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~~_VERMONT AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING ANP INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hall
aterbury, VT 05671-2306
http://www.dail.vermont.gov

oice/TTY (802) 871-3317

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

January 22, 2014

Ms. Joyce Touchette, Administrator
Converse Home

272 Church Street

Burlington, VT 05401 Prqvider # 1010

Dear Ms. Touchette:

- Enclosed is a copy of your acceptable plans of correction for the unannounced onsite
investigation conducted on November 25, 2013. 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,

SRR

Pamela M. Cota, RN
Licensing Chief

PC:ne

Enclosure

Disability and Aging Services ‘Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation




dooz/002

01/08/2014 WED 12:13 FAX
: | PRINTED: 12/26/2013
FORM APFROVED
Division of Licensing and Protection
SQTATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIOATION NUMBER: A BUILDING: COMPLETED
C
1010 B. WING 11/25/2013
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
272 CHURCH STREET
RRNVERGE HONE 'BURLINGTON, VT 05401
(X4) ID SUMMARY STATEMENT DF DEFICJENCIES D . PRQVIDER'S PLAN OF CORRECTION <8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
- : C )
R100| Initial Comments: R100 R126 5.5 General Care
An unannounced onsite investigation of a Itis responsibility of The Converse
self-reported incident was conducted on 11/25/13 Home to ensure the care needs of
to determine if the residence is in compliance with each resident are met. We take
?T’s[st‘ed LI"'"? Fesgepqe requlrerr}gnts;.[.fTr(;e this responsibility very seriously.
ollowing regulatory deficiency was identified. We reported the jncident to the
appropriate State agencles and
R126] V. RESIDENT CARE AND HOME SERVICES | R126 pprop gence
S8= the LPN who was the subject of

5.5 General Care

5.5.a Upon a resident's admission to a
residential care home, necessary services shall
be provided or arranged to meet the resident's
personal, psychosocial, nursing and medical care
nesds.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
home failed to provide necessary services to
meet the medical needs of one resident sampled
(Resident #1). Findings include:

Per record review on 11/25/13, Resldent#1 was
assessed to be at a high risk of falls. The resident
also had dlagnoses that included cognitive
decline, Macular Degeneratlon, and a pacemaker
for Bradycardla. The resident had sustained
multiple falls including on 8/25/13 and 11/2/13,
with minor injury. On 11/10/13 at 1:15 AM, nurse's
notes state that the LPN (Licensed Practical
Nurse) on duty heard a thud from Rasident #1's
apartment. The nurse entered the room to find
the resident lying on the floor with their head
resting on a floor lamp base. The nurse paged
the Resident Aide working also to come ta the

this Iincident is na longer an
employee of The Converse Home,

In addition to orientatian and
annual Inservices regarding Basic

First Aid care for

H direct care

staff, we implemented the

following:

-Director of Nursing met with the

night shift staff to

review the

Home’s emergendgy protocol on

November 13",

-A certified EMT de Registered

Nurse conducted

education

sesslons on January 7 and 8" for
all nurses, shift supervisors and
night shift staff regarding Post-Fall
Assessment and Management.

(Syllabus attached.

)

-The Post-Fall Assessment
education will be pffered annually.
-The Director of Nursing will

review all fall repg

rts to ensure

the Home's protocol is being

consistently follow

ed on all shifts.
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room. The fwo staff persons assisted the resident
to a sitting position, and noticed a gash to the
back of the resident's head. The resident was
then assisted to a standing posltion and then sat
into a chair, where the resident became
unresponsive and was making gurgling noises.
The nurse wrote that the resident's pulse was not
palpable,

The nurse left the room to call the family, leaving
the resident with an unlicensed staff person
monitoring the resident. Upon return to the room
of Resident #1, the resident was now responding
to staff, and another call was placed to the family
to request permission to call for an emergency
transport, which was done. According to facility
policy for Baslc First Aid care, the resident was
not to be moved until injuries were assessed by a
Shift supervisor or an EMT, There is an on-call
list of Registered Nurses avallable for consult as
needed 24/7, and the nurse had this option
available the night of the incldent, however did
not call for advice in this situation.

Per interview on 11/25/13 at 2,10 PM, the Director
of Nursing and Home Manager confirmed that the
expectation was that the LPN would call 911 after
realizing that the resident hit their head, and not
move the resident until Injury was assessed by
EMTSs, as well as not |leaving the resident with the
unlicensed staff person to call the family. Despite
the orientation that was provided to the LPN
regarding medical emergencles, the nurse did not
follow the protocol of the home, and could have
put the resident at risk by moving them with a
head injury.
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RED FLAGS

¢ Unconscious resident
Significant head injury
o Especially if resident currently on aspirin or anticoagulant therapy
Compromised airway .
Compromised breathing |
Uncontrollable bleeding
Neck pain or cervical spine tendermess
Acute change in mental status
Uncontrollable pain
Increased agitation, restlessness, or lethargy
Signs of increased intracranial pressure: vomiting and headache
Facial bruising can indicate TBI- may take hours to show up
o Raccoon’s Eyes
o Battle signs (behind ears) ' |
= Abnormal vital signs K
= Abnormal blood sugar
* Obvious deformity/Fracture
* Glascow Coma Scale < normal
o Change in alertness, change in ability to carry out motor functions or
verbal responses
* Signs of herniation: dilated, unreactive or unresponsive pupils

[Qoos/008
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a

Post Fall Assessment Factors

Once you have finished the initial evaluation and determined the need for additional
support (arranging for transport) you should complete a more comprebensive evaluation.

Things to include in your assessment and relay to EMT’s/MD’s

* Level of Consciousness/Mental Status before and after fall
o Alert and Oriented to baseline?
¢ Vitals :
Blood Glucose- if history or suspicion of abnormal blood sugar
* Review of Current Symptoms
o Dizziness, nausea, vomiting, headache, backache, neck pain, weakness,
fatigue, incontinence
Physical Examination
o Head to toe assessment
o Palpate entire body
= Look for facial expressions that may indicate pai
o Look for Hip injuries
» Fractured hip will be shorter and externally rotated
= Dislocated hip will be internally rotated and flexed
Skin Assessment
Events leading up to fall
o Any recent changes is mobility/mental status/pain?
* Pattern
o Was this an isolated injury or does this resident fall often?
* Intrinsic factors that may have contributed
Dementia
Recent injuries/pain/Parkinson’s/Axthritis
Functiopal disability- use of assistive devices
Alteration in LOC
Visual Impairment
Incontinence
Medications
- & Any PRN’s today
= Recent changes
o Bare feet/inappropriate footwear
* Extrinsic factors that may have contributed
o Floor spills/wet areas/uneven flooring
o Lack of lighting
o Grab rails/bed rails in good repair
o Patient clothing

O 000000
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4 CLINICAL
R '| IMMEDIATE uespouse ~ Iriltiate ;:llnkcal care dnd call fer aasistanoe ' L
s . »  BaslcLife Suppert: Danger, Responélve, Send for help, Airway, Bma;hlng, CPR? De’ﬁh s
mnsnscnl

P

E * - Rapid asseSSment paln:. b;mﬂing ln]ury (da hpt mwe an,ll assqk';sed examine oe *vl(:_?l
!} spine and Immoblll'se If there ks an [nd]cvtlon of qur\{%
|

\

i Bﬂseellne.ﬂbservatluns' Full set: BP,P, BT, Sgla, Blnod Glucose and Pain scnre Neura obs
* ' Natlfy Medlc.-d ﬂfﬂm!r dl“hll

| If patignts’ oqsem‘ lpm ore Ih mww or RED: zona vou muss Acrlon vnvrmcal ﬂlniml ""’*—_." :
. Emergehry mwnmwmm .

]

Observatlans & Ongomg Monitonng for ALL Patient Falls ' l
® Stondard Adult Genero) @bservotion Chart Include pain, and
€ Adult Neur&)qglml -Observation Chart }
~ At leost hourly for a minimum of 4 hours: REVIEW : i
» 4 hourly for the next 24 hours or as required, then i
< REVIEW —ongoing observations as required PR —
(Seek clinfcal advice) i .

. Change In level of consclousness — headache; vomiting
- Incrdasfng canfuslon and ﬂumuanlng béhawours lncreased agltatlon restlassness, lethergy

i paﬂeﬂ!s’ ob:-enlatluns maye bita YELEOW or RED zone you must kCl‘lON your lqca Clinlcal i
Emergemy ReSpnnsa S\fs(wn )
f o) B g
( ; Clinlcal llavlew Actlon requlned for any followlng pmsentjng slgns : o {lr
|. <* Patients on anticoagulant/or antiplatelet therapy and patients | i 2
’ with known coagulopathy are HIGH RISK for bleeding e T R . I E
! < Fluctusting Behaviours and/or increasing confuslon: [ CTSeam i % o
-i Increased agitation, restlessness, or changes in level of ! Recommended ) { _n .
) alertness —lethargy, flattened: complete assessment for B IS ' { 2
| Delirium A iz
§ % Injury- faclal brulsing, hit head when fell , fracture b i o
/| & Vomiting, headache A1 }
L P S o 53 s g Pt e 1 e .*-{.:. g i S o i /} i«v—m) E
Ongalng Manitoring s important. } ] |
Note: thire.mity hé manifestations of head Injury after 24hrs L) 1
)
{

Communlcation and, Documentatuon ; g et R an e P ‘8
. Reassme the paﬂem and pxp}dlh all grqmmmt and lnvestll_' ' o o
«  All patient ¥ills are to be réported to imbdick] offiger foir reviev. . - -
B thel‘ﬂ a Substtute Dedisioh Miker if the berion ks not able 0 nommunicdte effecti \wly?
‘s " Notlfy the Person Responsible (famllvfcarer/fnend) with permfss]an and lnform thers aboyt
-the fall and plan-ef care.
« lsthére ap Advance Care Plan ar Directive in place? Determine appropriate treatment
) 9pllpn§_ Wwith person responsible-
- WWrite tradtment, palliation/escalation precess and outcpme in the clinical record
. Rw’ew falls stetus to: high risk and record in clitical recard and modiy care plan.
- Discuss at clinical bedsitde handover including noting engoing abservations and monitoring
and changé In falls risk status to high risk.
- Complet¢ liMS report. , |
) - Cﬂmple&e a review of fall event with ¢hinical leadershlp teamn. Versian 2 : DRAFT 21 Oct l

[P PPAREE

e e e e A S ke k[ T

bm Bets e e 8 s n (Be b A4k k80 b s AYEP W SHMIAP 1 ¢ Sk it o opem A e ratas ot bi—n s e
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FALLS AND
HITS HEAD

patlants ara coneldered coagulopalhic.

)1 POST FALL ASSESSMENT e ™
FALLS PO o

FALLS AND
DOES NOT HIT HEAD

8PECIAL CONSIDERATION — Patientz on anticoagulant and/or antiplatelst therapy and patiants with a known
coagulopathy mre at an Inareased rizk of Intracranfal haemarrhage. Anticoagulents Include: Warfarin, Heparin, Enoxaparin
(Clexane), Dalteparin (Fragmin). Antipletelst drugs Include: Aspirin, Clopidagre), Aspinn+Dlpyridamole (Aeagantin), Alcohallc

i

NWITNESSED
FALL

<

[Qoo8/008

« Do nol move initjally

Call for assls\ance

Jmmablilas Cervical Spine and

axamina for Injurlas

Baseline Vitel signs (BF, heart rate,

raspiratory rate, oxygen salurallon,

Blood Suger Lavael (BSL))

Neurologleal Obseryallpns - Initlal

Glesgow Coma Scale (GCS)

= Observa for change In the leval of
conscloysnses, headachse, amnasia or
vomiting

~ Clean snd drese any wounds

|

Coalac( Medlical Officer for review

Conalder nsed for analgesis

Llalse for appropriate test (consider
CT Scan If patlant has any high rlak
faclors, ses Sactlon 8 of NSW Healih
Puzaoanoom Head Injury)

Notlty reglélrer / conabltent (I raquired)

Obaervations

» Record viiel signs and neuroleglce)
ohsarvatlone hourly for 4 hours then
raviaw

+ Conlinue abservallone at leasl 4 hourly
for 24 houra or as requlred

~ Nolity MO Immedistely If sny changa In
obsarvatlons

Notlfy famlly
\ 4

I not already flagged as high risk of fal
Inji'J'r'y. flog ms per hoapltal protocol

.+ Call-fgr !ql!ptancﬁ

v {8an and dwn gny wounds

C%ﬂlacl Madical Oficer far review -

| Obgarvations

-Nomy famlly
¥

,Potbnllyl In]uﬂar fracture, sofl ligsue
Injury or no observable Injury.
* Do.not move injtislly

» Bassline Vite) algns (BF, heart rite,
r&ypiretary rnm bxygon saturstion,
BBL),

v

Caneiger naod for analgesla
Ll‘lae for approprinte test (eg X rays)

Nolify reglawrar / conaulient (It
tequlired)

Mnnhor vital glgna far 24 hourn

i not ﬂlrdady lloggad as hlrjh rJ:k of fall
lriv]gry, fiag as per haepllal protacol

.| Sacllen 8 of NSW Health PD2008_0081

-| Obgsrvations

IMB report IIMS repon IMS raport
4 \ 4
Post Fail review Post Pall Reviaw Post Fall reviaw
Documenl In medIcal record slrategles Dacument ki medical recdrd Documenl in medical record strategles
jmplamentad alrateglea mplamented Implemente

Potentlal Injurlas: Head or neck

Injury, fracture, soft isaue Injury or no

abaervable Injury.

~ Do not move Initially

» Call for aesistance

+ Immoblliee Carvical Spine and
examine lor Injurles

> Baeoline Vial signs (BP, hearl rate,

rasplratory rats. oxygen saluration,

BsL)

Nouroleglcal Observallong - inltial

Glesgow Coma Scals (GCS)

Obsaerve for change In the lave) of

consclouaneas, headache, amnesia or

vomlting

Clean end dreas any wounds

Cantacl Medical Officer for raview
Coneslder need for anaigeein

Lialse for appropriata tost (eg CT Scan
if patlent has any high rlek factors, sse

Head Injury
v

Nb:f’y raglalrer / consultan| (If required)

» Record vilal migns and naurologicel
observatlons hourly far 4 hours than
review x

« Cantinue pbeervations al least 4 hourly
for 24 hours or 83 requlred

< Notlfy MO Immedlataly |f any change In
obeervallons

Notlfy fam|ly
¥

It not already flagged aa high risk of (all
}njl.va‘r'y, flag ag per hospltal protocol

Raasanss Falls Riuk Status — Refer (o relevant ataff to review, update care plan and Implement Falla pravention stretegles

Communication — All slafl invalved in the care of the patlent to be Informed of Incldent outcome and revised oare plan
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