7~ 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 Cetrtification 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

September 5, 2019

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
August 14, 2019. 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,

Qjm&um,ccmﬁw

Pamela M. Cota, RN
Licensing Chief

Disability and Aging Services Blind and Visually Imparied
Licensing and Protection Vocational Rehabilitation
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F 000 INITIAL COMMENTS F000;
: Free from Abuse, Neglect, and
An unahinolineed onsite anvestlgatxon of ‘twio (2) Exploitation ‘
- facility reported incidents was conducted by the : ‘ , ;
- Division of Licensing and Protegtion on. 5/22/19 incident was reported to
- 811442019, There were regulatorny: deficisncies APS. DAIL and local authoriti i
- identified as-a resultof this investigation: : e
: Findings include: : df
F 8060 Free from Abuse and Neglect Prpgressnutas were reyiewedion |
$5=D | CFR(s): 483.12{a)(1) residents who exhibit sexual

includes but is not llmlted to freedo )
-corporal punishment, involuntary seclusmn and
* any physical or chemical fes
i treat the: residaat's madical symptams.

' §283.12 Freedom from Abuse, Negléet, and
: Exploitation ;
_The resident has the rightfo be' free from abuse, :
neglects, m;sapproprla_pn !

. §483.12(a) The facility must-

§483.12(a)(1) Not useé Uerbal, méntal, sexiial, of
i physical abuse, corporal puniskment .ar
- inveluntary seclusion:
. This REQU1REMENT is nat metas evidenced

by

Based opn record review and staff interview, the
facility failed to ensure the resident right to be:
free fram sexual abuse fer one (1) offour (4)

sampled residents, Resident #1. Flndl'ngs Include:

Per record’ rewew & nu;‘smg progress note.
’ -RN,

otrequired to !

behaviors and no further concerns
were noted. '

The following was completed as '

corrective action for ali residents
found to be potenna[ly affected by »
the alleged deficient practice, !

A chart review was conducted for 4
residents with known sexual :
behaviors and care plans were |
revised as needed. . L

Education will be provided to
nursing staff regarding what
canstitutes abuse, how to report
and who 1o repdrt to. Education will
be completed by 9/11/19.

An audit will be Eor_npletedweekly _
x4 and monthly x2 by the CNEor
designee to monitor the .~
effectiveness of the plan.

LABOR;‘ il : RY D REC

5’1/64 :C/\._._—

GRS OR FROVIDERISUPPLIER REPRE:_ NTATIVES SJ’ )

R BATE

followmg the date of suwey W"IE!hET or s
" days Toliowing the date thése. doctiments
program. participation. X
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F 600 Continued From.page 1 { FB00:  The QAPI committee will evaluate

made aware." On 8/14/2019.at’ 3‘20-‘—PM per
interview with the RN-who wrote the Brogr
riofe, the Licensed Nursing Assistant (LNA

! the data and act on the information’
" as indicated and at the end of three:

reported that, Resident#2 had: grabbed Resident ! months to determine further |
#1in the groin ared. | . frequency of the audits. |
" Per interview: Wlth the LNA on 8/14/2019 4t 5; 00 - oo foc accepred AN Jﬁmgnd/m;

L F609

L Reporting of-Alle;ged Violations

:CW 2L G Slqgl ol e ‘ B ) ) o ) .

F 609 Reporting of Alleged Viclations } 5/22/19 incident was repo.rt‘ed L

§5=D ' CFR(S) 483.12(c)( 1)) | ! APS, DAIL and local authorities.
i

§48'3 12(c) In responseto allegations of abuse, © + Thecenter initiated 24 hour report
. neglect, exploitation, or Mistreatment, the' fadility i checks and no other nursing

" must -
. 5 progress reports‘were noted to

- §483. 12(c){1) Ensure that &ll alleged wmanons " . contain any allegations of abuse.
mvo!vmg abuse neg g | ; ;

Alleged abuse reports will be '

© audited with checklist monitored fof
completions and areas noted :
addressed per policy.

The following was completed for all
residents found to be potentially
. affected by the alleged defrcnent

abuse and do rot: result in:
the adrn_,lmstrat_o_r r:Jf the faci

practice.
aCCOfdaﬂCB Wlth State iaW %hrough eS‘tathhed 4 ’ Education provided‘tc nursing Staff
. procedures. . ) e
; regarding the requirements for
§483.12(c)(4) Report the results of all - : e reporting abuse. Education will be :

FORM CNIS-2567(02-68) Previous Versions. Osolete . EvenlID:BRVITL It céntifuaiion shest Page 3 of 7-

- " Gt Bt . b AR SRR B e A S



DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED 082812019
FORMAPPROVED

__OMB NO..0938:0391

' BEF!C]ENCY) ’

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUETION : ;xa) DATE SURVEY
AND PLAN CF GORRECTION [DENTIFICATION NUMBER: R ~ 'COMPLETED
A BUMDING o v v e :
475025 7 B-WING . 08412019
NAME OF PROVIDER OR SUPPLIER : STREET Ataoness EITYSTATE, zIP CODE ]
SPRINGFIELD HEALTH & REHAB
(xa)n SUMMARY-STATEMENT OF DEFICIENCIES ) PROVIDER‘S PLAN QF CORRECTION ).
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, _{EAC STIVEACTIDON'SHOULD BE; ¥ COMPLETION: |,
TAG REGULATORY GR LSCADENTIFYING INFORMATION) CROSS THEAPPROPRIATE LoME

'by

"serwées (APS) for one (17

F 609 Continued From page 2

investigationsrto the adrinistrator or his or fef
designated representative and to ather officials in |
accgrdance with Stateflaw_ mcludm (e the State :

g "
appropnate correchve action must. be taken
This REQUIREMENT is not met as evidenced

residerits, Resident #1. Findifi s indlude:

“ Perrecord review, a nursin Progress ! nate-in
" Resident #2"s record dafed
: PM reads; [Reswdent#Q] "glso-Was notedito have /|
' grabbed a-residentin the.groin area: and ehtckled |

' that '[8/he must have fike ;
* DON [Center Nurse Executive (CNE)] made ;

5

2/2019 at- 1044

that]Supervisor and

awareg.”

On 8/14/2019 at 3:20 PM, dusing an interview
the

with the Registered |
progress note, the ‘ 51
(LNAY reported that Resident#2 hai grabbed
Resident #1 in the groim.area. The: N inforred
the Nursing Super‘msor who instr
contaet the Dirgstor of Nursmg The:RMN
confirmed that iie CNE advised to monitor both
résidents butdid not advise to file a repart to the
State Survey Ageficy 6r.APS. '

Per interview with the LNA.on 8/14/2019 at 5:00
PM, s/he confirmed that Resident #2-had grabbed
Rt—::s‘ifieh"t #1‘_‘!r‘1_th rarea and trtat Resident |

An audit will be completed weekly
x4 and monthly x2 by the CNE or

designee to monitor the
effectiveness of the plan.

" The QAPI committee will evaluate

. " the data and act on the information
, as indicated and at the end of three| .
months to determine further
frequency of the audits.

FFLoq PoC accepted ety SFrameniPd] g
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F 809 Contifued From page 3 E
at 5:47 PM, s/he confirmhed that: the mcndent
should have been reported to'th
Agency and.to APS, and that ithad rigt |

During an-interview on 8/14/2019 at 2:56 PM the
Admmnstretor stated that s/he "wa just hearmg: of !
the iné ) 5
Adrriinistrator also confirned tha the ingident
: -should hiave been reported. .
F610: lnvestagate/PréventICc)rrectAlleged Vlofation
$5-D’ CFR(s): 483.12(c)(2)-(4) .

§483 12(c).In résponse to allégations of abuse,
- neglect, exploitation, or mistregtiment, the fa Iity
- must:

' §483.12(¢)(2) Have evidsncé that 4l alleged {
violatiens are thoraughly investigated.

. |
. §483.12(c)(3) Prevent furthier potential abuse, !
- neglect, exploitation; of mistreatmentwhile the |
“investigation is in progress. ‘ g

- §483. 12(€)(@)Report the resulis.of al
investigations to the admiristrator or His o her
designated represematwe and to-other ofﬁc;als 1A
accordance with State Iaw mcludmg to:the S

incident, arid 1f the alleged violaii
-appropnate correctivedction must betaken.
This REQUIREMENT {s not met as gvidenced
by:

Based on record review. and staff mtemew the
facility. faitet 1o th Wy in nd .
implement approprigte: corfective action to
prevent further potential abuse for one (1) of four
(4) sampled residents, Resident#1. Fmdlngs
inciude:

F610! _ _
F610 S

Investigate/ Prevent/Correct-AHege(%f '
Violations : 5 4

A
Progress notes reviewed at morning
meeting by CNE or Designee and. -
staff interviewed toensureno..
allegations of abuse are present and*
areas noted addressed per policy. :*

The following was completed for all
residents found to be potentially
affected by the alleged deficient
practice.

Education provided to nursing staff’
regarding what constitutes abuse
and the requirements for reporting
abuse. Education will be completed
by 9/11/18. ;
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PREFIX {EACH DEFICIENGY. MUST BE PRECEBED BY FULL | COMPLETION:
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F 610 Continued From page 4 F810-

Per recard review, a nursing prodress note ir

' : An audit will be cbmpleted weekly -
Resident '2"$ reco afe;i 5(22/2079 af1 i ‘

x4 and monthly x2 by the CNE or

grabbed a residentinthe grbm area and chiugkled | | designee to monitor the

“ that {the muist have hked that] Supen?}sor and | . effectiveness of the plan. :

ly | i The QAPI committee will evaluate
the data and act on the iriformatign:i

as indicated and at the end of three:
months to determine further j
frequency of the audits.

IOSSIdementza. lmliatad on 5/20/204! ]
not address sexuai

bbb e 1 34 1 b

o evndence in Res;dent #1 or Resident#2's .

" record that the. incident was:investigated orthat ¢ [ FGlo poc Wf,m.‘ 7/41}4 !ﬁ'emmrw/ Fm_
. any cerrective: astion'was taken to-prevent further |

: potential abuse. ' '

e¥ideTice that tie ineidefi waé thoreughly
. investigated.

Perinterview with the interim CNEon- 8/14/2019

" at 547 PM, s/he con ; . g
evidence that the incident hiad been tharoughly ' F656
investigaled, ner werg:any corrective & : H
implemented to prevent further potenti: ‘ Develop/ Imp!em‘ent_/Comprehensive

F 656 Developﬂmblement Comprehensive Care Plan F656 Care Plan :
ss=p CFR(s): 483:21(b)(1}

Care Plans for residents #1 and #2
were reviewed and revised as
needed. )

§483.21(b) Comprehensive Care Plans

§483.21(b)(1) The facility must develep and
implement:a.cemprehiénsive persan-centare
care plan for each resndent consstent \mth the.

Residents #1 and-#2 had no lasting
effects from the alleged deficient .

objec’nves and t;meframes fo meet_a r&sndent‘ 5 i
practice.

Som—
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F 656 Continued From page 5 [ FBsE

medieal, nursing, ahd mental and psychosodial |
needs that are identified in the comprehenswe i
assessment. The comprehensive care plan must
describe the following - i
(i) The services that are to be furnished to attain
or mamtaln the resident’s mghest practlcable

l, | 'I‘

(6)
 {iii) Any specialized services ot specnahzed
rehabmtatwe services the nursmg facility will

Tesident:and the
resident _ t'é"ﬁx;"é(-'s)).-_
{A) The residents goals for admiission and
‘ desired gutcomes,
(B} The resident's preference and potential for
future dlscharge Facilities miust docliment
whether the resident's desite to return to the
community was assessed and any-referrals to
local contact agencies andicr other appropriate
entifies, for this purpose.
(C) Discharge plans in the-comprehensive care
plan, as approptiate; in accordance with the
reguirements set'forth in paragraph (¢)-of this
section.
This REQUIREMENT is net met:as evxdenced
by:

Based ori record review and sfaffinterview, the.
facility failed to develop and implerment a
comprehensive:[ Dersonncentered care plan for
two: (2) of four {4): 5 mpled re3|dents Resadent#?

The following was completed for all
residents found to be potentially
. affected by the alleged deficient ‘
practice.

An in house screen was conducted E
for residents with known sexual "
behaviors. Care plans were. - .
reviewed and updated as needed

Education provided to nurses on th
. care plan process. Education will bé
completed by 9/11/19. )t

An audit will be completed weekly
x4 and monthly x2 by the CNE or
designee to monitor the
effectiveness of the plan.

The QAPI committee will evaluate ;;_
the data and act on the information
as indicated and at the end of three
months to determine further
frequency of the audits.

ﬂam Poc acc@-\[ﬂ!- 7/‘1/17 JFr&mMEn’/PWL/.
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F 656 Continued From page:6
and Resident #2. Findings include:

Per review of Resident #2's record, sthe

#1's care plan does:Aot refléct the incident

at5: 47 PM s/he c@nfr,. g
: e\ndence that Resmlent #‘i s care p

potential sexual abyse.

" 9. Per record revievi, Resident #2 is care
- planned for: sexuaily inappropria  behaviors
‘ related o cogritive-loss/ demenha hatwas

- des not address sexual mappropnateness

to-réflect the incident.

evidence that Resident #2's ¢aré plan Was

" toward other residents.

: grabbed Resident#1 in the groir-area. Resident |

-does |t mclude any mterven’aon to preyent furiher‘

- initiated on 5720/2019: Residerit #2's plan of-care

towards other residents, and it was not updated

Per interview with the interim GNE on 8/14/2019
at 5:47 PM, s/he confirmed that there was no

F656.

updated io- reflect actual or potential sexual abuse
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