/\‘?’\ : 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

June 25, 2024

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 May 6, 2024. 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.

If you have any questions, please feel free to contact me at (802) 585-0995.

Sincerely,

Lo

Carolyn Scott, LMHC, MS
State Long Term Care Manager
Division of Licensing & Protection

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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R10G Initiai Comrments: R100
On 5/6/24 the Division of Licensing and
Protection conducted an unannounced on-site
annual re-licensura survey. The following
reguiatory deficiencies ware identified:
R136) V. RESIDENT CARE AND HOME ZERVICES R136 f CP/ / /
ot A resigental assessments | si9ly

5.7. Assassmant

8.7.¢ Each resident shall alzo be reaszsessad
annuzlly and at any point in which thers is a
change in the resident's phyzical or mental
condition.

This REQUIREMENT I3 not met &3 evidenced
by:

Based on staff interview and record review there
was a fallure to ensure completion of Resident
Agsessments annualty for 2 out of 3 samplad
regidents (Residents #1 and #2), Findings
includa:

On the afternoon of 5/6/24 the Licensee
confirmed palicles and procedures that govern
Rasident Assessments had not baan davelopad
by the home.

1. Per record raview, Resident #1 was admitted
to the home on 2/16/06 . His/her last annual
resident agsassment on flle was completed on
412723, Resgident #1's annug| agsessment for
2024 was due 24 days prior t the survey on

fpoe been GomPltel sgmé
by T, send Ao LOCHT
a0 o dice gl s nn
/B'VénﬂegQ ﬁ?ﬁff‘ﬁffgd/ﬂmé
hive been 74%/ Teverpites
2%i;j Z;’ﬁf@' //f/ ﬂg’ fZ’?}tm{f
(i1 e a‘fw‘” /,r 7 ///

g’mﬂd/ﬂg W” -
hev éﬁ"
z ///j%ﬁﬁf’/ Iy

/h ler ﬁ/m p/f‘?’(&zﬁfﬁ-
Plirtone] <

R136 Plan of Correction
accepted by Jo A Evans RN

5/6/24. on 6/24/24
2. Per record review, Resident #2 was admitted
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RIVERVIEW LIFE SKILLS CENTER

R136 | Continuad From page 1 R136

to the homea an 3/29/20. The most recent annual
gusessment on file for Resident #2 was datad
6/7/23; however this assessment is incomplete as
was not slgnad by a Registered Nurse, which is
reguired for completion of tha Rasident
Asseasrment form.

Par review of Resident #2's assessment daied
6/7/23:

a. Sectlon A0 Individual 1dentification Question 4.
inaccurately indicatey this was an admission
assessment.

b. Section N_1. Signatures Question 1a. states
the Administrativa Manager completed the
assessment.

c. Question 4, which is whers the Reglstered
MNurse signs, the form to certlfy the accompanying
informatlon accurately reflects resident
assessment information that was
collected/coordinated by the RN on the dates
specified, is without a signature.

d. Section N.1. Signatures Question 5, s filled in
to Indlcate the assassment was signed as
complete on 6/7/23

Thasa findings were confirmed by the Licensee
on the afterncon of 5/6/24.

In conclusion this deflclent practice is a risk for
more than minimal harm due to tha failure to
[dentify resident strengths, weaknesses,
preferences, and needs during the assessment
process, which is the basis of resident care
planning.

R147| V. RESIDENT CARE AND HOME SERVICES R147
S&8=E

5.9.c (4)
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This REQUIREMENT
by:

Per review of the May

neaded} medications.

1. Resident #1's MAR

area topically daily”

Maintain a current list for review by staff and
physician of all residents’ medications. The list
shall include: resident's name; medications; date
medication ordered; dosage and frequency of
administration; and likely sida effects to monitor;

is not met as evidenced

Based on staff interview and record review there
was g failure to ensure all medication orders for
3 ouf of 3 samplad residents (Rasidents #1, #2,
and #3) included a specific dose and frequency of
administration, Findings inGlude:

On the afternoon of 5/6/24 the Licensee was
reguested to provide a copy of the facility's
poticies and proceduras o ansura medication
orders include all required information . In
response the Licensee provided the facifity's
Madication Managernamt policies and procedures,
and Medication Administration Policles and
Procadurgs. The documents provided for review
do not include policies and procedures to ensura
all medication ordars are complete and include
the specific dose and frequency of adminlatration.

2024 Medication

Administration Records (MARs) for a sample of 3
residents, the MARSs for 3 out of 3 residers listed
meadication ordars which did not iInclude a specific
dose and frequency of administration including
the amount of {ime batwean doses of PRN (as

ligted:
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on 6/24/24.
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b. "Bm Fiber Pow Use as directed every morning
as naaded for bowal regularity/constipation”

2. Resident #2's MAR listed:
8. "APAP [acetaminophen] 500 mg tabs 1-2
tablets by mouth every 8 hours as needad”

3. Resident #3's MAR listed:

8. "Baciofen tab 20 mg 1 tablet by mouth twice
taily as neadad for back pain®

b. "Calcium Antacid 500 mg tabs 1-2 tablets
three times daily as neaded for stomach ache or
acld reflux"

c. "Fiber Smooth Powder S/F 1 tablespoonful by
mouth as needed”

d. "Prep H CRE 1% Apply 1 application axternally
as needed”

8. "Pra Air HFA 2 puffs by mouth every 4-6 hours
&5 needed for wheszing/dyspnaa"”

f. "Refresh Tears 0.5 % Bottle Drop Instill 2 drops
in @ach eye as neaded”

g. " Triple Antibiotic Gintment Use as Diracted as
heeded”

At 3:35 PM on 5/6/24 the Registerad Nurse
confirmed medications ligtad in the sampled
residant's May 2024 Madication Administration
Records were Incomplate and did not inglude the
specific dose and frequency of administration
Ineluding the amount of time required between
dozes for PRN (as needed) medications,

In conclusion this deficlent practice is a risk for
mora than minimal harm for all residents due to
administration of madications at an incorrect dosa
and/or frequency o address the symploms or
conditions the medication ig intended to treat, and

the failure to ensure the information listed on the
MAR conveys instructions for administration as

the prasaribier intended.

Diviglon of Licensing and Frotection

STATE FORM

L)

53va

i continuation shaet 4 of 24




Divigion of Licensing and Protectian

PRINTED; 05/21/2024
FORM ARPFROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFIGATION NUMBER:

(X2} MULTIPLE CONBTRUCTION

{X3) DATE SURVEY
COMBLETED

510  Medication Managament

8,10.¢, Staff will not assist with or administer any
medication, prescription or over-the-counter
medications for which thera is not a physician's
written, signed order and supporting diagnosis of
problem statement in the resident’s record.

This REQUIREMEMNT is not met as evidenced
by:

Based on staff interview and recard review thare
was a failure to obtain physician's written, slgned
orders for medications administered to 2 out of 3
sampled residents (Residents #1 and #3).
Findings include:

Tha facility's Medication Management policies
and procedures state, "There must be a
physician’s orders for all preseriptions and PRN
medications"; however this policy doas not state
physician's written, slgned orders are required for
all madications administered to facility residents.

Fer record review, Physiclan's written signad
orders ware not on file and available for review
for the following medicaions listed In the May
2024 Medication Adrministration Record:

1. For Resident #1:

a. "Sertraline tab 25 mg Taka one tablat by mouth
daily”

B "Melatenin sap 19 mg 1 capaule by mouth at
badtime”
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R164 Plan of Correction accepted
by Jo A Evans RN on 6/24/24.
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(ovvechkve adkon:

__E___‘___
2. For Residant #3;

O v, o0
a. "Refresh Plus DRO 0.5 % OP 1 drup in each g“" i o >

eye twice daily" b AR VoAl Uy
h. "Omeprazole Cap 20 mg 1 capaula by mouth 1 M'L& Q( e

30 minutes befora morning meal as needed for
refiux" = Lqﬁ-‘r&-\"-‘h i QJ"'MCP&A

c. " Prep H CRE 1% Apply 1 application ST .
externally as needed” TOs wn | Voo wona \W@A
d. "Aspercrame wilidocaine Patch Apply 1 patch {
toploatly daily as needed - on 12 hours/off 12 O B h&@a\ ateo ous
hours" A pD

a. "Baciofen tab 20 mg 1 tablet by mouth twice ‘g@‘k

daily &y needed for back pain" st [\ oo \,.__g_ﬁ_ﬁﬁ mﬁ*
f. "calcium Antacid 500 mg 1-2 tablet(s) by mouth

three times daily as needed for stomach ache or vaf at?t.,( R TR \_A_x._Q_ﬁQ 5 ‘f
ackd reflux”

~15-262

v d edotns
Orders provided to the Surveyor for the following
madications liged on Rasident #3's MAR ware

printed from thig pharmacy's website after the MCJ'U-—A bort M"‘)

Surveyor's reqliast for physician's written signed — . .

orders was made, and were not on file and T e wall  feulewd
avallable for review prior to the Survoyor's L

request; QD - A w L

8. "Jardiance tab 10 mg 1 tablet by mouth daily " Ue s
printed at 3:53 PM on 5/6/24 Gayuy 2. &Y = &
h. : Mag Oxlde tab 400 mg 1 tablet by mouth fe

daily" printad at 3:54 PM on 5/6/24 &

On the afternoon on 5/6/24 the Registersd Nurse R162 Plan of Correction accepted
confirmed medication orders listed on the May by Jo A Evans RN on 6/24/24.

2024 Medication Administration Record for the
sampled residents were not on file and svailable
for revisw on request.

In conctusion, this deficient practice Is a risk for
rmore than minimai harm to residents bocauge
phyegician's writtan, Sigﬂﬂﬁ ordars ensure the
medication, dose, route, and frequency of
Divielon of Licansing and Protection
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prascriber intended.
Thig ig a repeat citation.
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53=F

510 Medication Management

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

(2) Aregistered nurse must delegate the
responsibility for the adminisiration of specific
madications to designatad staff for designated
residents

This REGUIREMENT is not met as evidenced
by:

Bazed on staff interview and record review the
Registered Nurse failed to delegate the
rasponslbility for the administration of spacific
medications to designated staff for specific
regidents. Findings include:

The facility's Medication Management policy
statas, " Only employee delegated by a
Registered Nurse are to pass out medications
and oniy after instrucied on how to administer the
medicaiion..". The facility's Medication
Administration Policy and Procedure effective
9/18/2014 inciudes a Policy Statement which
states, " The Registered Nurse is responsible for
the delegation and proper administration of
medications of all unlicensed assisting staff." and
“Unlivenaed ateff mey enly perform medioatien

| administration when detegated by the RN."

See F’“"f’ ( E)

“ra€E delegpiio
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Continued From page 7

Fer record reviaw the facility's current Raglstered
Nurse's employmant at the facility began on
2(26/24. This finding was confirmad by the
Administrative Manager at 3:36 PM on 5/6/24.

The current Registerad Nurse confirmed at 3:33
PM on 5/6/24 that s/he had not re-dalegated
three of the staff who administer medications to
the residents of the home under hisfher nursing
Slipervision and licensura.

| In closing this deficlent practice is a potantial risk

for more than minimal harm for all facility
residants resulting from the failure to ensure staff
who admirdster medicatlons have been properly
trained i safely and accurately administer
meadications.

V. RESIDENT CARE AND HOME SERVICES

8.11 Staff Services

5.11.¢ All training to meet the requirements of
5.11.b ghall be documentad. Tralning in direct
care skifls by a home's nurse may meet this
requirement, provided the nurse documants the
content and amount of training

This REQUIREMENT is not met as evidenced
by:

Baesed on staff interview and record review there
was a failure to provide documeniation of the
required yearly trainings completed completed by
all staff, Findlngs include:

On the afterroon of 5/8/24 tha Llcansos was
requested to provide copies of the home's

R164

R180
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R1&0| Continued From page 8

policies and proceduras related to staff trainings -
The Licensee provided a document entitted Core
Training Module which states the facility will train
and supetvisa the home's Case Managers, Life
Skills Aides, Community Support/Transitional
Living Pargonnel (overnight aides/cara giver). The
Licenzee algo provided a document entitlad
Outline of the Core Training Module which lists 8
areas of training; howsever the trainings listed do

. not includa the frainings required by the ficensing
agency. Policies and proceduras related to the
{rainings required by the licensing agency were
not an file and avallable for review on 5/8/24.

On the morning of 5/6/24 the Reglstered Nurse
and a Manager of the home warae requested to
provida documentation of completion of the
required staff trainings for a sample of 5 staff. At
1:53 PM on 5/6/24 the Registorad Nurge
confirmed docurnantation of staff trainings was
not on file and available for raview for all facility
staff.

This deficient practice is a potential risk for mora
than minimal harm for all facility resldents due to
the failure to ensure adequate staff educatlon and
training to safely and effectively provide resident
care, and 1o maintain documentation of staff
trainings on file and available for review.

R160| V. RESIDENT CARE AND HOME SERVICES

S5=F }
5.12.b.(4)

Tha resulis of the criminal record and adult abuse
ragistry chacks for all staff.

This REQUIREMENT ig nut met as evidenced

Mowatorins,

wane NS

Awi - pvi=— Ol e

by Jo A Evans RN on 6/24/24.
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by:

Bazed on staff interview and record raview thate
was a failure to complete all reguired eriminal
record and abuse registry checks for 5 out of 5
sampled ataff, Findings include:

The Licensee was requested to provide copies of
the home's policies and proceduras that govarn
employee criminal record and abuse registry
background checks. In response to this request
the Licensee provided a copy of the Vermont
Agency Of Human Sarviess Departrient of
Disablities and, Aging and Independant Living
Background Cheack Policy Effactive April 1, 2006
and Corrected on May 1, 2006 io the Surveyor for
review. The policy provided for review is an
ouidated public document which is not consistant
wlith the licensing agency's current Residential
Cara Hame regulatory requiraments for criminal
record and abuse registry checks.

On the morning of 5/6/24 an Administrative
Manager of the home was requested to provide
documeantation of the required criminal record
and abuse registry chacks checks for g sample of
5 ctaff. At 1:21 PM on 5/6/24 the Administrative
Manager confirmed the required background
cheaks were not compieted as required for 5 out
5 sampled staff.

In conclusion this deficient practice is a potentlal
risk for more than minimal harm for all residants,
as the reguirement for criminal background and
abuse checks is intended to ensure all residents
are frea from the rgk of harm.

Thiz is a repeat cltation,
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R190 Plan of Correction acepted by
Jo A Evans RN on 6/24/24.
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5.15 Policles and Procedures -

Each home must have written policies and
procadures that govern all services provided by
the home. A copy shalt be avaliabie at the home
for revigw upon request.

This REQUIREMENT: |5 not met as avidenced
by

Bazed on staff interview and record review there
was.a failure to develop policies and procadures
that govern all sarvices provided by the home.
Findings include:

On 5/6.23 the facliity's Administrators were
raguested to provide copies of policies and
proceduras developed by the home related to
daficlant praclices identified during the survey
procags for review. Policies and procedures
govarning the following areas of service wara not
on file and avallable for raview on raquest;

1. Resident Assessments

2. Obtaining complate mediation orders which
ihcluda the spacific dose and fraquency of
administration

3. Maintaining the residential environment

4, Flre Drills

5. Employee background chacks

§. Management of Resident Funds

On the afternoon of 5/6/24 the Licensee

| sonfirmad policies and procedures governing all

argas of s,arvica had not been developad by the
homa.

In conciusion this deficiant practice is a potentlal
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R200 Plan of Correction accepted
by Jo A Evans RN on 6/24/24.
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risk for mote than minimal harm for all facility
residents due to failure to provide accessibla
information and clear instructions related to tasks
staff are reguired to perform.

R227 VI RESIDENTS' RIGHTS
88=E

6.9 Residents may manage their own personal
finances, The home or lcansaa shall not rianage
a reaident's finances unless requested in writing
by the resident and than in accordance with the
resident's wizshes. The home or ficenses shall
keap a record of all transactions and make the
racord available, upon raguast, to the resident or
legal representative, and shall pravide the
rasldent with an accounting of all transactions at
least quarterly. Resident funds must be kept
saparate from other accounts or funds of the
home,

This REQUIREMENT is not met as evidenced
by.

Bagsed on obsarvation, staff interview and record
raview thers was a fallure to provide all applicable
residants or their representatives with quarterly
statemants regarding the status of resident's
personal furids managed by the home (Residents
#1, #4, #5 and #8); and a failure to ensure
accurate accounting of all transactions for one
applicable resident (Residant #5). Findings
inclucds:

On B/6/24 the Managers of the home wara
requested to provide coples of policies and

nroceduras which gavern manaaament of
persona tunds for residents. COn the afternGan of
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5/18/24 the Licensee cenfirmed policles and
procedures governing management of razident's
parsonal funds had not been developed.

10O the afternoon of 6/6/24, the Adminlstrative
Manager was requasted to provide
documentetion of quarterly statements provided
to rasidents or their representatives regarding the
status of resident's parsonal funds managed by
the home. At 1:21 PM on B/6/24 the
Administrative Menager confirmed the home
dues not ptovide the raquired quarterly
staternents of the status of personal funds
managed by the home to restdents or their
representatives.

2. Peor raview of the accounting of resldent funds
with the Adminlstrative Manager on the afternoon
of 5/6/24 the record of transactiens for Resident
#5 was found to be Inconsiatert with the amount
of money haid by the homa belonging to the
restdent, indicating a failure to accurately record
all of the rasident's financial traneactions.
Raesldant #5's record of transactions stated s/he
had $0.14 more than the amount cbaerved on
hand in the resident's envelope, This finding was
confirmed by the Administrative Manager at 1:21
PM on 5/6/24.

In closing thie deficient practice is & potential risk
for mora than mintmal harm for all facility
rasldents dug to the failure to accurately manage
rasident funds; and the failure to ensure residents
andfor thelr rapresentatives are provided the
opportunity to review and confirm the accuracy of
all transactions.

This is a rapeat citation.
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R246) VI, NUTRITION AND FOOD SERVICES H246
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7.2 Food Safaty and Sanitation

7.2.8 Each home must procure food from
sources that comply with all laws relating to food
and food labeding. Foed must be safe for human
consumption, free of epollages, flth or other
contamination. All milk products served and used
in faod preparation must be pasteurized. Cans
with dents, swelling or leaks shall be rejected and
kept separate untll returnad to the supplier.

This REQUIREMENT is not met a8 evidenced
by:

Basad on ohservation and staff interview there
was a fallure to ensure 2l foods stored and
served at the horme are procured from food
sources that comply with all food and food
lzbeling laws; and a failure to ensure foods stored
and served at the home are free of spollage.
Findings Include:

The Food Starage policy provided by the
Licensee pravided for review on 5/6/24 statas,
"No feod items shall be kept that are not from
reguiated sourcas, La,, grocery stors, No
homemade syrups, jsms, or garden items shall
be allowad to be kept in facility."

1. During a fadility wur commencing at 10:40 AM
on 5/6/24 perishable food items procured from
sources other than those which comply with laws
ralating 1o food and food labeling laws wera
absarved in the refiigeratars. of both the upper

‘and lower level kitchens of the hame to include 4

opanad mason jare containing a brown liquid
raportad by Staff to be maple ayrup. Openad

mason jars of what appeared to be jam and an
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unknowr red sauce were also observed. All of the
jars wara without required food labels. Only cne
of the opened jars was labeled with & date, which
was 5/11/22. On the morning of 5/6/24 Staff
confirmed the contants of tha jare ware not
prepared ai the home, and statad items in the
unlabefed maszan jars were likely brought to the
homa by a resident's family member.

2. During the tour of the kitchen on the lower lavel
of the home on the morning of 5/6/24 expired and
moldy foods weare observad In g refrigarator
including a bottle of Lea and Perrinz
Waorcestershira Sauce dated as opaned an
14/30/2021. The expiration date was worn off the
trottle; however per telaphone call to the Lea and
Perring Consumer Center on the afternoon of
5/15/24, Worcestershire Sauce expirea two yaara
from the date the preduct is manufecturad. A
package of sliced turkay datad as opaned on
4/6/24 was alzo observed in this fridge, The
manufagturer's tabel on the turkey package
stated, "Use within 7 days of gpening”. The
Reqgisterad Nurse confirmad thase findings during
the tour of the kitchan on tha lower leval of the
home on 56/24.,

In a refrigerator in the kitichan ot the vpper level
of the home an unlebeled artd undated masan jar
containing an unidentified brown Nguld was
ohservad with mold growing inside the jar, This
finding was confirmed by the Licensea on the .
gfternoon of 5/6/24,

In conciugion, these deficient practices are
potential Hisks for more than minimal harm due fo
food borne illness for all faciliy residents.
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R246 Plan of Correction

accepted by Jo A Evans RN
on 6/24/24.
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88=F
7.2 Food Safety and Sanitation

7.2.b Al perishable food and drink shall be < € 26 y (H)

labalad, dated and held at proper temperatures:

(1) Ator below 40 degrees Fahrenheit. (2) Ator .

above 140 degrees Fahrenheit when served or Cooere okive N
.—.-—-—-'-'_-‘_‘_-‘-__'_-'_—_H_.—

H
N
{
heated prior to sarvice. .
Terisweole Cood cund\ N

This REQUIREMEMT iz not met as evidenced \ (({)
oy . [ WLV, N o7

Based on cbservation and staff interview thera Cv v waMl \ﬁh\oe'\ed

was a fallure to ansura all parishable foods and . '\‘.'D CSL CL’\_ v I
beverages are labeled and dated as required. ACL*reA f oworae f) I

Findings include:

The horme's Faod Storage policy states, "All .
leftover and perishable items must be labelod ond f)\,c"b le i G M%E

dated".

educ e dHena
During a tour commencing at 10:40 AM on 5/6/24 ﬁ""ﬂ‘—g‘l }
perishable foods and beverages were observed SN\ L
In both kitchens of the home without identifying 3 CB(' \O !
labels and the dates the items wera opened or ¢ .
prapared ag follows: WMow bort LLQ'_.‘:. —
1. [n the upstairs kitchen: QILQ_T\iW c,,_,&*‘c::\r'i:, , %{m’
&, Dry goods stored in the cabinets including : M éa_'u_..ﬂ'—f" (€3 Wt (\
bread crumbs, flours, sugars, and shortening -
ware observed withaut the dates the iterns were \0 et “"Wdﬁaﬂ \--IQ.Q.-‘LLL)
opened. A container of buttar or margarine on the ~
counter was without a date.

R247 Plan of Correction accepted

b. In the first refrigerater 6 containers of leftovers by Jo A Evans RN on 6/24/24.

and savers jarg containing unknown ifams wara
ohaarved without idantifying labalz and the datos

the iterns were prepared. Perishabte items
Divislun af Licensing ard Frotaction
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without the dates they were opened or prepared
Includad cheeses, half and half, margatine,
several condlments and dressings, and a plastic
bag filled with potato peals,

c. A second refrigarator was obsaarvad with
undated opened items including sour cream;
pnumerous salad dressings, sauces, and
condiments; an untdantifled brown liquid in a pint
jar with mold grewing instde the jer and 3
additional Jars without identifying labels or dates;
2 iars of apple sauce; 2 containers of liquid
Coffea Mate non-tairy crearmer; 1 gallon of milk,
4 prepared juce In a pitchar; 1 personat drink
boitle without an identifying label and date;
whippad toping; cheesecake; 2 bags and 1
container of cheese; a jar of clives; and a jar of
shopped garlic.

d. in the fraezar of one of the rafrlgarators thara
weara 3 open undatad bags of berdas and an
undated box of Bubiba Burgers left open.

2. in the lower leveal kitchen:

a. All opened perishabie items stored in the
cabinets wera obsarved to be without lahels
indicating the dates the items were opened. A
container of butter or margatine on the counter
was without a date.

b. In one refrigacator, openad perishable items
were observed without labels indicating the dates
the iterns were open included butter, yogurts,
cragm cheese and sour cream; almond milk;
whippead topping; bottles ofliquld Coffee Mate;
numeraus dressings, condiments, and salices;

jam; maple syrup; 3 jars of brown liquid without
an identitying Iabel or date; an undated and
unlabeled plate of what appesred to be cooked

Divialon of Lieansing and Protection
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chicken; 2 tubs of slicad dali meat and 2
packages of sliced pepperoni; multiple packagas
of sliced and shredded cheese with an opened
undated a package of bacon placed on top of
them; 3 contalners of leftovears without dates, 2 of
which ware withaut identifying labeis; and a jar of
applezauce with sauce left on the outzide of the
lid.

c. A sacond fridge was obsarvad with a targe
crock pot with what appeared to be cooked
chicken without an identifying label or date the
fond inside was prapared; and a partially covered
pie which was without an idantifying labet, Two 4
packs of an uniabealed and undated perishable
Hem that sppeared to be a baked good wara
observad In tha door of this fridge. There were
opaned undeated containers of BBQ sauce,
praparad horseradish, 2 bottles of pancake syrup,
mayonnalce, tariar sauce, half and half, and
Moutain Dew soda.

These findings were confirmed by the Registered
Nurse during the tour of the hoime on the morning
of 5/6/24, and acknowiedged by the Licensee on
the: afterncon of 5/6/24.

In conclusion, this deficlent practice s 3 potential
risk for mora than minimet harm due to food
parne illness for all facility residants.

This is & repeat cltation,

X, PHYSICAL PLANT

9.1 Environment

@.1.a The home muat provide and mainiain a
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safe, functional, sanitary, homelike and
comfortable environment.

This BEGUIREMENT is not met as evidenced
by:

Based on observation and staff interview there
was a fallure to ersure cara in a safe, functional,
ganitary, homelike and comfortable environment
related to poor repair and unsanitary practices in
3 out of 4 bathrooms of the home. Findings
include:

On the afterncon of 5/6/24 the Licensas was
requestad to provide copies of the facility's
polivias and procedurss geverning maintenance
of the Residential Care Home's (RCH's)
environment including the bathroams of the
home. In feaponse the Licenses provided pages
70-73 of a pubic document developed by the
Vermont Department of Health Dlvision of
Environmantal Health Food and Lodging
Programs entitled Health Regulations for Food
Service Establishments effective December 1,
2003 for raview. The Residential Care Home is
not licensed and operating as & food service
astablishment; however, on the afternoon of
5/6/24 the Licansee stated the pages of this
document provided for review are the facility's
poilcies and procediras governing the home’s
livirig enviranment including maintenance of the
walls, floors, and ceilings in the bathrooms of the
home, Policies and procedures governing the
maintartance of the residential environmant
developed by and appllcable to.tha RCH were not
on flle and provided for review on request by the
Licanses.

Pear review of pages 70 - 73 fram the Health
Regulations for Food Setvies Establishments
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pravided far review by the Licensee the following
statements wera included in this document:

a. Page 70 Section A. Genaral contains a
refarence o "oilet rooms” which atates "Floor
surfaces shall be of smooth, non-absorbert, and
g0 congtructed a5 to be easily cleanable”

b. Page 1 Section D. Flogrs, Good Repair states,
"The physlcal facllities shall ba maintained in
good repair'

. Page 72 Sectlon C, Walls and Caelling, Good
Repair states, "All wallz and cellings ...shail be
kept clean and In guod repair. "

During & tour of the home gommencing at 19:40
AM on 5/6/24 the following environmental

e c.:\‘( e
corcerms were observed: o e
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1. On the lower laval of the homa the figoring In f ,7—-;5‘6 /ﬂ/ﬁfﬂf"ﬁ‘ /B Fﬁﬂ’g,%/
both bathrooms was observed with water damage - L ) )

axtanding fram the base of the showar or fub. s nee Ve sh eme

a. In one of the bathroums the vinyl flooring ¢ Fhe ;Z,T:A/a I 1 by s nr| o
extending approximataly 2-3 feat outwards from /

the bathtub was observad to be discolored and ; L a bl 4
had darkened areas that appeared to be mildew. _Z:') /l £ e, o /M

Along tha exterior base of the tub pieces of /ﬂ i3 d .
fleible trim ware observed to be poorly attached, '!9 ‘571’; S ) Aeas vrs ‘ ~g
Thare was & build-up of what appeared {6 be Z ﬁ‘/ / c/ /Q 1
grima and/or mildew along the adges of the rm, §'erhe M/@ TN (;9/5‘ T g,y L
wall, floering and in a 2-3 inch gap betwesen two .
pieces of trim near the middle of the tub's base. Coradrec ko V“\-b]{—e_c:& 'C'du.’.l |t
The damage In twe areas of floorlng in this . .
bathroorm was so severe the vinyl was peeiing S_ , 3 D Mc,‘ e @vmv t CLE

away, lpaying holes,
e QS T Lt l:.l_’f_ﬂ_-
b. In the sacond lower lavel bathroom the water
damage extended approximately 6-8 feot
outwards from the showar, with the edges of the
laminaie flooring planks obsarved 1o be warped,
buckling, and pesting, leaving an unaven and
Divisian of Livansing and Protactian

STATE FORM Ly AV If continuation shaet 20 of 24




PRINTED: 06/21/2024

FORM APPROVED
Division of Licensing and Pratection
STATEMENT OF BEFICIENGIES (%1) PROVIDERISUPPLIERIGLIA (¥2) MULTIPLE CONSTRUCTION {%3) DATE BUAVEY
AND FLAN OF CORRECTION IDEMTIFICATION NUMEER: A, BLILDING: COMPLETED
0214 B. WING 05/06/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE ‘
187 HIGHLANDER DRIVE
RIVERVIEW LIFE SKILLE CENTER
H JEFFERSONVILLE, VT 05464
{Xd) 1D SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF. CGRREC‘HON . {¥5)
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (BAGH GORREGTIVE AGTION SHOULD BE COMPFLETE
TAG REGULATORY OR LAC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE UATE
DEFICIENGY)
R266{ Continued From page 20 R266

unsafe surfaca which is a risk for injury.

2. The bathrooms on the lowar level of the home
ware in poorly maintained and in nead of repair.

a. The Closet Balts used to sacure the base of
the toilets to the floor ware without the protective
caps used to prevent injury due to contact with
the bolt ends protruding from tha base of the
tollet. In one bathroom long bolt ends were
protruding approximately 2 inches up from the
toilet base.

b. Tha bathtub in one of the lowar laval
hathrooms had two damaged areas where the
interiar surface of the tub was no longer intact.
The damaged area on the side wall of the tub
wasg discolared with appeared to be mitdew, and
the damaged area on the floor of the tub was
pushed inward craating a risk for irjury dus to the
rough and uneven surfage. Cracks and holes in a
tub allow water to seep through, which commonly
imads to mold, mildew, and damage to the
sutrounding surfaces and underlying structures.

c. The radlators in both lower lavel bathrooms
were observed to ba coverad with rust,

d. The fiberboard ceiling in onhe of the lower level
bathrooms was shsarved with staining from water
damage; cracks and a hole in the fibarboard tiles,
and areas of rust forming on the metal framework
that supports the tiles.

3. Unsanitary practices were observed In ona
hathroom creating a risk for infection due fo
exposure to pathegens inciuding:

@, A toflat plungor wae etorad directly an floor
without a container to prevant tollet water from
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feaking on to the floor after use and contact with < b SF 7[ 74/
the plungar. ‘ }?.5 s C!/@’.n 7Z ac ZVVJ,{& faer //
. ] )
b. Three resident toothbrushes were stored with é ¢, J]Zof“cﬂo/ in B (/ﬂﬂ 7{}'
the bristle ends down in the same cup on the
bathwoom counter, which s a risk for infection due !;g/;&% PP | e ﬁa%hhmﬂms
to cross contarnination. . -
A Glupé_.jhlm YEVTE LA 0T
These ﬂm:?ings wars t_’.:t)nﬂrmed by the Registered U Vo \fer"-?:,‘((.ﬁ. [t L««Q‘“:.- Gt “LQ by
Murss during the anvironmantal tour commencing tj . @kﬂ._CQ
at 10:40 AM on 5/6/24, and acknowledged by the Moo boelan 0Qx 4 e A 4
Adtninistrative Manager following the tour. O’
4. Al approximately 2:00 PM on 5/6/24 ans of o /I/)

two bathrooms on the upper level of the home
was obeerved with a rusted radlator; and with
cracks and staining that appearad to be mildew
an the celling above tha shower. in the same
batiroom the exterior base of the shower had
multiple brown stains. A stained long whita strip of
what sppeared to be tape-or trim was placed
along the edge of the flooring close to the axtarior
base of tha tub. A blackened area was visibla
betwesn the strip and the shower, The caulking at
the basae of the twb along this area was peeling up
and missing in soma aregs,

The Licanses and Administrative Manager
ackriowledged these findings on the afternoon of
5/8/24.

in conclusion these deficient practices are &
potential risk for more-than minimal harm to alt
facllity resldents due to exposurs to unsafe and
unsanitary conditions; and due ta the physical
and psychological impact of living i a poorly
maintained srvironment that is not comfortable
and homelike.

This is a repeat citation.
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R266 Plan of Correction
accepted by
Jo A Evans RN on 6/24/24.
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911 Disastar and Emergancy Preparadness

9,11.c Each home shall have in effect, and
avallable to staff and residents, written copies of
a pian for the protection of all persons in the
avent of fire and for the avacuation of the buliding
whan pecessary. Alt staff shall be instructed
periodically and kept informerd of thelr duties
under tha plan. Fire drifls shall be conducted on
at laasgt a quarterly basls and shall rotate times of
day among morning, afterncon, evening, and
night. The date and time of each drill and the
names of participating staff members shall be
documantad.

This REQUIREMENT Is not mat as evidencad
by:

Based on staff interview and record review there
was a failure to complete fire drills on a quarterly
basis and to rotate drill times to include morning,
avaening, and night drills. Findings include;

Oon 5/G/24 the Licensesa was requested te provide
a copy of the facility's policies and procediures
that govern fire dedlls at the home for review. In
response, the Licensee provided & copy of the
home's emergancy procaduras for an actual fire
in the horme whish did not include policies and
procedures for conducting fire dritts. On the
aftarnoon of 5/6/24 the Licensee confirmed
palicles and proceduras governing fire drills at the
home had not been daveloperd,

On the moming of 6/6/24 tho Adminiotrativo
WBENADET WaE requsesied 10 provioe

Systemmic choonees
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R302 Plan of Correction accepted by
Jo A Evans RN on 6/24/24.
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documentation of fire dritls conducted at the
homa during the pravious year. Par review of the
dosumerdation provided, fire drills had not been
cendustad during the firat and third quarters; and
drills times were not rotatad fo includa mornlng,
evaning, and night drilis as ali flre drills were
routinely completed at 1:30 PM. These findings
wara conflrmad by the Administrative Manager of
the home at 12:57 PM on 5/6/24,

This deficlant practice 18 & potential risk for more
than minimal harm for all facility residents dus fo
missed opportunities for staff and residents to
practice the evacuation process, and identify
efiectiva procedures for safe and timsaly
avacuation.
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