7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://www.dail.vermont.qov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

March 15, 2016

Ms. Beth Peer, Manager

Our House Too Residential Care Home
69 1/2 Allen Street

Rutland, VT 05701-4501

Dear Ms. Peer:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
February 3, 2016. 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

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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Initial Commaents:

An unannounced on-gite re-licensure survey was
conducted by the Division of Licensing and
Protection in conjunction with two entity repors
and an anonymous complaint between the dates
of 212116 -2/3/16, There ware regulatory findings
with both the survey and the complaint
investigations. The findings are as follows:

V. RESIDENT CARE AND HOME SERVICES

5.7. Assessment

5.7.c Each resident shall also be reassessed
annually and at any point in which there is a
change in the resident's physical or mental
condition.

This REQUIREMENT is not met as evidenced
by:

Based on record review and confirmed by staff
interview the facility failed to reassess 1 of 10
sampled residents (Resident #2), annually or at
any point in which there is a change in the
resident's physical or mental condition, The
findings include the fellowing:

Per record review on 2/2/16, Resident #2 was
admitted to Qur House Too, on 1/8/15. State
assessment form identifies that the assessment
was completed and signed by the Registered
Nurse (RN) on 1/20/15.

Per interview with the RN on 2/2/16 at
approximately 4:45 PM, the resident has not had
an annual review assessment as of today,
Therefore, the apnual assessment is 13 days
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8131_%2 V. RESIDENT CARE AND HOME SERVICES R142

5.8 Level of Cara and Nursing Services

5.8.b The following services are not parmitted in
a residential care home except under a variance Rz

granted by the licensing agency: intravenous . roviea AOC-
therapy, ventilators or respirators; daily catheter wohen pre-app

5
irmigation; feeding tubes; care of stage il or iV Vmﬁ;anw LeYe (1 Qf e T
decubitus; suctioning; sterile dressings. prove ded @ffer Sort ey
New> Lot Va1 rce "‘?5
5 //} P/odé".ﬁﬁ -

\[O-ﬂﬂlncE roc JesT (:ram Aol 5'/_3,///63.

This REQUIREMENT is not met ag evidenced

by: o
Based on staff interview and record review, the fredmin 18T 'fb.r’ r,é,_», mens

facility failed to obtain a variance for 1 of 6 Cor Comypl e roced
residents reviewed in the survey sample, Vcﬁif’!ﬂi’lc@s i Lu b,f."_ FRN 1€
Resident# 7. Findings include: o +he ! s month l;& NGngRr
During observation on day one of the survey, r\'}a&““”“i‘: ~ Meed fore 11¢ fred
Resident #7 was receiving feedings through a Variances woekd ke | d‘?f'f’ <
feeding tube, placad in the abdomen. The and requer tad ,mm‘ed.ra:lﬂltm

madicai record did not provide evidence that a .
variance has been obtained, but the House when N<eces sy
Manager was sure there was one. A cali was Prc{mlﬂ !ﬁT,r.:pjnf” uud.\
placed to the State Agent at 4:20 PM and they For-Oompharce -
reported there was no evidence that a variance P

had been given, On 2/3/16 at approximately 9: 30
AM, the senior manager siated that the
owner/administrator would have that information
and s/he did not know the whereabeouts of the
variance and the owner/administrator would not
be available until next week. Further interview
with tha house manager at 4:30 FM, s/he was
unable to locate a variance for care for Resident |
#7. :

——

on cTor”

Division of Licensing and Protection
STATE FORM g PEIV : If contlnuation sheet 2 of 26




B3/14/2016

11:25 BA27727733

Division of Licensing and Protection

AUR HOUSE HE

PaGE
FPRINTEL;

BE/13

V2182016

FORM APPROVED

STATEMENT OF DEFICIENGIES {X1) PROVIOER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION
STATEMENT OF ZRICL ; EC [X3) DATE SURVEY
7 QRRECTION IDENTIFIGATION NUMBER: A BUILDING: COMFLETED
0377 B WING Y
02/03/2018

NAME OF PROVIDER OR SUPPLIER

BTREET ADDRESS, CITY, STATE, ZIP CODE

69 1/2 ALLEN STREET

QUR HOUSE TOO RESIDENTIAL CARE HOME

RUTLAND, VT 057041

(X1 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)
R155 | Continued From page 2
SRS'I SES V. RESIDENT CARE AND HOME SERVICES

- Ferrous Sulfate and placed it in applesauce and

5.9.¢. (12)

Assume responsibility for staff parformance in the
admiristration of or assistance with resident
medication in accordance with the home's
policies,

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and record
review, the nurse failed 1o ensure that the
administering of medication was done in
accordance with the home's policies for 5 of §
residents observed, Residents #4, 7, 8, 9 & 11,
Findings includse:

1.) Perobservation, Resident #4 was
administered enteric coated Ferrous Sulfate 325
milligrams by mouth on 2/2/16 at 5:25 PM. The
medication delegated staff member crushed the

administered it to Resident #4. The staff member
confirmed immediately after the administration,
that the Ferrous Sulfate had been crushed, sthe
stated that they did not know that it couldn't ke
crushed hecause it was not indicated on the
packet that came from the pharmacy. The
Registered Nurse (RN} stated at the time of
discovery, that the packet did not indizate not to
be crushed, but confirmed that enteric Ferrous
Sulfate should not be crushed,

2} Per observation, Resident #7 was -
adminjstered Levaguin Solution at 4:30 PM on
2/2/16. The order is for Lavaquin 760 mg
{milligrams) and the label reads 25 mg/iml
{millititer) and to give 30 ml. The medication
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delegated staff member prepared ard
administerad only 10 mi via feading tube. After
administration the labe! and order was reviewed
with the staff member and s/he confirmed that
only 10 mlinstead of the ordered 30 mi was given
and s/he then prepared and administered the
remaining dose of 20 ml. Reviewed with the RN
at this time and s/he stated that the staff member
needs o read the label closer,

3.) Per obgervation, Resident # 9 was
administered Acetaminophen topically on 2/2/16
at 12:15 PM, the medication delegated staff
mermber applied two squirts from the pump bottle
into hisfher gloved hands and applied it to the
chest of the resident. After administration the
staff member was asked when the meadication
expired and s/he stated that they did not know
because there is nothing on the label to indicate
expiration. The order and the label on the botlle
state that the dose is 325 mg/2 ml. The staff
member was asked how they knew that two
squirts was equivalent to 2 mi and sfhe stated
-that e/e does not know if that is how much is in
the two squirts, but that was the way they were
taught to apply. The RN was not able to ensure
that two squirts are equivalent to 2 ml at 4:30 PM.
The RN also confirmed at this time that there is
no expiration date on the iabel and stated that the
staff should be picking up on that,

4.) Resident #7 has an order to administer 100
mt of water every hour, dated 1/31/16, obtained
via a telephone order, Review of the Medical
Administration Record (MAR) for February does
nat have signatures for the night shift
administering the water flushes. During day one
of the survey, one Qr mare suvVeyors were near
the entrance to Resident #7's room between the
hours of 10 AM and 4:30 PM. The only
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administration of water for the resident was
during medication administration and to flush the
feeding tube after Jevity feeding. The staff
member that was responsible for administering
the flushes on the day shift had signed the MAR

to indicate the flushes were done. The RN stated |

that they wera ordered avery hour bacause the
resident had a temperalure.

2.} During the abserved tube feedings for
Resident #7 on 2/2/16 at 11:00 AM, the staff
member did net check for placement of the
feeding tube per training and policy, S/he did not
aspirate for residual prior to administration of
feeding. Confirmation made by the staff membsr
at 11:47 AM that placement had not basn
checked. Again on 2/2/16 at 4:25 PM. the
avening staff member rasponsible for the tube
feeding was observed net to check tube for
placement and did not check residual prior to
administration of feeding. Confirmation made by
staff at this time.

6.) ©On 22116 at 2:00 PM the medication
detegated staff member prepared Risperidona
0.125 milligrams for Resident #11. The resident
was not alert and didl not accept the medication
whern it was offered, The medication delegate
then piaced the medicine cup with the medication
In it into the medicine cloget in the residents
designated box. At the change of shift the on
coming staff responsible for medication
administration was alerted that

Resident #11 had refused the medication and
that it was in the medicing closat. At 3:10 PM the
staff mamber placed a call to the Registered
Nurse to let himfher know that it had not bean

i
l‘ R155
!
|

|
|

given at 2:00 and asked if it could be given at this

time, When s/he received the aporoval to give

the medicine, s/he ratrieved the Risperidone that .
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1 chart and the MAR do not match and that the

Continued From page 5

was prepared by the day shift caregiver from the
closet and than crushed it and administered it to
Resident #11. At 3:20 FM s/he confrmed that
sihe had givan the medication prepared by the |
other caregiver. Per intetview with the RN at 4:30
PM, sthe stated that the staff are not to give
anything that was prepared by anyone else and
s/he was not made aware at the time of the call
that the medication had beaen prepared by the day
shift, :
7.) On 2/3116 at 8:00 AM, the medication
delegated staff member administered Lasix 40
mg by mouth to Resident #8. Réview of the
medical record presents that the physician
orders, dated 1/5/18 states that resident is to
have Lasix 40 mg one tablet oral daily in AM
(morning) as needed for swelling. Ordars and
MAR reviewed with the house manager at 3:10
PM and s/he confirmed that the orders in the

order is to give as neaded and the MAR is to
give every day. S/he said that they would have
the RN check the orders. The RN stated that the
residant has been receiving Lasix every day for a
long time, but confirmed that the orders are to be
given only as neéded. S/he stated that they are
rasponsible for checking the MAR and physician
orders.

V. RESIDENT CARE AND HOME SERVICES

510  Medication Management

5 10.h The manager of the home is responsible |
for ensuring that all medications are handled
according to the home’s policies and that
designated staff are fully trained in the policies

R155

R18%

Divislan of Licensing and Protection

STATE FORM

nhos

PaJV11

'l ontinuation sheet & of 26




A3/14/2816 11:25 BR27¥727733 OLR HOUSE H@ PAGE 18/13
PRINTED: 0:2/18/2U16

L FORM APPROVED
Division of Licensing and Protection
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MUELTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . BUILDING: COMPLETED
c
0377 B, WING 02/03/12016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
69 1/2 ALLEN STREET
OUR HOUSE TOO RESIDENT
IAL GARE HOME RUTLAND, VT 05701
o) 1D SUMMARY STATEMENT OF DEFICIENCIES i D [ PROVIDER'S PLAN OF CORREGTION L)
PREFIX (EACH DEFICIENCY MUST BE PRECEDER BY FUALL | FPRERIX (EACH CORRECTIVE AGTION SHOULD BE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS3-REFERENCED TO THE APFROFRIATE i DATE
i DEFICIENCY) :
R161| Continued From page 6 1 R1G1 |
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This REQUIREMENT is not met as evidenced | . |
by: Rie! kolls chock
Based on observation, staff interview and record weelly Sk o oh
review, the manager of the facility failed to ensure > : stafd- woho
that all medications are handled according to the wed Hien-h% .
home's policies for 2 of 9 residents, Resident # 7 ave not Fotlevsing
and 11, Findings include: : dores
[ﬂH(UL‘*‘)M-i‘ /Profre "\-3 L .l
1.) Resident#7 has an order to administer 100 AR
Lo
ml of water every hour, dated 1/31/16 and Oukcome of asch we .
pbtained via a felephaone order. Review of the d etermine b bt Fraini g )
! a teiepl : 411
Medical Administration Record (MAR) for < 4o Latlows oF —phat
February does not have signatures for the night V3 Fo :
shift administering the water flushes. During day 4;\1.,\ arg Lospended from
one of the survey, one pr More surveyors werg s ot leasT
near the entrance to Resident #7's room between Med pass e
the hours of 10 AM and 4:30 PM. The only : car oy -
adminisiration of water for the resident was e poraTLAYY M
during medication administration and to flush the ' d RAD vV
. - . & Lon
fegding tube after Jevity feeding. W\an% Leht tre
monchor Cor Comple
2.} During the observed tube feedings for fnd Create Gchion Flan

Resident #7 on 2/2/18 at 11:00 AM, the staff
member did not check for placement of the
feeding tube per training and palicy. 3/he did hot
aspirate for residual. Confirmation made by the
staff member at 11:47 AM. On 2/2/16 at 4:25
PM, the staff member responsible for the tube
feeding was observed not to check tube for
placemant and did not check residual.
Confirmation made by staff at this time.  Interview
with the house manager at 4:30 PM after s/he
was notified of the finding, stated that the staff
knows they are suppose tp chack the placement
of the feeding tube before they administer
anything via the tuba. S/he further stated that !
i they have all been ;
" taught.
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3.) On2/2/16 at 2;00 PM the medication
delegated staff member prepared Risperidone !
0.125 milligrams for Resident #11. The resident ;
was not alert and did not accept the medication |
when it was offered. The medication delegate !
then placed the medicine cup with the medication {
in it into the medicine claset. At the change of ;
shift the on coming staff responsible for |
medication administration was alerted that '

Resident #11 had refused the medication and that
it was in the medicine closet. At 3:10 PM the staff
member placed & call to the Registerad Nurse to
let him/her know that it had not been given at
2:00 and asked if it could be given at this time.
When s/he received the approval ta give the
medicine, sthe refrieved the Risperidone that was
prepared by the day shift caregiver from the
closet and then crushed it and administered it ta
Resident#11. Policy review presents that
medications are not to be administered by anyone
but the person that prepares them. At 3:20 PM
s/he confirmed that s/he had given tha

medication prepared by the other caregiver. Per
interview with the RN at 4:30 P'M, s/he stated that
the staff are not ta give anything that was
prepared by anyone else.

R163 V. RESIDENT CARE AND HOME SERVICES | R163

5.5 Medication Management

5.10.d if a resident requires medication
administration, unlicensed staff may administer
medications under the following caonditions:

(1) Aregistered nurse must conduct an i
assessment consistent with the physician's !

Division of Licensing and Pratection )
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diagnosis and orders of the resident’s care needs
as required in section 5.7.¢ 10163

/ N
This REQUIREMENT is not met as evidenced Rl Systems Chack

by: _ boen revenied webh R12,
Based on staff interview and record review, the . " // 4
facility failed to ensure that the registered nurse Phanager and Care 5,:./8)’5 - ;l//
conducts an assessment cansisient with the Qﬁ

physician's orders for 2 of 9 residents reviewed, ) Iy »
Rasident #5 and 8. Findings include: Al Charg# Aawe boe

. o yade Par acc.u,rm:f -
1) On 2/2116 at §;25 PM, during medication 4 4‘/(/_7,_
administration, the dslegated staff asked which RN mien % { 7’
dose of Warfarin should Rasident # 8 ba getling h z a%
because there were two of them. One order on Pr@&d“ﬂe ehd jj
the Medication Administration Record (MAR) read ASSET 17 iclerts )/f ”ﬁ r1es,
to give Warfarin 2.5 milligrams {mg) daily at 5:00
PM and the one listed right above that said to Ro daily revew o = )
give Warfarin 2 mg. The physician order in the . p eedl e oxpactiy).
medical record stated to give the Warfarin 2 mg ch a"‘éf as » )
daily. At4:55 PMthe Registered Nurse (RN) /7[15,”5,( Md;,ﬂ?%gf wnll
stated that s/he does the medication training and .
s/he reviews the MAR each month. S/he stated /?70#7/710?" .
that s/he checks the MAR against the one from
the month before doesn't check them against the i
medical record. S/he said that s/he reviews all
the orders so knows if there is anything new and
must have missed this one, but confirms that the
house manager will some_times take orders.

2.) On 2/3/16 at 8:00 AM, the medication '
delegated staff member administered Lasix 40 ‘
mg by mouth to Resident #8. Review of the . 1
medical record presents that the physician ;
orders, dated 1/5/16 siates that resident is to D
have Lasix 40 mg one tablet oral dally in AM
(morning) as needed for swelling. Orders and |
MAR raviewed with the house manager at .10 ¢
PM and s/he confirmed that the orders in the !
chart and the MAR dp not match and that the
Divislon of Licansing and Protection .
STATE FORM aneg PaJVI ' If continuation aheet ¢ of 26




#3/14/2816 11:25 ER27727733 OUR HOUSE HR PAGE 13/13
FRINTED: 02/18/2016

o ‘ ' ' FORM APPROVED
Division of Licensing and Protection
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPI,IER/GLIA (%2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A BUILDING: COMPLETED
. C
0377 . WING 02/03/2016
NAME OF PROVIDER OH SUPPLIER STREET ADDRESS, CITY, STATE, ZI CORE
69 112 ALLEN STREEY
OUR HOUSE TOO RESIDENTIAL CARE HOME
RUTLAND, VT 05701
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES ! D PROVIDER'S PLAN DF CORRECTION ; (x5}
PREF X {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE  COMPLETE
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) CoTAG | CROSS-REFERENCED TQ THE APPROPRIATE  :  DATE

| f PEFICIENCY)

R163 Continued From page 9 I R163

order is to give as needed and the MAR is tp give l i
every day. S/he said that they would have the RN :

check the orders, During interview at 4:10 PM, E
the RN stated that the resident has been I
receiving Lasix every day for a long time, but
cenfirmed that the orders are to be givan only as
needed, S/he stated that s/he is responsible for
checking the MAR and physician orders,

3.) During medical review on 2/3/26, Resident
#8 has an order for Colchicing 0.6 mg by mouth
daily as needed for gout flare-ups, listed on the
MAR and medication list. Review of the last
signed physician orders dated 1/15/18, there is no
order for Colchicine. Per intervisw with the house
manager at 3:10 PM, the resident was taken to
the doctor and a list of the medications was taken
with him/her. S/he said that the RN reviews the
medications after a doctor visit. At4:10 PM, the
RN confirmed that she reviews the medications
and did not realize the medication was not on the
recent signed prders,

4.) On 2/3/16 medical review for Resident #5
presents that s/he was admitted to the facility
11/7/15 with diagriosis that includes Coronary
Artery Disease, Arteriosclerotic Coronary
Vascular Disease and Pacemaker placemant,
Hisfhar physician orders represent that s/he is to
have Toprol XL 100 mg tablet (1/2 tablet) to equal |
50 mg by mouth daily. Review of the MAR does
not reprasant that the resident is to take the c
Toprol XL. Reviewed with the house manager at
3:10 PM and s/he confirmed that the admission !
orders included that the Toprol XL was part of the
orders. Perinterview with the RN at 4:10 PM,
confirmed that s/he had spoke with the Physician «
Assistant upon admission to review the |
medications and was told that the resident ‘
needed to be on the Toprol because of his :
Divisien of Licensing and Protaction

STATE FORM A POJVI

If continuation sheet 10 of 26
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5.10 Medication Management

5.10.d ¥ a resident requires medication
administration, unlicensed staff may administer
medications under the following conditions:

(3) The registered nurse must accept
responsibility for the proper administration of
medications, and is responsible for:

i. Teaching designated staff proper techniques
for medication admimstration and providing
appropriate information about the rasident's
gondition, relevant medications, and potential
side effects;

ii. Establishing a process far routine
communication with designated staff about the
resident's condition and the effect of medications,
as well as changes in medications;

iii, Assessing the resident's cendition and the
need for any changes in medications; and
Monitoring and evaluating the designated staff
performance in carrying out the nurse’s
instructions,

This REQUIREMENT is not Met as evidenced
by:
Based on staff interview and record review, the

|
|
i
r
|

facility failed o ensure that the Registered Nurse

(RN) is responsible for teaching, monitoring and

|
|
i
|
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R183| Continued From page 10 R183 ;
corbnary diseases. S/he confirmed that sihe did
not question the Taprol nof being carried over
from November to December. S/he stated that |
s/he reviews and prepares the MARS each !
month, but s/he will often take them home and |
goas from MAR and does not review the orders
with the medical record,
R165 V. RESIDENT CARE AND HOME SERVICES R165
$g=F

ir ned 3?/17 / P
/Q/L} _ 0?&1&:‘0/}9(:’4.{
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| does the training for staff that will be doing tube

avaluating designated staff perfermance In :
carrying out the nurse's instructions fro

medication administration.  Findings include:

Per interview with house manager on 2/3/16 at
10:00 AM, s/he stated that s/he trains the
caragivers that will be delegated to pass :
medications. 5/He said that s/ihe first gives them a
test to taka, she has them review the
policyfprocedure to laok up answers for the test
and then the that is corrected by the RN, followed
by & medication pass while the caregiver
shadowing another delegated medication staif
member, S/he further stated that the RN does
not do much of the training untit it is time for them
to be certified. When the manager faels the staff
member is competent, sfhe sets up the time for
the staff member to shadow and then sets up a
time for the BN to come in to watch a medication
pass and then the RN will deem them as certified.

Bfhe further stated that the RN doasn't
re-gvaluate or monitor the day shift because sfhe
is there tn answer questions and the RN
avaluates and monitors the evening shift. The
house manager also stated at this time that s/he

feedings. S/he said that she will show them the
Medication Adminisiration Record, where the
equipment and Jevity is kept, how to ¢lean and
check for residuat by aspirating before giving
medications or the Jevity. The RN will then check |
for competency during medication certification.

At 12 noon per RN interview, s/he says that the
medication training consists of giving the i
handbook to study the house manager goes
through the book with them. Sihe said that she
will correct the test after they take it and then they
shadow the house manager or whoever s/he
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R165| Continued From page 12 ! R168 \F
delegates and then the RN will do @ medication ! !
pass with them. Sfne said that the tube feedings | 1
are done by other than him/her and before they | 5
do it alone, sfhe will be with them and then sign |
off to ceriify. ;
i
Ri166| V, RESIDENT CARE AND HOME SERVICES | R166
S8=D ‘ / Cara e
.7 R
- Rl Communication « The 579 2/3/1%
5.0 Medication Management an ervor =
ket s o e
5.10.¢ If a resigent requires medication s /Hramig w
administration, unlicensed staff may administer pedly S/uu / . ¢ der
medications under the following conditions: /Jé ne of a;(,[ K‘fatﬁ Jnor :
. ‘ . - k /
(4) All medications must be administered by the Y wrsnate 1057
person who prepared the doses uniess the nurse Ce @,é/ﬂg g
responsible for delegation approves of an oF decisre? m

alternative method of preparation and House /M arag er

administration of the medications. or/ and ‘
: ' For.

This REQUIREMENT is not met as evidenced poeld mon’

by:

Based on sbservation and staff interview, the
facility failed o insure that all medications
administered by the person who prepared the
doses unless the nurse responsible for delegation
approves of an alternative method of preparation
and administration of the medications.

On 2/2/46 at 2:00 PM the medicatitn delegated
staff member prepared Risperidone 0.125 .
milligrams for Resident #11. The residentwas
not alert and did not accept the medication when |
it was offered. The medication delegate then |
placed the medicine cup with the medication in it
into the medicine cioset. Al the change of shift

' the on coming staff responsible for meadication

} administration was alerted that Resident #11 had

Divigion of licensing and Protection
STATE FORM 129 PEIV1 If comtinuiation sheei 13 of 26
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R166, Continued From page 13 | R166 i

refused the medication and that it was in the ‘

medicine closet. At 3:10 PM the staff member .

placed a call to the Registered Nurse o let

him/her know that it had not been given at 2:00 '

and asked if it could be given at this time. When :

s/he received the approval to give the medicine, ;

s/he refrieved the Risperidone that was prepared f

by the day shift caregiver from the closet and i

then crushed it and administered it to Resident

#11. At 3:20 PM s/he confirmed that s/he had

qiven the medication prepared by the other

caregiver. ) i
"R179 V, RESIDENT CARE AND HMOME SERVICES

88=E
5.11 Staff Services

5,11.b The home must ensure that staff
demonstrate competancy in the skills and
techniques they are expected to perform before
providing any direct care to residents. There
shall be at least twelve (12) hours of training each
year for each staff person providing direct care to
residents, The training must inchede, but is not
limited to, the following:

{1) Resident rights;

(2) Fire safety and emergency evacuation;

(3) Resident emergency response procedures,
suich as the Heimlich maneuver, accidents, pollce '
or ambulance contact and first aid,

(4) Policies and procedures regarding mandatory
reports of abuse, neglect and exploiation: ;
(8) Respectful and effective interaction with
residents; :
(6) Infection control measures, including but not
lirnitad to, handwashing, handling of linens, '
maintaining clean environments, blood horne

¢ R179
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R179| Continued From page 14 R179 _ i
pathogens and universal precautions; and @114 | T ServIcEs @nd T dzf) . :
(7) General supervision and care of residents, A P
QINings are alweys | 3/i/e
. I
; han daﬂmf - 'TA@/ oLl
This REQUIREMENT is not met as evidenced / "y
by: ' bo more close y Sqpervise
Based on employee file review and staff interview ; e —5h ZL F WO
the facility failed to ensure that2 of 8 employees 'FE?" aomf"hﬁh i
receive twelve (12) hours of training each year for néss any m a,nda:*fnr'\/ meeniy
each staff person providing direct care to L L,L@ /3 'y % red an (zj-/emdﬁb’f
residents. The findings include the following: : e ot oF Cbmp/é-?‘e
Frainiag hut mu it be
Review of employes files on 2/3/16 presents that Sweh gorthin 5 cz'dys OF st y
two caregivers did not have the required twelve e Cron? Jhe 5-,:/:.00’0/2 et
hours of training. Two caregivers did not have et
training hours in Emergency response, Resident —H\e.!{ GOMPIX : ) ‘r/dl"‘ L
Rights, Abuse/Neglect and Exploftation and one e R W { /ven
did not have training hours for Infection Control. ma (eI -
This wag confirmed by the Human Resource
Registered Nurse on 2/3/16 at 1.06 PM.
R187| V, RESIDENT CARE AND HOME SERVIGES R187 ‘
585=A .
L >
RIFT [ The orignal rzsiderT g wster” | 2efre
5.12.b. (1) _ pns destroyed cl-urﬂzj
A resident regjster including all discharges, c;)nsfruf_,ﬁﬂ;') - Stnce “”'w“"f
transfers out of the home and admissions. has been r.'é*c,rza.‘f‘-ed anrd we ]
T
This REQUIREMENT s riot met as evidenced he maintamed hy +a hovse
by: A be reyewed
Rased on staff interview and record review, the manaaer. R sl b -;e.
facility failed to have a resident register that Once month h/ at {,Urgz,k: ef
includes all discharges, transfers out of the home ’ mee 7"7’;[? wrfh
and admissions. Findings include: Mandagers e
for the resident register, the house ! Aminsstrater 72 7 {
Upen request for the resident register, the house ! ) . ancl Geevsry.
manager presented a current list of the census. For Compliairce . 7
Further revisw of previous logs presented as
Division of Licensing and Frotecticn
STATE FORM 4650 PoJV11 Il gontinuation zhart 15 of 26
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6.1 Every resident shall be treated with
consideration, respect and fuil recognition of the
resident's dignity, individuality, and privacy. A
home may not ask a resident to waive the
resident's rights.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to treat each resident with respect
and dignity, Residents # 6, 7, 9 and 10. Findings
inchude;

1.) " Resident # & was adminisiared
Acetaminophen topically on 2/2/186 at 12:15 PM,
the medication delegated staff member applied
twa squirts from the pump bottle intp his/her
gloved hands and applied it to the chest of the
resident while the resident was seated at the
dining room table waiting for iunch. The resident
had a visitor and there were other residents in the
dining room. After the administration the staff
member confirmed that the resident was in a
public area at the time of administration and it
probably should have been done somewhere
else.

2) On 2/2/16 at 4:45 PM, Resident #10 was
wandering in the facility with pajamas on and then
was later seen sitting at the dining room table, Al

!

}
I
|
F
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R187 | Continued From page 15 | R187 |
1 |
incomplete. Confirmation by the house manager | i
on 2/2/16 at 11:35 AM that tha ragister does not | §
include discharges of residents and that there are |
residents listed that no longer resident at the !
facility.
R213 VI. RESICENTS' RIGHTS R213
58=E
R213
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R213| Continued From page 16 ' R213 : :
rag o (25 derit whe W\ only “satonthe
5:05 PM Resident # 6 was also seen sitling at the ; ;o o
o N i : " : ol be Serigdd Small amoons:
dining room table in pajamas. Interview with staff Uw@ d (4o Sheold - ect Small i
at this time presented that the ong resident had atl one +1me moniderns Closely
been incontinent and the other had a shower and +o Keep memerdum Foras on @n

sfhe is sometimes resistive after dinner, so itwas ¢ ndwidve! basis -
not unusual to put them in pajamas because it is indicve a8

easier. ; Tr‘dlne,:-" and House /71&.1?:27@!’

3.) On 21216, during a tube feeding observation | welt monrtor per residert -

of for Resident# 7 at 4:00 PM, the resident Meed 5 Are g,xped?d Yo be-on

began to cough and had mucous in his/her : o Sta yoa

mouth. The caregiver used the ham of the 1 “ho &ﬂp/@n ﬁ”_ y

resident's shirt to scoop the mucous out of i : A -

Resident #7's mouth. When the tube feeding ! Lrainecd accordsrg’y o

was completed, the caregiver left the room. S/he Purchasar has beerr sm ot

confirmed at 4:10 PM that she had used the shirt Lhat clolh Sea kers FhE

to wipe the mucous out of the mouth. at = fc ft pmore COPT
Mor e wIAILE OV P

4.) On 2/2/16, during the evening meal Cmrdmafed wrkh .=

observation at 5:45 PM, Residant #10 had been tohite pads AT 1n7ene |

eating a2 sandwich and half of the sandwich bad Y oedS “Frainer @ |1 /0//67

fallen on the floor and half of the other half was re¢ 1dert” &7 AT

on her chair, s/he had also spilled some of his/her-ﬁ A a_ﬁu— wottl M2 ’

drink and had dumped some of his/her pears

5 3 (as Skppy
C;Ut’y}wi(j‘ at beST T
Careier had been remmn ced
o Jhe imporfance af/:er":l'eé

ond decisidn praks 73

onto the plate and was trying to bite the bowl. | » (22 2 474p
The caregiver stated that they don't assist -
hitm/her because they get angry and then won't
eat, but did confirm that his/her appearance at
this meal was not dignified.

5.) Per observation oh 2/2/16 and 2/3/16, the
“facility uses large cloth incontinent pads on the
couches and chairs. Per house manager, they
are used to protect the furniture when the
residents are incontinent. On 2/3/16 at 545 PM
sthe confirmed that it could be a dignity issue for |
the residents. : ,
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with the manager at this time, the residents have

Residents shall be free from mental,
verbal or physical abuse, neglect, and 5
exploitation. Residents shall also be free from ;
restraints as described in Section 5.14.

This REQUIREMENT is not met ag evidenced
by:

Based on observation, staff interview and record
raview, the facility failed to ensure that 2 of 8
residents sampled, Resident #3 and #6 were free
from sexual and physical abuse and neglect. The
findings include the following: : ‘
1.} Per observation on 2/3/16, at 10:28 AM,
Residant # 6 had wandered into the bedroom of
Resident #2. Resident #2 was kissing Resident
#6 and they were hoth touching each other
inappropriately. The house manager was notified
st the time of observation and g/he redirectad
Resident #6 from the bedroom. Per intarview

dermentia and the families have not consented to
the behavier. Af 10:45 AM per interview with
caregiver that was in the vicinjty at the time that
Resident #5 had wandered into the room stated
that s/he didn't think anything about where ihe
resident wandered to because a ot of the
residents wander into Resident #2's room. S/he |
said that the two will hug and hold hands, but i
nething has ever happened before. Resident#2 |
had been observed at different times, during the
survay, directing his/her attenlion toward another
resident. Resident #2 was also involved in a prior
incidént that involved pushing another resident
because hoth of them were interested in another |
resident of the opposite sex. Per interview with

: the house manager at 2:15 PM, she confirmed
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R224| Continued From page 18 : R224 . ] ‘
i ¢ mon dforia 1S dest |
that the residents not baen monlorad for ' ¢ Cpn-hfn“u MENTOTING ﬁ.:l'-'
behaviors of the type witnessed, but they have  [(onf o |detrors 2‘// 7 ano Create
hugged and held hands before-and Resident #6 . W here Negeisary s
has bean in the room of Resident #2 before, also | ackion plans f :
confirmad that the behavior was inappropriate. Cond e ed l’)ca:{lﬁ._-(_] 9&1#“'0 |
2.) Per review of intake information dated on f?f'qwn’s‘k“ [U‘\'l of assonng
1/15/16, provided by the facility administrator, Q. residenls are Sate,
Resident #3 was observed on a vidso '
surveillance tape dated 12/31/15 at 158,58 RN, Mmanager, Al SHal
through 2:00:10, heing pushed by resident care / e sl
attendant #1, from behind causing the resident to Gnd @dmimistrater
fall to tha floor. The emplovee walked away from . Lov Comphande .
Resident #3 who was lying on the floor. The montfor - ' ¢
attendant did nat offer the resident assistance nor )
did s/he report the accurrence to resident care y eanry UL orospecfiie
; 158100 ’
attendant #2, who was on duly at the time. Per ﬁ'!l)f_*ﬁ? &dm 1 woidh _ﬁw g;;mnwf
intake information the perpetrator abandoned Capudies meed G ot -
harthis position at approximately 3 AM, leaving dementia 15 o scussed i d
the facility understaffed and without & medication Peop e with o e errtrd /1A 7y 00\
technician. ' ) wedshens, | 2
@ Commeniyy Can devielgp 9"‘""@;{’?
Par observation of the video surveillance on +hotah unrad 1tronal -Ma?/ b4 .
2316 at approximately 9 AM, in the , 4 ’W/E wilh demente |
administration office for the four "Our House" Create bon i A el
facilities, with the ad minigtrative staff and the hermatly Need Com? J%G:g/ - of
manager of the facility, confirmation is made that | ¢ Sonch, CarR GAG -
the surveiliance tape evidences the physical Mfdﬁ/ &)"[ A ,_g//;}' @?ch,é@;[
abuse to Resident #3 by employee #1. Compassion. /1 . a
, . - @nd offectne 177 Creadng &
Per resident care gservice note datad 12/31/15, ‘ b éﬁw,mmﬁf
the resident returned to the facility after | f)afofﬂ%, /LJ‘Z‘? / ot
Emergency Room evaluation with a diagnosis of | For gur ¥e/ Jofessts @ 772 |
right hip contusion and treatment advised, i Lamiliés—adl [z sb v 6;*3 !
~ s (4 |
opradges *0 (omynm ors !
R228| VI. RESIDENTS' RIGHTS R228 enco) o d e |
§5=A f Wity ~pht vy gt 5772 P z’%' ;
' . !
6.18 Residents have the righf to Formulate |
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R228| Continuwed From page 19 R228

advance directives as provided by state law and | p 28 | AL resderts heove L?@ct! VZps -
to have the home follow the residents’ wishes | ~

]
1
|
i
i
L
!
i
1

1_2/5/14:

Some re Pam”llnl weth mang |

i
) _ _ e bers — MOT &Ll cold
g;m_ls REQUIREMENT is not met as evidenced Agree on a dvarce d jrechors
Based on record review and staff interview the %Duﬁl'\ wie Corrbinve o en@wbﬁﬁa
facility failed to assure that 1 of 10 residents s -
sampled, formulated advanced directives as We CannaT i _ |
provided by state law and to have the home House manager v ;
follow the residents’ wishes. The findings include Ao con e T i
the following; Fot\ou.ﬁ vp and _
: praactions
Per record review on 2/2/16 Resident #2 was Gektem |ﬂ5/ Canv AT
admitted to Our House Too, on 1/7158. i Jho rest d@ o~ cht -
Document titled "Tetephane Crder Form® signed . W be d\fﬁ-"
by tha physician on 6/15/158, identifies orders as PhL{mman etk 4 )
follows: Do Net Resuscitate (ONR) unless and/or chd :
changed by me. Clinician Ortders for Life DF SHatus / . nﬁ?
Sustaining Treatment (COLST) form in progress. Ma n@eer nddh fYen ror
Physician pragress note dated 8/31/15 paragraph ' :
titled: “)mpression” (Imp.) #5 evidences COLST in ML Chaet 2&{ i’m‘j’% beers 2/2&?/,(,.
progress with family for ONR/DNI (Do Net | w2 hee.
intubate). {"f called family in Pennsylvania and Q\f“m’_u}.'e«:l A
we are in contact COLST mailed to him"}). Per o irechvet, ma.na[ge.ri /o T
interview with the Residential Care Home Manger | " ' .
pn 2/2/16 confirmation was made that the facility Wl mayntain Srafus,
has not received any COLST form from the family Chea ng o3 and Conversadre
or the physician. , -
' P y épJuLA ih d»fﬁ-‘{-‘i "" d .
R247 Vi1, NUTRITION AND FOOD SERVICES | R247 defacl weld Ai logged i
SS=E | : “ - chprT
: Jha recidert O o ror
7.2 Food Safety and Sanitation manager vkl ’

7.2.b Al perighable food and drink shali be

labeled, dated and held at proper temperatures:
(1) At or helow 40 degrees Fahrenheit. (2) Ator !
above 140 degrees Fahrenheit when served or

Division of Licensing and Pretection
STATE FORM AR POV If continuation sheet 20 of 26
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R247 Continued From page 20 R247
heated prior to service. QZ/'{‘? S&l W has beer p2onn n:le Q' OP”H'*Q— 3/4 M@
This REQUIREMENT is not met as evidenced 20
by: Need +o L‘ib‘?’ydaﬁp’ C?p
Based on observation and staff interview, the | F3ods ~ 1
facility failed to label and date all perishable food. . . n 3 ),6 :
Findings include: ‘ mndﬂ;{-pr;r In-servce 0{ :
! ) e In deta i
i £an ‘
1) Accompanied by a caregiver on 2/2/15 for the itk disenss ml ok E
initial tour, it was observed at 10:53 AM that 5 o Findin as jarth
refrigerator #2 in the kitchen, had two jars of LrveLor by Y 3fiefre
grape jelly, a jar of applesauce, a container of Lv{-g.ms, T2 Or’l%lrﬁ] C'orrfamé’ﬂ
stuffed shells (per the caregiver), lettuce, a bottle . . s
of barbecue sauce and a package of shredded with Q)dq)e,ra'f‘} on da:k;s _
cheese, None of these items were dated as to ‘ ey 1N
- ctiee
when they were opened. The shells and the NOT heen Pﬁ.’l -m’/”)
shredded cheese were not labeled as to what the Mhe (P 447 — ({///41/«5 g, O
contents were in the packages. In the freezer }:) le for
there was a package of chicken nuggets that did @ Skt (zgponsibic
not have a label as to what the contents werg and - e
no date as to when opened. These were GDm_P hanes ) ma %
confirmed at the time of discovery by the R ,
caregiver. L ynon chor
2. In one of the kitchen cupbeards there were
open jars of peanut butter and a container of Flurf
that were not dated as to when they were open.
In a food storage base cupboard there was an
open bag of cereal and and opan macaroni, also
without dates as to when opened. These
discoveries were confirmed by the caregiver at
the time of discovery. |
R253 VIl NUTRITION AND FOOD SERVICES R253
88=D | ‘
| |
7.3 Food Storage and Equipment ,
[
7.3.¢ All food service eguipment shall be kept :
Division of Licgnsing and Protection
STATE FORM AR PO if continuatian ehast 21 of 26
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R263 | Continued From page 21 R253
clean and maintained according to o "
manufacturer’s guidelines R15% |~this 15 \iu,sjc Core\ess —
g 2/
This REQUIREMENT is not met as evidenced Sttt has lpeen ""Em&:”do{ J 11t
by: hak pdses 500
Based onh observation and staff interview, the GHL i »—L-M‘HW
faciiity failed to ensure that all food service Ihe clean ed @&
equipment was kept clean. Findings include: I:b‘ Oecois — @0 L)
During the initizl tour of the facility on 2/2/16 at o2 cussesd ok 3)e
10:55 AM, accompanied by caragiver, in the - ‘
kitchen the microwave turntable had dried peas In-gerviee .
and matter and there was build-up on the sides PAGaRaes ok poncter
and top of the insice of the microwave. Tha @e

careqiver stated at this time that it should have
been cleaned and confirmed that there was food
build up in the microwave,

R25% VI, NUTRITION AND FOOD SERVICES R258

58=D
‘ boen Seovnrnd -
easq Do e e ) f1e

7.3 Food Storage and Equipmeant

7.3.i Poisonous compounds (such as cleaning ' dered j:;;,,r an

products and insecticides) shall be labeled for | been or . 1 B
easy identification and shall not be stored in the | prod vets 1o -Hfua HL—( én

food storage area untess they are stored in a ‘ ' -

separate, locked compartment within the food $akt has béer Y}m th c\{d
storage area. l o8 re ulﬂd'mhf’ -~ 150 wld
This REQUIREMENT is not met as evidenced e d]scué&ed ax 5)’&’

by: X .

Based on observation and staff interview, the % \N-Serylee — K ) ;
facility failed to store poisonous compoundsina ¢ M@ ha e ) JXTYon rl'Dr‘ |
locked compartment in the food storage area. ' . CLQ

Findings include;

During the initial tour on 2/2/16, accompanied by _ :
a caregiver, at 10:53 AM, in the kitchen, there : i

DOwvision of Licensing and Protection
STATE FORM naw 29,711 If continuation sheet 22 of 258
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9.1 Environment

9.1.a The home must provide and maintain a
safe, functional, sanitary, homelike and
comfortable enviranment.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff Interview, the
horme failed to provide and maintain & safe,
functional, sanitary, hormelike and comfortable
environment. Resident #7 regarding infection
control and homelike environment for afl
residents. Findings include:

1) Per observation on 2/2/16 and 2/3/16, the
facility uses large cloth incontinent pads an the
couches and chairs. Per house manager, they
are used to protect the furniture when the
residents are incontinent. On 2/3/16 at 5:45 PM
s/he confirmed that it did not a homelike
environment for the residents.

2.) During initial tour of facility, accompanied by

a suction machine at the bedside. Resident #7
requires oral suctioning as naeded, there was

Ratele npil famehes dre aoiart oF

™
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She use of Socber pach
o also

Coctls — white Soalals
for 5 vehased 70 b wsed
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caregiver on 2/2/16 at 10.50 AM, Resident #7 had |
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R259) Continued From page 22 R259 L
were eight cans of disinfectant spray, three cans I
of aerosol oven cleaner, two cans of aerosol
furniture polish and 3 containers of Cascade
dishwasher detergent. The manager of Our
House Cutback, who was at the facility to assist
with the survey, confirmed that the chemicals
were inappropriately stored at the time of
discovery,
R266; IX. PHYSICAL PLANT R26&
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COMPLETED

9.2 Residents' Rooms

9.2.e Resident badrooms shall be used only as
the personal sleeping and living quarters of the
residents assigned to them.

This REQUIREMENT is not met as evidenced
by:

Based an obsarvation and staff interview, the
facility failed to insure that resident's bedrooms
be used only as the personal sleeping and living
quarters of the residents assigned to them for 1
of 13 residents, Resident# 5. Findings include:

During a tour of the facility on 2/2/16 at 10:30 AM

accompanied by a caregiver, it was observed that

Resicent #5 had two closets in their room. Upon
inspection, one of the closets contained a
vacuum cleaner, storage boxes for things
retumed to the pharmacy, some linen and
blankets and other items, The caregiver stated
that the closet was used for storage for the

facility. S/he confirmed at this time that staff have

to goin and out of Resident #5's bedroom in
order to get things from the closet and that the

resident can't store any of their belongings in that |
| closet :

pus @ leter dated 3/3/0%
A which i states FAdt
W s phy sical plart vt~
uxye ¢iven ot Ha Frme
(QJC‘ of[g"‘lﬂ‘_@/ freense —
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rectird gears age - 15
one. pEmamns = Fire PHAvE.
Glways been Fuio Verd
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Choset meed only be geeessed]
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DEFICIENCY)
R266! Continued From-page 23 R266 [r{dqdm@ C[ez:b’m/ﬁ@ -
:{I}ﬂoi yenosw ntnucous in the tubing a:js Wi?li as the review and redrainiag
ankaur Suction oral apparatus. Per the ‘ ]
caregiver, the resident probably needed to be l Gom{P feted o 3’ m‘mﬁ’j e
suctioned during the night and tha tubing is -i
suppose to be cleansed with water after each i
use. S/he also confirmed at this time that the
tubing and oral piace had not been cleansed.
R272; IX. PHYSICAL PLANT R272
585=D
R212  |pise Sobmitled atter Sorsef

|
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R302| Continued From page 24 | R302 Acessing te. efodat dom ovtsale
S%:i%z IX. PHYSICAL PLANT R302 oF Jhae room Aas been «f.’)ﬁpfé’l‘/
but ah é‘aintm'j' P’ﬁp@ /% an
9.11 Disaster and Emergency Preparedness ; chstacle as wels as & bens
' ' ' <) e,
9.11.c Each home shall have in effect, and Accessed in' #he outs)
avajlable to staff and residents, wrilten copigs of /\a.ﬁt-a-)a.y.
a plan for the protection of all persons in the :
event of fire and for the evacuatinn of the building
when necessary. All staff shall be instructed /
periadically and kept informed of their duties Siaff has @ schedole
under the plan. Fire drills shall be conducted on R3oz F)D Cor F(ia dalls-
at least a quarterly basis and shall rotate times of @\/em( L{éﬂ_f ¢ v
day among morming, afternoon, evening, and S e
night. The date and time of each drill and the “this )3 an “”“?C’ei?’m‘é’ 2 / ¥ //@
names of participating staff members shall be oversight - Foedadtl :
documented.
Schedvles wlll be feviews
hlg at @ Weekd
This REQUIREMENT is not met as evidenced Morrt L‘ . a;jd
by: han S eetinsy "y
Based on staff interview and record review, the , ded FoThe
facitity failed to conduct fire drills on a quarterly heve th ad.. I rd HDL
basis. Findings include: ManaAers dflb(ﬂ -
During review of facility conducted fire drills on S Fw drells are
212118, the last conducted fire drill was 6/24/15. Srheduled and st
Interview with the house manager at 11:35 AM, e
sihe stated that s/he thought they had to do six ¢ be Cond U‘C’—md
per year and after reviewing the State C(_,MP l\cnce wp{h DLP&H:\
Regulations for Residential Care Homes, sfhe s <alot Codes —
confirmed that s/he had not corrpleted the fire re - U\ ‘ .
drills quarterly. ma‘.\@ﬁﬂ— FUN S W VAT N ctoc.
R999| MISCELLANEOUS ; Re|g
&88=C i
Based on observation and staff interview, the
facility faited to encourage or provide activities for
the Enhanced Residential care residents. !
|
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OUR HOUSE TOO RESIDENTIAL CARE HOME

69 1/2 ALLEN STREET

RUTLAND, VT 05701

STATEMENT OF DEFICIENGIES (X) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATIDN NUMBER: A BUILDING: COMPLETED
N, £
C
0ar7 B. WING 2/03120186
NAME OF PROVIRER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

PROVIDER'S PLAN OF CORRECTION

Findings include:

1t was observed on 2/2/16 that most of the
residents were seated in chairs in the sitting area
and a television was turned on o music videocs.
Others were sitting at the tables in the dining
room and a couple were walking about the facility.
At 2:00 PM, a staff member was asked about the
type of activities the residents do, sihe said that
they had not been done today and there aren't
very many activities for the residents, Another
staff member responded that there are no
activities for the residents, S/ha said that thay do
them if they have time, but not every day, usually
they are too busy. Staff member that is
rasponsible for education regarding care stated
that they have a scheduled activily book, but s/he
can not locate t. S/he said that they try to do
something every day, but sometimes it gets too
busy. The evening medication staff stated that
there are no activities becauss they are too busy,
but the residents like to color and they will try to
let them colar whenever they can.

Resource: Vermont Department of Disabilities,
Aging-and Independent Living

Choicas for Care, Lon-Term Care Medicaid
Program Manual, Page IV.8.-2, #4 Recreational
Activities.
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{

'A&hﬁ)[#éi e mcrpec,—!aed
each doug On it [edsT
+ro £ hilfs -
Trauner has reveewed
Hhe. dafinitrén a?h_ld
Lx dpec,-l-a:.v‘/oﬁJ A
stad L intervieased —
and well He dtdc.aggéd
at B/ICe /r).rsferu;ce .
Tramer and maneger
wetd Jroniior f‘?}f ,
Gﬂm(p/:a‘hc‘-é' -

A 1D SUMMARY STATEMENT CF DEFICIENCIES " | (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMFLETE:
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . qrG. 1 CROSS-REFERENCED TC THE APPROPRIATE DATE
: DEFICIENCY) |
|
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R999| Continued From page 25 R99G
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