#~. VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING
Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury VT 05671-2306
http://www.dail.vermont.gov
Voice/TTY (802) 241-2345
To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

July 26, 2011

Mr. Thomas Rice, Administrator
Brookside Health And Rehabilitation
1200 Christian Street
White River Junction, VT 05001
Provider ID #: 475010

Dear Mr. Rice:

On July 26, 2011, we conducted an offsite review of your submitted plan of correction, which
served as a follow up to the survey of July 6, 2011 to verify that your facility had achieved
substantial compliance. Based on our review, we found that your facility is in substantial
compliance with participation requirements found in Title 42, Code of Federal Regulations as of
July 26, 2011.

If you have any questions concerning this letter please contact me at 241-2345.

Sincerely,

Lomdasomsouren

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services : Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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facility Registered Nurse (RN) dated 4/7/11 stated
the witnessing LNA "openly admitted that s/he did
not tell his/her nurse because s/he didn't have the
opportunity to speak with the nurse privately". In
the same written statement., at 7:20 A.M., the
nurse on duty at the time of the alleged abuse
stated that "nothing unusual occurred during the
shift as far as the staff was concerned". Per
interview with the alleged perpetrator (AP) on
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other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued -

program participation.
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7/6/11 at 12:20 P.M., s/he stated that s/he was
not suspended or reassigned to duties not
involving resident contact but was moved to a
different unit on 4/7/11.

A facility policy titled "Protection of Residents
During Abuse Investigations" states that
"Employees accused of participating in the
alleged abuse will be immediately assigned to
duties that do not involve resident contact or will
be suspended until the findings of the
investigation have been reviewed by the
Administrator”. A facility policy titled "Reporting
Abuse to Facility Management" states that "Any
individual observing an incident of resident abuse
or suspecting resident abuse must immediately
report such incident to the Administrator or
Director of Nursing Services" (DNS).

On 7/6/11 at 1:00 P.M., the DNS confirmed that
the LNA who witnessed the alleged abuse did not
immediately report per facility policy and that the
AP was not immediately removed from resident
contact per policy.
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