o
7~ 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
hitp://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

May 27, 2016

Mr. Charles 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 April
12, 2016. 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,

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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An unannounced onsite rellicensing survey was
conducted by the Diisjon pf Licensing end
Pratection on 4/12/16. [The following are
regulatory findings, I ) ‘

! )
Sg1‘ga V. RESIDENT GAR%AND HOME SERVICES | RHM2

|
.1 6.2.Admission ' ;

accompanied by a physician's statermant, which
shall inglude: medical diaghosis, including
psychigtric dlﬁQﬂDSIS lﬁap licabls.

|
| 5.2.d. On admission !e}ch asident shall be

This REQUIREMENT & npt met as evidenced
by:
Based on receord rev aw and staff interview, the

home falled to ensure thatjupon admission all 1 R 17, Poc WWJ

residents have & physiclan's statement that _
includes medical diagnosss for2 of 4 residents | - | [&W\@WW 5 / [ 4 (' 2

raviewsd { Resident al'ﬁ, ). Findings include:

1
H

1. Per record review, Resident #4 was. readmitted : o ,
to the home on 2/15/16, atter being hospitalized - | : (DAV\\ 1 b (:) (O e \Mﬂ ,

fof a fractured hip on /23418, and recovaring at a
skilled nursing faciiy. he e was ho readmigsion i X
statament from the physician that included a ' ' {?{“r Srdes A % ot —:yr;*fz\ e
current diagnesis/prabism Egl for Resident #4. L NS i
There was also no ptior repord of a physician's C’\:\@ Ry 6 S {f}h;\ &’m@i‘_ 1‘ & {%%‘ € A
: .| statement for this residentthat included a list of _ 1V } '
j diagnoses In the medical rbcord before the A 2 {‘, 2 A , 3 log
readmigsion. Per intgrviewion 4/12/16 at 3:10 plu o lea misSion 7 )F" 2 g
| PM, the Registered Nursejconfirmed that there : { .
was no physician's statemgnt that included’ , Ob‘{-&w%w’ f
; d[agnos_es for thia resident . ;
| :

Divison of Licenaing end Protection i .
LABORATORY DIRECTOR’S gR PROVIDER/SUPRLIER REPRESENTATIVE'S SIGNATURE ] TITLE - / (XE) DATE
o

e ..,,. é’%:—/f: Ay%r—\ "? ,:"?,*.r P

STATE FORM | [T FDFZ11 W continuation sheat 1 of

L)




P

1
A

| - PRINTED: 04/28/2016
FORM ARPPROVED
Division of Licensing and Protection - -
STATEMENT OF DEFIGIENCIES <x1) PFEOVIDERISUPPL]ERICLM {X2) MILTIPLE CONSTRUCTION ' (X3} DATE GURVEY
. AND PLAN OF CORRECTION | IDENTIFICATION NUMBER: A BUIDING: T COMPLETED
| .
‘ 8214 B. Wi ' : ' 04/12/2016
l"WEOFPRCNIDER OR SUPPUER | J . STREET ADDRESS, £ITY, STATE, 2iP CODE
. ‘ ' 187 HIGHLANDER DRIVE
RIVERVIEW LIFE SKILLS CENLR . ~_JEFFERSONVILLE, VT 05484
L (e ] SUMMARY STATEMEN%OF DEFICIENCIES ";t- " . PROVIDER'S PLAN OF CORRECTION (X%
L PREFIX (EACH DEFICIENCY MUST HE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
) REGULATORY OR 180 rbsn IFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE DATE
" DEFICIENCY}
R112 Continu'ed From pag‘,eﬂ - R12
| 2. Per racord review, Resbant #1 was admitted | TR P
to the home on 1/20/16. Par review of the - M"\ {y et “j Cortectdl
documentation, therg wasino statement from the ll@ f
'| resident's physician whichiincluded the medical H “’;\‘.\ eds Yeee v’\ u{ }&t T
diagnnses of tha resuigfnt Per intarview on - ' ti
4/42116, at 1:35 PM,. e hbme Manager i iy f} @b&%‘&v
confirmed along with the BN that there was no _ ‘«‘3& pecda ek 1 A E ”
statement from the physician that included d {;
| medical diagnoses. - -\f) €Ut fh
Riea V. RESIDENT CARE AND| HOME SERVICES © | R162]
88= S
510 Medication M nagement
5 10.c. Staff will not assistiwith.or administer any
medication. presciiption of over-the-countar
medications for which therp is not a physician's
written, signed orderand gupporting diagnosis or
problem statement iﬁt e resident's racord,
This REQUIREMENT s npt met 28 evidenoad ‘ : . Lx .
by . P o #; e I k (. JCL‘
| Based on record reviey a d staff intarview, the , ﬂ& Fel ot vy [€ce! dy 111
| home falled to ensure that there wasa o _ . ROy § b doinle
physician's staternent of a bupporting diagnosis . ekl ek cioarngs ot P
| or problem statement if thé resident record _ e v e &{4 Agdnd
before aflowing unfivensedistaff to administer e‘,\ v ;1._.;) Ias prieda, mwu,. ﬁb e &
medications to that resideart for 4 of 5 residents p
sampled ( Resldent#z #3| #4, and #5). Findings. : 7@1555«( e W R}J Wy \, h“ gl o
mcluda | . m . ‘ N ﬁ
b eHnyf* bk X Lv’w‘o."’s &L
1. Per recond review pf Resident #2, there was no 4 P‘jr i€ L}i\ . ao
dlagnosis/problem list present in the chart to back o we . S P or by BT oRAG "}sz s
'| up the medications aurEum stered to this resident - | ( ™
by unlicensed staff. There [& an order on the | s g *,: ol ‘.“"’1""’_,,. ,fuf ﬁ‘"x(*ﬂh ("ﬂ AT
Medication Administration Record (MAR) that | A s
reads "Lorazepam 1 mg, t4bs.1/2 tablet - 2 half | preicy ".;:3’?“"{ \’\ Mo, oy ‘”‘{P‘Q' Fabon)
] ) i ' Ty t?h‘\\‘(‘"r !"l-"‘hi:'.k ;]ﬁ! b {“"i« ﬁ«"! ‘A Ay
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. : ' . "
tabs (0.5 - 1 mg.) by mouth every 8 hours as IR R E e e oW L\
neadad”. There is non} digation for use ligted, o N‘ b A Lot “:}:\ Qj‘)& ot '
. | and there is a range off dogage with no : : K | : “ -t
| parameters that wouid|indicate which doss was ' T C k '”4 @ W & ? ee Pr ol
appropriate to administer. Per interview on ' . e . o™
411218 at 1:45 PM, the Registerad Nurse : {(} A e ool i- Lrlen %
confirned that this L oraze pam order was to treat ‘ : %. s
seizures, not intended for ainxiety issues, and that (m Ay B ~§r~" i ‘fl."% SN Chs A o Pl
thera was no dlagnesis listpresant or phyaiclan - 1 o
order that indicated the iniended use of the a3 ' 1:‘\ in\ﬁr- cgb\.l A f Sl h PEs Ad ;
needed medication, aswell as g dosage range . o ok
with no parameters indicatpd. There was also an C%*‘c“"'s{si (‘;‘C,RA £ TR e vl ﬂ[ : g v g
order on the MAR of Resident #2 for *Saiine rodts Egr r
Nasal Spray, 1-2 squirts infsach nostril, 2-3 times ‘{C* etk ?R W ¢ §
daily”, This ardar contajined np information as to : ' : 3_.1{:: e
. whether It was scheduled ¢r PRN, and no iy (e R ";s,if“v*r Q»?M"" f::tﬁ, Sk

- indication for use, as well
frequency range. This was
RN at 1:45 PM.

4s a dosage and

ralso confirmed byfhe ' Tﬁ:)’hii@%%’) . ’H‘HS f\{;@%‘ i A, '.j a4 Ug

- ‘ . e e ko (34 ol
2. Per recond review of Redident 43, thers was no N hby Cx il Mﬁﬂ |
diagnosis list presant in the chart that would - e b , ;
indicate a supporting diagryrsis or problem list to w:;i,g ”E‘I LN sf"F‘i'ﬁ- i ﬁmje { e ¢ \"Hﬁﬁu
correspond to any of the adications h_ N L P o
administersd to the resident by unlicensed staff. w\&t} e b /7{; },_.. 8 g}! 4 ti? »;‘{-“E ey SE ‘%{f’ﬁ?!‘?
Resident #3 had orders orjthe February 2016 @%x’\’ ) & A
‘MAR for "Lorazepam 0)5 -gtabs 2tabs (1 mg.) ¥ ”Q‘V’ f ﬂe &ﬁ'?\ g \\ﬁ \\vnm,b ok »mﬁ \

by mouth up to twice dally s needed for U’fﬂ }4 } ¢ l“;‘ e
agitation”. There is also an order for : ' Gy R
"Clonazepam 1 mg. tab. | Tab (1 mg.) by mouth | < C*V? MM *ﬁ*g = J .

twice daily as neaded". There are no indications | ‘ ey Vou prionibe”
present in the record to|dirg¢ct staff as to when it ) W@ “ﬂ b M& AR E;{ / ’{JL "
would be appropriate td giviz this medication. On | §O G, 0Lk ,,\j oty . cMw{ &) |
,{ “ ". g) { {?Q'W'& EIJ

8 Lik mmj i ! ey |t et

[
| 4112116 gt:2:00 PM, the Refisterad Nurse |
o confirmed that there was n -diagnosis/problem
1 list in the racord that wduld support the % g { -
| otk Wit e mmww A
ent #4 was readmitted | N BERRIeEY -2 S,

' medxcahons administered tn Resudent #3.
er being hospitalized ; : g

; 3. Par racord revle.-wl Resic
i to the home on 2/15/16 afl
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. . 'ﬂ‘ A [ - - .
for a fractured hip on 1 I?.SV‘!B and recovering at a ,:M"“\l b' g {{;&% \i\ W. euv (“ g, {} }mjw ety
skilled nursing facility. Thire was no readmission ’{3; :

staternent from the physician that included a | " o, h@ 1S lpees oy
| medication list, and nd past diagnosis fist presant { ’é’,} e U Feed Ci!\! (5 S Jrece 0&‘{‘

in the record . He has mulfiple medications | ’%] o
administered by unﬂcensqfﬂl staff daily. There s 0 repf cha Y Sy
| #len an order for "Lorgzepam 1 mg.tabs. 1/2 tab-

2 half tabs (0.5 -1 mg.) by mouth at bedtime”. | | Prae fosee th wed | o etud \c\a! :
This dose range has o parameters or guidance o -—':? A ij F oY by
- to staff as to which dose to administer. This was % g(n{w wekben b &ﬁ “\‘ by ‘S@

confirmed by the RN at 2:05 PM. e ,sm ebeip i mw

4, Per record raview, ﬁtesil:lent#S also did not
have a diagnoses Hstlgrobjem list signed by the o _
physician present in tr}“ & record, and is o

administered multiplé edications by unlicensed

1 staff thru a feeding tube. Fer review of the MAR, : c,/L ‘
there are irmeguiarities for the route of ‘ =
administration, dbsagJ:‘;‘e uencies, and reasons : ‘}Qg‘/(“ & Cj (Q free '@ ¢
to administer for five of theé. madications listed. | :

"Lorazepam 1 mg. Via G-tube three times daily as

' ’ 4 X L. @;
needed” doss not Ind| terhal it is fo be used ]‘) LAINY {?" dand s ? Q“ cﬁ &E
for. The order for “tbugrofen 100 mg./6 ml. 1-2 o w“’ v LT o
teaspoons via tube every 4-6 hours as needad for P{g Pk? f“h e O (’Lﬁ' o GL& e Wi
migraing” has a dosaga rahge and time | L L e (“ £ f"" CFD €
frequency ranga with no indicators for staff as to . nshat ‘ . >t
which amount to give. 1"!‘u in 100 mg./5 mi. ‘ ey dm i m{“ Tt ;; g Y h:}
| liquid. 1 teaspoon (5 ml) Via PEG every § hours ' :
as nesded” does not have the reason to 5 5 &y ki, b
administer with the order. "Hanefiber Clear , % i k LG L ( &Wﬁﬁv T %W ) :
. | Powder. One to two teaspoons via tube 1 -3 e e Jhy pesh di W m N
| times g day” has a range of dosage and times, T ) iﬁ e
and is incomplete for direction on mixing the i";,‘-i P w, sw b b B
powdaer with liguid before dministering. There is Howw 4 2
also an order for "Diphenhydramine 25 mg. 1/2 - IR \-C_,-i ! \f\ J‘}%%LCL pyyz @y RYR AR
| fablet- 2 half tablats (12.5 : 25 mg.) BY MOUTH . 1 C &M oN
every six hours for itching/ discomfort”. Resident : pie {? ot gle&; C‘ai—‘wﬁ 4 W%W o
| # 5 doas not take any medications or nutrition by . L i‘i i" g, . o (-%;u % .
.1 mouth, and this order also has the dosage range | Seodbles ¥ i oy
_ 1 with no parameters for|unlicensed staff to . ) ? ’*f* w3 LR g) i { ¢T3 SN Ciﬁ{, 3 vt
Divislon-of Licenaing and Protection : :
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i -
administer. Per inferview on 4/12/16 at 2:25 PM,
| the Registerad Nurse confirmed that Resldent #5
~ | doas not have a diagnosis/problem list from the

1 Physician in the record, that there were dosage
and frequency ranges, incorract route of
administration, and n indjcation for use for the
abova listed med-icaﬂjns i}h:at are administerad hy

urdicansat] staff. .

Sg& 67 V. RESIDENT GARE AND HOME SERVICES
- | ’
| B

o |
- 1 5,10 Medicaflon Management

. ) | ' ‘

156.10.4 if a resident requires medication :
administration, unlicensed:stalt may administer -
‘| miedications under the folidwing conditions:

1 (5). 5taff other than a qursia may administer PRN

peychoactive madizations only when the home
has a written plan for the use of the PRN
medication which: describés the specific
bahaviors the medication i5 intended to corract or
address; spacifies the circimstances that
indicate the use of the medication; educates the
staff ghout what desired effects or undesired side
‘| effects the staff must monifor for; and documents
the time of, reason for and ispecific results of the
medication use. i

This REQUIREMENT is not met as evidenced
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1 home failed to ensure that staff other than a c et TR i
hurse administered PRN psychoactive s mepiod Wwhe gauina .:{ -
medications only when the home has a written | it ey duehe, Charcebion Ga J o
plan for the use of the RN medication which: Lol 1o ¥ ; Asead rryerin ; I‘.‘:}Q@w
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| Resident #3 had.orde
MAR for “Lorazepam 0.

| appropriate to admlmster Per interview on

: " with o pammeters Indicated,

| 2. Per record raview of

correspond to.any of the medications

‘| "Clonazepam 1 mg. tabs, 1 Tab {1 mg)bymouth

| would be sppropriate to|give this medication, On

cireumstances that indjcate the use of the
medication for 3 of 5§ residents sampled (Resldent
#2, #3, and #5). Findings Include;

1. Per record review of Resident #2, there is an-
order on the Medicatiop Administration Record
(MAR) that reads “|orazepam 1 mg. tabe.1/2
tablet - 2 half tabs (0.5~ 1 mg.} by mouth every 8
hours as needed". Thete is no indication for use
listed, and there is a range of dosage with no |
parameters that would jndicate which dosa was

A/12/16 at1:45 PM, thg Registered Nurae
confirmed that this Lorazeépam order was to treat
sefzures, not intended for anxiety issues, and that
there was no d:agnomatst present or physician  w=—=
ondar that Indicated the intended use of tha as

‘needad Mmedication, as well 25 a dosage range

Residant #3, there was no
diagnosls list present in the chart that would

indicate a supporting diagnoses or problam jist to

administered to the resitdent by unlicensad staff, .
on the February 2016
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Mg tabs. 2 tabs (1 my.)
by mouth up t¢ twice dally as nesded for
agitstion”, There is also an order for

twice daily as needed". There are no indications = J..-233
presant In the record to direct staff as t0 when it :

1
cenfirmed that there was no diagnosia/problem - t
list fn the record that would support the |
medications Bdminlategd to Resident #3, and %
t
E

4712116 at 2:00 PM, theﬁeglstered Nurse

that there ig ita written plan-for staff that contains
the required mfonnabon such as targeted
symptoms/behaviors that would direct them as to
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the proper use of the medidation. A ; . L
; . . - 4 L 3 wr
o o Gray Cine @a 264 fmj} 10l ob
*| 3. Per record review, Residant # 5 recelves all .
medications by a feedi g tube. There is an order a fha bp ar{ ’
for "Lorazeparm 1 mg. Via G-tibe three times. oy [N IS W
| daily as needsd®, and doss|not Indicate what it is ‘p}ﬁm AR \ﬁ}fﬂ”‘ iﬁ‘;’j MJ "5" e “"%M
to be given for. Thers i3 no written-plan to direct \ 3r \ " {}b& vy
staff as o the use of this ag needad paychoactive g } Q,M— AN Wik i
medication. This was aiso confirmed by the . STV R P S
Registered Nurse at 2:05 P|M. that there s no e b»,w el i:n:; teird b sl
writien ptan for unlicensed staff for the ) g s %A»M Ity ,;,mml\t )
administration of this medication. !,t» {5\\% (' 5
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-| person who has had a gharge of abuse, naglect , .
or exploitation substantiated against him or her, o VI U - R, -
| as defined in 33 V:S.A. Chapters 48 and 69, or ‘%’i f LA Toenen beed ceie ) ’g
'| ope who has been convicted of an offensa for : a oY o
-+ actions related to bodily|injury, theft or misuse of - % LY
-| funds or pruperty, of cthel ¢ mes inimical to the j , %
public welfara, In any jutisdiction whethar within ik - b b Uyl g
or cutside of the State of Vermont. This proviston iy < A ’g‘ ey %’ f""" Y -
shait apply to the manager of the home as well, : ‘ “ o e
regardiess of whether the manager is the yog s é«‘{} 4 xf‘ ety Qond
licenzee or not. The licenseg shalltake all - : , 7 s i (.
| reasonable steps to comply with this requaretmsnnt,'i g olake. YCLpll, Tn e |
| including, butnet fimited to, obtaining and I b
checking personal and work references and E.Mm\ S l" W ,. iy }_,/ Chv J et ‘mt ™S T
tohtacting the Division ¢f Licensing and | - my
. | Protection In accordance with 33 V.5.A. §6811 10 ! : Ej Wi s e ‘,:‘f‘{,: L et 56- L{w £ 4
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_AGENCY OF HUMAN SERVICES

April 28, 2016

Charles Erickson,

Riverview Life Skills|C

197 Highlander Dri
Jeffersonville, VT 6

- Dear Mr. Erickson:

The Division of Licensi
April 12,2016, The p

with Vermont Reasid

Please sign, date, an
this report to this oij
(

Plan of Correction

A |

Your POC must cont
. What action yo

- What measures
that the deficien

. How the corrective

. The dates corre

]

u

will
it pra;

DEPARTMENT $F DISABILITIES, AGING AND INDEPENDENT LIVING

Survey a

464-9591

and Protection completed
se of the survey was to
Care Home Regulations,

following:

take to correct the deficieng y;

ivisjon of Licensine and Protecti
HC 2 South, 280 State Drive
Waterbury VT 05671.2060
hutp://www.dlip vermont.pov
y and Certification Voice/TTY (802) 24]-0480
Survey and Certification Fax (802) 241-0343
ad Certification Reporting Line: (388) 700-5330
To Report Adult Abuse: (800) 564-1612

f“?.’e:m.i: e iff, ¢ g
YOI g - Clddy 0243

v\ ( )
<y ’ . (" ; i . ;M&'M
LA M. et 73
j l [ rl}km"‘”’?!ﬂ';’ "::'.:r_.f:“-’
e

re-licensing survey at your facility on
ine if your facility was in compliznce

ate your title on the bottom fof the firgt pege of the report and retumn
later than May 11, 2016, :

€ put into place or what systemic changes you will make to ensure
ptice does not recur; and,

1ons will be monitored so fhe deficient practice does not recur.

ctivelaction will be completed.

Developmental Disabili

A
g

Licen

ervices Adult Sery¥ices

nd Protection

Blind and Visually Impaired
Vocational Rehabilitation




You may also requ.wL aq informal review of all or pelt of the contents of the notice at any time
prior to May 11,2 £b calling Suzanne Leavitt, RN, MS, Assistant Division Director, or
|

etk

Clayton Clark, Division Director at (802) 241-0480. }f you are not satisfied with the outcome of
the informal revie  the Division, you may req
Disabilities, Aging ndependent Living, To Tequ
(802) 2412401 o

4st a review by the Commissioner of
g3t a review with the Comnissioner, call

The Department js anthorized to inpose sanctions fof failure 1o comrect 8 deficiency and/or failure
to provide proof of ‘correftion by the specified Correqtion Date, Depending on the nature of the
violations, the foll sanctions may be imposed: 4 strative penaities of up to $10.00 per
“regident or $100.00 the violation remains uncorrected;

hithcvar is greater, for each da
Suspension, rev: o}: of modificati : ‘
ion of admission jor transfer of residents 1o an

engoin any act or om n; and the appointment of a feceiver for 4 facility. If you fee] strict
compliance with the law lor regulations would imposela substantia} hardship, you may apply to
the Department for a Variancs as stated under SectionIT] of the Residential Care Home Licensing

Regulations. You my;
Appegls

As noted above, you Y|seek an informal review fro Suzanne Leavitt, RN, MS, Assistant Divigion
Director, or a Commissioher's review of this decision, [ addition, you have g right to request a fair
hearing with the yervices Board. Decisions byithe Department of Disabilities, Aging and
Independent Living ¢an be appealed to the Human Ser}ices Board pursuant to 3 V.S.A. §3091. The

request for a fair before the Human Services Bharg must be made within thirty (30) days of
your receipt of the f this decision, and can be rjade by writing to the Board at 14-16 Baldwin
Street, Montpelier, VT 05533-2536. You have a right b appear before the Board and to present
withesses and other videice with regard to the case, ou also have a right to be represented by an
attomey at the H Seryices Board fair hearing. :

.Pléaae contact me at (802)(241-0480 if you have any qilestions.

Pamela M. Cota, RN
Licensing Chief
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