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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

August 2, 2023

Ms. Paula Patorti, Manager

Our House Too Residential Care Home
196 Mussey Street

Rutland, VT 05701

Dear Ms. Patorti:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
June 21, 2023. 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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R10Q| initial Comments: R100
An unannounced ansite re-licensure survey was
conducted by the Division of Licensing and
Protection on 6/21/23. The following regulatory
violations were identified:
R128

R128| v. RESIDENT CARE AND HOME SERVICES
§8=D

5.5 General Care
5.5.c Each resident's medication, treatment, and

dietary services shall be consistent with the
physician’s orders.

This REQUIREMENT is not met as evidenced
i by
Based on interview and record review the Tacility
failed to ensure that medications were
administered in the correct form per Physicians
order and specific medication.

Per record review Resident #1 has a physicians
order that state Mucinex 800mg Tab ER
[extended release]12 hours take one tab PO (by
mouth} daily. Mucinex extended release contain
an immediate release layer and an extended
release layer. Crushing this medication can result
in administration of a large dose al! at once
causing an increased risk for side effects.

During interview on 6/21/2023 at 12:15 PM the

Medication Tech (MT) was asked how Rasident

. #1 takes her/his medications. The MT reported
that all of Resident #1's medications are crushed
and that the resident cannot swallow them whole.
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Duri_ng interview on 6/21/2023 at.12:20 PM the Cbmf' feted & iseelk (.;/ )
facility owner confirned that Resident #1's . - . ok ﬁZI'
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