the dressing change | l
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R126i Continued From page 3

"+ perimeter prior to applying a Bard barrier

" and needed to be asked to wash the wound

the peri-wound area. During interview after the
observation, the care giver was asked what

R126

wipe to

! training had beesn provided prior to that day and

. 8/he replied that they had observed the RN from
| the WNA (Visiting Nurses' Association) on 1

| occaslon only. The caregiver stated that theVNA
- nurse came in and put a procedure in the MAR
book and S/he had observed the nurse, No
written procedure for them to fallow regarding the
« wound care was seer in the medical record.

and ehe was asked to provide evidence of the

training of staff by the home's RN to perform this

" medically complex nureing procedure. The

manager was not able to locate a copy of the

wound/dressing protocol and.received a8 copy

| form the RN via fax at 1332 on 4/25/12. Per
review of the procedure, it was incomptete and
did not include specific directions for non-nurse
care givers to follow. The procedure failed to
direct staff to change gloves and sanitize hands
between dirty and clean actions during the

i dressing change and failed to Instruct staff to

- wash the peri-wound area prior to applying the

| Bard barrier. The resident's wounds required

| askliled nursing care that was inappropriately

! delegated to unlicensed (non-nurse). untrained
staff without regard for the consequences to the
resident, The resident was firat noted to have a

| stage 2 pressure sore on the ‘buttock folds” and

" had physician orders for a “Duoderm thin film to

l open araa buttock folds”. Per review of progreas

notes from 12/1/12 to the present, the wound haa !

i been present without haaling and has
deteriorated greatly since February, 2012.

This was confirmed during interviaw with the

The manager of the home had arrived (11:16 AM)
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manager during the afternoon of 4/25/12 who :
I stated that she requested physlcian arders for k

VNA services due ta an overall decline Including :
- phygical functioning and wound worsening. .
. Although she sald they dld not get physician b |
| orders for the VNA services until 3/26/12, the RN , ‘
notebook at the home had a copy of a referral !
signed by the physiclan and dated 2/27/12 which
atated "OT/PT/SLP, Wound Nurse" (reviewed on
4/26/12) When the document was shown to the
manager, she stated that 'they had been looking
for that. The manager stated that the physician
never called the referral to the VNA, however, the
" home falted to follow up and get new orders until
approximately T month |ate (3/26/12). By that
time, the resldent had declined precipitously and
would likely have benefited from earlier
Intervention of mare aggressive treatments.
During intarview on 4/26/12 at 6 PM, the RN
confirmed that staff had beea using the
‘Duoderm' as the only treatmant since December,
2012, and yet the wound had not improved and
: there was no change In the coccyx treatments - ‘ X

ordered until after the VNA started services |
(4r2/12). Refer also to R146 . :

{3. The facility management also failed to assure
t adequate staffing levels were malntained to ' ;
provide the nacessary care to all realdants of the ' ‘
home. Durlng interview, the maneger statad that
. usua) staffing pattemn Included 2 staff from 6 AM -
| 2 PM, and 1 ataff member from 7 AM - 3 PM for
day shift, and 2 staff from 2 PM -10 PM and 1
staff from 4:30 PM - 8:30 PM for evening shift,
. and 2 staff from 10 PM - 8 AM for night shift.
i Per raview of the staffing records for the period of
1/28/12 - 4/20/12, the day shift had 2 staff only an :
| the following dates:1/29/12, 1/31/12, 2/6/12, ‘ ‘
2/8112, 2111112, 2128/12, 3/4/12, A/13112, 3/24/12, :
4/1/12, 4/16/12, 4/18/12 and 4/20/12. The
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evening shift had only 2 staff on the following
dates: 1/28/12, 1/28/12, 1/30/12, 1131112, 2/2/12,
| 214112, 2/5/112, 2/6/12, 2411/12, 226112, 2/27/12,
3/2/12, 3/3/12, 314112, 3/117/12, 3r24112, 3/25/12,
i 313112, 4/1/12, 4/2/12, 417112, 4/8/12, 4/19/12

- and 4/20,12.

: Refer aigo to R178.

4. Per obgervations on 4/25/12 and 4/26/12,
Resident #1 was not repositioned every 2 hours,
a$ diracted by the care plan. On 4/25/12, the
! resident was observed sitting in the reciiner in the
sunroom from 2:05 PM until 4:30 PM, when he
was traneferred back to bed. In addition, the
resident was observed at 4:10 PM with a
significant amount of a yellow food substance
oozing out of his mouth. Aithough staff were
walking about in the area, they falled to notice the
this. The resident's right foot/lower ieg was also
' observed to be resting directly on the recliner _
footrast on the aree of the Achilles tendon, where
' there was a large stasis ulcer. After the surveyor
brought these cancerns fo a caregiver, they
cleaned the mouth, repositioned the foot and
prepared to transfer the resldant back to bed. The
resident was Hoyer lifted back to bed at 4:40 PM,
per obaervation,

i 5. On 4/268/12 at 12:50 PM, the resident was
transferred from the bad to the wheelchalr and
staff failed to lock the whealchalr lags until
reminded by the surveyor prior to placemant in
the chair. Staff also were preparing 1o teke the
resident to the dining room when they were
stopped and asked to clean the resident's mouth.
There was a yellow substance oozing out of the
mouth. The care giver cleaned the outer mouth
and falled to clean the inside areas of the mouth
untll asked to do eo by the surveyor, The resident
¢clearly had viglble residue inside of the mouth that
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R128! Continued From page 6

condition, the resident was not ewallowing well
during the 2 days of survey,

6. The home falled to maintaln the rasident’s

PM, the resident was abserved during a Hoyer
transfer from the bed to the wheeichalr by 2
caregivers. The wheelchair arms ware noted to

| with tape. Staff removed the soiled towel ang
f Were preparing o transfer the resldent without
covering the arm to protect the residant's skin,

for a while, Per review of Progress notes datad
+ 2/5/12, the restdent™has skin tear on R (right
arm). Put dressing on, sleo bacitracin". Another
note dated 3/13/12 etated “| put washcloths

. ’ danger to him".
Sg‘l 38 V. RESIDENT CARE AND HOME SERVICES
=0 .
§.7. Assessment
i 5.7.c Each resldant shall also be rdassesaed
annually and at any point In which there is q

! change In the rasident's Physical or menta)
| conditian.

" This REQUIREMENT is not met! as evidencad
by: :

| review, the RN falled to rerssess 1 applicable

change in medical condition. (Resident #1)

requlred additional cleaning. Due to his declining

- wheelchair in a safe manner. On 4/26/12 at 12:30

| hava sharp, rough plastic inner edgas that could
' cause sKin tears. One arm of the wheaichalr was
. Covered with a solled towel, attached to the chair

Staff said tha whee! ehair armg had been like that

around arms on his wheelchalr so it is no longer a

Bésed on observations, staff interview and record

! resident In the targeted Sample after a significant

R126
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R136f Continued From page 7
i Findings Include:

‘ Per review (4/25/12) of the most racant annual
asseaament in the racord dated 8/23/1 1, the
regident was coded ae having no open areas as
of the assessment date. Per review of the

- medical record on 4/25/12 and confirmed during

interviews with the manager and par observatlons | -

of wounds, the resident has experienced a

. algnificant impairment of skin integrity with

| multiple pressure and stasis ulcers. The resident

* alsa had bean obaerved to Verbalize paln during a

i Hoyer transfer (it procadure. lssues with difficulty
Swallowing were also observed during the

| afternoon of 4/25/12 and after the noon meal on

" 4126/12. There had been no new resident

| @8sessment completed by the RN since August,

‘ 2011, This was confirmed during interview with
the maneger on 4/26/12 at 5 PM.

R145 V. RESIDENT CARE AND HOME SERVICES
=D ’
: 5.9.c(2)
! Ovaerses developnient of a written Rlan of care for
: each resident that is based on abilities and needs
as identifiad In the resident dassessment. Aplan
of care must describe the care and aervices

necessary to assist the resident to maintajn
independence and well-being;

| This REQUIREMENT is not met ag evidenced
by:

Based on observation, interview and record
review, the nurse falled to assure the written plan
| of care was updated (0 raflect specific care needs
and monitaring of heatth conditions for 2 of 4 .

| applicable residents. (Residents #1 and #2)
. Findinga include:

]. R136

R145

]
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R145] Continued From page 8

" 1. Per record reviaws on 4/25/12/and 4/26/12, the
; care plan for Resident #1 inaccurately stated that
the resident was on a therapeutic diet when S/he
wag on a regular diet with pureed foods, Tha care
plan falled to include the physician orders for uge
of thickened liquids. The care plan aiso failed to
Identify pain/pain assessments ralated to
contractures and severe pressure sores. The
resident was observed to voice paln during a
Hoyer fransfer on 4/26/12 at 3:25 PM and was
observed to wince /grimaca during 2 observationa
. of dressing changes (4/25/12 and 4/26/1 2). The
care plan also lacked any interventions to
address the decline in mood symptoms. The care

plan omissions were confirmed with the manager
on 4/25/12 at 5 PM.

2. Per record review on 4/26/12, Resident #2
developed, on 4/1/12, sweliing and redness to
their penis and scrotum requiring treatment with
 ice and creams as directed by the RN. Per a
"Resident Care Service Note" the nurse

* documented on 4/10/12 Resident #2's

R145

"...buttocks red and excoriated” instructing staff to
provide specific skin cara, Further documentation
notes a decline In the resident’s skin Inciuding 2
Opan wounds on the resldent's sacrum. The RN
falled to updats the care plan to reflect changes
_In the resident's skin condition and the ongaing

l treatmente being provided.

52125' V. RESIDENT CARE AND HOME SERVICES

i 59.c(3)

{ Provide Instruction and supervision to all diract
care personnef raganding each resident's health

R148

1 care needs and nutritional needs and delegate
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R146' Continued From page 9 : . R148 :

nurging tasks as appropriate; : !

| This REQUIREMENT Ie not metes evidenced | - ]
. by : .

Besed on observation, staff interview and record : I
review, the RN failed to provide adequate ‘ i
Instruction and supervision to care glvers
regarding dressing changes to pressure ulcers I l
* and failed to delegate nursing tasks appropriately '
' for 1 of 9 residents in the sample. (Resident #1)
| Findings include:

' Per observation of wound care for Resident #1 st
. 10:45 AM on 4/25/12, staff were not adaquately
‘ tralned to provide the lavel of skilled nursing care
| required for the dressing changes and staff failad
to adhere 10 ¢clean technique during the wound j
care, The care giver slated that tha resident had |
physiclan orders to do twice delly wound care and| "
dressing changes to muitiple wounds. The ' :
medical record showed that the resident had e : '
. significant pressure sore on the cocCyx (sacrum) I
| which was unstageable dus to eschar and slough | -
in the wound. The wound was observad to be '
: deep and odorous and appeared to have :
i tunneling at one edge thet was approximately
3.76 - 4 cm Ih diameter, with redness surrounding
1 the area to approximately 12 cm in diameter.
There were 2 stage 2 preasura 8ores also noted
to be on the lower right buttock area, eway from
i the coccyx. There were 2 stasis ulcers on the
right and left Achilles areas of tha jower
extremities snd a stage 3 ulcar on the [hner
aspact of the left foot balow the great toa
(approximately 2.26 cm In diametsr),

During the ohservation of the wound cere to the . .
coceyy, the care giver falled to sanitize or wagh : _ '
hands each time when changing :

| contaminated/solied gloves. The caregiver

1
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R146,i Continued From page 10 . F;{Me

touchad items including the irrigation syringe,
| tweezers and other dressing supplies in the : . :
I'suppty drawer with contaminated gloves. The ; |

care giver needed to be diracted ta change the E '
i stool soiled underpad during the dressing change | : i
! and needed to be asked (by the surveyor) to :
. Wash the perl-wound area prior ta applying 8 Bard| :
i barrler wipe to this area. : !

During Interview after the observation, the care . !
giver was asked what tralning had baen provided | '

! prior to that day and S/he replied that they had , |

: observed the RN from the VNA (Visiting Nurses' | : : \

| Assoclation) on 1 accasion only. The caregiver
stated that the VNA nurge came in and put a
procedure in tha MAR baok. Tha manager of the
home had arrived (11:16 AM) and she was agked

" to provide evidence of the training of staff by the

| home's RN to perform this medically complex
nursing procadure, The manager was not able to
locate a copy of the wound/dreasing protoco! and
recelved a copy from the home's RN via fax at

. 1:32 PM on 4/26/12. Per review of the procedure, | .

l It was incomplate and did not include specific | |
diractione for unlicensed care givers ( : :

l non-nurees) to follow. The procedure falled to

| direct staff to change gloves and sanilize hands
between dirty and clesn actions during the i : :
dressing change and failed to Inatruct staff to l

. wash the par-wound area prior to applying the ; . |
Bard barrier. The regigent's wounds required ; . ,

| skilled nureing care that was Inappropriately ‘ . |

{ delegated to unlicensed, untrained staff without i : '
regard for the congequences to the resident. The
resident wag first noted to have a stage 2 ; .
pressure eore on the 'buttock folds and had 1 |

| physician ordera dated 12/1/11 for @ "Duoderm : .

 thin film to open area buttock folds”. Per review of | : : i
progress notes from 12/1/12 to the present, the : l

' wound has bean present without healing and has
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| that she requested physician orders for VNA

| signed by the phyaician and datad 2/27/12 which
! stated "OT/PT/SLP, Wound Nurse”. This

: and resident's overell condition. The resident's

and was signed by the MD on 4/4/12.

| The RN also could not provide any

, ; |
Continued From page 11 Ri48 - .
' deteriorated greatly since February, 2012. This | |

was confirmed dufing interviaw with the manager
during the aftémoon of 4/25/12 when she stated

services due to an overall decline, including
physical functioning and wound worsening.

Although she said they did not get physiclan
orders for the VNA services untll 3261 2, the RN
notebook at the home had e copy of a refarral

document was found in the nurse's notebaok on
4/26/12 at 11:265 AM. When the document was
shown to the manager, she stated that ‘they had
basn looking for that'. The manager gtated that
the physician never called the referral to the VNA,
however, the home fajled to follow up and get
new orders untll approximately 1 month later (
3/26/12). By that time, the resident had declined
precipitously and would likely have benefited from
eariler intervention of mare aggressive treatmants
by the VNA nurses, '

During interview on 4/25/12 at § PM, the RN
confirmed that staff had been using the
‘Duodemm’ as the only traatment since Decamber,
2012, and yet tha waund had not improved and
there was no chenge in the treatments ordered
until efter a significant deterioration in the wound

treatment was changed efter the VNA wound
nurse viait on 4/4/12. A physiclan telephone order
dated 3/22/12 for "Maplex dressing to coceyx”,
stated "we faxed 4/2/12" in the upper right comer

documentation of formal instruction (in-servicing)
to ail care glvers for providing resident wound l

(EACH CORRECTIVE ACTION SHOULD BE ' COMPLETE

RTN [
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R146' Continued From page 12

] care for extensive prassure/stasis uicers, During
- interview a1 5:55 PM on 4/26/12, the RN

i confirmed that there-was no evidenca of .
appropriate tralning, nor care glver demonstration
] of competence for providing the wound care for

! Regident#1. The lack of a comgplete procedure
 for the dressing change was atso confirmed gt -

i that time. Refer also to R148

831_739" V. RESIDENT CARE AND HOME S8ERVICES

| 5.9.c(8)

Maintain a ¢urrent list of all treatmerits for each
regident that shall include: the name, date
teatment ordered, treatment end frequancy
pregcribed and documentation to reflect that
treatment was carried out:

This REQUIREMENT is not met as evidence

by: :
Based on staff interview and record review, tha
RN failed to assure that all physician orders were
complete regarding a dletary treatment order for a
. Change in cansistency for Resident #1. Findings
include;

Per raview af the physician orders for Residenf
#1 on 4/25/12, a telephone order (T.0.) dated
3/19/12 written by the manager, stated "thick It to
* liquids”. The order failed to include spaaific
Information to direct ataff on the proper
consistancy for the resident's neads (for example,
nectar, pudding stc). Althaugh the RN co-slgned
the T.0. on 4/1/12, she fallad to take actlon ang
get clarification from the physiclan on the
consistancy for the thickened fiquids. The was
confirmed with the manager on 4/25/12 at 6 PM.

PROVIDER'S PLAN OF CORRECTION )
(EACH CORRECTIVE ACTION SHOULD BE i COMPLETE
CROS38-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

v |

H149

Divisloh of Licensing and Protection
STATE FORM

oTnlfd

RY ONAYTY NN

QEFA11

i contiruation shaat 13 or 23

180K 0A7TAD TUY Ok O TIYNY /&Y /00



Diviston of Licensing and Protaction

Fax 8022412348

May 16 2012 04:1%m P017/028
PRINYED: 05/16/2012 -
FORM APPROVED

OTATEMENT OF DEFICIENCIES (X%) PROVIDERISUPPLIER/CLIA
AND PLAN OF CORRECTION o IDENTIFICATION NUMBER:

0377

5

. WING

2) MULTIPLE CONSTRUCTION 03) DATE SURVEY
k. BUILDING

COMPLETED

c

04/28/2012_

NAME OF PROVIDER OR SUPPLIER SYREEY ADDR

OUR HOUSE TOO RESIDENTIAL CAREHOME | RUTTAND v

x

S, CITY, §TATE, ZIP CODE

STREET
F 05701

X4)ID : SUMMARY STATEMENT OF DEFICIENCIES '
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG | REGULATORY OR L6G IOBNTIFYING INFORMATION)

1D

TREFX
TAQ

PROVIDER'S PLAN OF CORRECTION I o)
(EACH CORRECTIVE AGTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE OATE

DEFICIENCY)

R178 Continued From page 13

' si;l'g V. RESIDENT CARE AND HOME SERVICES

. 5.11 Staff Services

5.11.a There shall be sufficient number of
qualified parsonnel available at ali timaas to
provide necessary care, to maintain a gafe and
i healthy environment, and to assure prompt,

' appropriate action in cases of injury, iliness, fire
or other emergencies.

Thia REQUIREMENT is not met as evidenced
by.

Basad on observation, staff interview and record
" raview the facility management failed to assure
that sufficlant number of properly tralned staff
were available at all times to consistently meet
the needs of all residents in a timaly manner,
Findings include:

1. Per review of work scheadules for the penod
from 1/2B/12 - 4/20/12, medical recordas and
confirmed during intarviews with staff, the facllity
_management falled to assure that adequate
l staffing levels were malntainaed to provide the

necessary care to 3ll residents of the home on

muttipie days from the period. Per information
received vig an anonymous complaint to the

Stata Agency, during part of this time period, the
i home had 2 residents (Residents #1 & #2)
| requiring tranefer with @ mechanical (it and
; requiring frequent répositioning due to presaure
: sores and a decline In mobility. Staff statad that
during the days with only 2 staff on duty, there
ware mes when the 2 gtaff were not able to
. adequately monttor and care far other resident's
i neods in a timely manner. During interview on
4/26/12 at 12 noon, , the owner/licensee and
manager statad that tha usual staffing pattern
included 2 staft from 8 AM - 2 PM, and 1 otaff i

")
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R178]' Continued From page 14

; member from 7 AM - 3 PM for day shift, and 2

| staff from 2 P ~10 PM and 1 staff from 4:30 PM
- 8:30 PM for evening shift, and 2 staff from 10

| PM . 6 AM for night shift. On 4/26/12 ancther

i anonymous staff person etated that they had

previously voiced concemns aver a lack of

adequate staffing to the owner/licansee and the

scheduler,

Par review of the etaffing records fdr the period of
1/28/12 - 4/20/12, the day shift had 2 staff only on
the following dates:1/28/12, 1/31/12, 2/6/12,

4/1112, 4115112, 4/18/12 and 4/20/12. The
evening shift had only 2 staff on tha following

-1 dates: 1/28/12, 1/29/12, 1/30712, 1/31/12, 2/2/12,
i 2/4112, 2/5/112, 2/6/12, 211112, 228/12, 2/27/12,
| 31212, 313112, 314112, 3/17/12, 3r24/12, 3/25/12,
i 3131712, 4/1/12, 41212, 4/7/12, 4/8/12, 41912

and 4/20/12,
| On the day of arrival for the complelnt survey
' (4/25/12). staff stated that another employee was
scheduted to work that day but had called in sick.
. They stated that the scheduler told them at 7:15
AM that S/he would find a replacement; however,
upon arrival at 10 AM, there were still only 2 staff
| working at the home. Staff indicated that st times,
the schaduler, who was to find replscements,
would not answer the calls.
Per raview of documentation cailed ¥ Employee
| in-service "on 4/26/12, it atated "this meeting is to
{ raview the "our House RCH" policies. The
following polices are In place for a reason. They
help us deliver the best care for our residents...".

{ on Fabruary 25, 2011". On paga 2 "Caliing

. Out...Coverage will be the sole responsibility of
the parson calling out. At NO time will the
managers or other co-workers be rasponsibie for

2/8/12, 2/11/12, 2/28/12, 3/14112, 3/13112, 3/24/12, .

" These polices will be mandatory and take effect |

'R178
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R1 78‘|' Continuad From page 15 R178 g l

| locating proper coverage.. if an employee cannot ' ' )

find coverage hefshe will be required to come in ’
| and fulfill their shift responsibility.. Managers y
. 1 should not be asked or expacted to work an

; employee's shift”, l
| Staff interviewed during the survey confirmad that |
| they have been told to find their own '

replacements, regardiess of reason for absence. I
' (This was also one of the anonymous allegations

| In the complalint to the State Agancy). When the |
' owner was asked about this policy, 8/he stated . :
| that of course if they (staff) could not find i
someone, they (the scheduler) would help; ' :
| however this fact was not corroborated by staff ]
i who were interviewed. '

I

| 2. During the observation of personal care and a
* dressing change to Resident #1 (10:40 AMto ' |
| 11:30 AM), one of the cara glvers had to leave : l
. the room In reaponse to other resldent ‘voices,
| louder sounds' from the llving room and dining [
i room araas. Another resident also wandered into |
I Resident #1's room during the personal care
| observatlon and had to bs escorted out by a care
giver, who then retumad to help with the care. '

Staff confirmed that these issues were hard to l
i manage with only 2 staff present in the home, .
The acheduler called at 11:05 AM on 4/25/12 to : .

 tall staff that another care giver would bé coming
, in shortly (was due in at 7 AM).

3. Per review of the Reallant Aggessment
| completed on 3/30/12, Resident #2 was totally
| dependent on staff for all of his/her activities of
! daily living (ADLSs). The resident was a 2 pergon
physical assist for trangfers from bed to ‘
wheelchair, requiring a Hoyer mechanical lift. The \
'rasident also required turming every 2 hours and :
* had spacial skin needs and treatments reqguinng _ l
i attention and time from staff. Staff confirmed via
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R178| Continued From page 16

| Interviews an 4/25/12 and 4/26/12 that during the
' period when both Resldents #1 & #2 waere living

care to all of the residents when anly 2 staff were
| working, Staff said that they had expressed this
- fact to the menagement/owner.

sgc %a' V. RESIDENT CARE AND HOME SERVICES
"

6.12.0.(2)

- A recard for each resident which includes:
resident's name; emergency notification
numbers; name, address and telephone number

. next of kin; physician's name, addresa and
telephone number; instructions in case of
resident's death; the reasident's assossment(s);

and subsequent follow-up; list of alieries; a -
signed admiesion agreement; a recent
photograph of the resldent, unless the residen(

- objects; a copy of the resident's advance
directives, if any completed: and a copy of the
document giving tegal authorily to another, if any,

This REQUIREMENT Is not met as evidenced
- by
Based on staff interview and record review, the
facility falled to assure that documentation
regarding Inctdents/follow up Including resident

pressure sores was documented in the medical
| record to include aubsequent follow up including
' notification of the family/lagally responsible party
+ and the physician for 1 epplicable resident in the

sample, (Resident #1) Findings include:

_ Inthe home, it waa very hard to provide adequate

of any legal representative or, if thera Ig none, the

progress nates regarding any accident or Incident

neglect and development of greater than stage 2

R178

‘hwa ’ !

Division of Licanaing and Protection
STATE FORM

AW FCANE NNN

vZnlh

QEFA14 : If continustion shest 17 of 2§

JLRCHCAZZNG YVI Q¥ :CT ZTINZ/%7/CN



Fax 8022412348 Nay 16 2012 04:20pm P021/028

PRINTED: 05/18/2012
FORM APPROVED
Division of Licensing and Protection '

STYATEMENT OF DEFICIENCIES ') PROVIDER/SUPPLIER/CLIA . (X2) DATE SURVEY
AND PLAN OF CORREGTION Ay e ki { (X2) MULTIPLE CONSTRUCTION . COMPLETED

1A BULDING - c
|>me 04/26/2012

0317 ;
NAME OF PROVIDER OR SUPPLIER - . STREET ADDRESS, CITY, 8TATE, ZIP CODE

OUR HOUSE TOO RESIDENTIAL CARE HOME | Sy 1A pReET

X&) D SUMMARY BTATEMENT OF OEFICIENCIES T ! . PROVIDER'S PLAN OF CORRECTION
PREFIX | (EACH DEFICIENCY MUST BE PRECEOED BY FULL | iPREFX | (EACH CORRECTIVE ACTION SHOULD BE
TAG l REGULATORY OR LSC IDENTIFYING INFORMATION) U TAG C“OSB—RE.FERENCED'TE:;{;;E ARPROPRIATE
: DEFIC
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{
l
[
l Per record review on 4/25/12, Resldent #1 : I :
developed & significant pressure sore on the -
coccyx and ieft foot area. The stage 2 coccyx : i
area was first noted on 12/1/12 and continued to
| ba apen until the present time, worsening greetly |
 after esrly February, 2012, There was no
| documented evidence in the medical racord that I
staff had Informed the famlly in e timely manner l
of either of these wounds. The resldent also
! sugtained skin tears/othar open wounds on |
i 2/8/12, 4/18/12, 4/21/12 (new wound on Ieft Inner
1 arm), 4/23/12 (new open area R Achllies). There : |
. was no documentation that the famlly had been '
| notifled of these changes In condltion. Thase i
i issues ware confirmad during interview with the '
manager on 4/26/12 at 5 PM. ' |

%19!54' V, RESIDENT CARE AND HOME SERVICES R164 ) I
88= | .

| \ 5.14 Reslraints | 4 |

i 5.14.a Mechanical restraints may be used only in
I an emergency to prevent injury to 8 resident or
others and ahall not be used as an on-going form ) . ‘
of treatmant. Tha use of a mechanical rastraint
shall constituta nursing care. ' :

; Zhis REQUIREMENT Is not met as evidenced
Y. _ :
' Based on observation, interview and recorg : |
raview, the home falled to assure machanical r
restraints are not used as an ongoing treatment ‘ !
. on a nan-emergency basis for 3 of 10 applicable . '
| residents in the sample. (Resldents #1, 2 and 3) '
* Findings Include:

: 1. Par observation at 9:15 AM on 4/26/12, - |
| Resident #3 was observed laying In bed awake :

; with one side of the bed positioned againat the l
Division of Licensing and Pratection - .
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R184' Continued From page 18 R194

I
1
| wall and the other side of the bed with a full mash : !
side rail in use. The most recant Resident ‘ .
| Assessment completed on 11/28/11 gtates the |
* resident requires limited aselstance with bed
: mobility and ig not consldered bed bound. Per
review of "Comment Sheets" notes staff
documented on 3/13/12, Resident #3 "Sat up in
bed and pulled an side rail, fell out of bed and
landed on...butt "; on 4/1/12 "Staff report resident
pushed badrail off of bed and slid self off bed
! onto floor..." , Per interview on 4/28/12 at 6:00
PM, the home's owner/mansger canfimead the
gide reil is being used as a restraint to pravent
Resident #3 from getlting out of bed and has
created safety concems for tha ongoing use of ‘

. the mechanical rastraint.

2. Par closed record reviaw of "Comment Sheets"
dated 3/24/12, staff documented Residant #2
"Fell out of bed x 2" and on 3/25/12 documented
A little restless...was kicking bed rail off". This
resldent’s side rail wae used for 'safety’ per
documentation and the resident Is no ionger at
the homa. However, thers wasg no reason to have
a alde rail that was clearly restrictive (l.a., resident
kicking bed rai! off) and posed a risk of
entrapment on.the bed.

3. Per observation on 4/25/12 at 10:40 AM, : .
- Resldent #1 was trangferred back to bed and . |
" staff ralsed the 1/2 side ralls which had.-baen 1

sttached to the middie of the bed frame on either ' i

| side, thus restricting resident mavement. .

. Although the resident was in @ weakened state at l

| the time and no tonger independantly moblile,

" thera was no reason to place tha side rails in the
middle of the bed frame. The care plan stated
that the resident utilized the side ralis to help with
repositioning in bad. The same benefit could have

! been achieved with simple U bars attached to the

Divisian of Licensihg and Protection :
STATE FORM " QEFA11 if vontinuetion sheat 19 of 23

1Z0 R ICNOR NNN JRCHCQAZZINR YVJI QB .CT 2ZTNn7 /%7 /80




Fex 8022412348 ¥ay 16 2012 04:21pm P023/028

PRINTED: 05/16/2012
FORM APPROVED

Division of Licensing and Protection

SYATEMENT OF DEFICIENCIES ') PROVIDER/SUPPLIE (X3) DATE SURVEY
AND PLAN OF CORRECTION o mennncnsagupnliun%%‘? 02) MULTIPLE CONBTRUCTION COMPLETED
A BUILDING c
B. WING .

, 0377 - 0412612012
NAME OF PROVIOER OR SUPPLIER : STREET ADDRESS, CITY, §TATE, ZIP CODE '

OUR HOUSE TOO RESIDENTIAL CARE HOME | 3¢ 1Z ALLEN STREET

X810 SUMMARY STATEMENT OF DEFICIENCIES R PROVIDER'S PLAN OF CORRECTION T e
PREFX | (EACH DEPICIENCY MUST BE PRECEDED BYY FULL PREFIX (EACH GORRECTIVE ACTION BHOULD BE I COMPLETE
TAQ I REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROBG-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

R194i Continued From page 19 R194
bed, rather than side rails.

| The licansee had been previously adviged during

another survey that restrictive side rails
: (machanical restreints) were not allowed In a
! residential care home except under smergency
{ conditions and they are not to be used as a fomn
{ of on-going treatment. This regulatory violation
| was agaln confirmed with the owner on 4/28/12,
. 88 gtated above In sxample #1.

322%0] V. RESIDENT CARE AND HOME SERVICES _R20s

! 5.18  Reporting of Abuee, Neglect or
' Exploltation

i 5.18.a The licensee and staff shall repart any

I case of suspected abuse, neglect or exploitation
i' to the Aduit Protective Services (APS) as :
' required by 33 V.S A. §6903. APS may be l
- contacted by calling toll-frea 1-800-564-1612, ' _
{ Reports must be made to APS within 48 hours of ‘ |
: learning of the suspected, reported or alleged : '
| incidont,

This REQUIREMENT is not met as avidanced ‘
by: : ' .
| Based on ataff interview, the licenses falled to :
i report an allegation of suspected resldent abuse
| (neglect) to Adult Protective Saervices (APS) as i
required by Vermont Statue within 48 hours of ‘ '
| leaming of the alleged abuse to 1 applicable : '
| resident of the home, (Resldent #1) Findings : . . I
- * Include: : .

' the Licensing Agency regarding afleged resident
neglect, n unannounced aon-site Investigation

| was Inltiated on 4/25/12. Per Intsrviews with care

Dwision of Liceneing and Protectlon '

STATE FORM ) om QEFA11 If continuaion shest 20 f 25
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R206 | Continued From page 20 | | raoe

j givers and the manager end the licensae |
l throughout the day of 4/25/12, staff on the 10 PM ) o
. to 6 AM shift on the night of 4/4/12 falled to
| conduct rounds to provide necessary care to : ’
" dependent residents of the home. Per interview .
with tha manager and licensee during the ’ I
aftemoon, they each confirmed that Resident #1
i was found |n the same position as S/he had been '
: left in during the evening, on the following |
morning. The manager stated thet she viewed I
video footage of the |iving room and saw staff
 using personal phones and sitting around and not
providing care to residents. The manager left a
note for pli staff to review stating thet she was
Upet at the |ack of care provision to Resident #1,
; who was dependent on asslst of 2 staff for all
| care. The resident was very debilitated-and had
. severe waounde Including multiple pressure and
l stasis ulcers, Progress notes indicata that the
- . resident's wounds have worsened since
February, 2012. The care plan required staff to
change the resident's position at (east every 2
hours and use speclal pressure refleving
techniques for positioning in bed. The resident
- was @lso to be given sipa of fluide on nights and
l Incontinence and indwelling urinary catheter care.
The manager stated that she watched over 4
hours of the video and the 2 staff never et the
* living room long enough to provide any care.to
Resldent #1,

i Further review of the memo thet the manager of !

| the home posted for all staff to read and sign

I revealed that another dependent resident (#2),

- who requirad repoaitioning avery 2 hours (per
care plan) had developed a stage 2 pressure sore
on the buttocks and he had been in the home for

' less than 1 month (was admitted on 3/23/12),

l During Interview with the licenase on the . : i

Ohvision of Licanging end Protection
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i investigation).

I also to R 224

, residents rights.

1
R206! Continued From page 21

. aftemoan of 4/26/12; she stated that she had nat
| finished her investigation Into the incldent and

| had not raported it yet. She statad that APS

' investigators had come to the home on 4/11/12
| and that she thought she was not required to_

. report because 'thay were aware of the allegation'
| (through en anonymaus complaint). The licenaae
also allowed the slleged perpetrators ta work on
the night shift after learning of the allegations of

I neglect (and confirming neglect had occurred).

i One of the staff worked on 4/6/12, 4/7/12, 4/8/12
4/9/12 and 4/10/12. Both eteff were schedulad to

i work together on 4/11/12 howavar, that is the dey
that investigators from Aduit Protective Services

| (APS) arrived to do an on-gits investigation. The

| licansee confied that the 2 staff were not

' suspended until 4/11/12 (the date of the.APS

. Both the licensee and the manager failed to

‘ protect the residents from the known perpetrators
of neglact by allowing them to continue to work at

| night. Both the manager and the licensee clearly
knew that these 2 residents did not receive
necessary care for at least 4 houra (per video) on

| the nignt of 4/4/12 and naither one reportad this

i neglect untll the surveyor informed them of the

| requirement to do sc on 4/25/12. it was not
reported ta APS until 4/26/12 after it was again

, brought to thelr attention by the surveyor, Refer

R213 Vi. RESIDENTS' RIGHTS |
)

: 6.1 Every resident shall be treated with
consideration, reapact and full recognition of the

* resident's dignity, individuality, and privacy. A

home may not ask a resident to waive the

R208

R213

1
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R213|! Continued From page 22 R213

- i This REQUIREMENT 13 not met as evidence
. by:

| Baged on observations and staff interviews, steff

failed to assure that 1 of 9 applicable rasidents in

| the sample received care In a manner that

|
I .
!
respected each resident's dignity and privacy. - |
(Resident #1) Findings include: |
i Per observations of 2 transters (4725/12 et 10:40 l
AM and 4/26/12 at 12:40 PM), staff fallad to
| provide care respectful of the resident’s dignity - |
l and privacy regarding the lack of cover to peri ‘ : I’

areas during transfers. During incontinence care
and a dressing change at 10:46 AM on 4126/12,
staff falled to provide cover to the other ,
uncovered areas of the body. During observation '
at 4:10 PM on 4/25/12, the resident was observed i
with yallow food matter oozing out of both sides of |
i the mouth while seated in the sunroom. Staff In )
' the area falied to notice until the survayor brought |
'[ thia to their attention. Agaln on 4/26/12 at 12:40 ‘
"'PM, the resident had yallow food stuff oozing out
. of the mouth and staff started to bring the '
: residant out of the room when the surveyor ‘
stopped them and asked that they clean the l
i resident's mouth. Staff wiped the mouth but the -
' yeliow matter was stil visible in the mouth and the
surveyor also asked staff to claan the inside of :
the residant's mouth. o ' I

le Vi, RESIDENTS' RIGHTS R224 )
$5=G ’

.8.12  Residents shall be free from mental,
| verbal or physical abuse, neglect, and ;
I exploitation. Residents ahall elso be free from
: restraints s described in Section b6.14, . |

This REQUIREMENT is not met as evidenced {

Divielon of Licensing and Protedtion ) :
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R224! Continued From page 23 R224 o

: by:

| Based on staff interviews and record reviews, the
licensee and manager of the home each failed to

, assure that 2 applicable residents In the home

* from 4/5/12 - 4/10/12 were free from potential

| staff neglectabuse. (Residents #1 and #2)
Findings include:

| Per review of documentatian of a managers
Memo to atarr on 4/25/12, the manager stated
| that 2 residents clearly did not recelve care for @
l period of at least 4 houra on the evening and
! night of 4/4/12. S/he asked staff to reed and sign
I the memo which stated that each of these
: dependent residents had impairad akin integrity,
i inchuding 2 new severe blisters on Resident #1,
{ and a pressure sore for Resident #2 (developed
. since admission on 3/23/1 2).'Although the
manager and licensee were aware of the neglact
* . of the regidents, they falled to report |t timely to
| APS, and falled to take steps to assure that the
allegad ataff perpetrators were removed from
* providing direct care 1o residents during the days '
i Immediately following the incident, Per review of l
 the work achedules and conflrmed during I
l interviaw with the manager on 4/25/12 at 12 noon
: . the staff worked the 10 PM - 8 AM night ahitts
(aithough not togethar) on 5 additional shifta (on : , ]
4/6/12, 417112, 4/8/12 4/9/12 @nd 4/10112), This ;
{ was also confirmed during interview with the : l
,f licensee on the aftemoon of 4/25/12. Refer also
jtoR 194

RZO‘II IX. PHYSICAL PLANT R281
SS=E£

P Plumbing . o

8.6.d Hot water temperatures shall not exceed . ,
| 120 degrees Fahrenhaeit in resident areas. 1
Division of Licanaing and Proteciion .
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R261 |' Continued From page 24 R291

. This REQUIREMENT e not met as evidenced
b .

Based on observation and ataff Interview, the
i home falled to assure that hot water
| temperatures did not exceed 120 degrees
| Fahrenheit (F) on 1 day of the survey. Findings

Per observation of the temperature readings of

i the hot water in 2 resident bathroms (the shower

{ room and the bathroom off of the dining room )

. temporatures wers in excess of 120 dagreas F,

| The temperature in the shower room are:3s Am

' was recarded as 123.7 degrees F. and the

| tamperature in the bathroom of the dining room

© Was 122.3 degrees F. at 9:40 AM. The
excegsively hot water temparatures ware

* confirmed with the owner/licensee, who had them

[ adjusted (to less then 120 degrees F.) Iater tha

|

d
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Rutland, Vermont 05701
802.773.4285

5/24/12
Revised 7/5/12

Department of Licensing & Protectio
VIA Facsimile # 802 871 3318

Plan of Correction
RE: “Statement of Deficiencies and Impasition of Sanctions effective immediately”

Our House Too R.C.H.

R 126
Provider disagrees with this characterization.

The LNA attending to the resident when the surveyor called her out of the bathroom has been
reoriented and retrained and this has been documented. Completed 5/16/12

Both LNA’s have demonstrated proper and safe techniques in resident transfers with the
Manager and such has been documented. 5/2/12

Understanding and following a plan of care and the importance of writing an accurate plan of
care, including documentation of alternative methods when appropriate has been reviewed and
revised with caregivers and RN’s.  5/11/12

Caregivers have all been reminded of the wheelchair shower chairs proper seat positioning as
the latches must be engaged. A new wheeichair shower chair was purchased, received and is in
use. 5/10/12 : ’

Relief caregiver arrived at 11:15 a.m. — third caregiver was expected at 7:00 a.m. but due to a
family emergency, did not notify the scheduling Manager until 7:15 at which time she went to
the house to inform the staff and started looking for coverage. The Manager had been working
with the overnight staff leaving at 4:30 a.m., she did not know that the third caregiver had not




arrived; the caregivers had everything under control or they would have called for assistance.
We have revised our protocol as follows:

When a scheduled caregiver does not show up, within 15 minutes of their expected time of
arrival they must;

» Attempt to call the caregiver for an estimated time of arrival.

= If no results immediately, call the scheduler and the manager.

e Scheduler will arrange coverage as soon as possible, and/or scheduler or manager wil
cover as necessary for i:ompliance.

During reorientation and retraining the LNA was reminded of the importance of appropriate
planning and protocol for all resident care and the importance of exercising only care within her
scope of practice at all times.

Wound care for this resident was under the direction of RAVNAH RN’s and ET Nurse Kate -
Lawrence; dressing changes were being done by RAVNAH RN and/or Our House RN'’s.

New written wound care protocol:
Document has been established and initiated to be used for any and all wound care.
RN trains caregiver
Caregiver executes proper demonstration to RN
RN and Caregiver document approved protocol
Document will be present in the MAR and employee record
RN to monitor for accuracy and compliance per incident at least 5 times weekdly.

At a mandatory in-service on 5/15/12 all caregivers were reminded of executing safety at all
times when any resident is “out of sight” — That the house is designed for safety in floor plan
and size and the planning of even a 2 to 3 minute interval in taking eyes off of the common area
must be appropriately planned. That all equipment should be in good repair and that any need
for repair should be reported to the appropriate Manager immediately. That all equipment must
be used appropriately at all times. Continued monitoring by all Our House employees is
expected 24/7. Manager is expected to report equipment in need of repair to the
Administrator.

In addition to reorientation and retraining the LNA was counseled for integrity and confidence
when working under pressure. Though she has proven to be a competent caregiver, she has also
performed poorly-in the past while under observation. Continued monitoring of this LNA’s
performance will be ongoing. See orientation checklist and training outline as requested.
Manager will monitor, weekly for one month to assure performance standards rermain intact.
5/16/12 — 6/16/12




A written protocol and training has been established for APS and DLP visits to assure compliance
and assist all caregivers in overcoming anxiety that may result in poor performance or
inappropriate decision making. See Protocol as requested

New written wound care protoco! will prove training when wound care is delegated by an Our
House RN. Our House RN will monitor as needed. Documentation of training, delegation and
demonstration will eliminate any uncertainty as to individual caregivers’ expectations, training
and abilities. RN will monitor for compliance and accdracy as needed.

All physicians’ orders and referrals must be monitored per incident, daily, for timeliness and
accuracy. RN will monitor for compliance.

This resident was under the combined care of RAVNAH, Our House RN’s and the physician for
comfort, as is often our routine for residents close to the end of life. Family meetings had been
conducted and expectations communicated with the visiting nurses, the physician, the
administrator and the RN. Continued communication with families is expected by all applicahle
entlities as well as the RN, Manager and Administrator of Our House.

There is no denying that staffing is challénging— The scheduling dates mentioned included much
time when census was down to 7- 9 residents with two caregivers, the Manager is present at
least 40 hours weekly (often 50) and the RN makes rounds at minimum, five days a week and is
on call 24/7 as well as the administrator is on call 24/7.

RIQL PoC aceeptid- 1ofia Pmosaen)

R 136
Provider disagrees with this characterization.

RN will assure to complete reassessment promptly when significant status change occurs.
Backup RN will verify assessment needs or status changes with House RN and House Manager
Monthly. 6/12

R\t Poc accepred Tleliz Pmectarn
" R145

Provider disagrees with this characterization.

These residents were under the combined care of RAVNAH, Our House RN’s and the physician’s
for comfort, as is often our routine for residents close to the end of life. Family meetings had
been conducted and expectations communicated with the administrator and RN.

Understanding and following a plan of care and the importance of writing an accurate plan of
care, including documentation of alternative methods when appropriate has been reviewed and

3




revised with caregivers and RN’s. All care plans have been audited for accuracy and
compliance, Alternate RN will review with House RN and House Manager as needed or at least

monthly. 5/11/12
RWS Poc gecepted TI6li2 Priostaen]

R 146

Provider disagrees with characterization.

New written wound care protoco! will prove training when wound care is delegated by an Our
House RN. Our House RN will monitor as needed. Documentation of training, delegation and
demonstration will eliminate any uncertainty as to individual caregivers’ expectations, training
and abilities. RN will monitor for compliance and accuracy as needed.

During reorientation and retraining including universal precautions, the LNA was reminded of
the importance of appropriate planning and protocol for all resident care, use of equipment,
and the importance of exercising only care within her scope of practice at all times.
Mandatory May In-service to all caregivers completed: Safety, Resident Safety, Equipment,
APS mandatory reporting. 5/12

Wound care for this resident was under the direction of the RN, the Manager requested a
referral for RAVNAH RN’s and ET Nurse Kate Lawrence; dressing changes were being done by
RAVNAH RN and/or Our House RN’s.
RWYL POC aecopted Tfel1n Prcotmen
R 149

~ Provider disagrees with this characterization.

RN’s, Administrator and Manager have agreed 1o assure that physician’s orders are always
worded appropriately. Orders will state detailed expectations.
RN and Manager will monitor for accuracy and compliance per incident. 5/12

R\ poc oecegted Tlwlio-
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Provider disagrees with this characterization.

The scheduling dates mentioned included much time when census was down to 7- 9 residents
with two caregivers, the Manager is present at least 40 hours weekly (often 50) and the RN
makes rounds at minimum, five days a week and is on call 24/7 as well as the administrator is on
call 24/7.




When a scheduled caregiver does not show up, within 15 minutes of their expected time of
arrival the staff on duty must;

s Attempt to call the caregiver for an estimated time of arrival.

e If no results immediately, call the scheduler and the manager.

e Scheduler will arrange coverage as soon as possible, and/or scheduler or manager will
cover as necessary for compliance. 5/12

At a mandatory in-service on 5/15/12 all caregivers were reminded of executing safety
at all times when any resident Is “out of sight” —That the house is designed for safety in
floor plan and size and the planning of evena2 to 3 minute interval in taking eyes off of
the common area must be appropriately planned. That staff calling in and being covered
needs to be reported at the time, not after the fact. That staff has a responsibility to Our
House residents and coworkers when scheduled for a shift, that they should do their
best to request time off in advance, to switch shifts with coworkers when possible and
to call the scheduler as soon as possible in an emergency. Scheduler is expected to cover
shift as soon as possible. Scheduler or Manager will assist caregivers until coverage can
be arranged when necessary. Manager will notify Administrator with concerns
immediately, staffing changes and/or concerns will continue to be reported to the
Adminlistrator at the weekly Managers meeting for monitoring and compliance.

RI18 Poc occeged Ul Pmootaen
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Provider disagrees with this characterization.

This resident lived with us for nearly six years and his wife and daughter visited frequently as most of
our families do: This resident was under the combined care of RAVNAH, Our House RN’s and the
physician for comfort, as is often our routine for residents close to the end of life. Family meetings had
been conducted and expectations communicated with the visiting nurses, the physician, the
administrator and RN's.

2/12,3/12,4/12,5/12

In the future these meetings will be documented in the residents chart. 5/12

R188 PoC ocerpted luliz Pmcotaen
R 194

Provider disagrees with this characterization.

Regulations prohibit restraints; our residents have dementia and any bed rail would only be
appropriate when safety is a factor and the physician and family have agreed to details of and
reasan for use and detailed intended use. Detailed physician’s orders in writing are required,




when appropriate for a resident with a level of care variance for compliance. Our House doesn’t
believe in restraints of any kind, but safety for people with dementia.
Manager will monitor for compliance. 5/12

RiqY e oeeepted Tlefiz Prcstoe
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Provider disagrees with this characterization.

The Manager reacted immediately to protect this and all residents by informing staff by urgent
memo of what must be done to assure proper care, as a result of her suspicions — Our internal
investigation was started within the 48 hours but evidence wasn’t obtained until outside the 48
hours.

The caregivers in question had a positive performance record with us for more than one year
and the other more than two years. Each caregiver did work three more shifts after the night in
question but schedules were changed so they did not work together.

The Administrator, RN’s and Managers have all been reminded that APS must be advised within
48 hours with no exceptions, this will not be repeated. It is understood that any and all concerns
or suspicions must be reported to APS as required. Internal investigations must start
immediately, findings will be documented, and staff will be suspended or terminated
immediately. 4/26/12

The Administrator, Manager, RN Crystal and all staff (less 6 absent) have completed an in-
service on mandated reporting and the role and importance of APS and the pride that we all
have in working in a state that is good at advocating for our elders. The APS” raising awareness
handbook” was reviewed in detail and a new copy is in the house. 5/15/12 (A laminated sign
regarding reporting of abuse, neglect and exploitation, has been and still is, posted in the
home.) All staff has been advised of their role as mandated reporters at 3 mandatory in-
service in May 2012, continued education is ongoing. Ocientation for new staff includes APS
reporting. Manager, RN and Administrator will monitor.
R0 0C aeceghed. yl1n PicetarN
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Provider disagrees with this characterization.

At a mandatory in- service 5/15 all staff reviewed the resident’s rights and our responsibility in
executing them at all times, especially dignity, even when working under pressure. Continued
rnonitoring of all caregivers is expected at all times by all caregivers, managers and visitors 24/7.
Manager and Administrator will monitor for compliance, at least weekly.




A written protocol and training has been established for APS and DLP visits to assure
compliance and assist all caregivers in overcoming anxiety that may result in poor performance
or inappropriate decision making. See Protacol as requested

R PoL Receplads el 2 Anerarn
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" Provider disagrees with this characterization.

The Manager reacted immediately to protect this and all residents by informing staff by urgent
memo of what must be done to assure proper care, as a result of her suspicions — Our internal
investigation was started within the 48 hours but evidence wasn’t obtained until outside the 48
hours. : '

The caregivers in question had a positive performance record with us for mare than one year
and the other more than two years. Each caregiver did work three more shifts after the night in
question but schedules were changed so they did not work together. There behavior was '
monitored closely during these shifts.

The Administrator, RN’s and Managers have all been reminded that APS must be advised within
48 hours with no exceptions, this will not be repeated. It is understood that any and all concerns
or suspicions must be reported to APS as required. Internal investigations must also start
immediately, findings will be documented, surveillance video may be reviewed or recorded, and
staff will be suspended or terminated immediately. 4/26/12 '
Manager, RN and Administrator to monitor dally as needed to assure compliance.

Ra3M eoc ascptid el Prwcstapn
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Provider disagrees with this characterization.

Water temperature is monitored and recorded monthly at each water faucet, April read was
recarded never above 117 degrees, after the surveyor stated her findings the co-owner
measured it again witnessed by the owner and managér and it never went above 110 degrees,
he then went to FW Webb and purchased a new thermometer with the same results. Licensed
plumber was called in where he measured it with a laser thermometer never reaching 120
degrees; hot water heater has a regulator that is set at 119 degrees. Temperatures are taken,
and documented during the first week of each month. Ongoing monthly Co-owner and Plumber.

RN PO acerptud Tul>- Pvicotnen
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Orientation checklist is intended o be used as a tool i
house dulies whd some personal care procedures, StalT (raining is not limited 1o this vutline;

Our House Orientation

should always be documented and can be done on this paper. Jusi handwrite if in.

EMPLOYEE NAME VUL VTV

"3 Jeovenludion 0o Slobe ok T

ﬂTJ~?l 00

niernally to document training and completion ol training lor

additional yraining

;' TASK TRAINER | EMPLOYEF SIGNATURE DATE
! T, -——\;\ -
Dusting/Yacuuming, Dishes - o > 4l = / i
_Oruonizatign . (Q?Q/ : ,) 516 //"2
- Chunging Bedsiwith and ~1 = '
. Wathout resident in v Dry & e B
Wet 7 R & //r.}_‘_.__
i' Feeding b residenvproper ' !
~ Procedure: blended, puree
| Thickened etc.. % 5 / /G//;
i L.aundry (londing, suap use, to
| Folding & put awuﬁ /Yy S } //0'7//2L ______
| Activities’Approaching .
| Residents Vil S /[[_p /1>
] -'I\I\SWELI‘I\gthl'IU & HiPPA " S =) Mo ]l B
| Gurebage, mopping, Clean- R
Hm buthrooms, kitchen, ete Sy > //&,//;)._
Regular wash upy / showers i n,
| nenen Jesy han 2 washieluthy) ] . 5/ /1 3
i Bedbath/brushing teeth/ - . /e
| Ruzar yse, combing hair ete e S //é /2
Transferring u resident ) 7
{10 and from bed, gl il ely) //qu g// [///,Q—
lakingu resident oL o ’
=y 1 ‘i S ) 13
. Nuil cares gerting resident ' A A
' Dressed & undressed //W & /U@ [/
i Covking/Meal prep & plan 77
!L_(prupcr unis for menls & Jdegserts) //é{(' g/ /67 //,9—
i Medigation (ordering, counving, di ) A ) — 7 -
o) Ll Sepptly (prdopt Dahas ev i S //9 //3~
Stockinw Restoeking 7 ' { /4
Supphies thathioum, kiehen, i , <
. Hedrooms) /ll’k \> //L&//Q\'
- AN chaning, shopping lists o 7 o
Timesheets, schedule, liling ik S )5
Call-in policies. being on 7 /
Iinre, proper conversation ‘ y ; oy
With residents, coworkers L Wt‘t ' 6 // (,,,// ok
- Chunging [undagey/dressing | WidZi 7 &-—/ (607/_/ I
A — | V4 Gl
Feeding Tube | b A IS
ewhwnciaton/ Frr(oed. 0 OO S W A Y V2
Ll bed pant, bedside : [ L A A
_Gommode (use and cleaning) ' 'y S / (6] /2
Dawse Mol € A Jip Jra T
MUSIC/TY 7 o " e [
Y é?))ci'lc'«fl’f!\’ Y/ M%,mn?;: d QIIZ'L 5:/ / 4:,[.-./ 2 _—
Adiraey Adetea s e b O _Slle L2
Qetd /)/)5‘)1%6’. i / / T
< fedv\ gy :
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THIS DOCUMENT CONFIRMS THAT THE TRAINER IMANAGER NURSE of DELEGATED INDIVI DUAL} AND TRAINEE

SPECIAL CARE PROCEDURES

3 LI RLN AL !

(EMPLOYEE) APPROVE WHAT IS BEING TRAINED, DEMONSTRATED, RE-TRAINED, OR ORIENTED ON (ANYTHING
CAN BE LISTED). A FOLLOW UP DEMONSTRATION MAY BE REQUIRED AND OR NEEDED AT THE DISCRETION OF

THE TRAINER.
- TOTAL |
TRAINER TRAINEE SKILL TRAINED
DATE | TRAINER | ¢ -NATURE | TRAINEE | o\ - ATURE (DESCRIBE IN DETAIL) Tnl?gin
bofer | PP Onesdean A
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Our House R.C.H.'s
Emergency Care Guidelines Policies and Procedures - Quiz

'5/2012

Print Name Date

Use the manual ot ony of the care homes, DO NeT TAKE THE MANUAL OUT OF THE HOUSE!
Please complete and return this to the office or your manager no.later than 5/29/22.. . -.

1) If a resident falls but has no apparent signs of distress the first thing | should do is?
@ Call the RN on call - '
o Call the Manager : o L &
o Call the Family )

2) Who can legally take vital signs?

o RNonly ?Dﬂ'e G

o Med Certified Staff only
@ Anyone

3) When reading results for blood pressure, what is the top number called?

Syshylc P 7

4) If a resident who has Alzheimer’s disease is agitated what would be the best thing to do to
_ try and relax them?"
o Insist-that-they stop immediately
& Try to redirect their thought process
o Call911

5) ifaresident falls and is bleeding, what is the first thing you do before approaching.
o Call911
o Callthe RN

# Puton Gloves ?"7" W




196 Mussey Street
Rutland, Vermont 05701
802.773.4285

5/28/12

URGENT MEMO

ALL HOUSES — ALL OUR HOUSE STAFF
MUST READ AND INITIAL

PROTOCOL FOR VISITS FROM LICENSING AND PROTECTION RN NURSE SURVEYORS
AND/OR ADULT PROTECT IVE SERVICES INVESTIGATORS

EFFECTIVE IMMEDIATELY

When a surveyor or investigator arrives:
Greet them, ask them to have a seat and you will be right with them, tell them you must get a Manager:

e ff the Manager is in the House, get them and they will assist the surveyor/investigator.

e If the Manager is not in the House, call them and the Administrator at once.

e [f the surveyor/investigator must wait, we will give you instructions on what they may need or
want. | . .

e Any observations will be done with a Manager or the Administrator to accompany the surveyor
and caregiver(s).

The Orange survey binder may be oppropriate for a surveyor, since they will most likely be doing a
survey and the information in the binder will belp get them started. Know where it is]

Also know where your policy and procedures manual is! Remember you are good caregivers, try to
refax and always be aware of appropriate care-glving.




196 Musscy Stree
Rutland, Vermont 05701
802.773.4285

Adopted
5/28/12
PROTOCOL FOR VISITS FROM LICENSING AND PROTECTION RN NURSE SURVEYORS

AND/OR ADULT PROTECTIVE SERVICES INVESTIGATORS

EFFECTIVE IMMEDIATELY

When a surveyor or investigator arrives:

Greet them, ask them to have a seat and you will be right with them, tell them you must get a Manager:

e If the Manager is in the House, get them and they will assist the surveyor/investigator.

e If the Manager is not in the House, call them and the Administfator at once.

= If the surveyor/investigator must wait, we will give you instructions on what they may need or
want,

e Any observations will be done with a Manager or the Administrator 1o accompany the surveyor
and caregiver(s).

The Orange survey binder may be appropriate for a sarveyor, since they will most likely be doing a
survey and the information in the binder will help get them started. Know where it is!

Also know where your policy ond procedures manual is! Remember you are good careglvers, try o
relax and always be aware of appropriate care-giving.
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