/\‘?’\ : 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

October 25, 2023

Mr. Carl Erickson, Manager
Riverview Life Skills Center
197 Highlander Drive
Jeffersonville, VT 05464-9591

Dear Mr. Erickson:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on July 26,
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, )

Carolyn Scott, LMHC, M.S.
State long Term Care Manager

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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On 7/26/23 the Divizion of Licensing and
Protectioh conducted an unannounced on-site
invetigation of 2 compialnts. Tha following
raqutatory deficiencies were identified as a result
of the investigation:

\;*39;11;33 V. RES!DENT CARE AND HOME SERVICES R128 /9/7?5295 Aﬁﬁd ; dﬂjﬁﬁ /%3 L;)s
| el cffr:.r’
5.5 General Care Cc‘?/’ rd C’C-'f_ jﬂfﬁ_ f

PHIGTE. 12,
5.5.c Each resident's medication, traatment, and ﬁf 717/5.75 o ei’)f‘Wé {{g@
dietary services shall be consistent with. the WA
physician's orders. J)/Z%?r’ & /zﬁ

T
/- reez(/ ol o by |
This REQUIREMENT iz not met as evidenced Zf?i éZfC /?_;) é/f//_éé
by: f&ﬂ 47/2@’:’/— s
Bagad on staff interview and record review thare sfre.
was a fallure to ensure tha administration of 1 /( /; gﬁ/“' Pl /7 7EC

madication o 1 applicable resident (Resident #2) 9 il be
was conglstent with physiclan's orders. Findings

include: ; Cg’?‘ffé/ﬁ /}16)/’7,/&@%

Based on record review Resident #2's physiclan W 5[,/1 /{ﬁj Af A f ”W /mdﬁff

ordered Debrox {ear drops for ear wax removal) C ’ :Z - PQ_ c;._(_)
treatmant for threa days, lavage (rfhse ear canal,

typically with & hulb sydnge) to clear PRN (as
needad). The order was eritered into the .

Madicat}iun Administration Record (MAR) as."Ear i"’R_"é@%Z%ﬂ'%Eé,%28 accepted by
Drops 5-10 drops both ears 2 x a day” indicating
this medication was to be administered as a
schaduled medication twice daily for an undefined
amount of time.,

Fer raview of the July 2023 MAR the medication
was atminlaterad as foliows: T e

* twice dally for 5 days In a row from 7/6/23-
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each resident that I based on abilitlee and naadis
as dentifled In the resident assessmeant. A plan
of care must describe the care and setvices
necesgary to assist the resident to maintain
indapendence and well-balng;

This REQUHREMENT is not met as evidenced
by:

Bazead on staff intarview and racord raview thers
was a faliure to devalop a wiltten plan of care for
3 applicable residents (Residents #1, #2, and #3).

describing the necessary ta assist tho cara and
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R128| Continuad From page 1 Ri28
7/10/23
* 4 gays in a row from 7/13/23 - 7116/23 with once
daily administration on 7/13/23 and 7/14/23, and
twice daily administration on 7/15/23 and 7/16/23
* once on 7/18/23
* & days in a row from 7/20/23-7/25/23 with once
dally adrninistration on 7/20/22 and 7/21/22, twica
daity administration from 7/21/23 -7/23/23, and
onca dally administration on 7/24/23 and 7/25/23
At 1:34 PM on 7/26/23 the Registarad Nurse
confirmad tha Debrox ear wax removal treatment
was not administered as ordered by Resldent
#2's physiclan.
Ri4§ V., RESIDENT CARE AND H E V| R145 . ‘ Y y
v 55<E OME SERVIGES ?ﬁﬁn‘mﬂ‘ Ce f"‘fﬁ?léfl. dgf// /ﬁ%{?ﬁ %
e el i &Escr phion, fo
5.9.¢(2) 572/1 T &rﬂd‘zw o
Qverses development of a written plan of care for /’/?574"'_""“‘:7L'f‘§}"L'\r &FME’ 5
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maintain well-being. Findings include;

1. Par racord review Residant #1 has a history of
Traumatlc Brain njury, is wheslchair dependant,
and has limited ability fo ambulate far brief
pericgs of time with the support of multiple staff
and use of a standing walket, 5/he has an
axercise routine with goals of increasing stretigth,
andurance, range of metion, and mobllity
including use of a "stander”. The "stander” is a
stationary standing frame which provides support
aliowing Restdent #1's to stand upright and bear
waight. Use of 8 "stander” hanefits circulatory,
ragpiratory, urinary, and digestive gystam
funclions; strengthens the skeleton and muscles,
and halps prevant contractures and skin
breakdown. Rasident #1's Plan of Care does not
include a description for his/her exercize routine
and specific Instructions for use of the stander
including gosts for length of time spent in the
stander, proper usa of this davice, and meathods
far engaging and supporting Resident #1 in the
use of the stander and exercise routine during
periods of resistence to uze. '

During an interview commencing at 3:00 PM on
7/26/23 the Owner/Manger, Case Manager and
Registarad Nurse confirmed Resident #1's Plan
of Care did not include a specific plan and
instructions dascribing nacassary cara and
sarvicas ralatad to hisfher exercise routine
Including use of the stander,

2. Per rpcord raview Resident #2's diagnoses
inelude. Eplieptic Seizure Disorder with previous
history of sefzures, gnd'a rakent history of 2
salzures. Resident #3 has a history of a
Traymatic Brain Injury and per staff interview also
hag & higtory of saiZuras.

Plan of Correction for R145 accepted by
Jo A Evans on 10/25/23
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R145| Continued From pags 3 R148
During an interview commenclng at 3.00 #M on
7/26/23 the Ownar/Manger, Case Manager and
Registered Nurse confirmead Resident #2's and
Resident #3's Plans of Care did not describe
necessary care and services relzted to selzures
including instructions for staff regarding actions to
take if @ selzure ocours.
+R147| V. RE £ SERVICES R147 / '
N R SIDENT CARE AND HOM C{ﬂ* e C?pr‘ - ﬂgé@” e:zzﬁ“j M?W
5.0.c (4) Amf& bes ?(; Lo
_ ﬁﬂg on /cJ}H‘I 2033,
Maintaln & current list for review by staff and -
physician of all residents’ medications. The list ﬂ ” fy}ort‘,"; L’(‘Q Sl o
shall include: resikient's name; medications; date i . erdorret f“" <
meadication orderad; dosage and frequency of f‘:: A‘-’/L oie
administration; and likely side effects to monitor; 8 7‘77)&,1' X .ﬁmg EEM. J
Jhe £ Gps M)
T
A orlder bo 42 1
This REQUIREMENT 5 not met as evidenced g bo Tl on /&‘/o?:‘ 27
by: /’EC Evu e
Based on staff interview and record raview there / on ﬂ,ﬁ/fké & // et
wag a fallure to ensute PRN (as neadad) i a;f- }3 M
rmedication orders for 1 applicable resident fee UQ (_?u el
(Residaents #2) Included the spacific dose and CA’#@
frequency of adrripistration. Findings include: /_‘/2'0 ;,rozg 0rfE ,‘
4= b d
1. Per racord raview Resident #2's med list I(/ d/'&aff' ':Q 52‘ ]
included 2 physician's orders that do not include a e a-;[ ,_._Q & /?4{?,0 W QL' G
specific dose as fallows: bx‘i @d v /4 / )ftf—-—
‘ " m s, i (ECO
* "Tugsin 220 mg/m| 1-2 teaspoons (4 oz) by / Oahe
mouth every 4 hours as needad” i {}30 9"5 H? M+S
* "Flber Capsule 400 mg - Reguinid" 2-5 caps by
mouth daily ag naeded.
DGiviston of Licenaing and Protection
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Continued From page 4

At 2:12 PM on 7/26/23 the Regizstered Nurse
(RN) confirmed Resident #2's orders for Tussin
and Fiber (Reguloid Powder) did not include &
spacific dose.

2. Per record raview Rosident #2's med list
Included a physlician's order for Debrox (ear
drops for ear wax removal) treatment for thrae
deys, lavage (rinsa eat canal, typlcaily with a buib
gyringe) to clear PRN (as needed) which does not
Include a specific duae, frequency of
administtation. At 1:34 PM on 7/28/23 the RN
confirmed Resident #2's Debrox order did not
includa a specific dose ard freguency of
administratian,

The orders listed above also do not include the
symptorns of conditlons the FRN madications are
intended to treat.

V. RESIDENT CARE AND HOME SERVICES

5.10 . Medication Management

%.10.c. Staff will not assist with or administer any
medication, prescription or over-the-counter
madications for which ihara is not a. physician's
written, signed order and supporting diaghosis or
problem statement in the resident's racord.

This REQUIREMENT is not met as evidenced
by:
Based on staff interview and record review thera

 was & failure to enstre. written, slgned physlchan's

ortlers for 11 medications administersd to one
applicable resident (Resident #3). Findings
Include:

R147
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Jo A Evans on 10/25/23
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Plan of Correction for R147 accepted by
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_/R162] Continued From page 5

Per review of signed medication orders on file for
Resident #3 and Rasidant #3's Medication
Administration Racord for July of 2023 the
foliowing medications were administered without
wiitten slgnad physician's ordars:

* Atorvastatin BO myg tablets One tablet by mouth
dail

- Egclialopmm 10 mg tablets One tablef by
maouth daily there

* Polyathylane Glycol Powder 3350 NF One
capful in 8 oz liquid dally

* Matronidezol Gel 0.75%  Appfled on face twice
dall

* Ql!.:etlaplna 100 mg tablets  Ona tablet twice
daif

- A:etamlnophen 325 myg tablets Two tablets
avary 4 hours as noaded for painfernperature

* Calcium Antacld 500 my tablats 2 tablets avary
4 hours as neaded for nausea

* jbuprofen 200 mg tabiets 2 tablets by mouth
evary 4 hours as neadad for pain

* Lidedertri 5% toplical patch  Apply ona patch
daily as neaded for pain

* Medicine 25 mg tablet Take on tablet one hour
before travel, repeat evary 12-24 hours as
neadead

“Sennha 8.8 my tablet One tablet dally as needed
far constipation

At 4:30 PM on 7/26/23 the Case Manager
confirmed there were no signed madication
arders on fila and avaitable for review for 11
medications prescribed to Resident #3 as listed
above. ‘

SR‘IHS\V RESIDENT CARE. AND HOME SERVICES
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Plan of Correction for R162 accepted by
Jo A. Evans on 10/25/23
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}Cnntinuad From page &

§5.11.f Theare shall be at least one (1) staff
member on duty and in charga at all imes. In
homas with more than fiftean (15) residents,
thers shali be al least one (1) responsible staff
member on duty and awake =t all tirmes. There
shall be a record of the staff on duty, including
names, titles, dates and hours on duty.

This REQUIREMENT is not met as evidenced
by:

Bagad on staff interview thare was & fallure to
malntain a record of the staff on duty including
the names and hours on duty. Findings include:

On the morning of 7/268/23 the Casa Manager
was reguasted 1o provide a record of the staff
schedule for the month of Navembar 2022 for
teview. At 11:05 AM on 7/26/23 the Case
Manager aonfirmad the staff schadulas for the
time frame raquested ware. not mathtained and
available for review. At 11:58 AM on 7/26/23 tha
Casga Manager confirmad staff schaduies were
not on fite and avaitable for review for months
precading December of 2022,

V1. RESIDENTS' RIGHTS

8.1 Every resident shall be treated with
consideration, respect and full recognition of tha
resldent's dignity, indlviduatity, and privacy. A
heme may hot aek a resident to waive fhe
rasident’s rights.

Thia REGUHREMENT ls.not mat as avidanced
by

I B flosrs enleftice féﬁaﬁ
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Plan of Correction for R183 accepted by
Jo A Evans on 10/25/23

R213

STATE FORM

CHvislon of Lioenalng and Prataction

[ZE1 WYGOH ¥ comtinuation sheet 7 of 12



PRINTED: 08/16/2023
FORM APPROVED

ivigion of Li nd Protacti ‘
STATEMENT OF DERICIENCIES (X1) PROVIDER/SUBPLIERICLIA (X2} MULTIPLE CONSTRUGTICN (Xa) gé.;t—; Eg&\;ﬁ?
AND FLAN OF GORRECTION IDENTIFIGATION NUMBER: A. BUILDING:
. [
0214 B. WING 07/20/2023

NAME DOF PROVIDER OR 8UPPLIER

RIVERVIEW LIEE SKILLE CENTER

STREET APDRERS, CITY, GTATE, ZIF CODE

197 HIGHLANDER DRIVE

JEFFERSCNVILLE, VT 05464

Based on resident interview, siaff intetview and
racord raview thera was a failure to protect the
right of one applicable rasident to ba treated with
dignity and respect; and to ba without foss of
ragidant's rights in response to bahaviors
determined to be undesirable by staff {(Resident
#1). Findings include:

Raview of Progress Notes for Resident #1 staff
fraquantly referred to Resident #1 as "needy" and
made comments including s/he cannot "mind
hisfier own business”; "constantiy trying to insert
himsalf/harself into other peeple’s converaations”,
"constantly inoking for attention”, "needs to Know
everything going on", and referred 10 him/har at
"rosey.

Par reviaw of Resident #1's Behavioral Plan
datad 10/26/22 the plan identifies cohsequences
for bahaviors determinad to be undasirable
Including :

1. If Resident #2 is "disrespacting. staff " and
other resldents by making inappropriate
commants towards staff or touching them
Inappropriataly, or calls staff or other residents
namas the conzedguence defined in the behavior
plan |s that s/he will iose his/her TV for the rest of
tha day. If the identified behavior continues s/he
will not ba allowed to go out to sea live music the
naxt time the musician comas to the facliity to
perform,

2. If Resident #1 is watching videos and engagding
in salf stimulation during the day shift'med times
and/or deliberately calling staff to hisMer room
during thesa activities s/he will lose hisfhar

computer for the rest of the day and If s/ha
eontinies to ~act out® or digraezpect staff s/he will
loga the right to have vigitors. The plan states

U sl rishbs will be
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Plan of Correction for R213 accepted by
Jo A. Evans on 10/25/23

FROVIDER'S PLAN OF CORRECTION (x8)
XA) 1D SUMMARY STATEMENT OF DEFIGIENCIES s .
éRE)r-'lx (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX . é%g@ﬂ%gggsgggg g?ggfpi%%gﬂ?fm ﬂﬂg:;gm
L&E IDENTIFYING INFORMATION TG
TAG REQULATORY ORLSC | ) o,
R213| Continued From page 7 R213 /Z;/L%;Z]
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Continued From page 8

Residant #1 can do thase activities after bedtime
med's and before merning exerclses/dressing for
the day. Per staff interview Resident #1 is
currently required to use hisfher computer in
commaon araas of the hama.

Similar punitive measures for undesirable
behaviors definas in Resident #1's previous care
plan included putting his/her personal computer in
"tima out” for one haur for Interrupting othar's
conversations: his/har " TV going lrto time out for
the remaindet of the shift for choosing to not
tranisfer cortactly; and timiting hisfher use of the
telephana to one phone call at a time and
allowing only 2 phone caills par shift.

During an intarview with the Owner/ Manager,
Reglutered Nurse Al Case Manager
commancing at 3:00 PM-on 7/28/23 the Case
Manager cordirined the punitive.responses o
behaviors datarminaed by staff to be ingppropriata
ware Includéd in Resident #1's Bahavioral Plan
diated 10/26/22..

L
?N-,l} RESIDENTS' RIGHTS

B.15 Residants have the right to refuse care
to the extent allowad by law. This includas tha
tight to discharge himself or herself from the
home. The home must fully inform the resident of
the congequenaes of refusing cara. If the ragident
makas a fully informed declsion to refuse care,
the home must respect that decislon and is
absolved of further reaponsibllity. If the refusal of
care will- result in a ragident'’s needs increaging
beyond what the home is llcensed 1o provide, or

will regult in the harme being In violation of these
rogulitions, the homa may Iseus the rosidant a
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thirty {30) day notice of discharge In accerdance
with section 5.3.a of thesa regulations.

This REQUIREMENT is not met as evidenced
by:

Baged on resident interview, staff interview and
record raview there was a failure to protect the
right to refuse treatment for ane applicakie
rasidant (Resldent #1). Findings include:

Per record review Raesident #1 has a history of
Traumatic Brain Injury, is whaelchalr dependant,
and has Ymitad ability te ambulate for brief
periods of time with the support of reultipla staff
whila using a standing watker. Per Resident
Asseasment dated 4/24/23 Resident#1 is
dependant on staff for aspects of care including
mobllity and transfar, dressing, meals, tcileting,

‘ parsonal hygiene, and assistance with adaptive

gdevices. S'ha has an exercise routing intended to
increase strength, endurance, range of matian,

- and mobility which Includes use of a "stander”. A

"stander” is a stationary upright frame which
asslets the user to stand upright and bear waight.
Use of the standar has numearous health benafits,
howeaver at times Resident #1 dedlines use of this
davice and chooses not to participate In his/her
exercise routine. Resident #1 has the right to
rafuse medications and treatments as defined in
the Vermont Residential Care Home Licensing
Reguiations effective Octaber 3, 2000,

During an interview commeancing at 10:30 AM on
7/26/23 Resident #1 stated one staff at the home
routinely "makes me get an the standar and move
my arm for & full hour... the stander is for my legs,

rat my arm", and stated the same staff has
rafugad ta ageiet hm/har off the stander before

tha hour is completed. Resident #1 cannot get off

‘@V SUperHsion Moy r#m)
Jo epsue @%a{y
@omq?)mnce ,
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Continued From page 10

the stander independently and requives staff
assistance to transfer. Resldent #1 confirmed

" /ha is the only one that does that", and named
other staff who are very supportiva, Rasident #1

| axpressad fear of retaliation whan saying "Ploase

don't get [the staff] in trouble... s/he will make me
do it twice, and | will be in the deep dooey”.

Buring. an interview commencing at 3:00 PM on
7/26/23 the Ownear/Manger, Registarad Nurse,
ahd Case Manager confirmed a written plan
including specific instructions ralated to use and
rafusal of the standaer had not been developed.
The Case Manager statad, " | know s/he doesn't
tike it", and confirmed Resident #1 complainz
abiout two staff Including the speciflc staff
Residatt #2 discussed. The Case Manager
further stated "thay are pretly strict, they have
sxpectations and s/he is not going to get out of
somathing with them". During the interview the
Ragistered Nurse canflrmed the home does not
tiave a written policy and procedurs related to
resident refusal of medications and treatments,
gnd stated the whote staff knows that Residents

-have the right to refuse.

1

l&(. PHYSICAL PLANT

#

8.1 Erwvironment

9.1.a The home must provide and maintain a
safa, functional, sanitary, homelike and
comfortable-anvironmant.

This REQLHREMENT Is not-met a2 avidenced
by:
paxed on observation and ataff interview thare

R227
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PRINTEL: 08/16/2023

R266 | Continued From page 11

was a failure to provide care tn a safe, functional,
gsanitary, homaslike environment refated to faclity
bathrooms. Findings inciude:

On the aftornoon of 7/26/23 tha upstairs

bathroom of the home was cbaervad with water
damage along the base of the shower. The
damaged area was covered with a white adhesive
harriar that was pealing away, leaving the
unrepaired water damaged area beneath
exposed. The cailing of the bathraom on the first
flaar of the home aiso appears to have water
damage.

At approximetely 4:40 PM on 7/28/23 tha Case
Manager acknowledged the water damaged
areas in need of repair in the bathrooms of the
home.
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