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To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

January 26, 2011

Bradford Ellis, Administrator
Vernon Green Nursing Home
61 Greenway Drive
Vernon, VT 05354-9474

Provider ID #:475008

Dear Mr. Ellis:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
December 28, 2010.

Follow-up may occur to verify that substantial compliance has been achieved and maintained.

Sincerely,

Pamela M. Cota, RN
Licensing Chief
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F 000 INITIAL COMMENTS

An unannounced, on-site complaint investigation
was conducted by the Division of Licensing and
Protection on 12/28/2010.

F 223 483.13(b), 483.13(b)(1)(i) FREE FROM
SS=D ABUSE/INVOLUNTARY SECLUSION

The resident has the right to be free from verbal,
sexual, physical, and mental abuse, corporal
punishment, and involuntary seclusion.

The facility must not use verbal, mental, sexual,
or physical abuse, corporal punishment, or
involuntary seclusion.

This REQUIREMENT is not met as evidenced
by:
Based on staff interview, medical record review
and review of the facility investigation of the
alleged incident, the facility failed to assure 1
resident (Resident # 1) was free from physical
abuse. The findings include:

1. Per staff interview and medical record review
on 12/28/2010 at 12:35 PM, Resident #1 was
involved in an incident on 12/21/2010, in which a
nurse attempted to have the resident bite
him/herself on the arm when the resident's
combative behaviors were escalating during care.
This same staff person, during the same episode
of care, placed pillows over the head of Resident
#1 in an attempt to quiet the resident. This is
documented in written witness statements as well
as in the written statement of the nurse who
performed the actions. There is further
documentation that the nurse involved removed
the pillows from Resident #1 's head moments
after placing them there. According to the internal

F 000 This alleged incident of abuse was self-
reported by the facility's Director of Nursing
to Adult Protective Services.

Allegation of Substantial Compliance

~ Vernon Green Nursing Home has and
continues to be in substantial compliance with
42 CFR Part 483 subpart B. Vernon Green
Nursing Home has or will have substantially
corrected the alleged deficiencies and achieved
substantial compliance by the date specified
herein.

This Plan of Correction constitutes Vernon
Green Nursing Home's allegation of

. substantial compliance.

The statements made on this plan of correction
are not an admission to and do not constitute
an agreement with the alleged deficiencies
herein. To continue to remain in substantial
compliance with state and federal regulations,
Vernon Green Nursing Home has taken or will
take the actions set forth in this plan of
correction.

rJ)3 F223
The facility has and continues to ensure that
residents are free from abuse.

What corrective action will be accomplished
for those residents found to have been
affected by the deficient practice?

Corrective action was taken immediately when
the event was reported to the Director of
Nursing (DON). The LPN was suspended
until further investigation was completed and
upon the finish of the investigation she was
terminated.
Timeliness of mandatory abuse reporting
reviewed at the daily team meetings.

TITLE (X6) DATE

~
ment ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting viding it' aetermined that

other safeguard rovide 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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How will you identify other residents
having the potential to be affected by the
same deficient practice and what
corrective action will taken?

All residents have the potential to be affected
by this practice.

What measures will be put into place or
what systemic changes you will make to
ensure that the deficient practice does not
recur?

Residents Rights/Abuse and Abuse Reporting
to be held on January 27, 2010 for all staff.
Employee Assistance Program has been
initiated for all employees to utilize. Staff
wiII be monitored for any noticeable stressors
they may be having and it wiII be recomnend
that they seek assistance and/or request time
off.

How the corrective actions will be
monitored to ensure the deficient practice
will not recur, i.e., what quality assurance
program will be put into place?

The DON or designee wiII conduct Quality 01/27/11
Assurance/Quality Improvement audits to
ensure continued compliance. Audits wiIl be
weekly for three months and/or until 100%
compliance is achieved. The DON or
designee wiII report the results of the audits to
the Quality Assurance Committee who wiIl
determine the need for further monitoring.

F 223 F223 continued from page 1

Both the facility Administrator and DNS (Director
of Nursing Services) confirm, during interview on
12/28/2010, that the incident happened on the
evening of 12/21/2010 and that the nurse has
been terminated from employment at the facility.
The staff on duty at the time of the abuse did not
notify their immediate supervisors until the
morning of 12/22/2010; however, Resident #1
was monitored for safety for the remaining
minutes of the evening shift until the nurse who
performed the actions left the facility. Since the
nurse was not scheduled to work the following
day, the staff chose to wait and report the incident
to the DNS the following morning. This is
confirmed during interview with the DNS on
12/28/2010 at 1:15 PM.

Per record review on 12/28/2010 at 12:35 PM,
Resident #1 is assessed as having difficult
behaviors that inconsistently respond to
redirection. This resident was carefully monitored
and assessed after the incident for any ill effects.
None were observed or documented. The
resident was observed by the surveyor on
12/28/2010 at 1:00 PM to be sleeping soundly in
his/her bed, which is reported by staff to be the
usual routine for Resident #1 after lunch. There
are no bruises noted on the face or on the
exposed parts of the arms.

F 223 Continued From page 1
investigation documents, there were 2 LNA's who
witnessed this event and they stated that the
nurse involved stopped the abuse almost as soon
as it began.
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