/\‘?’\ : 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

July 26, 2023

Ms. Kelly Lemieux, Manager

Rivers Edge Community Care Home
5 Hunt Street

Bennington, VT 05201

Dear Ms. Lemieux:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June 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,

Mﬂt&m

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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AND PLAN OF CORRECTION
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IDENTIFICATION NUMBER: ABUWONG

0085 B.WING 06/26/2023

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
5 HUNT STREET
BENNINGTON, VT 05201

RIVERS EDGE COMMUNITY CARE HOME

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

R100 Initial Comments:

An unannounced
conducted by the

88=D

medication which

medication use.

! by:

include:

| Take 0.5 mg (1 ta

Protection on 6/26/23. The following regulatory
violations were identified:

R167 V. RESIDENT CARE AND HOME SERVICES i R167

" 5,10 Medication Management

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

+ (5) Staff other than a nurse may administer PRN
i psychoactive medications only when the home
has a written plan for the use of the PRN

behaviors the medication is intended to correct or |
address; specifies the circumstances that !
indicate the use of the medication; educates the
staff about what desired effects or undesired side
i effects the staff must monitor for: and documents
the time of, reason for and specific resuits of the

This REQUIREMENT s not met as evidenced

Based on staff interview and record review the
Registered Nurse (RN) failed to ensure
psychoactive as needed (PRN) medication plans
were developed for 1 of 3 residents in the
applicable sample (Resident #2), Findings H 1

Per record review Resident #2 has a PRN |
. medication order for Lorazepam 0.5 mg tablet,

i R100

on-site re-licensure survey was .
Division of Licensing and i

: describes the specific

blet) every eight hours as |

Division of Licensing and Proteclion

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XB) DATE
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Division of Licensing and Protection
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
0085 B. WING 06/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
NITY GARE HOME 5 HUNT STREET
RIVERS EDGE COMMUNITY CAl BENNINGTON, VT 05201
(Xd) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COE)A:TL:TE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREE};EI?: Ig)\‘ g:c;z APPROPRIATE :
i
R167 Continued From page 1 I R167 \ \
, 4 | M o elace. =
needed for anxiety. The record does not include a ’ \z\\ [URTR AN (J (4T \_3 LA
plan to describe the specific behaviors the | e . L
medication is intended to correct nor does it ; (’l) v u’( \ K{*\‘) L‘,\av.)\ COCTEEN.
include follow up monitoring to determine if the R . . \ R
i medication is effective with desired outcomes or ‘D-c’.((\ gt D "X-\\_@ &*,‘J\. Ce\eo™y 0
- with undesired effects. :
! il LA \u (C’I\T(L'ST 7‘\“ tL[
+ During interview with the RN on 6/26/23 at 2:00 | N e \\ &‘
PM, s/he confirmed a behavioral plan has not N RPN Y \\ o
been developed for the use of the Lorazepam. A ‘\é Ce &‘(ﬁ_ k\\e Gl { \\\e.
The RN acknowledged the requirement of a k \ ) e
written plan for use when unlicensed staff N\*f e \\\c SN et ook, m(i
. administer as needed psychoactive medications. : L,(r\ el "\ ok é( e Uu( 4 :
. . Lo &4 >
: ; " &»(\(KUI ~L( .(LA <\ }\ ().(\»\k. 7
R173 V. RESIDENT CARE AND HOME SERVICES ; R173 | &-\_) . \\\ CENTD .
S8=F E \ ST Yeen ‘"\‘("\ *(\'E-w Tl \.J\Eu.c.\’
9\\; 1 ¥V ECsean ”("’\ -y >L’,C.’}‘<I!z.
5.10 Medication Management : (e L_,‘__\\ = T&k\\ ook Y (
: ! v -eeh\ re
i 5.10.h. i ‘ Ci k(‘f\\n\, (\\vxlmmz\ ,

(1) Resident medications that the home
manages must be stored in locked compartments
under proper temperature controls. Only

| authorized personnel shall have access to the

; keys

This REQUIREMENT is not met as evidenced
by:
Based on observation and confirmed by staff
interview, there was a failure to maintain

i medications in a locked medication cart and a

' failure to ensure only authorized personnel have
access to the medication cart. Findings include:

During the environmental tour of the RCH on
6/26/23 at 8:55 AM, the medication cart was

M (X Lon, k\\d\‘ i

N & "S GLQ(C

hshows Aol
Tag R167 Accepted on 7/26/23
J. Shea, RN
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Division of Licensing and Protection
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
0085 B. WING 06/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
EDGE COMMUNITY CARE HOME 5 HUNT STREET
RIVERS ED BENNINGTON, VT 05201
(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREg(E::[é I;cr: Zr:;z APPROPRIATE DATE
R173: Continued From page 2 ¢ R173
i observed to be unlocked and unattended, the ; \t\ \ or\x ‘\_ - NG 1\‘(\;) \\ e
medication cart remained unlocked and i o \\\ t
- i - ,
: unattended for 30 minutes, making medications ¢ f“'l t& P L‘Pt A “\\CH\Q 2Lk £ Cr
accessible to residents or visitors. ; D Cas ut\‘\ m-&k,] e A_‘
. | \ o )
| DDY\‘\‘) . \Qk. ot
Per interview on 6/26/23 at 9:25 AM, the MT : As N\CL‘*\ ot X apeh
confirmed the medication cart was left unlocked ‘ aedes  FHhal Ll ‘Dc’_.-
and unattended. The manager confirmed the ! ey, N <( QJ« 6\ ((\
: medication carts are to be locked and secured at ; Doa o~y 7] 2s [ ‘9“,}
 all times. ! N { (] 2055,
; \\ ( ‘\)\Lw&( (e jf\;;)( 2N (Lp__L
R176' V. RESIDENT CARE AND HOME SERVICES | R176

8S=g
. 5.10 Medication Management
5.10.h (4}

Medications left after the death or discharge of a
; resident, or outdated medications, shall be
promptly disposed of in accordance with the
: home's policy and applicable standards of
| practice.

This REQUIREMENT s not met as evidenced
by:

Based on observation and staff interview, the
RCH faited to ensure unused/outdated
medications were disposed of per facility policy.
. Findings include:

Per observation of the facility medication cart on
6/26/23 at 9:20 AM it was noted that a total of 6

bottles of expired medication were stored in the

bottom of the medication cart. These findings

" Include 5.50z container of Sunscreen expired on
. 022022, 80 tablet container of Tums expired on
- 42023, 150 tablet container of Aspirin 81mg

: expired on 4/2023, 400 softgel container of stool

i\.}\t\l._ f\.(v‘ / oy N\ Onee
{,
SN e Contaonee

Tag R173 Accepted on 7/26/23
J. Shea, RN
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Division of Licensing and Protection
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
0085 8. WING 06/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
VERS EDGE COMMUNITY CARE HOME 5 HUNT STREET
RIVER BENNINGTON, VT 05201
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [[a] PROVIDER'S PLAN OF CORRECTION (X8)
BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. . DEFICIENCY)
R176° Continued From page 3 | R176
21 i ﬁk‘ﬁ\ - ‘&\ A}D C i\-a?.( “
softener expired on 5/2022, and 12 fl oz Antacid i
liquid expired on 4/2023, ; wo 2\ & \R\A coad \Werpae”
} '\k\/i(\ —((‘L\(_(,(#( S\(.‘/L(L‘( i
; Per interview on 6/26/23 at 9; 30 AM, the ; \ i,( \ C 1 ;
. manager confirmed the medications were expired : TR owa s e 7 3‘]/)[)’}9 ;Of;g
and stored within the medication cart. o\ AV NP\ Y d{\ﬂL@ Je
(-c é o Cn Mo ¢ LA™
R178 V. RESIDENT CARE AND HOME SERVICES R179

$8=F
- 5.11 Staff Services

- 5.11.b The home must ensure that staff

" demonstrate competency 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 include, but is not
limited to, the following:

(1) Resident rights;
(2) Fire safety and emergency evacuation:
: (3) Resident emergency response procedures,
" such as the Heimlich maneuver, accidents, police
or ambulance contact and first aid;
{4} Policies and procedures regarding mandatory
reports of abuse, neglect and exploitation;
i (5) Respectful and effective interaction with
i residents,;
(6) Infection control measures, including but not
* limited to, handwashing, handling of linens,
maintaining clean environments, blood borne
pathogens and universal precautions; and
(7) General supervision and care of residents.

This REQUIREMENT is not met as evidenced

Tag R176 Accepted on 7/26/23
J. Shea, RN
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FORM APPROVED
Division of Licensing and Protection
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
0085 B.wine 06/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
RIVERS EDGE COMMUNITY CARE HOME 5 HUNT STREET
BENNINGTON, VT 05201
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS$-REFERENCED TO THE APPROFRIATE DATE
. DEFICIENCY)
R179 Continued From page 4 R179
by: ‘
Based on interview and record review the ;
. Manager failed to ensure the required (12) hours
* of training were not completed in the last year for
5 out of 5 staff of the applicable sample. Findings ~ l
include: ; XN RS\ v\ﬂ([
‘ ' de O \r¢\( S5 LD r»u(kku'\t- {
: Per record record review 5 out of 5 staff reviewed Vs 9 \(\ \\ o ,_\,{ NS
" had not completed the 12 hours of required \&,L » o !
trainings in the last year. The trainings that were Gof. e Pecked. Yy
' not completed were Res.ident Rights, Fire safety t((«u P \5‘, i (\'X/V‘AQ(\
and emergency evacuation, and Emergency d e \( Co *L ((‘ k&)
: Response and First Aid. A G Lo R T dgs
‘ L u‘—(“""'d LN (D res
. Per interview on 6/26/23 at 12:30 PM, the DC rCL " o /
| Manager confirmed that 5 out 5 staff reviewed ' '“] e "’
had not completed all of the required (12) hours w ‘L\ \k AN ,(—L,‘ f( "Q.
of training for the last year of review. e ~
g y Eé \lf'éS&( kl‘/L\fA"x\A“
Nt Lz {
R190 V. RESIDENT CARE AND HOME SERVICES R180

88= D‘

5.12.b.(4)

1 The results of the criminal record and adult abuse
registry checks for all staff.

This REQUIREMENT is not met as evidenced

by:

Based on interview and record review the

Manager failed to ensure background checks

| were completed for 1 out 5 staff of the applicable
sample (Staff #1). Findings include:

Per record review of the required facility

background checks which includes the Vermont
. Criminal Information Checks (VCIC), the record
+ for Staff #1 did not include a VCIC record check

Tag R179 Accepted on 7/26/23
J. Shea, RN

Jivision of Licensing and Protection
STATE FORM
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Division of Licensing and Protection

FRINTEL: UTIUd/LUZS
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1)} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

SS8=F
1 7.2 Food Safety and Sanitation

; 7.2.b All perishable food and drink shall be
labeled, dated and held at proper temperatures:
(1) Ator below 40 degrees Fahrenheit. (2) Ator
above 140 degrees Fahrenheit when served or
heated prior to service.

i This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interviews there
was a failure to ensure all perishable food and
drinks were labeled and dated. Findings include:

During a tour of the facility kitchen and food
service areas commencing at 08:55 AM on
6/26/23 the following perishable food items were
observed in the reach- in refrigerator improperly
labled and undated, These items include a gallon
of milk, pre-made pitcher of orange juice, 320z
i shredded mozzarella cheese, 1Lb sliced deli
turkey, 4oz sliced pepperoni, 9oz sliced deli
turkey, 1Lb sliced salami, 1qt pickles, 4 150z
containers of salad dressings, and 120z container
of tartar sauce.

Per interview on 6/26/23 at 9:20 AM, the Manager
confirmed the observed perishable food items
" were not properly labeled with a date of initial use.

’ \—),u(’/ fes

A. BUILDING:
0085 B. WING 06/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
RIVERS EDGE COMMUNITY CARE HOME 5 HUNT STREET
BENNINGTON, VT 05201
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
R180; Continued From page 5 R190
prior to hiring and providing direct care services. N e \\‘ ;/v.,x\i«.:v e
Per interview on 6/26/23 at 12:45 PM the "HLG‘R’ Llj 2 ZN kllc 1aS ‘lu
: Manager confirmed a VCIC background check , o ~Q %{7 R -
: was‘ngt completed for St;.aff#1 prior to hire and \wu. [ \\L¢_ Cevre L* \(»u’rc\‘f) Ny i
providing direct care services.. U \g\ L - — Famrh
; } - "‘%‘—hf MR RVl -&u 30 )
R247 Vil NUTRITION AND FOOD SERVICES R247 k-““*' \\‘l < hﬁx}&rﬁa

Tag R190 Accepted on 7/26/23
J. Shea, RN

Mo maze ol \gufﬂuf
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Dot tovm e o8 Audleg-
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\t(_')t')c\ 't S AN U\Ct/f\zm’ TN (( (?/:—{D;)\‘
&'\ng‘/‘”’ S‘C\ si\\gf acy 0%
feviaal eae b {\Lc&' S =
! ‘(D S b St
R A Aoy
Tag R247 Accepted on 7/26/23

Shea RN
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FORM APPROVED
Division of Licensing and Protection
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
0085 B. WiNG 06/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODE
RIVERS EDGE COMMUNITY CARE HOME 5 HUNT STREET
BENNINGTON, VT 05201
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX : (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
, DEFICIENCY)
R266. [X. PHYSICAL PLANT | R266
$8=D i
8.1 Environment }
9.1.2 The home must provide and maintain a i

; safe, functional, sanitary, homelike and !
comfortable environment. :

i This REQUIREMENT is not met as evidenced i
by:

Based on observation and staff interview the i

. RCH failed to maintain a safe environment. |

¢ Findings include:

; P E Tas B e
During the facility tour at 9:00 AM, Resident #1's | OAGER TN UHE -~ QT

. room was observed to have oxygen equipment. i SO NGRS 5'-&,_%,\ o e

¥ The entry and the interior of the room did not ; ) o j—

* have proper signage posted. Per NFPA 101 Life [ bf%iﬁ {{\\g@_&;& N (&:m b=

* Safety & NFPA 99 Health Care Facility Code, it is | oty oo\ &ﬁ_
recommended signage is needed when oxygen is | \ e 3 e Aol
in use. In addition, per Lippincott Manual 8th CoEx s b\ ' ’L’fﬂu&eﬂ\‘)ﬂ;k\fatr ;

i addition Administering Oxygen by Nasal Cannula ; T \'1
Pracedure Guideling 10-14; page 244: | ()\L\\C N uB\\\\ \\O Le Q)Lf(;
"Performance phase 1. Post NO SMOKING signs ‘ ? N A .- ’ ") i -“":

 on the patient's door and in view of the patient ( Odmay ol Reoe . Mo ':/X b

i pat : o N 2

‘, and visitors”, ! " \\ m(\\\\,c_(, ﬂ\o(\\\i\\‘é { 9])&\)

H : ¥

. | Tag R266 Accepted on 7/26/23
Per interview on 6/26/23 at 10:00 AM the !

; Manager confirmed signage was not posted, and | ] Shea, RN :

: acknowledged the use of appropriate signage to '
maintain a safe environment. |

R291! 1X. PHYSICAL PLANT R291

S§=F !

9.6 Plumbing

ivision of Licensing and Protection
TATE FORM
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Division of Licensing and Protection

FRINTEL: U/ /UDI2U23
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

0085

(X2) MULTIPLE CONSTRUCTION
A, BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

06/26/2023

NAME OF PROVIDER OR SUPPLIER

RIVERS EDGE COMMUNITY CARE HOME

STREET ADDRESS, CITY, STATE, ZIP CODE

5 HUNT STREET
BENNINGTON, VT 05201

(X4)iD ¢ SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION)

[}
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (Xs)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

R291: Continued From page 7

0.6.d Hot water temperatures shall not exceed
120 degrees Fahrenheit in resident areas.

~ This REQUIREMENT is not met as evidenced

i by:

: Based on abservation and staff interview there

~ was a failure to ensure water temperatures did
not exceed 120 degrees Fahrenheit in resident
areas of the residential care home (RCH).
Findings include:

{ Per observation on 6/26/23 at 10:15 AM water

" temperatures exceeded the required 120 degrees
Fahrenheit in five resident areas. Resident room
#1 water temperature was noted to be 130.5
degrees Fahrenheit, resident room #2 water

: temperature was noted to be 131.4 degrees

| Fahrenheit, resident room #3 water temperature

was noted to be 130.6 degrees Fahrenheit,

resident room # 4 water temperature was noted

* to be 132.6 degrees Fahrenheit, and the first-floor
resident restroom water temperature was noted
to be 126.4 degrees Fahrenheit. This observation
was confirmed by the manager at the time of

: findings.

Per interview with RCH manager at 12:00 PM
s/he stated that the RCH does not routinely
monitor water temperatures, but that the would in
; the future.At 1:45 PM RCH manager confirmed
 that the service provider had arrived and adjusted
- the water temperatures stating "There is a broken
part they are replacing now".

R302 IX. PHYSICAL PLANT
SS=F|

; 9.11 Disaster and Emergency Preparedness

i

R291

R302

D CL‘\V“’V L.’,.Nv@g et \\ 1!.\6»

l\)\bf‘;\‘x\/._;f : (_,6\,, W\U\\‘\\\\\( ‘-Cc‘.q/
QC’“C-\\ o< ‘\‘-g Vo Cataionn

\QvL\&(Lr\m(uxﬁ OL.AA- L‘(-CLJ\

W\D_.CL. ~ Leote

&‘“\P‘Q’Ci—u\’e, has bee &\
Covre A A Vo Mo |
‘\‘“N»Q_’) B Lc‘»‘k- qrcCg&cr-@ ﬁ{?: CT ‘
3O &—‘qrc’,c;s. e ./r'v_\z\\ G i/
C&‘é% (——¥ N\-Cr\U\L‘ u:o“.':g(f«/: QCQ5
‘LQN\O-‘(Z?\X.«ML_ cheels. 4
Tag R291 Accepted on 7/26/23

J. Shea, RN

Jlvision of Licensing and Protection
STATE FORM

cuyy

DIFY11 If continuation sheet 8 of 9




Division of Licensing and Protection

RN L UGIUDILULS
FORM APPROVED

9.11.c Each home shall have in effect, and
available to staff and residents, written copies of

* a plan for the protection of all persons in the
event of fire and for the evacuation of the building
when necessary. All staff shall be instructed

- periodically and kept informed of their duties

" 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,

This REQUIREMENT is not met as evidenced
| by:
' Based on record review and staff interview there
© was a failure to ensure fire drills were performed
. on a quarterly basis within the last year. Findings
include:

Per record review of the facility fire drills, the
i documentation did not record evidence of fire
i drills performed in the last year of review,

Per interview on 6/26/23 at 1:00 PM the Manager
confirmed that Fire Drills were not conducted in

i the last year of review and confirmed last

: documented fire drill occurred in June 2020.

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING: COMPLETED
0085 B.WING 06/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
RIVERS EDGE COMMUNITY CARE HOME 5 HUNT STREET
BENNINGTON, VT 05201
{(X4)i0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX ! {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
i . :
R302: Continued From page 8 R302
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