
4e' VERMONT 	 AGENCY OF HUMAN SERVICES 

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING 

Division of Licensing and Protection 
103 South Main Street 

Waterbury, VT 05671-2306 
http://www.dail.vermont.gov  
Voice/TTY (802) 871-3317 

To Report Adult Abuse: (800) 564-1612 
Fax (802) 871-3318 

February 18, 2015 

Ms. Lois Langlois, Administrator 
Rivers Edge Community Care Home 
5 Hunt Street 
Bennington, VT 05201 

Dear Ms. Langlois: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on 
January 21, 2015. 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, 

--Peww4Ailki.ek-d-k1  

Pamela M. Cota, RN 
Licensing Chief 

PC:jl 

Developmental Disabilities Services 	Adult Services 	 Blind and Visually Impaired 
Licensing and Protection 	 Vocational Rehabilitation 
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Initial Comments: 

M unannounced on-site re-licensing survey was 
conducted on 1/20 and 1/21/2015, by the Division 
of Licensing and Protection. There were 
regulatory findings regarding the survey. 

V. RESIDENT CARE AND HOME SERVICES 

5.1 Admission 

5.2.a Prior to or at the time of admission, each 
resident; and the resident's legal representative if 
any, shall be provided with a written admission 
agreement which describes the daily, weekly, or 
monthly rate to be charged, a description of the . 
services that are coVered In the rate, and all other 
applicable financial issues, including an 
explanation of the hOme's policy regarding 
discliarge.or transfer when a resident's financial 
status changes from privately paying to paying 
with SS! Or ACCS benefits. This admission 
agreement shall spedify at least how the following 
services will be provided, and what additional 
charges. there will be, if any: all personal care 
services; nursing services; medication 
management; laundry; transportation; toiletriet; 
and any additional services provided under ACCS 
or a Medicaid WalVer program. If applicable, the 
agreement must specify the amount and purpose 
of any deposit. This agreement must also specify 
the resident's transfer and discharge rights, 
Including provisions for refunds, and. must include 
a description of the home's personal needs 
allowance policy, 

(1) In addition to general resident agreement 
requirements, agreements for all ACCS 
participants 	 shall Include: the 
ACCS services,  the specific room and board.rate,  
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the amount of personal needs allowance and the 
provider's agreement to accept room and board 
and Medicaid as sole payment 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and record review, the 
facility failed to insure that 4 out of 6 residents, 
Resident* 1, 3, 5 and 6, had signed admission 
agreements which describes the daily, weekly, or 
monthly rate to be charged. 	Findings include: 

On 1/20/2015 at 1:30 PM during review of 
medical records looking.specifically for signed 
admission agreements and the content of the 
agreement, it was found.that Residents #1, 3, 6 
and 6 did not have any rates listed that would be 
charged for their stay in the facility. The 
Registered Nurse confirmed at this time that 
there was no evidence of rates being listed and 
further stated that the rates may have changed as 
some of the admission agreements were 
completed years ago. Per interview with the 
owner at 1:30 PM on 1/20/2015, the rates had not 
yet been set and it is not the facilities procedure 
to put a rate in if there is none yet set. 

V. RESIDENT CARE AND HOME SERVICES 

5.9.c (2) 

Oversee development of a written plan of care for 
each resident that is based on abilities and needs 
as identified lathe resident assessment. A plan 
of care must describe the care and services 
necessary to assist the resident to maintain 
independence and well-being; 
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This REQUIREMENT is not met as evidenced 
by: 
Based on record review and staff interview, the 
facility failed to develop a written care plan for 6 
of 6 residents reviewed, Resident #1, 2, 3, 4, 5 

 

and 6, that is based on abilities and needs as 	. 
identified in the resident assessment. A plan of 
care must describe the care and services 
necessary to assist the resident to maintain 
independence and well-being. Findings include: 

On 1/21/2015, review of Resident # 1 presented 
with no evidence of a written care plan to 
describe the residents needs, problems, goals 
and interventions. Upon further review of the 
other residents in the -sample, #2, 3, 4, 5 and 6, 
there was no evidence of a written care plan. Per 
interview with the Registered Nurse (RN) at 12:05 
PM on 1/21/2015, s/he confirmed that what the 
facility was using as a care plan, did not reflect 
the requirements that identify the needs and 
abilities based on the resident assessment. 

V. RESIDENT CARE AND HOME SERVICES 

5.9.c, (12) 

Assume responsibility for staff performance in the 
administration of or assistance with resident 
medication in accordance with the home's 
policies. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, record review and staff 
interview, the facility and registered nurse failed 
to ensure acceptable staff performance in 
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administration of medications. 	Findings include: 

During observation of medication administration 
at 1:55 PM on 1/20/2015, an error occurred in 
Which Resident #7 received Tylenol 500mg 
tablets (two) instead of the ordered Tylenol 
325mg (two) to be given as needed. Per 
interview with medication delegated caregiver, 
after the administration of the medication, s/he 
stated that the resident had not asked for 
medication for discomfort and that Resident #7 

the administration of the Tylenol. S/he further  
stated that s/he administered the 1000mg of 
Tylenol from the standing orders. Per interview 
with the Registered Nurse (RN) at 2;45 PM, ste 
stated that the Tylenol 1000mg should not have 
been administered from the standing orders, as 
the the standing orders are for as needed (pm) 	, 
usage, The RN stated that s/he does not routinely 
monitor the staff during a medication observation, 
The RN further stated that there are no specific 
policies for medication administration. 

V. RESIDENT CARE AND HOME SERVICES 

5.10 Medication Management 	, 

5.10.a Each residential care home must have 
written policies and procedures describing the 
home's medication management practices. The 
policies must cover at least the following: 

(1) Level III homes must provide medication 
management under the supervision of a licensed 
nurse. Level IV homes must determine whether 
the home is capable of and willing to provide 
assistance with medications and/or administration 

did not appear to be uncomfortable at the time of  
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of medications as provided under these 
regulations, Residents must be fully informed of 
the home's policy prior to admission, 
(2) Who provides the professional nursing 
delegation if the home administers medications to 
residents unable to self-administer and how the 
process of delegation is to be carried out in the 
home. 
(3) Qualifications of the staff who will be 
managing medications or administering 
medications and the home's process for nursing 
supervision of the staff. 
(4) How medications shall be obtained for 
residents including choices of pharmacies. 
(5) Procedures for documentation of medication 
administration,  
(6) Procedures for disposing of outdated or 
unused medication, including designation of a 
person or persons with responsibility for disposal. 
(7) Procedures for monitoring side effects of 
psychoactive medications. 

This REQUIREMENT is not met as evidenced 
by: 
Based pn.staff interview and record review, the 
facility does not have written policies and 
procedures describing the home's medication 
management practices, Findings include: 

On 1/21/2015, at 3:00 PM, during record reviews 
of policies, the Registered Nurse (RN) was asked 
to provide the surveyor with evidence of written 
policies and procedures for medication 
management. Per interview with the RN on 
1/20/2015 at 3:10,PM, s/he stated that there are 
no specific policies for medication administration. 
Per review of the policy book, there are policies 
from BAYADA nursing services, but they are not 
specific to the facility practices. The RN stated 
that when s/he came to the facility there were no 
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policies and s/he implemented usage of the 
policies from his/her previous employer and did 
not adapt them for the Residential Care setting 

V. RESIDENT CARE AND HOME SERVICES 

5.10 Medication Management 

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

(5) 	Insulin, 	Staff other than a nurse may 
administer insulin Injections only when: 

The diabetic resident's condition and 
medication regimen is considered stable by the 
registered nurse who is responsible for 
delegating the administration; and 

ii. The designated staff to administer insulin to 
the resident have received additional training in 
the administration of insulin, including return 
demonstration, and the registered nurse has 
deemed them competent and documented that 
assessment; and 

hi, The registered nurse monitors the resident's 
condition regularly and is available when changes 
in condition or medication might occur. 

This REQUIREMENT is not met as evidenced 
by: 
Based on record review and staff interview, the 
facility failed to insure that designated staff that is 
to administer insulin to the residents, 	have 
received additional training in the. administration 
of insulin, including return demonstration, nor has 
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the registered nurse has deemed them 
competent and documented that assessment. 
Findings Include: 

On 1/20/2015 at 1:10 PM, during review of 
Resident #3, the orders are to administer Novolog 
insulin 3 Units with meals and Lantus insulin 20 
Units in the evening. The resident has dial dose 
pens for the insulin administration and per the 
Registered Nurse (RN), s/he is unable to self 
administer the insulin and staff needs to inject. 
The RN stated that s/he has not provided 
in-service training on medication administration 
since 2013, S/he also, when requested to 
provide evidence of training for medication 
delegated staff that they were competent and h'ad 
done return demonstration, s/he stated that it is 
not documented and there is no evidence that it 
has been done. 

V. RESIDENT CARE AND HOME SERVICES 

5,10 Medication Management 

5.10,h, (2) 

Medications requiring refrigeration shall be stored 
in a separate, locked container impervious to 
water and air if kept in the same refrigerator used 
for storage of food. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation and staff interview the 
facility failed to properly store medications 
requiring refrigeration refrigeration in a separate, locked 
container. 	Findings include: 
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During the initial tour of the facility on 1/20/2015 
at 10:30 AM, there were Dulcolax and Glycerine 
suppositories as well as Hospice medications in a 
cardboard emergency Hospice Kit that consisted 
of medications to only be utilized for a resident on 
Hospice, on the door shelves in a storage 
refrigerator in the basement.. There was insulin, 
Lantus and Novolog, found on the door shelf of 
the main refrigerator in the main kitchen. The 
Registered Nurse, at the time of discovery, 
confirmed that the medications were not in 
separate, locked containers in the refrigerators. 
S/he stated that they were unaware of the need 
for a separate locked container being needed. 

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 
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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 
by:  
Based on staff interview and record review, the 
facility failed to insure staff demonstrate 
competency in the skills and techniques they are 
expected to perform before providing any direct 
care to residents for 2 of 5' employees. 	Findings 
include,: 

On 1/2012015 during record review at 11:45 AM, 
itwas found that 2 employees, one hired 
8/29/2014 and the other re-hired 11/17/2014, had 
no evidence that the regulated training had been 
provided. At 12:00 PM, the Registered Nurse 
confirmed that there is no orientation training 
upon hire and that the .2 employees have no 
evidence of training in the mandatory required 
fields since being employed. S/he also confirmed 
at this time that the required 12 hours of training 
had not been achieved for these 2 employees. 

V. RESIDENT CARE AND HOME SERVICES 

5.11 Staff Services 

5.11.d The licensee shall not have on staff a 
person who has had a charge of abuse, neglect 
or exploitation substantiated against him or her, 
as defined in 33 V.S.A. Chapters 49 and 69, or 
one who has been convicted of an offense for 
actions related to bodily injury, theft or misuse of 
funds or property, or other crimes inimical to the 

R179 
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public welfare, in any jurisdiction whether within (Fri-Lic_6-4_,6 ,,,..._ 0 	atez-r-s 
or outside of the State of Vermont, This provision 
shall apply to the manager of the home as well, 13-e-  Co 	LCI----  i..0 I, tiL.- 	 11-1-7°  

regardless of whether the manager is the ' /2)L..41.4 .6-/C--- 	1-1-1 A - - d ""6- 171-0 C--c73 S 
licensee or not. The licensee shall take all 
reasonable steps to comply with this requirement, 77) 	/ ki (-- t-i-1  °car 	VC-71  C-1 
including, but not limited to, obtaining and 	. 
checking personal and work references and Pl1/7  v f-ir -1-• 	Gl-r2 L,47 	,i740 L■5 c•:-  

contacting the Division of Licensing and 	, fi-Cert 5772[c-c-. 	, 	04-ck-- thuil 6,  1,-,,,  

Protection in accordance with 33 V.S.A. §6911 to Ci-/-a-VIC.-S 	w t LA- 0e--- ex),,,...,{4,--c-0 
see if prospective employees are on the abuse
registry or have a record of convictions, czz, 	1 p 01.0 ie.: 	em.^. io wy 	3  

--/-  . 
 7  

This REQUIREMENT is not met as evidenced 
st 	 S WI P-7— 

 ,ht-C-t7t..--L.L, -0 • 

by OW rii efYt-- i-ci i.. i_t_. 	b-A.).,C 1-4/1-i=• 
Based on staff interview and record review the 71 1.-1-t: 	1- . 	co ba-f \--c-Cl--0 
facility failed to comply with regulations that 
require contacting the Division of Licensing and 
Protection in accordance with 33 V.S,A. §6911 to 
see if prospective employees are on the abuse 
registry and failed to contact the VCIC to obtain a 
record of convictions for 5 of the 5 employees in 
the survey review sample, 	Findings include: 

1. On 1120/15, the review of 5 employee records 
for current licensure, if required, Vermont 	. 
Criminal Background Check (VCIC), Adult and 
Child Abuse Registries, presented that the facility 
failed to obtain a VCIC background check for 1 of 
the 5 employees. Per interview with the 
Registered Nurse (RN) at 1:10 PM on 1/20/2015, 
the VCIC check was not done because the 
employee was recently rehired and the original 
VCIC did not produce findings of criminal 
offenses. S/he stated that the employee had 
been absent from the facility for greater than 6 
months before returning and was not aware of the 
need to have the VCIC check done again. 

2. On 1/20/2015, review of 5 employee records 
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presented that no Adult Abuse Registry checks 
were done for 4 of the 5 and there was no 
evidence of Child Registry checks being 
performed on any of the 5 reviewed. The RN 
confirmed at 1:10 PM on 1/20/2015, that there 
was no evidence of the background checks being 
conducted as per required. 

VI. RESIDENTS' RIGHTS 

6.18 	The enumeration of residents' rights shall 
not be construed to limit, modify, abridge or 
reduce in any way any rights that a resident 
otherwise enjoys as a human being or citizen. A 
summary of the obligations of the residential care 
home to its residents shall be written in clear 
language, large print, given to residents on 
admission, and posted conspicuously in a public 
place in the home. Such notice shall also 
summarize the home's grievance procedure and 
directions for contacting the Ombudsman 
Program and Vermont Protection and Advocacy, 
Inc. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation and staff interview, the 
facility failed to have a summary of the obligations 
of the residential care home to its residents that is 
written in clear language, large print, posted 
conspicuously in a public place in the home. 
Such notice shall also summarize the home's 
grievance procedure and directions for contacting 
the Ombudsman Program and Vermont 
Protection and Advocacy, Inc. 	Findings include: 

During the initial tour on 1/20/2015 at 9A5 AM 
there Was no evidence of the posting of 	. 
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obligations to the residents, no evidence of 
postingS of house rules and the residents rights 
were not in a conspicuous public location to be 
readily accessible to all residents and the public. 
Also there was no evidence of the posting for the 
grievance procedure. This was confirmed by the 
Registered Nurse at the time of discovery. 

VII. NUTRITION AND FOOD SERVICES 

7.1.a.(4) The home must follow the written, 
posted menus. If a substitution must be made, 
the substitution shall be recorded on the written 
menu. 

This REQUIREMENT is not met as evidenced 
by: • 
Based on observation and staff interviews and 
record review, the facility failed to follow the 
written, posted menus and to record substitutions 
on the written menu. 	Findings include: 

At 11:00 AM, during initial tour of the facility on 
1/20/2015 it was noted that there was a large dry 
erase board that listed the breakfast choices and 
the weekly choices for lunch. 	At 11:15 AM on 
1/20/2015, per interview with the caregiver that 
was assisting with meal preparation and prepping 
for serving, that if a substitution is desired, they 
just give it, but don't write it down. 	S/he further 
stated that they don't always follow the menu that 
is listed and this was confirmed by a second 
caregiver that stated on Sunday, January 18, 
2015, the menu indicated to serve turkey 
sandwiches, but chicken salad was prepared and 
served instead. The caregivers indicated that 
they prepare and serve what they are directed to 
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serve and if not told what to serve, they do not 
follow the menu, but make whatever they find. At 
11:30 AM, the Registered Nurse (RN) indicated 
that the dinner for January 20, 2015 was to be 
Kielbasa, cabbage and potato, and this was 
confirmed by the owner. The menu posted for • 
1/20/2015 indicated that dinner was to be corn 
dogs, roasted potatoes, yellow beans and Swiss 
cake. Per review of the menu on 1/21/2015 at 
10:30 AM, there was no indication that the 
substitution had been made on the menu. The 
RN stated that the substitutions do not get written 
on the menu and confirmed at this time the 
posted menu had not been followed, 

VII. NUTRITION AND FOOD SERVICES 

. 
7.1.a. (5) The home shall keep menus, including 
any substitutions, for the previous month on file 
and available for examination by the licensing 
agency, 

This REQUIREMENT is not met as evidenced 
by: 	 . 
Based on record review and staff interview the 
facility failed to keep menus, including any 
substitutions, for the previous month on file and 
available for examination by the licensing agency. 
Findings include: 

Upon request on 1/20/2015 at 11:30 AM, for 
menus for the past month to review, the 
Registered Nurse stated that the menus are not 
kept from month to month. 

VII. NUTRITION AND FOOD SERVICES 

8235 

R236 
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7,2 Food Safety and Sanitation 

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

This REQUIREMENT is not met as evidenced 
by: 

• Based on record review and staff interview the 
facility tailed to provide evidence that all 
perishable food and drink are held at proper 
temperatures: (1) At or below 40 degrees 
Fahrenheit, (2) At or above 140 degrees 
Fahrenheit when served or heated prior to 
service. Findings include: 

1. Upon initial tour of facility on 1/20/2015 at 
10:30 AM, it was observed that the ice cream, 
cool whip and concentrated frozen juice cans 
located in a freezer in the basement of the facility 
were soft and easy to squeeze, indicating 
thawing. This was confirmed by the 
accompanying Registered Nurse (RN). Request 
of temperature logs for the freezer and 
refrigerators resulted in the RN stating they had 
not been completed. 

2. On 1/20/2015 at 10:30 AM, request for 
ternperatbre logs for heated and served foods 
resulted in the RN stating that s/he knew they are 
checked, but that they are not recorded. 
Interview with the owner/manager at 11.00 AM 
confirmed that s/he takes the temperatures of 
meats that have been cooked but does not write 
them down and has no evidence to indicate the 
temperatures have been taken. 
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IX. PHYSICAL PLANT 

• 9.11 	Disaster and Emergency Preparedness 

9.11.E 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 resident and staff interview and record 
review, tire drills have not been conducted at 
rotated times to include the morning and night 
shift. 	Findings include: 

1. On 1120/2015. at 1:00 PM, per review of the log 
regarding Fire drills, they were conducted at the 
facility in January, February, March, April, July 
and August 2014. 	Per review of the fire drill log 
the fire drills were conducted 4 times between the 
hours of 1:00 PM and 2:00 PM and twice in the 
evenings around 5:00 PM. Per confirmation by 
the Registered Nurse on 1/20/2015 at 1:10 PM, 
the fire drills had not been conducted as per' 
regulation on the night shift and in the mornings. 
S/he further stated that the quarterly fire drill was 
missed in December because of the holidays. 

2. During interviews with Resident # 4, 6 and 7 

R302 
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on 1/21/2015, they were not aware of any fire 
drills being conducted during the night or in the 
mornings before lunch. 

MISCELLANEOUS 

Based on observation and staff interview, the 
facility failed to adhere to regulation 4.14f. The  

home shall make written reports resulting from 
inspections readily available to residents and to 
the public in a place readily accessible to 
residents where individuals wishing to examine 
the results do not have to ask to see them. The 
home must post a notice of the availability of such 
written. reports. 	Findings include: 

During the initial tour of the facility on 1120/2015 
at 9:45 AM, there was no evidence of the most 
recent results of inspection and no posting of 
availability of the written reports, 	Confirmed by 
the Registered Nurse at this time that the survey 
results were not posted. S/he stated that they are 
probably in the filing cabinet.  
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