
                   AGENCY OF HUMAN SERVICES 
DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING 

 

 
Disability and Aging Services                                                                        Blind and Visually Impaired         

     Licensing and Protection                      Vocational Rehabilitation 

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 
 

January 5, 2024 
 
 
Ms. Mary Belanger, Manager 
St Joseph's Residential Care Home 
243 North Prospect Street 
Burlington, VT  05401-1609 
 
 
Dear Ms. Belanger: 
 
Enclosed is a copy of your acceptable plans of correction for the survey conducted on December 6, 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.  
 
If you have any questions, please feel free to contact me at (802) 585-0995. 
 
Sincerely, 

 
 
Carolyn Scott, LMHC, MS  
State Long Term Care Manager 
Division of Licensing & Protection  
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 R100 Initial Comments:  R100

An unannounced on-site re-licensure survey in 

conjunction with a complaint investigation was 

conducted by the Division of Licensing and 

Protection on 12/06/23. The following regulatory 

violations were identified:

 R136

SS=D
V. RESIDENT CARE AND HOME SERVICES

5.7. Assessment  

5.7.c  Each resident shall also be reassessed 

annually and at any point in which there is a 

change in the resident's physical or mental 

condition.

This REQUIREMENT  is not met as evidenced 

by:

 R136

Based on staff interview and record review the 

Registered Nurse (RN) failed to complete a 

Resident Assessment following a significant 

change in one applicable resident's physical 

condition (Resident #2). Findings include:

Resident #2's admission Resident Assessment 

Form signed by the RN on 8/8/23 indicated s/he 

did not have an unsteady gait, and was not 

participating in physical therapy or receiving 

home health services. Additional assessments 

completed by the RN on 8/3/23 indicated 

Resident #2 had a low falls risk with no 

ambulatory issues, did not require the use of any 

assistive devices including a walker, and did not 

have an abnormal gait or balance issues.

A  Home Health assessment completed on 
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 R145Continued From page 3 R145

On the afternoon of 12/6/23 the Licensed 

Practical Nurse confirmed Resident #2's Plan of 

Care did not address care services required to 

maintain his/her well-being.

 R171

SS=D
V. RESIDENT CARE AND HOME SERVICES

5.10 Medication Management  

5.10.g  Homes must establish procedures for 

documentation sufficient to indicate to the 

physician, registered nurse, certified manager or 

representatives of the licensing agency that the 

medication regimen as ordered is appropriate 

and effective. At a minimum, this shall include: 

(1) Documentation that medications were

administered as ordered;

(2) All instances of refusal of medications,

including the reason why and the actions taken by

the home;

(3) All PRN medications administered, including

the date, time, reason for giving the medication,

and the effect;

(4) A current list of who is administering

medications to residents, including staff to whom

a nurse has delegated administration; and

(5) For residents receiving psychoactive

medications, a record of monitoring for side

effects.

(6) All incidents of medication errors.

This REQUIREMENT  is not met as evidenced 

by:

 R171

Based on Staff interview and record review there 

was a failure to ensure medications administered 
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 R173Continued From page 8 R173

orders on file allowing  Resident #2  to self 

administer medications or an assessment 

completed by the Registered Nurse indicating 

s/he is capable of self administration.  

This finding was confirmed by the Licensed 

Practical Nurse following the observed 

medication administration commencing at 9:40 

AM on 12/6/23. During an interview on the 

morning of 12/6/23 the Manager confirmed there 

was a plan for the nursing staff to address the 

ongoing issue of Resident #2 purchasing 

medications in the community and storing them in 

his/her room.

 R179

SS=F
V. RESIDENT CARE AND HOME SERVICES

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;

(5) Respectful and effective interaction with

residents;

(6) Infection control measures, including but not

 R179
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submit all documentation.  If not completed within 30 days, 
staff members will be taken off the work schedule until all 
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 R190Continued From page 10 R190

include:

Per record review criminal background and abuse 

registry checks were not completed  for 4 out of 5 

sampled staff as required. This finding was 

confirmed by the Manager at 3:02 PM on 12/6/23.

 R266

SS=F
IX. PHYSICAL PLANT

9.1  Environment

9.1.a  The home must provide and maintain a 

safe, functional, sanitary, homelike and 

comfortable environment.

This REQUIREMENT  is not met as evidenced 

by:

 R266

Based on observation and staff interview there 

was a failure to ensure care in a safe, functional, 

comfortable and homelike environment. Findings 

include:

1. During the facility tour commencing at 9:16 AM

on 12/6/23   the following environmental concerns

were observed:

a. The Treatment Room door on the main floor of

the home near the nursing office was observed to

be unattended, unlocked, and left open. A sign on

the door indicated the door was to remain closed

and locked when not in use.  The room was

observed to contain 3 cylinder oxygen tanks.  Two

of  the tanks were not secured to prevent  falls

and tank damage, two were placed directly

against a steam radiator, and one was stored

within 1-2 feet of the radiator. The methods of

storage utilized for the tanks in the treatment
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 R291Continued From page 13 R291

9.6  Plumbing

9.6.d  Hot water temperatures shall not exceed 

120 degrees Fahrenheit in resident areas.

This REQUIREMENT  is not met as evidenced 

by:

Based on observation 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: 

During the facility tour commencing at 9:16 AM 

on 12/6/23 water temperatures were observed to 

exceed 120 degrees Fahrenheit in five resident 

areas of the facility including:

1. The water temperature in the shared resident

restroom located on the ground level was 123.4

degrees Fahrenheit.

2. The water temperature in shared resident

restroom #1 on the first floor was 127.0 degrees

Fahrenheit.

3. The water temperature in shared resident

restroom #2 on the first floor was 126.8 degrees

Fahrenheit.

4. The water temperature in shared resident

restroom #1 on the second floor was 121.6

degrees Fahrenheit.

5. The water temperature in resident restroom #2

on the second floor was 121.5 degrees

Fahrenheit.

At approximately 10:20 AM on 12/6/23 the 
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If continuation sheet  14 of 156899STATE FORM BGM111

R291
A new thermometer has been ordered and 
received. The water temperatures will be 
corrected and will be checked every month 
throughout the building (bedroom,bathroom, 
and shower). We will follow a checklist system 
that will be used monthly by the Maintenance 
Director and reported to the Administrator. 
To be completed by 1/30/2024 
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 R291Continued From page 14 R291

facility's Maintenance Director confirmed these 

findings.
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