.VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http://www.dail.vermont.gov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
To Report Adult Abuse: (800) 564-1612

February 13, 2020

Ms. Heather Presch, Administrator
Springfield Health & Rehab

105 Chester Rd

Springfield, VT 05156-2106

Dear Ms. Presch:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
January 15, 2020. 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,
‘}meitd"i@ﬂcfm@vf

Pamela M. Cota, RN
Licensing Chief

Dis.abih't_y and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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£ 000 Initial Commients - : E 600:

- Areview of the facllity's Emergency
Prepdrednaess Program was cdnducted in
- eenjunction with the annual re<certification survey
on 1113 - 115/2020. There were no regulatory
| deficienciss regarding Emergenc:y Preparednaszs
ds aresult.

FOOD INITIAL COMMENTS F 000

-An unannounced, on-site recedification survey | Ce S
‘was conductad by the Division of Licenaing and ' ' oo
. Protection betwssn 1/13 - 1/15/2020. The .
+ foliowing regulatory concems were identified and |
the spectfics are detailed balow: C !

L U

F 623 ' Nofice Requirements Before Transfer/Discharge F 623
38= B CFR(S) 483.15(c)(3)-(6)(8)
 §483 15(c)(3) Notice before transfer. E _ . A e L
] Before & facility transfers or discharges a | - R
resident, the facility muste .. _ ’ ' - ‘ o
(i) Notify the resident and the resident's P | hab Céntér :
. represenitative(s) of the transfer. or discharge =ind : Sprlrtgfleld !—lealth and Be a' :
' the reasons for the meve in writing and in : _ provides this plan of correction.
language and manner thay understand. The ? ; without admlttmg or denylng the"
facility must sertd a copy of the notice to a : :
representative of the Office of the State : validitv or exlstence of the alleged :
Long-Term Care Ombudsman, _ i def" iciencies, The plan of EO"EC’UO“
(i) Record the reasons for the trahsfer or ‘ [T prepared and executed SOlely

discharge in the resident's medical record in ‘
_=cogrdance with paragraph (c)(2) of th|s section: ‘ because it is requared by federal and
“and K ;. statelaw. S Lo
(it} Include in the notice the items deacribed in

paragraph (c)(5) of this settion.

§483.15(c)(4) Timing of the notice.

(1) Except as specified in paragraphs (c)(4) n) and
* (C)(8) of this sechion, the notice of transfer or
dmc‘harge requiired under this section must be

LABDRATDRY DIRECTOR'E OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE o = S B ‘ﬁé) BATE T
QJ\_LAQ.WL—M (ender Copprate ':)m’r "rw‘ : C c:ll i I 91:’"{’ ;

Any deficizncy statement ending with an asterisk (*) denotes a deficiefcy which the Institution may bm excusad fram cowacting providing it is dete/mined that =
vther safeguards provide suffigient prtection to the patients. (Ses insfrugtions, .} Exgept for nursing homes, tha findings ‘stated’ ghove are disclosabls o0 days
foﬂc‘wmg the.data of sirvay whether ar 10! & plan of corraction is providad, For nursing homes , the abave ﬁndmgs and plana of carmection are” dlac]cl,albls 1 -
-Oays foltowing the gate these documents are made available to the faclity. I dn:huancuar ara CltF'd an approved plan of correion is raqulgﬂe to CDI‘ltIanE‘.d )
proqrarn participation. . <. .

FORM CIS-2567(02-69) Praviaus Versions Obsolets Event i 08111 Facility 1D 475025 © T continuation shéet Page” 1 of 12 .
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made by the facility at least 30 days before the
resident, 15 transferred or discharged.

- hefare transfer or discharge when- _
(A) The safety of individuals in the facility would |
- . be endangered under paragraph S N(E)C) of
. this Section; .
| (B) The health of individusls in the facility would
be endangered, under paragraph (c){(1)(i}D} of
| this section;
{C) The resident's health improves :.uﬁ‘:cuently to
\ allow a more immediate transfer or discharge,
i under paragraph (¢){(1)(i)(B) of this section;
(D) An immediate transfer or discharge is _
: I'equired by the resident's urgent medical needs, |
' onder pdragraph (e){1)(I}A) of this section; or !

i days. |

- §483.15(¢)(5) Contents of the notice. Thie writtan
. nofice $pecified in paragraph (¢)(3) of this seciion |
. must include the following: 5
- {I) The reason fortransfer or dischargé,
. (i) The-effective daté of fransfer or discharge; |
(iil) The location to which the resident is ‘
transferred or discharged; .
(iv) A statement of the resident’s appeal nghts g
including the name, address (fnailing and email),
and telephone number of the entity which
recejves such reguests; and information on how
o obitain.an appeal furm and assistance in
completing the form and submlttmg the appe-al
‘hearing request]
(V) The name, address (mailing and email) and
tﬁlEphone.num ber of the Office of the State
Long-Term Care Ombudsman;-
(vi) For nursing facility residents with inteilectual
and developmental disabilities or related

BTATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICUA X2) MULTIPLE GONSTRUGTION {X%), DATE SURVEY .
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: B A COMPLETED -
A BUILDING
475025 B WING _. : 01/15/2020
NAME OF PROVIDER OR SUPFLIER | STREETADDRESS, CITY, SEATE, ZiP DODE
SPRINGFIELD HEALTH & REHAB 105 CHESTER RD
) -SF’RINGFIELD VT 051 56
(4) 1D SUMMARY STATEMEMNT OF DEFICIENGIES 1D PROVIDER'S PLAN OF GORREGTION (x5
- PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL rPREFIX [EI\C.H CORARECTIVE AGTION SHOULD BE GuMPll\.ETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG | CROSS-REFERENCED TO THE APPREPRIATE - DATE
! LEFICIENGYY. :
. H *
F 623 Continued From page 1 - :

{il) Notice must be made as soon as practicable |

(B)A resment has niot resided in the facility for 30 |

F 623

-
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XN ID SUMMARY STATEMENT OF DEFICIENCIES T In ) PROVIDER'S PLAN OF CORRECTIGON X5, .
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FPREFIX (EACH DEFRICIENCY MUST BE PRECEDED BY FULL - © PREFIX {EAGCH CORRECTIVE ACTICIN SHOULD BE COMPLETION
TAG REGULATORY OR 1:5C IDENTIFYING INFORMATION) TAG - CROS$-REFERENGED T THE APPRopRWE DATE
) : ' . : DEFICIENCY)
_ : ;
F 623 Continued From page 2 ' F623:

disabilities, the mailing and email address and
“telephone number of the agency responsible for
- the protection and advocacy of individuals with
, dEVeImpmental disabilities established under Part
C of the Developmental Disabilities Assistanca
_ and Bill of Rights Act of 2000 (Pub. L. 106-402,
_codified at 42 U.S.C. 15001 et seq.): and ;
- {vii) For nursing facility residents with a mental "~ _ , 4
- disorder or related disabilities, the mailing and ' I
: email address ahd telephone number of the : e - o l T
" agency respansible for the protection and : T T
advocacy of individuals with a mental disorder ' T
qutabhshed under the Protection and Advocacy . e ‘ :
for Mentally [l Individuals Act, ' '

§483 15(c)(8) (“hanges to the notice.
] If thes iriformation in the notice changes prior to
- effecting the transfér or discharge, the facility
- must update the recipients of the notice as soen
" as practcable once the updated information
* becomes avallabla. _ P
© §483.15(¢)(B) Notice in advance of factlity closure |
In the case of facility closure, the individual whe s
the administrator of the facility must provide 1
written nolifisation prior to the impending closure
ta the State Survey-Agency, the Office of the
State Lang-Term Care Ombudsman, residents of
- the facility; and the residertt representatives, as |
well as the plan for the fransfer and adequate

ISR

F623 Notice Reqwrements Before

relgcation of the residents, as required at § : TTHHSfEl'/ DISChﬂrge
483.70(1). _ e
- This REQUIREMENT is not met as evidenced Residents #64 and #57 were -
by: . presanted Wwith appropriate notice

. Based on staffinterview and record review, the ) o o
facility. failedt to ensure 2 of 6 applicable residents post survey. Noné of the res'derft.S" R
(Residents #64, 57} or theil representatives ‘ had negative effects from the T e
receivad transfer notices with all of the alleged deficient practvce. “
infermation required by regulation. Findings ‘ :

FORM GMS-2567(02-95) Pravious Versians Obsolate Everd ID: 081y 11 | Faciity ID: 75025 - L If contimumtion sheet Psge’ 3 0i 127
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nursing facility must provide written infarmation to
the resident ar remdent representative that
speciies-

() The duration of the state bed-hoid poticy, if
any, during which the resident is permitted o
return and resurhe residence n the nursing
facility;

(if} The réserve bed payment policy ini the state

| STATEMENT OF DEFIGIENCIES {%1) PROVIDER/SYPPLIERICLIA (X2) MULTIPLE SONSTRUCTION (%3] DATE SURVEY
AND FLAN OF GORRECTION IDENTIFICATION NUMBER: A BULDING - COMPLETED
- . | 475025 B. WING : : _01/15/2020
MAME OF PROVIDER DR SUFPLIER ’ STREETADDRESS. €ITY, 8TATE. ZIP GODE -
‘ 405 CHESTER-RD
NGFIELD- '
LS.PRI LO-HEALTH & REHABE SPRINGFIELD, VT 05156 - |
4) 1B SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION L )
PREFIX {EACH DEFIGIEMNCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETIGN -
TaG REGULATORY ORLSC IDEMTIFYING INFORMATION) TAZ - - CROSS-REFERENCED TG THEAPPROPRMIE . - .DATE
}— : DEFIGIENGY) ' :
F623 _Cort;nued From page 3 F 623‘ Residents transferred to the hospital |
- Ineuce | have the potential to be affected by
1. Regident # 64 was hospltalrmd on 12/27/19, i the alleged deficient practice.
. reluming to the facility on 12/30/19. The notice of | |
transfer did not include where the resident was |  The following was completed as
. | transferred to or why the resident’s nesds could " corrective action for residents found
! nat be met at the facility. Additionally, the fesident 1’ ‘ .
"was fransferred o the hospital on 1/6/20 and ; :
X e tob lly affected b the
remains there to date. There is po Indication an o ¢ potentta Ve A
. the notice of transfer why the resident's need alleged def'Cle"t PraCtice
| could not be met at the facility,. AN
: Education will be prmnded to “i ,
" 2. Resident # 57 was hospitalized on 12/13119, " Business Office and licensed Nursmg
“retuming to the facility on 12/17/19. The notice of :
| transfer did notinclude where the resident was staff regarding the requirements and
“transferred to or why the resident's neads could process for transfer notification, - l
! not he met at the facility. i S
1 An audit will be compieted weekly k
- On:01/14/20 at 03:05 PM, the Center Executive x4 and monthly x3 the CNE or.
+ Diréctor (CED) and Human Resources Manager
' confirmed that the transfer netices did nof contain designee to monitor the ‘ :
thé informatien required by regulation. effectiveness of the plan. o
F 6256 Notice of Bed Hold Policy Befaore/Upon Trnsfr F 625% ‘ ;
5¢=B CFR(z): 483.15(U)(1)(2) . The QAPI commlttee will eVaIuate PR
data and make. .
§453.15(d) Notice of bed-hold policy and returm- . the X
, . recemmendatlons as needed
§483 15(d){1) Notice before transfer. Before a D f c l 2/14/20 . '
nursing facility transfers & resident to a hespital or ate o omp tance T
the resident goes on therapeutic leave, the F(oa! PoC decepted Miglas Tp"‘ﬁk"“.’ﬁ““ -

F625 Notice of Bed hold Pol:cy
Before/Upon Transfer .~

Resudents #36 64 57 and 43 were
issued the appropr]ate hotice post
survey. They had no negatwe _
éffacts fmm the; alleged def“ cnent

FORN-CMS-2567{02-99). Provious Versions Dbsolete, Event ID; QAT
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plan, under § 447.40 of this chapter, if any;

{in) The nursing facility's policies regarding
- bad-hold periods, which must ba consiatent with
. paragraph (e}(1) of this section, permitting a

resident ta return; and

(iv) Thi informatlon specified in paragraph {e)}(1)
. of thig section. ‘

" §483.15{d}2) Bed-hold notice upon transfer, At
the time of transfer of a resident for

- hospitalizatian or therapeutic leave, a nursing

_facility must pravide to the resident and the

resident representative written naotice which

! specifies the duration of the bed-hold policy

described in paragraph (d)(1) of this sectian.

- This REQUIREMENT is not met as evidenced

i by:

i Based on stafl intervlew and record review, the

facility Tailed 1o ensure 4 of 5 applicable resideits

- andior residént representative (Resident # 26,

all of the information required by regulation. The
ﬂndlngs inclide the follbwing:

1. Per review of the medicat record for Resident
#3€, who was transferred o the hospital on
11/30/19, for an evalyation. There is no ewdence
in the medical record that demonstrates that the
resident and/or representative was provided with
- required information Talated to the bed hold
policy. The.incotmplete form identifies the initials
of the Business Office staff member and date
only. Confirmation was made by the Center
Executive: Director on 01/14/20 at 3:10 PM that
the hed hold nétice was not provided to the
resident zngfor the representative as required.

2. Resident # 64 was hospitalized on 12/27/18,
returning to the factiity on 12/30/18. Thereis no

|
|

#64, 43 and #57), received bed hold notices with

L

|
|
|

£X4} ID SUMMARY STATEMENT OF DEFICIENCIES i8] FPROVIDER'S PLAN OOF CORRECTION C%sY
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED-BY- EULL, PREFIX (EAGH CORREGTIVE ACTION SHOULD BE CDMPLEno_N
TAG REGULATORY OR LSC IDENTIFYING INFORMATIOM) - CTAG CROSS: REFERENCED o THI:APPRDPRIATE DATE
. : - DEFICIENCY)
= : -
F 825 Continued From page 4 : F 625

—_

Residents transferred to the hospital -
have the potentizl to be affected by
the alleged deficient practice.

The following was completed as ‘
| corrective action for all residents i
found to be potentially affected by
the alleged defictent practice:

Fducation will bé provided to L
Business Office and licensed Nursing *
staff regarding the requirements, and:,
" process for Isstiing bed hold notices .-+
per regufation and on Genesis Pollcy _
for bed hold notlﬂcatlon B i

. An audit will be completed weekly N

. x4 and monthly x3 the CNEor . .o}

| designee to monitor the '

effectiveness of the plan. . “:'i

j The QAPG committee will evaluate 1
the data and make B S

. retommendations as nesdéd.

Date of Complla nce 2/14/20 ,
F(;ay poc uufml a—l-a/;o TDmdkM,P-l”M.—

PORM CMS5-2567(02.98) Pravious Versions Qbsoleta
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F 625 Cantinued From page 5

evidence in the medical recard that demonstrates
that the residént and/or representative was
pravided with required information refated to the
- bed hold policy. The incomplete form identifies
the initials of the Businesa Office staff member
;and date only.

- 3. Resident # 57 was hospitalized on 12/13/19,

: returning to the facility on 12/17/19. There is no

- evidehite in the edical record that demonstrates
+ that the resident andsor representative was
provided with required information related to the
bed hald policy. The incamplete form identifies
the initials of the Business Office staff member
i and date only.

4. Resident # 43 was hospitalized fram 1211619 -
12120M9. There is no evidencs in the medical
record that demonstrates that the resident and/or
representative wag provided with required
information related to the bed kold policy. The
inCompleté-form idantifies the. initials of the

- Business Office staff member and date anly.

On 01414420 at 03:05 PM, the Center Executive
Director (CEDR) arid Human Resources Managsr
confirmed that the notices did nat contgin the
infermation required by regulation

F 645 PASARR Screening for MD & iD

8S=p CFR(s) 483.20(k)(1)}{3)

§483.20(k) Preadmission Screeriing for
individuals with a mental disorder and individuals
with intellectual disability.

§483 20(k)(1) A riursing facility must-not admit, on
or gfier January 1, 1989, any new residents with:
{iY Mental disorder as defined in paragraph (k}{3)

F &45

FORM CMS-2567(02-58) Previous Versions Obsalgts Event |D: QE1vH

- Fachity 1D: 476025
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- (1) of this section, unless the State mental heaith
authority has determined, based on an
independent physical and mental evaluation

' performed by a person or entity other than the
State mental health authority, prior to admission,
. (A} That, because of the physical and mental
- conditign of the-individual, the individual requires
 the leve! of services provided by & nursing facility;

< A

| : (B) if the individual requires such level of

| services, whather the individual requires

| specialized services; or

; (i) Intellectual disability, @s defined in paragraph

i (R)}3)(ii) of this section, unless the State

_intellectual disability or devetopmental disability

- authority has determined prior to admission-

{A) That, because of the physical and mental
condition of the individual, the individual requires

- and
(B) If the individual requires such level of
- services, whether the individual requires
- specialized services for intellectual disability.

§483.20(k)(2) Exceptions. For purposes of this
section-

(i)The preadimission sereening program-under
paragraphi(k)(1) of this section need not provide
for determiriations in the case of the readmission
to a-nursing facility of an individual who, after
being adritted to the nursing facility, was
transferred for care in @ hospital.

(if} The State may chovse not to apply the
preadmission screening program under
paragraph {k)(1) of this section to the admission
10 3 nursing facility of an individual-

{A) Who is admitted to the facility directly from a
hespital after receiving acute inpatient care at the

(#4) I SUMMAR( STATEMENT OF DEFICIENCIES ) 3
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETICN
TAG REGULATORY DR LSC IDENTIFYING INFnRMATIuN) . TAG CROSS-REFEREMNCED TO THE, AppRQFF,Aj-E DaTE
bEHCiENCY)
F 845 Continued From page 6 F 645

the level of services provided by a nursing facility; |

FORM CM3-2567(02.99) Pravious Vargions Obsolgte
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{Xa) 1D SUMMAFRY STATEMENT OF DEFICIENCIES iD

(B) Who requires nursing facility services for the
condition for which the individyal received care in
the hogpital, and
- (C) Whose attehding physician has certified,
| before admission to the facility that the individual
i 1z likely to require leas than 30 days of nursing
j facility services.
3 | §483.20( k}(3) Deﬂnltlon For purposes of this
' | settior-
L {i) An individual is cansidered to have a mental
: disorder if the individual has a serious merital
% disorder defined in 483.102(b)(1).
* (i) An individual is considered to have an !
' inteflectual disability if the individual has an
{intellectual disability as defined in §483.102(0)(3)
i of is a person with a retated condition as .
, described in 436.1010 of this chapter.
This, REQUIREMENT i net met as evidended
; by
' Based on record review and conf rmed by staff |
-~ itendzw the facility failed to ensure that a
Preadmission S¢reening (PASSAR) was updated
for 1 applicable residerit in the sample of 20, who’
has a diagnosis of 2 mental disorder. Resident
#14 had 2 teqgth of stay that exceeded the
°O-day exemplion. This Is d@ repeat citation from
0314118,

The ﬁndings include the following:

Per review of the medical record for Residerit
#14, who was admitted from the acute hospital on
U1/22/19 with diagnosis to include, but not limited
1o Bipolar Disease and mood disorder, The
PASARR form was completed in fult by'the
Registered Nurse {RN) from the acute s=tting at
the time of the discharge. Review of the Part
A-BExemption was also completed at that time,

|

PROVIDER'S PLAN OF GORRECTION (%51
PREFM (EACH DEFICIEMCY. MUST BE PRECEUER BY FULL . PREFIX (EACH CORRECTIVEACTION SHOULD BE | * COMPLETION
TaG REGULATORY OR LSC IDENTIFYING INFORMATION) . IAG . CROSS-REFERENCED TO THE APFROPRIATE DATE,
) : BEFICIENCY)
F 845 Continued From page 7 ' F 645
_hospital, ;

F645 PASARR Screening for MD & 1D -

A PASARR screen and resident |

.review was completed for resident

#14. Resident #14 had no negatlve
effects from the alleged deﬁcaent ,'
practice ' C

The following was completed as
corrective action for residents found |
to be potenually affected by the '

- alleged deficient practice, B }
- ' l

A chart review was cdhductéd on ) ‘
current residents to ensureé PASARR @

screens were conducted accurately. -

~ Any findings were updated durifg |

the review,

‘Education will be provided to

Admissions, staff and Soua! Serwces
Staff regardmg the requurements T
and process far PASARR screen!ng

and rescreening. When new staff
mermbers are hired: mto these

-positions they.will- be tramed on the

PASARR proces:—.

FORM CMS-2567(02-69) Previous Versiona Obsoleta "Event ;@8 AT

Facility 1D: 475026 . R SEE ‘l_f_’e:_a'nr,ir_luétf&ﬁ:;}‘iéﬁét‘ﬁag&;"é of12 .
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES

CENTERS FOR MEDICARE & MEDIGAID SERVICES

 PRINTED:. 01/30{2020
FORN APPROVED '
DMB NG, 6G38-0801

55=B CFR(s):483.75(g)(2)(ii)

&§483.75(d) Quality assessment and assurance,

§483.75(g){2} The quality assessment and
assurance commites must:

() Develap and implement appropriate plans of
action to correct identified quaiity deficiencies:

- This REQUIREMENT 5 not met as evidenced
by:

Based upon interview. and record review, the
facility failed 1o ensure its' Quality Assessment
and Perfprmance Impraverment commitiee [QAPT]
developed and implemented appropriate plans of
action to correct identified quallty deficiencies.
Findings include;

STATEMENT OF DEFICIEMCIES (X1) PROVIDER/SUPPLIERIGLIA ° (X2) MULTIPLE GONSTRUCTION. %) DATE SURVEY
AND'PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING * CQUPLETED |
475025 BWNG L 011152020
NAME OF PROVIDER OR SUPPLIER STREETAUDRESS, £ITY, STATE, P CODE o
705 CHESTER RD
SPRING| “Hi | - :

RINGFIELD HEALTH & REHAB SPRINGFIELD, VT 05155 |
{Xay iy SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION 25)
PREFIX (EACH DEFICIENGY MUST BE PREGEDED BY FULL PPEFIY {EACH CORRELTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR-LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE-APPROPRIATE . DATE
) : DEFICIENGY)
F 645 Continued From page 8 _ © F8450  Anaudit will be cbm_pleted weekly
. identifying that Resident #14 was being-admitted I x4 and monthly x3 by the CNE or
to the nursing facility and is likely forequire less | : . , t
_than 30 days in the nursing facility. The physician | designee o monitor the
j certified the resident will require less than 30 days | effectiveness of the plan.
i of nursing facility services. The PASARR form
| adentlﬁes if the nursnaq facility stay is 30 days or I The QAPI committee will evaluate
Ionger a hew PASARR screen and resident | . :
e .
- teview must be performed within 30 ¢alendar | the data and n?ak " - i
; d-ays of admission. I recommendations as needed A
' Resident #14 had scheduled surgery on 10/15/19 | Date of Comphance. 2/14/20 N
"and returned on 10/18/19 some 9 months after oo
: the initial admission. There is no evidence FoHs Poc a_caqolwd '%3 20 Tﬂcq b m [
Lidentifying that an updated PASARR screaning i
' was completed &t arry time since the initial ;
; edmissian or at the return after surgery. The .
resident remains in the facility to date (01/14/20), 1
. Canfirmation was made by the Social Service o
; Direstor on 01/14/20 at approximately 4 PM, that | l |
thie:sereening should have kean updated. _!
F 867 QAPIIQAA Improvement Activities F 8671

F867 QAPI/QAA Improvement
Activitlas

Process |dent|Fed durmg sut‘vey was .
corremed ' o

WL

Deﬁcnenc:es and the assomated pPOC
for the past two' year, period were
reviewed for orngoing cohplianp‘e
and addressed as nécessary. -

No residents were hegatively
impacted by the alleged deﬁuent
practice. -

FORM CMS-2587(02-00) Pravieus Yersions Obsolets

Event ID: Q87V11

Facility 10: 475025

|‘r.mnﬁnu'ax|un chest Pige 9-of 12,
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DEFARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE 8 MEDICAID. SERVICES

FORMAPPROVED
ONiE NO.0938-0351

STATEMENT GF DEFIGIENGIES X1} PROVIDERISUPPLIERICLIA
AN BLAN OF CORREGTION {DENTIFIGATIEIN NUMBER:

() YLTIPLECENSTRIGTFION |
A BULDING i

6. re SuRvsy

COMPLETED. .

. A75025
[ RANIE OF PROVIDERIOR SUPFLIER o

SPRINGFIELD HEALTH & REHAB

An apnual re-certification survey was conducted
- at the facility. on 113 - 1/15/2020. The suivey
; included a review of concerns dentified during |
 the pravious yaar's survey, completsid on 22819,
! The previous year's survey ingluded concerns
| regatding residerit transfer nofices,

- Areyiew of the facilily's Plan of Camrection for the

: CONgRrnS reganding fransfer notices fram the

| prévious year's survey lists "The GAPI cormmittee

{ will évaluate the data ant make :

' recpmmendations as necessary. Date of

i compliance: 3/29/19". During the present survey

. oh H13 - 1/15/2020, concems were again

- ldentified fegarding a failure ta ensure residents

' o tigir representatives received ransfer netioes

| with all the information required by requlation.

: Adeview of the facility's Quality Assesstnaiit and

t Performance Impravernent Plan includes “The

QAP program is evaluated. annually to defermine
its effectiveness in improving, qualtty of care and

- quility of ife, operational sustginability, employee.
ahd susiomier sstistaction”. The Quality
Aszessment and Performrancs iImpravement Plan

| is matked as réviewed and updated en 1119/19.
The dates for the conterts regardihg transfer
riatices identified during the: cutrent survey are
17307198, 1211319, 1216118, & 12137719, ’

An interview was conducted with the faoility's
Center Exacutive Director (GED) on 1/15/2020 at
1:07 PM. The CED confirmed s/he was aware of
the concerns idéentified by the survey team dufing
the cuireht survay, and That the contems were
regarding transfer nofices with all the inférmation
requifed by regulation. The CED confirmed that
the cohcerns wete similat or identizal to

" cothpliance aoncemns cited oir the-facility's

dYiE ' .‘ : ﬁuM“;L‘q__AR)‘.‘--?:T;\TEMENT OF DEFICIENGIES 'fta‘ . T ] -’PJEC;{??!EJ;EEZE_LKN.@E FﬁBRE.L‘;%.T IO #5)
!%EJF!?'( {EALH PEFIGENSY MUST BF FRECERED BY EULL PREFIX f (EACH GORRECTIVEASTTION SHOULD BE CaMPLEFION
TAG REGULATORY GR LSG IDENTIEVING INFORGIATION) e | CROSS-REFERENCED T THE APPROFRIATE . DATE
' 4 ‘ E " DEFCIENGY)
— ’
. . |.
F 887 Conlinued From page 9 . : E 867

b

1

Education was provided to the APl
committee regarding QAPI{QAA
process and ongoing monitaring.

A fiionthly review will he conducted |
an-OAP! projeécts: -

" to enisure ongoing compliance; |
An audit of the reviews will be kept !
by the CED or designee and willbe
reviewed weekiy x4 and monthly 3
and quarterly x3 to monitor the
effectiveness of the plan. ~ ~ |
The QAP] committee vidll evaluate
the data and make
recommendations as needed.

t

Date of Compliance: 2/14/20.

| FBb Poc a_.c:?M ﬂ'ﬂww"‘l“"%mdm .. 1

S
B ,

PRINTED: G1730/2030

. mursznze |

FORM CMS:‘:,EEB?(GQ-QQ) iifeulnus Vereicms Oheolele Event ID: Qgivit

Faility iD: 475026
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[ P

DEPARTMENT OF HEALTH AND HUMAN -'S_ERV.IC.ES 3

‘ ‘pRiNTED

!

55=g | CFR{s): 483.90(i)

! §483.20(i) Other Environmental Conditions

| The facility must. provide a safe, functional,

; . sapitary, and comfortable environment for :

- residents, staff and the public.

This REQUIREMENT is not met as evidenced
by:

. Based an observation and confirmed by staff
interview, the facility failed to snsure that 2 of 2
nursing units have a safe, sanitary and

i resident safety mats were identified with fraying
| edges and in heed of cleaning.

' This is & repeat gitation form recertification survey '’

- of 02/25/19.
The detailed findings are as foliows:

Per facility tour (1st and 2nd floars), on 1/15/20 at ;

" approXimately 09:57 AM in the presence of the
Genter Executive Director, the Maintenance
- Director, the Housekgeping Supervisor and the
" Regional Supesvisor for the Health-Care Service
- Group the fellowing was identified:

Room #120 window was ideniified to have a

- erack-alang the lower edge of the frame. The
tracked edge is found to have cald air seeping
through the crack and along the window. edge.
The resident has complained of being cold, but

comiprigble environmments. Resident cloget doors
were found in poor repair, in need of cleaning and :

|

|

i

Concerns identified on the facility
tour were correct_'ed._ :

CENTERS FOR MEDICARE & MEDICAID SERVICES. : DMB NO, 0938 O?Q’i_
STATEMENT GF PEFICIENCIES | (X1) PROVIDER/SUPPLIERICLIA {*2) MULTIPLE CONSTRUCTION 1(%3) DATE QUR\/EY
AND PLAN OF CORRECTION IDENTIFICATION NUMSER: A BUILDING COMPLETED

475025 B, WING , , 01/15/2020

NAME-OF PR@VIDER OR SUPFLIER " BTREET ADDRESS, CITY, SYATE. 7IF CODE -

105 CHESTER RD
SPRINGFIELD H HE i : ;
_F EALTH & REHAR SPRINGFIELD, VT D5156
o 10 SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIDER'S: PLAN OF GORRECTICN x5y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY'FULL PREFIX {EACH CORRECTIVE AGTION SHOULD B COMPLETION
TAG REGULATORY BR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY) :
: ) |
F 867 Continued From page 10 F 867
previous recertification survey completed on ,
L 2128/19, and that QAPT measures needed to be
impleémented to address the concerns. The CED _
- stated that sfhe was feustrated’ abaut the repeat | F921 Safe/Functional/Sanitary/
: of gongermns cited previeusly regardmg the ! P
facility’s gornpliance. i ! Comfortable Environment
F 921 | SafefFunctionaliSanitary/Comfortable Environ % F 921
1

An audit was Conducté_d a'ss'es".sing‘. ' -

- window frames, fall mats and'closets, .
and identifying those requiring - 4 -
repair, replacement or cleaning and | -
an order was p]aced for replacement‘ _

. fall mats, -

No residents were affected bv the :
 alleged deﬁc:ent practice.

Education will be prowded to

S huusekeeplngand mamtenance staﬂ’_“_‘ '

regarding what constltutes a
safe/functional/sanitary/
comfortable enwronment

New fall mats rEplaced the
unsatlsfactory fall mats on 1/17[20
C!oset cleanlng and wmdow frame
repair began on- 1/15/20 with. alt -
closets and: wmdow frames bemg
addressed on or before 2/14/20

LT

FORM GMS-2567(02-95) Previoys Varsfona Obsnlate

Event ID: QRIVTL

Facility ID: 475025

o cﬁn'tlhuétioﬁ_'s‘;heétPagé itof12.

; 113012020: S
“FORM ARPROVED. .
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