
~YERMONT___________ ---= -=- ~-~A~G~E:::N~CY~OFHUMAN 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

May 19,2011

Paula Patorti, Administrator
Our House At Park Terrace
48 South Main Street
Rutland, VT 05701

Provider ID #:

Dear Ms. Patorti:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
March 29, 2011.

Follow-up may occur to verify that substantial complianc;e has been achieved and maintained.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

PC:jl

Enclosure

Disability and Aging Services
Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation
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I This REQUIREMENT is not met as evidenced
I by:
I Based on record review and interview. the home
I failed to assure that appropriate pain
I management assessment and Interventions were
carried out for 1 applicable resident (ReSident
#3). Findings Include:

.' 1. Perrecord review on 3129/11, Resident #3 R.IZ.~
experienced worsening pain from 9/19/10 through .

1

9/29/10 and was eventually hospitalized 9129/1 0~ . .
to 9/30/10 for evaluation of this condition.

! Non-licensed staff notes indicated that pain relief
; measures from 9/19/10 through 9/24/10 using
! Tylenol and Ibuprofen were ineffective. On one
i occasion a heat pad was attempted but was also
: ineffective. On 9125/10, Tramadol was beSlun but
i according to 'comment sheet' notes, little relief
i was obtained. On the evening of 9127/10, staff
documented the resident had difficulty walking
d~e to pain. There V'e~e no additional notes until

::llvision of Ucenslng and Protection ~ /I r=:=-2~
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R10d; Initial Comments:

i An unannounced onsite licensing survey was
I conducted by the Division of Licensing and
I Protection on 3/29/11 to determIne regulatory
! complianoe w1th the Vermont Residential Care
. Home Licensing Regulations. Findings include:
I.

R12

1
V. RESIDENT CARE AND HOME SERVICES

SS=D

5.5 General Care

5.5.a Upon a resident's admIssion to a
residential care home, necessary services shall
be provided or arranged to meet the resldlmt's
personal, psychosocial, nursing and medical care
needs. .

STATE FORM

R126

UQII

PROVIDER'S PLAN OF CORRECTION
(EACH CORREOTIVE AOTION SHOULD BE

CROSS-REFERENCED TO Tl1E APPFlOPRIATE
DEFICIENCY)

l5j,Lf Htl-l-5e cd- rar*, Ud4t.e-
OoJlJer.s and ma~a:fi'e'" s .

'- b)u'e f/UJ~ed ilJior:~fj~-fh/~
-reant~u-rlfe-Lj , 7/'l~ SuNe 'i
prov2d fo. h-e a. helpfu I
(2;)1. peo et1Ge '

nrLE

(xs)
COMPlETEOATE



Division of Licenslnc and Protection
PRINTED: 04/1312011
FORM APPROVED

OUR HOUSE AT PARK TERRACE

STREET ADDRESS, CITY, STAT~. ZIP CODE

48 SOUTH MAIN STRE~T
RUTLAND, VT 05701

STATEMENT OF DEFICIENCIES
AND PLAN OF' CORA.ECTION

I
I

l....-..
NAME OF PROVIDER OR SUPPLIER

(X1) PROVlOERlSUPPLlERlCL.rA
IOe!'lTI~ICATlON NUMBE;R:

0146

(X2) MUI, TIPLE CONSTRUCTION

A. BUILDING
B. WING

(X3) DATE SURVEY
COMPLI;T1S0

03129/2011

SUMMARY STA~MI;Nt OF OE:,rICIENCIES
(EACH DEFICIENCY MUST Be PReceOED BY FULL
REGULATOR.Y OR. LaC IDENTIFYING lNFORMATIQN)

LUa.~ an ,.s'olared ,,,c-Iden-t,
and VCdldtJ..+tOn oF- DO, del.isitil
io 6dd d.T'\ RN -fc :s-fttF-f;

" ~tJ(Se C(~~+d..-I~,ned ~s
lf~ Ocj-Dber WID

Q( Ic...(" 5-lq-tl foC QC~. -

C. Ltl.A..~ {R10.-

(XA) 10 :
PREFIX I
TAG !

I

R126J Continued From page 1

9/29/"0 when the record stated that the resident
had been admitted to the hospital. There was no
indication of a nursing assessment of this
resident's pain throughout the 10-day period nor
, was there a follow up note by the nurse after the

I the resident's return from the hospital evaluation.
, During interview that afternoon, the Manager
I confirmed that the resident had experienced a
! 10-day period of worsening pain, that there were
: no staff notes from the evening of 9/27110 until
the afternoon of 9/29/10 and that there were no
: RN notes indicating nursing assessment and lor
intervention during this period.
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R145 V, RESIDENT CARE AND HOME SERVICES R145
SS=OI

i,
! 5.9.c (2)

Oversee development of a wrltten plan of care for
each resident that Is based on abilities and needs
as identified in the resident assessment. 10. plan
of care must describe the care and services

I necessary to assist the resident to maintain
! independence and well-being;
I

i This REQUIREMENT Is not met as evidenced
• • i by:

I Based on observation, interview and record , f( '45i review, the RN (Registered Nurse) failed to
I develop a plan 0' care reflective of the current
i care needs of 2 of 3 residents In the survey
I sample (Resident #1 and Resident #3). Findings.

I
include:

1. Per observation throughout the day of tho
! survey on 3/29/11, Resident #1 used a
i Wheelchair and required staff assistance for
I locomotion. Per recdrd review, the most recent
: resident assessment.(2115/11) indicated thot the

viSion of licens/l'1g and Protection
rATE FORM 5JS911 If con~nllatlon Sheet 2 of 9
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R146! Continued From page 2

; resident has deteriorated In self care function.
'I' Per review of the care plan, developed 2/10/2006,
there Is no indication of this decJJne In function in
the areas of mobility, transfer, fall risk, and
personal ne&ds nor are speoifio interventions
identified in these ar8&S to direct staff in thIs
residenrs current care needs. Per Interview with
the Manager at 2:55 PM , the care plan does not
reflect the ourrent needs of this resident

2. Per record review on 3/29/11, the annual
assessment (completed 11/B/10) indicajes that
ResIdent #3 requires a scheduled toileting plan,
Per review 01 the care plan. there Is no instruction

! to guide stat\' regarding this need. During
: interview at 2:12 PM, the Manager confirmed that
, (he care plan for this resident did not reflect all
. current resjd~nt needs.
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R17,i V. RESIDENT CARE AND HOME SERVICES R171
SS"'F

5.10 Medication Management

I•

5.10.g Homes must establi$h procedures for
dooumentati~n suffioient to indicate ttl the
physioian, registered nurse, certified manager or
repre&entatl~es of the licensing agency that the
medication regimen 8$ ordered is appropriate! and effective. At a minimum, this shall include: ••. '

1" ~.
I

l

; (1) Oocumel1~tion that medications were
i administered as ordered;
: (2) All instances of refusal of medications,I including the reason why and the aellons tak~n by
the home;

I (3) All PRN medications administered, including
. the date, time, reason for giving the medication,

I and the effect:
.(4) A ourrent list of who is administering

Division of licensing and ProWtction
STATE FORM 5JS911 If <Xlnlinualion sheel , 01 9
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R 171 i Continued From page 3

I medications to residents, including staff to whom
, a nurse has delegated administration; and
(5) For rel:lidents receiving p.sychoactive
medicatiorls, a record of monitoring for side
effects.

I (6) AJllncldents of medication errors.
I

I This REaUIREMENT is not met as evidenced
I

I
by:
Based on l:ecOrd review and interview, the home

I failed to maIntain a ourrent list of staff
! administering medications to residents, including

non.licensed staff dt:Jlegated by the RN
(Registered Nurse), Additionally, the RN failed to
perform sO,reening for adverse reactions to
psychoactive medications for 1 applicable

I resident in the survey sample (Resident #3).
I Findings include:
Ii 1. Per record review on 3/29/11, the requested
I medicatiori administration and delegation list
I entitled 'M~dlcation Certified Staff with a type
written notation 'Updated 6/812009' was provided
by the Manager. This document did not Include
an RN slglllatureidate, Additional record review
indicated that staff hired after 5/812009 and
delegated to administer medications per the
Manager were not on thi~list. During interview at
noontime, the Manager confirmed that there was
no nurse signature on the Medication Certified"'" '

I Staff list. During further interview at 1:22 PM with
I. an adrnlnlstra1lve staff member, it was confirmed
• that the Jist did not include all staff currently
I administenng medications at this home.
!,
I 2, Per record review on 3/29/11, Re61dent #3
: receive6 3 psychoactive medications that have
i potentially irreversible side effects (HaJdol 20 rng
i [milligrams] at HS [bedtime] dally, Risperdone 3
I mg at HS dally and Seroquel 300 mg at HS dally),

Division of ~icen$ingand Pfoteetjon I
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R171 . Continued From page 4 R171,
. There was an AIMS (Abnormal Involuntary

I Movemerlt Screen) tool completed by the RN in
. the record dated 4/2009. During Interview at 2:34I PM, the Manager confirmed that the resIdent
I does regularly receIve these medications, that
, there was no current AIMS in the record, nor any
other documented Indication that the resident has
been monitored for the side effects of
psychoactive medications since 412009.

R179/ V. RESIDENT CARE AND HOME SERVICES R179
SS=E' •
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5.11 Staff Services

.'

5.11.b The home must ensure that staff
I demonstrdte competency in the skills andI techniques they are expected to perform before
: providing any direct care to residents. There
: shall be at least twelve (12) hours of training each
I year tor eaoh staff person providing direct care to
; residents. The training must include, but is not
i limited to, the following:
I

! (1) Resident rights;
j (2) Fire safety and emergency evacuation;

I
(3) Resident emergency response procedures.
such as th.a Heimlich maneuver, accidents, police
or ambulsI1ce contact and fir$t aid; ., .

1
(4) Policies and procedures r~9ard!n9.mand~ry
reports of ab~se, neglect and exploitation;

I (5) Respeet,flJl and effective Interaction with

I
residents;
(6) Infection control measures, Including but not
i limited to, .1andwashing, handling of linens,
; maintaining clean environments, blood borne
I pathogens and univr::rsal pre~autJons; and
i (7) General supervision and care of resldenw .

. J This REQUIREMENT is not met as evidenced
Division of Llcan61ng and Pr:Ofection
STATE FGRM SJS911 It c:onlin\l~bQflalleet Ii 01 ,
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R179! Continued From page 5

; by:
: Based on record review and Interview, the home
! failed to ensure that 5 of 5 direct caregivers in the
; survey sample had completed annual education
j in required topics and numbers of hours (12).
: Findings include:
I

,I 1. Per record review on 3/29/11, 5 of 5 staff had
! completed neitner the 7 mandatory educational
! topics nor the 12 hours of combined ongoing
I annual education. During interview at 2:55 PM,
• the Manager confirmed that the records did not
: indicate completion of required educatJon for
I these 5 staff members.
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,ilion of Licensing and Protection

I
,1. Per record review on 3129/11, there was no "" "
adult or child abuss;l registry check available for 1

i of 3 staff members. During Interview that
! afternoon. an administrative staff member
J confirmed that eopies of these record checks
I were not available as the records were kept

I electronically arId there was e problem with the
computer system at the time of the survey.

I

R190! V. RESIDENT CARE AND HOME SERVICESSS=D!
j 5.12.b.(4)
II The results of tne crimini:ll record and adult abuse
I registry checks for all staff .

. This REQUIREMENT Is not met as evidenced
: by:
i Based on record review and interview. the home
• failed to produce the results of all registry abuse

~, 'checks for 1 013 staff members. J:indings
~ ,include:

R190
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7.2 Food Satety and Sanitation

7.2.a Each home must procure food from
sources that comply with ,all laws relating to food
and tood labeling. Food must be safe for human
consumption, free of spoilage, filth or other
contaminatioM. All milk products served and used
in food preparation must be pasteurized. Cans
! with dents, swelling or leaks shall be rejected and
i kept separate until retumed to the supplier,

, This REQUIREMENT is not met as evidenced
by:
Based on observation and interview, the home

I failed to seperate dented cans of tood from the
: resident food supply. Findings Include:
I

1. Per observation during the initial tour with the
Manager on 3/29/11, there were 3 dented cans of
ohioken noodle soup (50 ounce), 1 dented small
can of oranberry sauce, 1 dented sallon can of
peaches, and 1 dented gallon can of pears. The
Manager contlrmed these findings at the time of
the observati~n.

.' "R291)' IX. PHYSICAL. PLANT
SS=F

!

9.6 Plumbing"

9,6,d Hot water temperatures shall not exceed
i 120 degrees Fahrenheit in resident areas.
i

This REQUIREMENT is not met as evidenced
by:
Based on obs.ervation and interview, the home
failed to maintain water temperatures below 120

Division 01Licensing and PrQtoCtiOn
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This REQUIREMENT is not met as evidenced
by: ,_
Based on record review arid interview, the home
failed to demenstrate oompletion of fire drills as

I required. Finqings include:
I
: 1. Per record review on 3/29/11, the home had
; completed 6 Clnnual fire drills, however the time of
. each drill was not recorded. It was not possible to
: Getermlne wh~ther all times required (morning,

R291 I Continued From page 7

I degrees Fahrenheit (F) in resident areas.
Findings include:

(X4) 10
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TAG

1. Per testing of water temperatures on 3/29/11 at
4:45 PM. thli water temperature in a downstairs

. resident use bathroom was 125.1 degrees F.
I During Interview and re-testing at 4:48 PM, the
; Manager confirmed that the temperature was
I 125.1 degrees F and stated that all water in the
I home was supplied by a single heating system so
i all water would be too hot.
i

R302/IX. PHYSICAL PLAN"
SS=E

I
19.11 Disaster and Emergency Preparedness

I 9.11.c Each home shall have in effect, and

I.<3vailable to staff and residents, written copies of
a plan for thf1 protection of all persons in the

I event of fire and for thCl evacuation of the building
i when necessary, All staff shall be instructed
i periodically and kept infonned of their duties
.1. under the plan. Fire drills shall be conducted on
. at least a quarterly basis and shall rotate times of
• day among morning. afternoon, evening, and
night. The date and time of each drill and the
names of participating staff members shall be
documented,
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I afternoon, evening, and night) had been tested.
During int&rvlew at 4:48 PM, the Manager
oonfirmed that there Were no times listed on the
fire drill reeards (Jnd that there ~ no way to
determine whether Elll timefl"lilmes have been met.
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