/\i\ - 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.gov

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

November 15, 2021

Ms. Tabitha Hart, Manager

Our House Residential Care Home
162 Jackson Avenue

Rutland, VT 05701-4551

Dear Ms. Hart:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on September
9, 2021. 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,

Mﬂmm

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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NAME OF PROVIDER OR SUPPLIER
162 JACKSON AVENUE

SE IDENTIAL CARE H E
OUR HOUSE RES oM RUTLAND, VT 05701

STREET AGDRESS, CITY, STATE, 21 CGDE

PROVIDER'S PLAN OF CORRECTION

4.13.c. The manager shall not leave lhe premises
withoul delegating necessary authority lo a
competent stalf person who is eighteen {18)
vears of age. Staff left in charge shall be qualified
by experience lo carry out the day-to-day
responsibilities of the manger, including being
sutiiciently familiar with the needs of the residents
1o ensure that their care and personal needs are
mel in a safe environment. Staff left in charge
shall be fully authorized lo take necessary action
to meet those needs or shall be able to contact
the manager immediately if necessary.

This requirement was NOT MET as evidenced
by:

Based on record review and staff inlerview the
facility failed o ensure that there was a staff
member at leas! eighteen years of age on duty
with delegated authority while the manager was
off (ke premises. Findings include;

PPer review of staffing schedules, cne employee
was assigned (o the night shift on 6/28, 6/29 and
the week cf 7/5 - 7/8/2021.

Per interview with (he facility manager on
9/9/2021 at approximately 10:45 there are
currently 10 (1en) residents who reside al the
facility. At approximately 11:30 AM (he manager
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R100 Initial Comments: R100
An unannounced on-site complaint investigation
was conducted on 9/9/2021 by the Division of
Licensing and Protection. There was a requlatory
violation identified as a resull of this |
investigation.
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R999 Contintied From page 1

that employee was assi

who had been on vacation during this time, staled

gned ta night shift

lemporarily "for a two-week period to gel us
through those two weeks". The manager
confirmed that the employee's date of birlh was
9/14/2004, making her/him sixteen (16) years of
age at the time s/he was scheduled on night shift.
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