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July 10, 2024 
 
 
Kellie Decicco, Manager 
Converse Home 
272 Church Street 
Burlington, VT  05401-4695 
 
 
Dear Ms. Decicco: 
 
Enclosed is a copy of your acceptable plans of correction for the survey conducted on June 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, 

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

































Plan of Correction Response to Division of Licensing and Protection 

Plan of Correction Response 7/1/2024 

R144 

5.9.c.(1) 

Action to correct deficiency: 

1. All new residents will have an admission assessment completed within the regulated 14-day time frame.

2. The Converse Home Assessment policy has been updated to reflect the addition of Hospice admission, move to

memory care community, and Weight Loss or Gain of 5% to qualifications of a Significant Change. These will

trigger a Significant Change Assessment to be completed.

Measure/Systemic Change to ensure to recurrence: 

1. A reminder will be scheduled on the Leadership calendar to trigger an initial assessment by the DON, ADON or

GV Manager within 10 days of move-in date.

2. The DON, ADON, and GV Manager will begin a new assessment for a resident upon admission to the hospice

program. This will be triggered by the hospice admission paperwork.

3. The leadership team meets weekly and does a full house resident review. During this meeting, any noticeable

changes or concerns are discussed. This opportunity supports identifying a resident needing a significant change

assessment.

Monitor: 

1. The Co-Executive Director maintains a spreadsheet with all resident assessment due dates and will notify the

DON, ADON and GV Manager via email when a resident assessment due date is approaching. This is checked

daily.

2. The DON will review the monthly vitals to monitor any unreported weight loss or gain of 5% and initiate a

significant change assessment.

Completion: 

The clinical nursing team- Director of Nursing, Assistant Director of Nursing, Gardenview Nurse Manager, and Co-

Executive Director met on 6/25/2024, came up with a POC and implemented effective immediately. The DON, ADON 

and GV Manager will be the staff completing or assigning assessments. 

R145 

5.9.c.(2) 

Action to correct deficiency: 

1. Prior to move in, Resident Service Plan will be created to include goals and interventions based on
information from the Health Questionnaire, “Getting to Know You” form, Providers orders and
diagnosis list with attention to acute and chronic pain management and recurrent signs and symptoms
of anxiety and depression.

Measure/Systemic Change to ensure no reoccurrence: 

1. Upon resident move in the DON/ADON/GV Manager will review and update the service plan after
medication reconciliation is completed and based on nursing observations of resident needs.

2. Service plans will be reviewed and updated quarterly and as needed when any significant change is
noted to include but not limited to falls, wound care, infections, acute illnesses, exacerbations of
chronic illness, changes in mobility, discharges from ED and inpatient hospitalization, discharges from
LTC/rehabilitation facility hospice admissions, a discharge from Converse Home traditional assisted
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living and admission not Converse Home memory care community, 5% weight gain or weight loss and 
initiation of new pharmacological therapies for pain and psychosis. 

Monitor: 

1. The DON, ADON and GV Manager will discuss changes in residents’ condition, medication orders
and/or diagnosis during the leadership weekly resident review meeting as an additional opportunity to
discuss potential changes then initiate service plan updates if necessary.

2. Service plans will be reviewed quarterly.

Completion: 

All resident service plans, prescribed medications, and diagnosis will be reviewed, and any corrections or 
updates will be made. A plan has been established for the DON, ADON, and GV Manager to review and 
complete all by July 15, 2024.  

R175 

5.10.h (3) 

Action to correct deficiency: 

1. The Self-Administering policy and Assessment & Informed Consent of Self Administration of

Medications has been updated to reflect the state regulation requirements.

2. The DON and ADON will visit with 6 residents currently self-administering medications and update

them on our misunderstanding in regulation. These residents will be educated on the standard and

reassessed.

3. New locks will be installed on the medication cabinets for self-administering residents, The resident

will receive their own key, the nursing department will receive a copy of the key, labeled, and locked in

the medication cart stored in the locked nurse’s office for monthly counts and support,

Measure/Systemic Change to ensure to recurrence: 

Nursing staff will periodically monitor self-administering residents to ensure they are properly storing 

medications. Any resident who fails to or has trouble adhering to this regulation may risk the ability to self-

administer. 

Monitor: 

The DON and ADON will check in with staff periodically during change of shift reports to discuss how things 

are going with the new process. 

Completion: 

The implementation process for resident discussions began Thursday, June 27, 2024. The completion date for 

education and new locks to be installed will be Monday, July 15. 
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R179 

5.11.b  

Action to correct deficiency: 

1. The Co-Executive Director’s worked with the leadership team, which includes clinical leadership

DON/ADON/GV Manager, to create an education template for non-nursing staff to be trained as

appropriate on First Aid/Emergency Response and General Care and Supervision. This education will be

reviewed during orientation as well as in addition to yearly mandatory all staff Infection Control.

Measure/Systemic Change to ensure to recurrence: 

1. The HR Manager will continue to send quarterly updates on staff education to all leadership.

Supervisors will notify staff of their current hours and what remains to be completed for the current

year.

2. Mandatory education is offered throughout the year for staff to attend and opportunities are created

for those who have challenges with content of the timing of offered educations.

Monitor: 

The additional trainings will be tracked and monitored with all other mandatory trainings, as is our current 

process, through the HR Manager. 

Completion: 

The implementation process for mandatory education for all staff is effective July 5, 2024 and the completion 

date for the additional training is September 10, 2024. 

R200 

5.18 

Action to correct deficiency: 

1. A policy has been written and implemented to reflect the Mandatory Education for all staff.

2. A policy has been written and implemented to give a more comprehensive explanation on how to document and

report resident to resident contact.

3. A policy has been created to address the need to lock up any sharp objects in our memory care community.

4. A policy has been created and implemented to address the regulation around water temperature ranges in the

building.

Measure/Systemic Change to ensure to recurrence: 

1. These policies have been written by the Co-Executive Directors and the department director that each

deficiency falls under.

2. The department director has notified and will continually monitor as self or with employees the implemented

policy is working and being adhered to properly.

Completion: 

These policies are effective immediately and currently in use by all employees. 
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R208 
5.18 

Action to correct deficiency: 

1. A more detailed and comprehensive policy has been implemented for staff to better understand when
it is appropriate to report to the state when there is a resident-to-resident conflict.

2. We have updated the current Mandated Reporter policy and created a Resident-to Resident procedure
to reflect the need to notify Adult Protective Services (APS) as well as Department of Licensing and
Protection when sending a report regarding a resident-to-resident conflict.

3. Staff will have continuous education to understand a “Pattern of Abuse” and it is reportable to APS and
DLP even if there is no physical contact.

Measure/Systemic Change to ensure no reoccurrence: 

1. The clinical nursing team will routinely discuss scenarios where patterns of abuse are questionable.
2. The additional detailed and comprehensive education around mandatory reporting will be part of the

mandatory education for all staff.

Monitor: 

The clinical nursing team will monitor notes and incident reports to detect signs of a pattern of abuse. 

Completion: 

This education will roll out to staff over the next month through nurse’s meetings, care staff meetings, and all 
staff education. All Charge of Shifts and leadership members will be educated on this addition by July 5, 2024. 

R247 

7.2.b 

Action to correct deficiency: 

All perishable food and drink shall be labeled, dated and held at proper temperatures. 

Measure/Systemic Change to ensure to recurrence: 

1. The Director of Dining will purchase additional food date labels which indicate the date opened to be

utilized on freezer items and commonly used items.

2. Twice daily checks of the internal juice thermometer for the appropriate temperature.

Monitor: 

1. The shift supervisor and/or the generalist on duty will complete a check of all products ensuring

everything is properly date labeled during each shift.

2. The morning and afternoon supervisor will verify and record in the log the temperature of the juice

machine and dispensed juice.  If temperatures are found above 40 degrees Fahrenheit, a service call to

the third-party vendor will be placed.

3. The chefs will label all products when they are opened with the proper labels.

4. The Director of Dining will include the monitoring of food date labeling and juice temperatures in their

monthly department audits.  They will re-educate and retrain as necessary.

Tag 208-Accepted 
7-10-24-LTCM



Completion: 

The Co-Executive Director and Director of Dining met on 6/27/24 to review the Food Handling Policy.  New 

labels have been purchased and are now utilized on all products.  A service call was placed for the juice 

machine, and the vendor came on July 2, 2024 and reduced the temp to 39 degrees. 

R266 

9.1 

Action to correct deficiency: 

All sharp objects in any common areas of the memory care community have been placed behind locked doors 

where residents do not have access. Butter knives, plastic ware, and safety scissors have been deemed 

acceptable by clinical nursing leadership.  

Measure/Systemic Change to ensure to recurrence: 

The Gardenview Manager and memory care staff will regularly check to make sure there are no sharp objects 

on the open community and the pantry door that stores the blender remains locked. 

Completion: 

The policy went into effect on June 8 following a discussion with the state surveyor. 

R291 

9.6.d 

Action to correct deficiency: 

Hot water temperatures shall not exceed 120 degrees Fahrenheit in resident areas. 

Measure/Systemic Change to ensure to recurrence: 

1. Establish a policy to address adherence to the regulation governing water temperatures.

2. Perform and maintain log of monthly random sampling of water temperatures in resident areas.

3. Prior to the move-in of a new resident, the water temperature will be checked.

4. Any temperatures found to be greater than 120 degrees Fahrenheit will be corrected immediately and

investigated for the cause.

Monitor: 

The Director of Maintenance will review the monthly checks to ensure compliance and trends. 

Completion: 

The Co-Executive Director and Director of Maintenance met on 6/7/24 to develop and adopt the Water 

Temperature Policy, the procedures and was implemented effective immediately.   
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