
 
 
January 14, 2026
 
 
Ms. Amy Braun, Administrator
Greensboro Nursing Home
47 Maggie's Pond Road
Greensboro, VT 05841
 
                                                                                                      Provider ID #: 475043
 
Dear Ms. Braun:
 
Enclosed is a copy of your acceptable plans of correction for the complaint investigation conducted 
on December 22, 2025.  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, BS
Assistant Division Director
State Survey Agency Director
 
Enclosure
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280 State Drive/HC 2 South                                
Waterbury, VT 05671-2060
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1. Resident 1, 2, and 3 or other residents
were not negatively affected by the
alleged deficiency practice.

2. Residents in the facility have the
potential to be negatively affected by
the alleged deficiency practice.

3. Audits of residents' psychotropic
medication consent forms were
completed (12/23/2025). Audits will
be conducted by DON or designee
monthly x3 and brought to following
QA meeting.

4. Staff were educated on the proper use
of the medication consent forms.
(12/23/2025)

5. The policy for psychotropic
medication use was adjusted to
discuss the consent form and usage.
(12/23/2025)

F0552

Tag F 552 POC accepted on 1/14/26 
by C. Howard/S. Stem



1. Resident #1 and Resident #3 were not
negatively affected by the alleged
deficiency practice
2. Residents in the facility could
potentially be negatively affected the
alleged deficiency practice.
3. Audits were performed and the care
plan updated after exit review with state
(12/22/2025)
4. Education has been done regarding
documentation with charting.
(12/23/2025)
5 Education provided to SS Director
regarding performing psychosocial
assessments (12/29/2025)
6.Audits were performed and
interventions put into place to protect
Resident 1 from Resident #3's spouse.
7. Results of above education,

documentation, and interventions will
be brought to upcoming QA meeting.

F0600

Tag F 600 POC accepted on 1/14/26 by
C. Howard/S. Stem
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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 administrator 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: 

Based on interview and record review, the facility 

failed to report incidences of abuse for 2 of 3 sampled 

residents (Resident #1 and Resident #3). This is a 

repeat deficiency for this facility, with violations 

cited during the previous recertification surveys dated 

6/11/25. Findings include: 

Per record review of Resident #1 's chart, progress note 

written by the Social Worker on 12/17/25 states, "The 

Central Supply Manager came to staff and reported that 

this resident's [spouse] was being verbally abusive to 

this resident. Another family member of a different 

resident came to staff and told our DON [Director of 

Nursing] that this residents [spouse] confronted 

another resident and was verbally abusive. The staff 

member, central supply manager has put in a report to 

APS [A dult Protective Services]." 

Per record review of Resident #1 's chart, progress note 

written by the DON on 12/17 /25 states, ''Visitor came to 

this writer and ADON [ Assistant Director of Nursing] 

at 1 :25 PM to report that resident's [spouse] was in 

the hallway next resident's room #17 when [Resident #3] 

was walking by with [his/her] walker. [Resident #s'1 

spouse] per visitor statement got into [Resident #3's] 

space and pointed [his/her] finger at [Resident #3] and 

stated "[He/she] is my husband and you need to leave 

[him/her] alone. I do not want you around [him/her] at 

all." Per visitor [Resident #3] started to tear up and 

visitor intervened and asked [Resident #3] to walk into 

the main dining area and have a seat. [Resident #1 's 

spouse] then took [Resident #1] into [his/her] room and 

shut the door. Visitor then reported incident to this 

writer and ADON. This writer reported incident with 

social work and administrator:' 
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1. Resident 1 and 3 were not negatively
affected by the alleged deficiency
practice.

2. Resident 1 and 3 and any resident
could potentially be affected
negatively by the alleged deficiency
practice.

3. Education/Training has been
scheduled to educate management
staff on abuse with an emphasis on
verbal abuse x 3 months

4. Abuse education and results will be
brought to upcoming QA meeting
(Completion 1/31/2026)

F0609

Tag F 609 POC accepted on 1/14/26 by
C. Howard/S. Stem





1. Resident 1 and 3 were not
negatively affected by the alleged
deficiency practice.

2. Resident 1 and 3 and any resident
could potentially be negatively
affected by the alleged deficiency
practice.

3. Staff have been educated on
documentation for charting.
(12/23/2025)

4. Administrator and DON have
been educated on the process of
reporting to both APS and DAIL
for any abuse, neglect,
exploitation and investigative
procedures. (12/23/2025)

5. Any reports of abuse, neglect, or
exploitation will be brought
upcoming QA to educate and
reiterate the procedures of
reporting and investigative
obligations.

F0610

Tag F 610 POC accepted on 1/14/26 by
C. Howard/S. Stem






