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P 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) 871-3317

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

June 25, 2013

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 complaint investigation
conducted on March 20, 2013 and concluded on March 25, 2013. Please post this
document in a prominent place in your facility.

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

may be imposed.

Sincerely,

SRR\

Pamela M. Cota, RN
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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R100; [nitial Comments: R100
An unannounced onslte complalnt investigation
was conducted on 03/20/13 and concluded on
D3725/13. The following are regulatory violationa
as result of the Investigation.
|
R144| V. RESIDENT CARE AND HOME SERVICES R144
SSoD
Rnid
5.9.c.(1) .
Complete an asesssment of the resident in ;
accordance with section 5.7; f
| This REQUIREMENT is not met as evidenced i
; by:
|
| Bagad on record review and Interview, the
! Registered Nurse (RN) failed to complete an 2
| accurate assessmant of 1 applicable rasidant :
who required nursing oversight (Resident #1). ‘ .
Findings include: : d
. a1l CharTS pre been revi€vic lq/’j 13
1. Per record review on 03/20/13 the annual | for Code STatus accurecj— |
assessment for Resldent #1, Identifies the : : renpars
! resident as Do Not Resuscitate (DNR), Per i Inanagers, . Zd 4‘%711 "ﬁm '
| interview on 03/20/13, the facllity RN confrmed i have all attende
that there Is no physiclan order fr DNR and the ' &dvance d1adwed and Gode
code status is incorrect on the assessment. ! ot s 3
| Aiso see R228 | idents /¢ 3 ’C{”"“f‘fz""w—
i Al residen d
! AND ‘ have heen wrged 70 Compretean 3/‘?"1/':5
R146/ V. RESID 148 :
R ENT CARE AND HOME SERVICES | R Lk a (ot__fr T - )
: MHouse mdnager w L monitor
-158.c(3) i Charts foraccarey.
Provide instruction and supervislon to all direct l Rt POL-aa;q)}ce\ td20li2
| care personnel repanding each resident’s health | Servuons (| prive
care rieeds and nutritional needs and delegate
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nursing tasks as appropriate;

This REQUIREMENT is not met as evidenced
by: :

Based on record review and interview, the
Registered Nurse failed to direct care providers
regarding 1 applicable resident's health care
needs and tasks. (Resident #1) Findings include:

1. Resident #1 has history of COPD (chronic
obstructive pulmonary disease), asthma,
hypertension and dementia. Per record review on
03/20/13 of the progress notes and staff
statements dated 03/08/13, Resident #1 was
having difficultly breathing, shortness of breath,
wheezing, tired, difficuity walking and was warm.
The staff notes also state family members
expressed concern "about how the way [resident]
was acting" and "(family] was crying and
demanding we call 911", Per interview on
03/20/13 at 11:.04 A.M.,, the Registered Nurse
(RN) stated that the evening before, the resident
was wheezing and thought that perhaps (s/he]
might have pneumonia so staff were to call the
physician’s office in the morning. "The next
morning staff called saying that the resident was
more wheezy and that the [family] wanted to
transfer [resident] ta the hospital. | told the
[family] that | could not come to assess the
resident now but the famlly could call If they
wanted to, they didn't want to wait and hung the
phone up on me". The RN stated that the
resident was a DNR and "to me the DNR was not
to do anything",

When asked what other assessments or
information was gathered to determine the course
of action for this resident, the RN acknowledged
s/he did not direct staff to take an oxygen
saturation measurement, nor basic vital sighs
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such as temparature, blood pressure, respliratory
rate or heart rate. The RN did not ask staff about _ i
other symptoms such sweating, lethargy or pain. : i
The RN confimied at this time, that sthe failed ta . | _ I
Instruct the care providers appropriately regarding : ‘ g
' the resident's health care needs. s ‘ '
R149i V RESIDENT CARE AND HOME SERVICES R148
SS—D;
5.9.c (B)
Maintaln 8 current list of all treatments for each
resident that shall include: the name, date R ILM
treatment orderad, treatment and frequency
prescribed and documentation to reflect that
M-AR- stotes

treatment was camed out:

"Check. 02 SATS cueey

This REQUIREMENT is nat met as evidenced
o AS needed —~

o — g

by: . "morn
Besed on record review and interview the Call @M 92% - 2LNA
Registered Nursa (RN) falled to assure that care | ) P s Nt ded”
staff documented treatments for 1 applicable NasA (""‘5\5 li
resident requiring nursing care (Resident #1). | mnech Le\(e
Findings Include: : ! Al d”‘l“s n
were done and ' lnlf'ut."
1. Per record review on 03/20/13, Resldent #1's as Soch —
physiclan orders states to check 02 Sats (oxygen | fuRE 44,;& y)l.
1.saturation) every moming at 10 AM. and as | L the A?A difSecentls So~that
, Needed, and to administer oxygen at 2 Liters per e wor
| minute via nasal cannula pronge as needed. Par e fesv s are Lo 39 I b
review of the MAR (medication administration inchals prove Leve) was—aten
record) far the month of March 2013, It noted the d NoT bels wHke 9z 7o
| 02 Sats were documented on 03/07/13 only and Gn -
! all other days for the month wers not documented RN AWRRE | MANAGET
- as being complated, Per interview at 3:35 P.M. ARE — 3%?9/5
! the House Manger confirmed the lack of Aw . TER ,4 AL
« documentation to reflect that treatment was Mana&e’, Wk Won '
 canfed as ordered, ThstuchHon with He RN
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R228 VI, RESIDENTS' RIGHTS" R228
$5=0
8.16 Residents have the right to formulate Al Uuld's have been
advance directives as provided by state law and 228 ol Gor Qe <tatus
to have the home follow the residents' wishes Veviewed an3 [3
aa;u_vab{ =
This REQUIREMENT is not met as evidenced - redhin
by Al Q.{.d{ﬂﬁ fe_ﬁa,k (Q.PI’CJC el
Based on record review and Interview the home haue loeen urged —o Complete
failed to clearly identify the resuscitation / and &l a OLST fovon .
advance directive wishes of 1 applicable resident T
(Resident #1), FIndings include: House Manager w _
. adH - 3’2_}1-".5
i . for ehar+s for ace &
1. Per record review on 03/20/13 at 9;30 AM., meni
Resident #1's medical record indicated the _
resident was a Do Not Resuscltate (DNR) Ro2e foca ,Ccc?hﬂl lpor3
regarding code status, However, there are no S e i tu\ e
signed orders for the DNR. The resident does ¢
have a valid Advanced Directive (A.D.) which
expressed "l do not want to be kept alive if |
become unconsclous or unaware and not regain
consciousness.” And "if it is possible that | might
recover with treatment and more time is needed
to determine if | can get better, | wish my medical

l team to start the necessary treatment to keep me

alive, if over time these treatments do not
improve my condition | wish to have

. life-sustalning treatment stopped”. Per interview,
the RN at 11:00 A.M, stated "[the resident] is a

. DNR, to me the DNR was not to-do anything".
The RN was unable to find the signed DNR
orders and confirmed that the current physiclan
list and MAR (medication adminlstration record)

! both state 'Full Code', The RN confirmed
"confusjon” over the A.D. and DNR status. Per
interview at 3:35 P.M. the House Manager and
Human Resource person confirmed the home

| failed to clearly and correctly identify the wishes |
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' Also see R144
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