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February 23, 2023 
 
 
Mr. Mark Tapper, Administrator 
Union House Nursing Home 
3086 Glover Street 
Glover, VT  05839-9701 
 
 
Dear Mr. Tapper: 
 
Enclosed is a copy of your acceptable plans of correction for the survey conducted on February 8, 
2023.  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, 

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

The Division of L icensing and Protection 
conducted an unannounced onsite investigation 
of 2 complaints on 02/07-08/2023. The following 
regulatory violation was identified: 

F 609 Reporting of Alleged Violations 
SS=D CFR(s): 483.12(b)(5)(i)(A)(B)(c)(1 )(4) 

§483.12(c) In response .to allegations of abuse,
neglect, exploitation, or mistreatment, the-facility
must:

§483.12(c)(1) �nsure that all alleged violations
involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the events
that cause the allegation involve abuse or result in
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
officials (including to the State Survey Agency and
adult protective services where state law· provides
for jurisdiction in long-term care facilities) in 
accordance with State law through established 
procedures. 

· §483.12(c)(4) Report the.results of all
investigations to the administr�tor or his or her
designated representative and to other officials in
accordance with State law, including to the State
Survey Agency, within 5 working days of the.
incident, and if the alleged violation is verified
appropriate corrective action must be taken.
This REQUIREMENT is not met as evidenced
by:
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1. Resident #2 had no negative
effect as a result ofthe
alleged deficient practice.

2. Residents that are the subject
of reported allegations have
the potential to be affected by
the alleged deficient practice.

3. Facility administration is
aware of the requirements to
report allegations of abuse.

4. An audit of allegations of
abuse will be done as needed
with allegations made and
documented on a tracking
tool.

5. Corrective action will be
completed by 2/24/2023.
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.
rds provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings_ stated above are disclosable 90 days 

followi g 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 f llbwing 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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Based on. staff interview and record review, the 
facility failed to ensure that all alleged violations 
involving .abuse, neglect, exploitation, or 

· mistreatment were reported to the State Agency
as required for 1 applicable resident (Resident
#2). Findings include:

Per record review, facility documentation and 
staff interviews, a Licensed Practical Nurse {LPN) 
was accused of restraining a resident to a chair 
using a bedsheet on 1/24/2023 .. The facility 
conducted an investigation that included speaking 
with witnesses and the accused but was unable 
to substantiate the allegation, but the LPN was 
terminated anyway. The facility failed to make a 
report to the State Agency or Adult Protective 
Services (APS) as required, and there is no 
record of a notification being made to the 
resident's legal guardian and/or representative. 

Per an interview on 2/7/2023 at approximately 
12:38pm with the Acting Director of Nursing 
confirmed that s/he did not make a report 
because s/he was unable to substantiate the 
allegation. 
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