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May 4, 2023 
 
 
Mr. Chad Dingman, Administrator 
Union House Nursing Home 
3086 Glover Street 
Glover, VT  05839-9701 
 
 
Dear Mr. Dingman: 
 
Enclosed is a copy of your acceptable plans of correction for the investigation survey conducted on 
April 24, 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 Licensing and Protection 
conducted an onsite, unannounced investigation 
of 2 facility reported incidents on 4/24/2023. The 
following regulatory deficiency was identified: 

F 600 Free from Abuse and Neglect 
SS=E CFR(s): 483.12(a)(1) 

§483.12 Freedom from Abuse, Neglect, and
Exploitation
The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12(a)(1) 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 and record review, the

facility failed to ensure each resident was free
from neglect related to medication administration
for 10 applicable residents (Residents #1-10).
Findings inclupe:

Per review of the facility's investigation report for 
a facility reported event, and confirmed by 
interview on 4/24/2023 at 11 :49 AM, Licensed 
Practical Nurse (LPN) #1 reports that many 
medications on the upstairs unit had not been 
removed from their cycle fill cards [medication 
cards delivered on a routine cycle] over the 
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1. No residents were negatively affected
as a result of the alleged deficient
practice.

2. Residents requiring medication
administration from staff have the
potential to be affected by the alleged
deficient practice ..

3. The LPN identified no longer works at
the facility.

4. Other licensed nurses in the facility
have received re-education and
competencies for medication
administration.

5. The Director of Nursing or designee will
complete twice weekly audits xl
month and then weekly audits to
ensur:� medications are administered
to residents as ordered.

6. The results of the audits will be
reported to the QAA committee x3
months at vvhich time the committee
will determine further frequency of the
audits.

7. Corrective action will be completed by
5/5/2023 

I I 
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Any deficiency statement endin( with an as!� denotes a deficiency which the institution may be excused from correcting providing ii is determined that 
other safeguards provide sufficie�i:oleelton 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 dale 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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weekend. S/He explained that the facility has 

routine medications delivered on a monthly cycle 

and all new medications cards were changed 

over on 4/7/2023. On 4/10/2023, LPN #1 came in 

for their shift after being off for 4/8/2023 and 

4/9/2023 and discovered that the expected 

number of pills had not been removed from the 

medication cards over the weekend for many 

medication cards. This concern was reported to 

facility leadership immediately: 

The facility investigation reveals LPN #2, who had 

previously been investigated by the facility in 

February 2023 for unsubstantiated allegations of 

neglect related to medication administration, was 

the day shift nurse for the second-floor unit on 

4/8/2023 and 4/9/2023. Medication administration 

records (MAR) and medication cards were 

reviewed for all second-floor residents by the 

Assistant Director of Nursing (ADON). This audit 

revealed the following medications were not 

administered to Residents #1-10 sometime 
between 4/8/23 and 4/9/23, serving as evidence 

of neglect: 

Resident #1: Spironolactone, Montelukast, and 

Depakote 

Resident #2: Letrozole and Metopro_lol 

Resident #3: Lisinopril, Famotidine, and 

Levothyroxine 

Resident #4: lsosorbide, Aricept, Lisinopril, 

Metoprolol 

Resident #5: Glipizide, Quetiapine, Prednisone, 

Amlodipine, Metoprolol 

Resident #6: Quetiapine 

Resident #7: Baclofen, Quetiapine, Trazodone 

Resident #8 Benztropine, Latuda, Carafate, 

Risperidone 

Resident #9: Sertraline 

Resident #10: Lisinopril and Folic Acid 
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On 4/24/2023 at 11 :24 AM, the ADON explained 

that, per physician's orders and the MAR, the 

above medications were to be administered 

during the day shift and were documented as 

administered by LPN #2 on 4/8/23 and 4/9/2023. 

S/He confirmed that the audit revealed that the 

above medications were not administered to 

Residents #1-#10, even though they were signed 

off as administered. 
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