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P 2 N 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) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

August 24, 2011

Ms. Paula Patorti, Administrator
Our House Too Residential Care Home
69 1/2 Allen Street
Rutland, VT 05701
Provider ID#: 0377

Dear Ms. Patorti:

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on June 21, 2011 . 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, \ .
Pamela M. Cota, RN
Licensing Chief
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. Rﬁooj Initial Comments: | R100
| An unannounced onsite complaint investigation '
r and re-licensing survey was completed by staff ’
from the VT Division of Licensing and Protection
on 6/21/11. The foliowing regulatory violations
were found:
R126 V. RESIDENT CARE AND HOME SERVICES | R126 |2 hade i plemerted News 7/(9 ,
58=6 oo do t,
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5.5 General Care, (C"P'* ¢
. 5.5.2 Upon a resident's admission to a | RN ot 'M":Zg/na Mta_éfﬂﬁ
residential care home, necessary services shall _ Sheer and ws use :
be provided or arranged to meet the resident's doaumeyr g Q::Drmﬂ--
- personal, psychosocial, nursing and medical care ' y -
 personal, psych l ng and m | Houss ger will Mog cor
needs. manag, e
: ‘ Hhe trackag Sheels on the
| | | Firsr oF each month aloag
Ims REQUIREMENT is not met as evidenced wibh puLr existiiy minthly
y: i y y 50
Based on interview and record review, the RN Vifals Hracking r2p ort
(Registered Nurse), who provides nursing , )
over.view‘and nursing care to resident_s of the The fes.dert Aas recovierad .
Residential Care Home, failed to provide the - ! ofe f2un Poabrisr
' necessary services to meet nursing care needs per wretten 0ot . =
for 1 applicable resident. (Resident #1) Findings : her nex+ qua.-x;fM'enr r<
j Include: Schedwled F" & 9/2' 1/,’ )
1. Per record review on 6/20/11, staff recorded in ( Copy included'8 2
"Comment Sheet Notes" on 4/20/1 1, 5/25/11 and
+ 6/4/11 that Vicks Vapor Rub was applied to the "lm MAn@remenT Teorn ot
toe nails of Resident #1 which were described by X '
. anct
. the resident's podiatrist on 6/6/11 to be "...grossly OUR rto Qs&; Foo _t?uc_g'f:, _;_n(
dystrophic [misshapen or partially destroyed nail weth rego lahcns Nery e + 1
plates] grossly elongated with ALl @5 denTs wik gef an ons.&
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result of the deterioration and infection of the
great toes, the resident required treatment with
an oral antibiotic and application of Bacitracin
cintment. Per interview on 6/20/11 at 1:25 PM
Caregiver #1 stated "The nurse left a memo to
apply Vicks to the big toes". Per interview with
‘Caregiver #2 on 6/20/11 at 2:50 PM also
confirmed "The nurse knew about it...nails have
been very bad on both toes...we were told to put
Vicks on the toes...we have noticed s/he is _
ambulating better since seeing the podiatrist",

Per interview on 6/20/11 at 5:05 PM the RN
stated s/he checks resident's feet every 2 months
and provides nail/foot care, however, there wag
no specific policy/protocol regarding foot care by
the nurse. Upon further review of documentation,
the RN stated the last time foot care was '
provided to Resident #1 was on 4/19/11,
However, per telephone interview on 6/21/11 at
8:05 AM, the podiatrist stated Resident

I #1"...should have been brought in much

- Soaner., .toes ooked llke s/he had not been cared
| for a very long time".
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toes of 1 applicable patient (Resident #1)
\ Findings include:

! 1. Per record review an 6/20/11, staff recorded in
- "Comment Sheet Notes” on 4/20/11, 5/25/11 and
] 6/4/11 that Vicks Vapor Rub was applied to the
toe nails of Resident #1 which were described by
| the resident's podiatrist on 6/6/11 to be "...grossly
| dystrophic [misshapen or partially destroyed nail
_ plates] grossly elongated with
| copious...debris...the feft great toe...with purulent
drainage...the right great toe growing into the 2nd
'| toe and has caused a small ulceration,. " resulting
in the resident being treated with an ora antibiotic
and application of Bacitracin ointment. Per
interview on 6/20/11 at 1:25 PM Caregiver #1
stated "The nurse left a memo to apply Vicks to
the big toes”. Per interview with Caregiver #2 on
6/20/11 at 2:50 PM also confirmed "The nurse
. knew about it... nails have peen very bad on both
| toes...we were told ta put Vicks on the toes.. .we
have noticed s/he is ambulating better since
| seeing the podiatrist’. Per interview on the
“morning of 6/21/11, Caregiver #3 also confirmed
. sthe had discussed with the RN (Registered
Nurse), the application of Vicks to Resident #1's
big toes, due to the existing problem with the
toenails.

i Per interview on 6/20/11 at 5:05 PM, the RN
stated " did not know Vicks was being used”,
however the RN stated sthe spends 110 1.5

* hours each day at the Res|dential Care Home
which includes the responsibility to review staff
documentation and.ensuring physiclan orders
have been abtained as needed. The RN
confirmed foot care Is conducted every 2 months
' on residents and stated foot care was provided to
Resident #1 on 4/19/11, It was also confirmed
there was no physician's order for the use of the
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NAME OF PROVIDER OR SUPPLIER

OUR HOUSE TOO RESIDENTIAL CARE HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

69 1/2 ALLEN STREET
RUTLAND, VT 05701

$S=D|
i
‘t 5.9.c(2)

! Oversee development of a written plan of care for
| each resident that is based on abilities and needs
' as identified in the resident assessment. A plan

! of care must describe the care and services
necessary to assist the resident to maintain

i independence and well-being;

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
RN (Registered Nurse) failed to update resident
care plans to reflect specific care needs for 2
applicable residents. (Residents #1, & 2)
Findings include:

- 1. Resident #2 has a Foley catheter for constant

_ drainage of urine which requires specific daily

. care and monitoring. Per review of the resident's
care plan (last update 10/13/10) it does not reflect

. the necessary care to maintain the Foley

- catheter, but states the resident is "self cath 4 x

per day by staff'. The resident also was presently

' receiving treatment for a left leg wound, having

the application of an Unna Boot (compression

dressing with zinc oxide paste) applied by the RN.

The care plan also did not reflect specific

directions, precautions and care of the Unna Boot

by staff providing care to Resident #2.

2. Per review, the Care Plan for Resident #1 did
not reflect the resident's problems with his/her

+ toenails and the required treatment prescribed by
! the podiatrist on 6/6/11 or the specific

RIH5

(X4) ID . SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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1 DEFICIENCY)
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PREFIX !
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DEFICIENCY)
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R145| Continued From page 4

management of the resident's feet while under
| the care of the podiatrist, to include whether the
! resident should wear shoes and or socks or any
[ specific precautions to be taken by staff during
the provision of daily care to Resident #1.

Per interview on 6/20/11 at 5:10 AM, the RN

1 confirmed the care plans had not been updated to

; reflect the individual care needs for both
Residents #1 and #2.

R146| V. RESIDENT CARE AND HOME SERVICES
S8=D|

! 59.c(3)
Provide instruction and supervision to all direct
. care personnel regarding each resident's health

care needs and nutritional needs and delegate
nursing tasks as appropriate;

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
RN (Registered Nurse) failed to provide specific
instructions for staff who are delegated the
responsibility to provide tube feedings for 1
applicable resident. (Resident #3).

Per record review on 6/21/11, the instructions
provided for staff delegated to administer tube
feedings for Resident #3 were generalized and
not specific to the needs and precautions
required when conducting the gravity tube

. feedings. Per interview on the morning of 6/21/11,
| the house manager confirmed the information in
a policy and procedure manual was generic and
failed to address individualized instructions staff
should be appraised of by the RN prior to
providing daily tube feedings to Resident #3.

R145
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R179 V. RESIDENT CARE AND HOME SERVICES R179
SS=E( '
|
| 5.11 Staff Services L1149
| 5.11.b The home must ensure that staff Y ue Ho offer
' demonstrate competency in the skills and (,(.)G_ well Contina _/D/S InGKS
+ techniques they are expected to perform before In-house mec,hnqs €n
| providing any direct care to residents. There bW)' /\04/2 also imy/emerﬁ/éa 7 /!
shall be at least twelve (12) hours of training each ’ . . .
year for each staff person providing direct care to - Service ihformetional .and
residents. The training must include, but is not -/’&Sf"‘@ medules For in d”mgb‘r'
limited to, the following: - . Fing o
‘f‘r‘t""{’“'ﬁ i QYP'Q Cﬁcd» .
(1) Resident rights; rFic DN -
(2) Fire safety and emergency evacuation; Increqseé po’ + P
(3) Resident emergency response procedures, N .
such as the Heimlich maneuver, accidents, police T251+ modole wll be &S()Amt}/.or’g[
or ambulance contact and first aid; m 3 es [or review and <‘
(4) Policies and procedures regarding mandatory % I- (s w i be
' reports of abuse, neglect and exploitation; Gecracy , Q§U <
(5) Respectful and effective interaction with 4 ; 5 cusse q) --(Sdmplk mclchd)
' residents; .
i (6) Infection control measures, including but not vy /[ _ )
| limited to, handwashing, handling of linens, R@wﬂd‘s wd’P /S@ 'mm{f/ﬂ'e‘{
| maintaining clean environments, blood borne For +ma€mg Yin-Sevvice |
pathogens and universal precautions; and PN re ¢ _
\l (7) General supervision and care of residents. _Hwﬂ'“\ﬁ hOLL and Q i ¥ ‘9‘
: { r
This REQUIREMENT is not met as evidenced House Wit owncb
by: , @nd Manage furticpeton
Per record review and staff interview, the d i’"éé()//’s -
manager failed to assure that all employees an . ‘
| providing direct care to residents completed the HR manaqger weld add +o I
12 hours of required training. Findings include: 0 600710? ‘ff'a;n ’.44 /D? @nd
i Per review on 6/21/11 of training records for staff err/’é!’ 71?675 /r; /%rjon/)ﬂ/
: providing care to the residents, it was confirmed . " ~ ; O .
i by the manager that only 2 of the 5 staff Files Safe /&‘ipm‘%
- members reviewed had evidence of required |
| R4 PoC Accepted Binl CE%V\LG\T.(QJ\\!
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R179| Continued From page 6 R179
) inservice training.
R188} V. RESIDENT CARE AND HOME SERVICES R188

SS=D ‘

| 5.12.6.(2)

| A record for each resident which includes:
resident's name; emergency notification
numbers; name, address and telephone number
of any legal representative or, if there is none, the

| next of kin; physician's name, address and

' telephone number; instructions in case of

| resident's death; the resident's assessment(s);

| progress notes regarding any accident or incident

i and subsequent follow-up; list of allergies; a

[ signed admission agreement; a recent

f photograph of the resident, unless the resident
objects; a copy of the resident's advance

directives, if any completed; and a copy of the

document giving legal authority to another, if any.

This REQUIREMENT is not met as evidenced
by:

Based on record review, staff failed to document
' when and why 1 applicable resident was sent to
"'the hospital. (Resident #4) Findings include:

{

| Per record review, "Comment Sheet Notes" for

i Resident #4 states on 3/29/11"[Resident #4] had
a great night. Slept well". The next note on
3/29/11 states "at RRMC" (Rutland Regional
Medical Center). There was no explanation why
Resident #4 was brought to the hospital, condition
prior to transfer, notification of family or

| communication with the resident's physician.
Review of hospital documentation notes Resident
#4's chief complaint was right hip pain and was
further diagnosed with a fractured hip.

RIS | Mow Regorrs wll prompt | & /15 7
StafF dOLchefT Jansks /
+irely and Qecurately |
(copy Ir;c/uoleJ'D')RY Shif-

New forms are in +he hovse
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OUR HOUSE FOOT CARE DOCUMENTATION

RESIDENT:

MONTH

NAILS
TRIMMED &
FILED

NAIL
CONDITION

OPEN AREAS

SKIN
CONDITION

RESIDENTS
RESPONSE

PEDAL PULSES

NAIL CONDITION TH=THICK FL= DRY AND FLAKY B=BRITTLE N=NORMAL
SKIN CONDITION D=DRY E=EDEMATOUS |= INTACT DC=DISCOLORED

PULSES G=GOOD F=FAINT NP=NOT PALPATED

OPEN AREAS TO BE DOCUMENTED ON COMMENT SHEET ALONG WITH TREATMENT
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RMCI - Risk Management Confidential Information

9

mem Care Services - Shift Report AM PM NOC

Business Name: | Lic. #

Shift Supervisor: | Title: Date:

Resident Care

Did you complete any Accident/Incident/Injury Reports on this shift? OYes WNo
Was the necessary re-check done? O Yes UNo

Did any residents go out with family/friends who have not come back yet? HdYes WNo
If yes, list resident’s initials and room number:

]O)gge);‘?; ic(i)(:lc:llgézr;g on the resident’s Med Sheet any new special care needs, or special OYes ONo
If yes, list resident’s initials and room number:

Did we admit any new residents including respite care? OYes WNo
If yes, list resident’s initials and room number:

Was any resident sent to the hospital; or come back from the hospital? QdYes QNo
If yes, list resident’s initials and room number:

Did any doctor visits? Make sure visit was recorded. O Yes ONo

Medications (This section to be completed by the Medication Aide)

Medication Aide’s Name and Initials:

Were all the medications required to be distributed, distributed and properly taken by the

resident(s)? QYes WNo
If not, complete the forms and contact the doctor and the responsible party.

Di.d you complete the forms needed for New Medication Questionnaire Medication OYes O No

Direction Change

If we have less than 2-day supply of any resident’s medication did you fax the pharmacy? OYes UNo

Were there any medications errors or incidents on this shift? U Yes WNo
If yes, complete the Medication Incident Report form.

Staffing

Was any staff member injured or have an accident during the shift (even minor injuries)? QYes WNo

Employee’s name: Proper Form Completed? QYes ONo

Did any staff member call in saying they would be late? OYes WONo

Employee’s name: Quote Reason:

Did any staff member call in because they will not be able to come into work? UYes WNo

Employee’s name: Quote Reason:

Did any staff member go home during the shift? OYes WNo

Employee’s name: Quote Reason:

Were there any special phone messages for administration? l U Yes I d No

Other Notes:

The above information is true and correct: Date Administrator or Facility

ALL CARE STAFF review - off-going and on-coming shifts: (initials) Manager Reviewed & Initials:

© ProvidersWeb.com 2004, 2009, 2011 All Rights Reserved. Version 2.0 002320
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RCI - Residential Confidential Information

Cozﬁ Our House R.C.H.'s

e Incident Call & Communication Log - Resident
Business Name: Lic. # NPL #

Resident Name: Date:

Resident Care Issue - Type of Incident Record ID#:

O Resident Injury O Resident Sent to Hospital Q Other:

O Resident Accident {3 Resident Sent to Urgent Care

0 Resident Behavior Problem
0 Resident’s Health Status/Medical Need

(3 Resident Out of Medication
O Resident Special Need

Factual Description of the Problem:

Initial: Date:

Date: Time: | Person Contacted
& Phone Number:

Quote contents of any discussions, stick to factual
information.

This report should be limited to the facts and must not contain your conclusions.

© Copyright, ProvidersWeb.Com 2004 - 2007, All Rights Reserved. Version 2.0 001247



	00000001
	00000002
	00000003
	00000004
	00000005
	00000006
	00000007
	00000008
	00000009
	00000010
	00000011
	00000012

