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April 11, 2025

Amy Croteau, Manager

The Residence At Shelburne Bay
185 Pine Haven Shore Road
Shelburne, VT 05482-7805

Dear Ms. Croteau:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on February 19,
2025. 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,

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

An unannounced onsite relicensure survey was
conducted by the Division of Licensing and
Protection on 2/19/25. Regulatory deficiencies
were identified. Findings include:

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
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 there
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5.142.b.(4)

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

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews, the
RCH failed to ensure staff records for abuse
registry checks were completed on an annual
basis.

Per record review of staff abuse registry check
records, 5/5 staff records did not include a
completed annua! abuse registry check.

Per interview on 2/19/25 at 11:30 AM, the
Business Office Director confirmed abuse registry
checks were not completed on an annual basis.
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was a failure to ensure 3 out of 5 sampled staff
completed (12) hours of required yearly trainings.
Findings include:
The home's policies and procedure for providing
educations are consistent with reguiatory
requirement.
Per review of staff training records, 3 out 5 staff
failed to complete 12 hours of required annual
trainings.
Per interview on 2/19/25 at 12:20 PM, the
Business Office Manager confirmed the staffing
educations records, acknowledging 3 out of 5
staff had not completed all of the required annual.
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They acknowledged the facility policy is not
congruent to the updated requirements sent forth
in the memorandum issued on 10/24/2022 and
5/1/23.
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Deficiency Statement Plan of Correction (POC)

Survey Date:2/19/25

Facility Name: The Residence at Shelburne Bay West

POC date: 3/17/25

Deficiency How the deficiency was corrected Date System changes to ensure compliance | Who will
Regulation corrected of the regulation monitor to
ensure
compliance
R179 Relias, educational software, was reviewed for errors | 3/17/25 Annual audit planned by BOD to ensure the Business Office
in annual training requirements and assignment annual training requirements are met for all Director
Associates
Department Leaders will be provided with weekly 3/17/25 ?égzlécgﬁE:dRN
Relias course completion audits for their Associates Department Leaders provided weekly Relias 4/10/25
and held accountable for compliance/ completion course completion audit for their Associates and
held accountable for compliance/ completion
R190 Background checks consistent with regulatory Begun Bi-Annual audit scheduled by BOD to ensure Business Office
requirements completed for all Associates 3/17/25 compliance with background checks consistent Director
with regulatory requirements R190 Accepted

Jenielle Shea, RN
4/10/25



R179 Accepted
Jenielle Shea, RN
4/10/25

R190 Accepted
Jenielle Shea, RN
4/10/25
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