
~ YERMONT 
AGENCY OF HUMAN SERVICES 

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING 

February 13, 2020 

Ms. Heather Presch, Administrator 
Springfield Health & Rehab 
105 Chester Rd 
Springfield, VT 05156-2106 

Dear Ms. Presch: 

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 

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, 

{lxJ....)11-,C<;[;,,..,.R}'J 

Pamela M. Cota, RN 
Licensing Chief 

Disability and Aging Services 
Licensing and Protection 

Blind and Visually Impaired 
Vocational Rehabilitation 



DEPARTMENT OF HEALTH AND H.UMAN SERVICES 
CENTER$ FOR MEDICARE & MEDICAID.SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF .COR.RECilON 
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SPRINGFll;LO HEALTH & REHAB 

(X4)JI') 
PRE;F!X 

TAG 

-SUMMAR)' S1AiEME:NT OF.DEF.ICIENCIES 
(eACH DEFICIENCY MUST 0E'·PRECEOED BY FULL. 

REGU!-ATORY OR. LSC 1DENTIF)1ING INFORMATION) 

E ooo Initial Comments 

A revi!;!w of th.~ facility's Em~rgency 
Preparedtiess Program wc1s conducted in 

. conjunction with the a.nnual re~certification survey 
• on 1/1'3 -1/15/2b20; There were no regulatory 
; d~fici~l')cies regarqihg Emergency Prepan;idness 
• as a result · 

F 000 INITIAL COMMENTS 

An unannounced, oti-site reqer.tification survey_ 
was conducted by the Division of Licensing and 

, ProtMtion between 1/) 3 - 1/15/2020. Tile 
t follciWir'lg' regulatory concerns were identified and 
' the· specifics are detailed below: 

F 623 : f;\lotice Requirements Before Transfer/Discharge 
SS=$· j GFR(:,;;): 483_ 15(c)(3)-(6)(8) 

: §483:15(c)(3) Noti¢e oefore. transfer. 
'i Befor.e a facility transfers or discharges a 
f€Sident, th.~ facility mustN , . . . 

· (i) N'9tify tt1e resii;!1;mt c;md the re$ident's 
. represeritative{s) of the transfei'.or discharge and 

ttie r.l:!aso'r1s for the move. ih writing and ·in a 
la.ngJ;Jage ;:)i'ld manner they t.mderst~nd, The 
fMility must set:1d a copy of the notice to a 
representi::!tive of the Office. of the State 
Long-Term Care Ombudsman. 
.(ii) Record th~ reasQns for the transfer or 
discharge in the r'es(dent's medical. record in 

. acoqrdancewit_h paragraph (c)(2) of this section; 
and · 

(iii) lm;lude in the notice the items described in 
par;'.;)graph (cJ(5) of this section_ 

§483:15(c){4) Timing of tt1e notice. 
(i) Except as specified in paragr~phs (c)(4)(ii) and 
(c)(8) of t.liis section. the notice oftr'a1tsfer Or 
discharge required J..t0.der this section must be 

· PRrr-iTE;D: · .0.1 /30l2.Q20 
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F 623 

DEFICIENCY) . . 
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, • : I 

Springfield Health and Rehab Center 
provides this plan of correction . · 

without admitting· or denying the · 
· validity or existence of the aileged· 

.. 

deficiencies, The plan of correci:1011.,. ' . 
. • ,· ~ . • • • , .• I • 

is prepared and .executed solely. . . · : .. 
because it is r~quir~d by·f~de;al! ~~d ;',: · .. 

. . . . . . ' . " 

state law. 

' 
.. 

.' . . 
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: ·.-·. 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 

-STATEMENT OF -DEFICIENC:lf::$ _(X1) PROVIDER/SUPPLll=fVCLIA 
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NAMc OF PROVIDER OR SUPPUEfs 

SPRINGFIELD HEALTH & REHAB 
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· PR!'cl'IX (EACH DEFICIENC)'. MUST BE PRECEDED av FUl.,L 

TAG REGULATORY OR l.SC IOENTIFYINO INFQRMATJON) 

F 623 Coritinued From page ·1 

made by tl"\e. facility at least 30 days before tt1e 
resident is transferred or discharged. 
(H) Notice must be made as soon as practicable 

• !)efore transfer or discharge when-
(A) The !Safety of individuais i_n the facility would 

· be endangered U[Jder paragraph (c)f1 )(i)(C) of 
this section: 
(B) Thi:! health of ihdividu81s in the facility WOl,Jld 
be endangered, under paragraph (c)(1)(i)(D) of 
this section; 
(<;) The resident's healtl1 improves sufficiently to 
allow a more immediate transfer or discl1arge, 
under paragraph (c)(1)(l)(B) ofthis section: 
{D) An i_mmediate transfer or discharge is 

•· r~quired by the resident's urgent medicc;1I n~eds, 
1 i.Jt1det ·paragraph (c){1)(i){A) of this section; or 
. (E) A r-esid~r\t has riQt resided in the facility for ~O 
: c!ays. 

: 

I 

' i 

I 
I 
; 
. I 

[ 
1 

; 
• §483.15(e)(5)- Contents of the ilotlce. Th·e Written : 

: not'ice §Jj~cifiea in paragraph (c)(3) of this section ! 
: must it~~luc;le the following; · I 

· • (i) Th,e r~ason for:trar:ister or- discharge; . 
. , (ii] The-effective date bf transfer or .discharge; j 

(Iii) The location to which the r.esident is 
transferred or dischargec!:; ! 
(iv} A statement of th~ resldenfs appeal rights, . 
i'Qduding the: name, .address (mailing and email), 
and telephone number of the et,tity which 
receives s.uch request~; and informa\i9n on how 
to 0btain .an -appeal for-rn aml assistance in : 

corr.iplet.ing the for:m an~ submitting the appeal 
hl;~ring request: · 
(v) The name, address (mailing and email) a_nd 
telephone_ number of the Office of the State 
Long-Te.rm Care Oml:Judsman;, 
(vi) For nursing facmty residents witt1 intellectual 
and clevelopmentar disabilities··or relatecl · 
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F 623 Continued From page 2 

disabilities, the mailing and email add_ress and 

1

. 

' telephone number o'f the agency res·ponsible for 
• the -pr.otectjqn and advocacy of individuafs with 
_ development.ii disat:Jilit_i_es est"'b.lished under Part i 

C of the Developmental Disabilities Assistance ! 

. and. am of RightSAct,of 2000 (Pub. L 106-402, 
_ CbdlfiEiq at42U.-S.C. 15001 et seq.); and 
: {vii} F9r nursln!;J fuc:;ility residents >,yith a ment~I 
: disorder or related dfsabilities, the.mailing and 
; email address ahd telephone number. of the 
' ag.ency responsil;>I~ for the protection and . 
advocacy of individt,J9Is with a mental disorder 

I established llnder the Prote~tion and Advocacy 
: tor Mentally Ill Individuals Act 
' 
I §483,i5(c)(6) Cha_nges to th~ notice. 
\ rfthe iii'form.3tion iri ~he notice changes prior to 
• effecting the transfer nr dlscharge·, the facility 
_ must 1,.1pdate the (ecipients of the notice as soon 
· as practicable one!;! the updated informajion 
' b~ci;:im~s avalliiible. 

I 
I 

I 

§483.1'5'(c)(8) Notice in advance offacllity closure ; 
1.n the cas~ offacility closurl?, the indivfdl1al who I:;; , 
the administrator of t}1e facility must provide ' 
written notification prior to the impending crosure 
to t_he Sta_te Sur\ley-Agency, the Office of the 
State Long~ Term <::_are Ombudsman_. residents of 

: the fadiity , and the resident representatives, as : 
weli ?S the plci_n for the trans fer and adequate 

_ relocation of the residents, as requireq at§ 
483. 70(1)_ . 

- This REQUIREME.NT is not met_ as evidenced _ 
by: 
Based on st;;iffinteNiew and record review, the 

fadlity failed to eri"sure 2 ot 6 applicable resi_dents 
(Residehts #64, 57) or their representatives 
rect;dved transfer notices.with all of- the 
information required by regulation. Firu:!ings 
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F623 Notice Requirements Before 

Transfer/D!scharge 
. . 

Residents #64 and #57 i.vere .- . . 

presented with appropriate notice 

post survey. None of the res_idents 

had negative effeftS from the . 
alleged deficient practke. 
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Si "AT:EMB~T OP DEFlGIENCIES 
AND PLAN OF CQRRECTION 

(X1) PROVJDER/Sl)PPLIER!CLIA 
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. 475025 

JiJAJIJlE OF' PRQ\(IDEl'I, QR SUPPUl::R 

SPRINGFIELD HEALTH & REHAB 

(M)ID 
f>RE;FIX 

TAG 

S,JMMARY STAT!;:Ml:NT OF DEPICIEsNCIES 
(EACH OlcFICiENCY MUST 6E PRECEDED 6Y FULL 

REGULATOl'\Y ORL:qC IDE~ITIFY ING INFORMATION) 

F 623 Continued From pa9e 3 
• incJude: 

1. Res1dent # 64 was hospitalized on 12/27/19, 
· , returning to the facility oQ 12/30/'19. The notice of ! 

transfer did not include wi1ere the resident was 
; transferr~Q to or wi~y the.resident's. ne.eds could 
! not be met.at the facility. Additionally,. the resident 
· was transferred to the hospital pn 1/6/20 and 
remains there to date. There is. no indic;;ation on 

: the notice of transfer wt1y the resident's need 
; could not be met at the facility,. 

i 

i 
· 2. Res.ident # 57 wa:;; h9spit~ lized on 12/13/"19, \ 
. returning to the facility or, 12117/19. The notice of 

1 

. . 

: transfer did not includfr where the resident was 
• transterre.d to or ~hy the resident's needs could j 
! imt be met at the faqility. 
I 

, On,01/14/20 at 03:05 PM, the Center Executive 1
1 

: Director (CED) and Human Resources M~nager 
' c;;i;>i1firrn~¢ th1;1t the transf9r no~(ces did not contain . 
the iilfoimatibn reguireci by regulation_ · i. 
N.o'tic;e 9f Bed H.old Policy Before/Upon Trnsfr 
CFR('S): 4a3; 15(d)(1 )(2) 

§463.1 ~(cl) Notice of. bed-hold pqlic;:y and retum- ' 

§483.15(d)(1) Notice before transfer. Before a 
m.irsing facii1ty transfers g r~sfoent to a hospital or 
the re~ident g9e!:i on the~P.eutic 1.e;;ive, the 
nur~irig facility must provide written information to • 
the resident df resid.ent representative that · 
~pedfies-
(i) The duration of the. st<'lte ped~hold pqlicy, if 
any, during Which the resident is per.ri1itted to 
return and resume residence in the nursing · 
fac.ility: 
(ii) The reserve bed payh1ent policy iri the state 
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F 623i 
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I 
F 625 : 

! 

. DEFICIENCY) 

Residents transferred. to th_e hospital . 
have the potential to be affected by 

the alleged deficient practice. 

The following was c6mpleted as 

corrective action for residents found • 

to be potentially .:3ffected ~y the 
alleged deficient practice. · · 

' . ·i ·,· . 

Education will be provided to ··: 
. ' ! . 

Business Office ar.id licensed Nursing : 

staff regarding th~ requirements and j . . · 

process fortransfer notification .. :· J .. , 
• • • • I 

An audit will be c~m_pleted weekly :. 
x4 and month.ly x3 the CN.~ Q( 

designee to monitor the 
effectiven~ss of the pian. 

The QAPI committee will eVah.iate 

the data and make, . , .... 

· recommendations as heeded. ., 

I • Date of Co~plia,~i;e: ·2714/20 . . . , ' : .' .... 
F<,3-3 poc.~~,-M~:1P~h.rl-,~ .. ~ . 

F625 NoHce 'of Bed hol~,Policy ·. . 
$~f~re/upon'ri-a~;t~/ ~·: >: ,: · ';' , .. · · 

,. 
~esiderts #36; ~4, s7 a:nd 43 'we.re . 

is·~~ed the ~ppr~ptlate notic·e post ' 

stirvey. They had no negative . · . . ·· . ' 
effects from the alleged defident ' ' ·: , . .. 

_ .:,._ .. 

' 
. . ' 

.··. 

Facility 10!"2~~::l:t '-"', . - . . , '. :. lfc~~i;i,~:;,{iO~ s'h~,;it P.~ge: 4 bi , 2· 
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' . • .. , 

. ( . 
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F 625 Continued From pa~e 4 

plan, uncler § 447.40 of this c;hclpter, if any; 
(iii) The nurs(ng facili~'s policies regarding 

· bed~hold periods, which mu.st be consisteht with 
. p.aragr.aph (e)(1) of this section, permrtting a 
resident to re.turn; and I 
(iv) T_h,e information specified In paragrapl1 (e)(1) 

, of this s1;1ction. · 

• §483.1&(d}(2) aed-hold notice upon transfer. At 
the time 0f transfer of a resident for 

. hospitalizatio·n or therapeutic leave, a nursing 

. facility must provide to the resident and the 
• resJdent repr~sentative writt$n no.tice whlch 
1 specifies th~ duration of (he bed-hold policy 
; descri0ed in paragraph (d)(1) of this section. 
· This REQUIREMENT is not met as evidenced 
i by: . 
' · Ba~.ep on staff interview and reco~d rel/iew, the 
facility ·failedto ensure 4 of 5 applicable residents 

; and/br• resident representat\ve (Resident# 36, 
#94_, 43 and #57), received bed hold notic;es with ' 
1311 of'l:he information required .by regulation. The , 
fir:1din:gs incls;ide the, following: · 

' 
1. Per review of the mediqll record for Resident I 
-#36, wro was .transferred tp th~ hospital on . , 
~1/30/19, for an eval1.iation. There!$ no evide.nce I 
1n t~e. m~<Jlcal record that d~monstrates_ that the 

1 resident c1nd/or repTl,;)sen~tlv$ was provided with 1 

· required informati.ori related to the bed hold 
policf The.incoinplete forh1 identifies the ioitials 
of the Business Office staff member and date 
orily. Confir:m~l ion was· mad~ by the Center 
Ex~cutive Director on 01 /'14/20 at 3: 10 PM ihat 
th!::! bed hold 116tice was not provided to the 
resid.ent ::mo/or the representative a.s requlred. 

2. Resident #- 64 was hospitalized on 12127/19, 
returning to the fac:;illty on 12/30/19. Th~re is no 
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F 625 : Residents transferred to the hospital 

have the potential to be affected by · 

the alleged deficient practice·. 

The following was completed as 

corrective action for all residents 

found to be potentially affected by i 

the alleged deficient practice: i 
Education will be provided to · 

Business Office and lice·nsed Nursing · 

. staff regarding the req_lJirement~_.and'L 
· process for Issuing bed ho.Id notices 

per regulatlon and on Genesis Polky ·:. ·· · 

for bed hold notrfrc~tion. :. 

An audit will be completed ',lv'eekly 1 

x4 and monthly x3 the CNE or· , .',; 

designee to monitor the 

effectiveness of the plan. : ·. : 
.: . . ·, .. -;;, .. · . . :_ · .. - ··.• . .-:· .. '.1 .. 
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· .· .. •· :. 

, . .. . , . 
. -

.. . . . 
. •-... ;• .. .. .. : 

. ·.·· .. . 
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F 625 Continued From page 5 

eviden9e i_n the medical record that demonstr21tes . 
that fhe resident and/or representative was 
provided with required information refated to the 

· bed hold policy. The incornplete forrn identifies , 
the-.ln_itia1$ of the Susiness Office staff member 1. 

; ar.id date only. 

- 3. Resident# 57 was hospitalized on 12/13/19, 
: re\ur-nif)g to the -facility on 1.2/17119. There is no 
. evid~nce in the medical record that demonstrates 
, thatthe resident and/or representative was 
; provided with required il'lformation related to the 
: bed h9ld policy. The incomplete form identifies 
i the iriitials of the Business Office staff member 
l and date. oriiy. ! 

! 
. 4. Re.sie:len~ # 43 w;;is hospitalized from 12/16/19 - 1 

12/20/1.~t There i•s no eviqence in the medic91 I 
record that .dem0t'fstrates that the resident and/or i 
reprnsenMive- Wg$ provided with required I 
iriform9tiori rf;)lated, to t he-bec;J hold policy. The · 
incomplete forr-n ideMifies the iriitials of the ! 

· Business Office staff member and dat~ only. i 
On 01114/20 at 03:05 PM, the Center Executive ; 
Director (Cl::D) arid Human Resourees Manager 
confirmed_ that the notices did not contain the 
inform.i.ti0n required l;ly reg_ulation 

F 64~ PA~ARR Screening for Mo & ID 
SS=.D ~FR(s): 483.20{k){1 )-(3) 

§483..20(~) Preadmission Screenihg for 
in(:iividqals with a mental disord_er and individuals 
witll int!;!llect_ual disability. 

§483.20(k)(1) A r:iursing facility must not admit, on 
or a_fter J;:inuary 1, 1989, any new residents with: 
(i) Mental clfsorder as defined in paragraph (k)(3) 

E<v~,nt ID:031V11 

106 CH ESTER ~b 

SPRlNGFIELO, VT 0515~ 

ID 
PREFIX 

TAG 

F625 : 

F 645 

PROVIDER'S PLAN OF·CORR~CTION 
(EACH CORRl;:CTIVE ACl'iON SHOULD" BE. 

CROSS-REFERB,Cetl Tb. THE•APPROP" IATE 
DEF.IC.IENCYJ 

: 

. : 

1 

. I 

i 

(,':5) 
COMP.t.ETION 

·oiliE 

. Facuny 10: 47602$ li-con1inuauo11 :sh~ef .Page 6 of 12 
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F 645 Continued From page 6 

• (I) of tlJis seotion, unless the State mental health · , 
authority has determined, l)ased on an 
independent physical and mental evalua~on j 

, performe·d by a person or. entity other than the 
~tate mental health authority, .prior to admission; , 

: (A) Th:c1t, because of the physical and rr:iental 
: c;;onditiqn of th~ indlvi<;ll,ia_l, the inq[Vidµal require$ 
• the level of services pr0vided by a nursing facility; 
: a'!'ld 
; (8) If ttie individual requires such level of 
l services, whether the individual requires 
: sp€)ciafized services; or 
; (Ii) Intellectual disability, as defined in paragraph ' 
\ (k)(3)(ii) of this section, unless the State 
. intelle/ctuc1l djsab,ility or develqpme,nta l disability 
: au.thority has detenrilned prior to ad.mission-
.. (A) Tlrat, bEicause ·of the phy.sical and mental 

CQndltiO'n of the 1nd1vidual, the individual requires . 
the l~vel of services provide.ct by a. nursing facility; i. 

, aod \ 
(tl) If the individual requires such level of 

· service$, wh.ether the individual requires , 
. Sp!"!ciali~ed services for intell~ctu~I disability. I 

§483.2'0(k)(2) Exceptions. For purposes ofthis 
section-
(i)The preadrni?sion screenirg program under 
paragi:a¢h(k)(1) of this .secticiA need not provide 
for dete~minati'ons ih the cas~ of the readmission 
to c1 nursing facillty of an ini;iiviqual.vyho, after 
being aqrnitt~d to th~ nur.sing facil ity, Woi!S 

transferred for- care in a hospita l. 
(ii) The State may c t1.oose not fo apply the 
preadll')ission screening program under 
~aragraph (k)(1) of this .sectior~ to the admlssio1J 
fo a nur.slng facil ity of an individual- · 
{A} Who is admitted to the facility directly from a 
nospital after receiving acute inpatient care at tht;,: 

FORM C1,,S-2567(02-99) Previous V,;rsioas Ob~olcte Event ID: 081Vfl 

F 645 '. 

I 
l 

' i 
! 

l 
I 
1. 

i 

. . . . . 
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TAG 
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F 645 Continued From page 7 

. hospital. 
{B) Who requires nursing facility services for thEl 
condition for which the individual received care in i 
the tiO$pital, arid 

: (C) W.t,ose attending physician bas certified, 
I b~~ore admis_~ion to the facil(ty that the individual I 
! ,~ l1k(;lly. tp n~qu1re. less th~r'I 30 days of nursing 
! fadlity services. · j 

I §483.20(k}(3) Definition. For purposes of this I 
I Settion- '. 
: (i) An individual is considered to have a mental ! 
: disorder if the individual has a serious mental i 
l disorderdefi11ecl in 48'.3-102(b)(1}- : 
! (-ii). An individual is considered to have ~n 1 

: ihteJlectual disability if the individual has an ' 
j lritel.lectual disability as defined in §483.102(b)(3) 1. 

i or 19 a per~on with a r~lated condition as 
; d_escrib_ed iri 435,101 O of. thi.~, chapter_ , .. 
This. REQUIREMENT is nGt met i::is evidenced 

. ; py: ( 
: ~ased on recorq fE!View·;;u::id confirmed by staff ; 
· ihterview the fa;i;ili.ty failed to e11s1,.1re that a : 
Pre.admission S¢reenlng (PASSAR) was updated · 
for 1 applicable r-esiderit i°n the sample of20: who' 
has <jl di~gnosis of :;i. n1ental disorder. Resident 
#14 had a length of stay that exceeded the . 
30-!:lay exemption. This is a repeat.citatkin from 
03114/-18 •. 
The findings inclucle the following: 

Peneview of the medical record for Resid.elit ; 
#14, wt:i.o was admitted from the acute hospital on 
0-1/22/19 with di~gnqsis to include, but not llmited 
to Bi~olar Dis.ease and mood disorder. The 
PASARR form Wqs completed in fl.ill by" the 
RegislererJ Nurse. (RN) from the <1q1te setting ;;it 
the time of the disc;::harge, Review of U,e Part 
A~Exemption was also completed at that time, 

i:;QR.M CMS..2567{02-gs) PIGviauB V.;rt,ions 0 bwlet8 Event IO:Qa1v1·1 

J.. L,' J..U 
I H I \ 

. •, . 
. • . 

.. ··t :. ; .. ,. >;. ·•:;• . :· .,.' ·r ·. 

-~RiNTED; 01/30/2020 .. . . 
. FO°f~M APPROVED 
OMPJ NO 0938-0391 · 

f>:1) MULTIPLE CONSTR)JCTION (X3) D.'-ITI; ~ HRV.EY 
CdM~LE:JED A. BUll.OJNG _______ _ 

6. WING--------~~- 01/15/2020 

ID 
PREFIX 

TAG 
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PR0V.1DER'S PLAN oi= co"rlR6cr1:0N 
(EACH CORRECTIVeACDOM, SHOULD BE 

cRoSs-R.c.rERENCED ·ro THE APPROPRIATE 
. DEFICIENCY) 

IX5) 
· COMPLETION 

DATE; 

F645 : 

I 
I 

I 
! 
' I 
I 

i 
; 

I 
I 

l 
I 

F645 PASARR Screening for MD & ID 

A PASARR screen and resident . 
. review was completed for resident 

·. 
#14 . . Resident #14 had no negative 

i,, 

effects from the ~lleged deficie~t . ' _:-1 . . 

practlce. 
. . t . 

! 

The following was completed as ' l 
corrective action for residents found I 

-! 

to be. potentia I iy affected by :the 
-·1 

alleged deficient practice. I . 
. . ., 

i 
A chart review W<JS conducted on. . .. 

current residents to _ensure PASARR ! 

i: 

screens were conducted accurately". 

Any findings were u·pd.ated during 

the review. 
. . 

Education will be provided to 
Admissions staff and Social.Services .. . . .. . : . ~ : 

Staff regarding tl-i_{~~quirenienti . 

and process for: PASARl'l screening- . 

and r~sc·r~~nir,ig,· .W.h~n new.sraff :· 

members are hirt:dinto: th~s~; ::- .··· 

. positions theyw\11 -qe trained on ~he · 

PASARR process . .. 

.. ' . :· . ; ·, ·· . : . ·' 

~. % • • 

' . 

' 

. . 
- : · 

• . 

. . 
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F 645 Continued From page 8 . i 

F 867 
SS=B 

: identifying that Resident #14 w~s b eing admitt~d I 
· to the nursi1ig facility and is likely to.require less 1 
. than 30 days in· the nursing facility. The physician ; 
j c.ertified ths resident will require less than 30 day;5 ! 
i o.f nursing facility services. The PASARR form · 
I identifies if tt1e nursing facility ~tay is 30 days or I.' 

. longer:; a he1i,rPASARR screet'l ahd resident , 
· r$view must be performed within 30 calenda:r I 
: d~ys of admission. j 

; Resident#14 had scheduled surgery on 10115/19 i 
' and returned on 10118/19 some 9 months after ! 

, l~e initial qdm1ssion. There is no eVldence 
· identifying that ·~n updated PASARR scr~ening ' 
was completed :at any time since the initial 
admissi6n or at the· return after surgery. The 
residentr~mains in the facility to date (01114/20). 
Confir[!1gtion was made by the Sociql Se.rvice 
Director on 01/14/20 :at approxim~tely 4 PM, that i 
the.acr-eenirig should have been updated_ 
QAPilO.AA h'nprovemenl Activities 
CFR,(i:;): 483.75(g)(2)(ii) 

§483,75(g) Quality assessment and assurance. 

§483.75(g) (2) The quality assessmen.t and 
assuranc~ committee. must: 
(iiJ Develop and implement appropt' iate plans of 
action. to correct Identified q.uality. deficiencies: 

· This REQUIREMENT is not m et as evidenced by: . . . . .. 

Bas.ed upon intetv.if w.clnd record review, the 
facility f~iled ·to ensure its' Qu:Jllty Assessment 
and Performanc~ Improvement committee [QAP!J 
developed and implemented -app·ropriate plans of 
:11ction to correct ide(ltified quality deficiencies. 
Ffnding~ include; 

Ev ,;,nt ID: QS·1V 11 

· r:>Rtl'iTEci: 0113012.020· 
. .FORM APPROVED. 
0MB NO 0938~0391 

(Xi) Ml)LTIPLe ·coNSTRUCTION . {►:'.$) DATESUP,VEY 
. COMPLETED A. EJUiLDINC _______ _ 

01.115/2020 

10 
P.REFIX 

TAG 

STREET. ADIJRESS. t lfY, STATE. ZIP CQDE 

105 CHESTER RD 

SPRINGFIELD, VT 05156-

PR_OVl()(:lf~ fLAN;OF CQRRECTI9 N 
(EACH C O~RECTIVE :t>.CTION .SHOU1.D·6e 

CROSS-REFEREKICE:O i O THE-APPROPRIATE .. 

! 
. . . DEFICIENCY) . . 

' : 
F 645 ! An audit will be completed weekly 

I x4 and monthly x3 by the CNE or I 

designee to monitor the 

I effectiveness·of the plan. 

The QAPI committee will evaluate 

the data and make 

recommendations as needed. 

(XS) 
C.OMPl.ETION 

.bATE 

' 

' ; 

j 
! · . 

. ' 

., Date of Compliancf;!.: 2/14/20 . J -
, f'#l/f' foc,.tt.uqkJ-'/r3/~ Tt>0114f~~ {PML- · 

F667 i 
i 

I 
i 

F867 QAPI/QAA Improvement 

Mtivitles , 

·i 

·j 

Process.identiHed dL1Hng su·Ney ·was . 

cort~ded. 
, . 

Deficiencies and the associated POC · 

for.the pasf two iie.a( periocf w~re· 
reviewed for ongoing complian.ce 

and addressed as necessary. • 

No residents were negatively 
impacted by the allege_d deficient. 

practice. 
. . 

Fa c:ili tf ID: 4 7502!5 If.continuation s.heet Fti!Je- •S·o.f .12 .. 



: : ,... __ . ::.t. ,,.-· .. _., .- .. : ::· -· .. :: -· -~-,:: .,_. -. __ : ._, 

QEPARTMI;NTOF HEALTH AND Hl)MAN SERVJq~~ 
CENtSRS FbR MEDICARE & MEtDICAID-SERVIC5S 

',si',1.1.TSMEN'r'OF DlaFJGIENCIES 
Al-iQ' 1?.1./\lll OF COR,R:_l;i\ITIPN 

(X1) PROVIOtfuSl,Jf'PliER/.CllA
IQENTIFIQATION Nl/M&l;:R: 

475025 

SP.RINIG'FIELD. liEALTH & REHAB 

. $VM.MAflY-$TATEMENT OF .b.,EFfCIE.NO:IES 
(:EAbil ~EFiGIEN¢Y MU.ST BE fiRECEDED 8Y FULl 

Ri;;GULATORY·OR L$C fDENTll"r-JNG·fNF~RMAllON) 

(X2):flilJLTJPL£C"llN.~t~tJ¢tlON. 
A. B.UlbDfNG _ _,,.._~ , ___ _ 

- · ~1,B:Ec4A'i:iPE!?§S; ijm', ·WA:'i:E!~z)P.c'Ct)QE . 
1'1)~,¢1'11$$'.r:E}t~ 

. S,PRl~~~t~W!kYT. ~~1.J~ 
!P . i 

f.!REFJX 1 YAG : 

' . ·- -·-t~aJ ,Dfl):~.S~RV.(,11' .. 
' C0MP.l;Ec:ED, . ·· ··. : . -

... . :o1!15/2Jl2.0; . 
... ~ ... -.. ,. -.---.. 

' 

F 86, Gonl[nued From page 9 ! · 
An annu.~I re--,certmcation S\JJVfl1/ was cc:>nclucted 1 

. at the facility .on 1/13 - 1 /15120"2{). THe survey I 
: includ~d a review of concerns ldei:ltmed dudng : 
: the pJ:~l/iOU$ year's survey, co.mpl¢ted on me,19. l 
! nie prevleJJS· year's $Urvey in~luclecl concerns 
l re,gsrrQiM r~stderit transfer nofj~es. 

: A review of the facility's Plan of-C-orrectioo fpr the I 
i conp1:1ms-- reg_ardin~ ~nsfer __notices fr_om the I 
: pr-evlo.4s year.s sr.,nvey lists "Tbe QAPI committee 
i will ew:1!Uate the data antl n')ake · 
i recommendations as necessary. Date of ! 
i compliance: 3/Z9/19". During the pre.sent sl_Jrvay ! 

: on 1ft3 -V15/202Q, e9n-Gern$ w.ere again 1 
: identified reg_arding a failure ta ensure residents 

1

1 o~ their repr:esentafiyes rec~ived Vans:fer r~.otibes 
, with aU--t'h\3 informatipn reqwed ~Y r¢!!1lllation. 

: Arev.iew of the facility's Quality Assessment l;111d 
! Performance-lrrrprovemeiit Plan 1~GiuEJes ''"flie I 
: ·QAf;>l p,r~ram is ev<!l!:lafe:d. anhually to d_et~n:niiJe 
its -~fff?c.ijven~s~ jn· impro\!_lti,g q,1;1~1)1,y 0f1;:.i.r,e_ "'rrq , 

• qualify .of life, o~r-atl0na1 susta'ii:laQfllfy,. .employee, · 
alld ~osJo(.J<ler satisfaptioo". l'h~ {;)_t1a1\ty 
As~e$:;;rIJemt ~nd Perftlrmance· lmproverrient·Pian 
is mark-ea as rev1e'wed and upoatedon 111-1~/19. 
The d~tes for th~ oonMrt'if;, rsgartlif.ig transf~I' 
rt_ot!i:;es (ql!!r'!tlfJed l"!uring th¢ q.itr.emt.survey are 
11130/1.a, 12(13/19, 12116119, & 12727i19. 

An interview-was conducted with the facility's 
C~nter Execu_tive .Qlrettor (GEP) on 111° M~.l'l20 at 
t:07 Pl\/!:. The Cl;:D q;>nfirrne~ ~/hew~~ c!Wa.~ of 
the concerns identified by the survey team during 
the tl!iteflt survey, and That the cont.em$ were 
reg_~rd.ihg transfer noi:iQ"es- with alf the inror-mation 
requ\f.~d by regwlatiqn. The CED c9nfit'med that 
the Goticerr'lS were similsr ot identrMi to 

_ Q·0rnpliance concerns citei;l on-'fKe--facility's 

FORM CMS~l56l'(02-99) Pre111ous Vera!o,,s 01/eoletQ Even\ IQ:Q81V11 

Education was provided to the QAPI 

committee regarding OAPI/OAA 
process and ongoing.monitoring. 

_·A .n.iqf.itM_y'r~vieww.ill,~~~ond~cted 
.on_:QAPf projects: · · · · 

.. to ~nsUre ohgoiog-compliante;· 

An audit of the reviews-will b_e kept : 

by the CED or deslgnee and.will be ! 

reviewed weekly·x4 ancj mo·nt~ly x3 
and quarterly xS to monitor the 
effectiveness of'the -plan. : i . ' 
The QAPI committee will evaluate 

the data and_ make 

recommendattons as needed. 

Date of Compliance: 7,/14/20, 

\ r8~7 foe, a,~.,,f.d ~13/zoTP"'f~~I fP1M,L. 
:-' ~ 

, . . . • f • ·-·=··· 

:. : : ♦ - . , •• •• 

. .- , .. 

,. . , . 
Facility ID: 475~26 If cpl:ltinustlqr :;flegt Page 1 O o.f 12 
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F 867 continued From page 1 0 

pmvious recE)rtific_atio.n survey completed on 
. 2/28/19, and that QAPl measures needecl to be 
implemented to address the concerns. The CED 

: stated that s/he Wc\S 'frustrated' aboui the repeat I 
: of c;;onoerns c:ited previously regarding the i 

I
: mc!lity's-~ompJiance. . 

F 921 Saf~(Functional/Sanit~ry/Comtortable Environ I 
SS==E I CFR(s)'. 483.90(i) I 

I §483,90(i} Other Environmental Conditions ! 
! The facility must.provide~ safe, functional, · ! 
: sanitary, an_d comfortable environment for · , 
! residents, staff and the public. · ! I This REC.lUIREMENT is not met as evidenced j 
I py: , 
· Based on observation and confirmed .by staff I 
interview, the facility failed to ensure that 2 of 2 
nursing. units have a safe, sanitary and · 
comror:l:i:lb le environment~. R~sldent close,t doors I 

' w~ref.ound in poor repair, in need-c;if Glear)irtg and : 
i resi.dent Safety mats were id~ntified wlth fraying 1· 

! eqges a.nd In n.eed of cleaning. 
' Thi's is ~ reP.eat Gitation furn, recertification survey . 
· of 02/28/19, 
; The detailed findings are as follows: 

· Per facility tour (1st af.)d 2nd floors), on' 1/15/20'at : 
' approximately 0.9:57 AM in the presence of th'e 1 

Center l:xecurive Director, th.e M:ciil'Jtenance 
; ,Oirector-, the Housekf';eping Supervisor c1nd the ! 
· Regior\al $upervisor for the Healtl)-Care Service 
. Grour,i the following was identified: 

. R,qom #1.20 window was identified to have a 
· crack ~long_ the l9wer edge of the frame. The 
cracked edge is found to have cold air seeping 
through the c:r~c:k and along the·winctow. edge. 
The r-esident l1as complained o.f being cold, but 
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F921 Safe/Functional/Sanitary/ 

Comfortable Environment 

Concerns identified on the facility 

tour were corrected. 

An ai.tdit was conductid assessing I 

. window frames, fall mats an~closets! 
and identifying those ~equiring . . . :f. 
repair; replacement or dearifrig and.;.: 
an order was piace~ forreplacernen~ . 

. fall mats. '. · · 

No residents we·re affected by the . \. 

.. alleged deficient practice . . 

Education wlll be provided to · · · 
housekeeping and ~aintenance,stci~ .. · . 
regarding wh-at constitutes a · · _':· 
safe/functional/sanitary/ · · '. ·· 
comfortable environment. 
,. -· ·_ ~ }- .. .- -: _. ; -· . . . . . . . . . 

New fa.II mats replaced :the 

unsatisfactory fall mats on '),,/17 /2_0. __ :· 

Clo~et clearilhg·abd .~ihdow•'fi-ame . 
~epair be:gan or/1/i:~;20, with au :: .. ' .. 
dosets and,window.Jr,ame~:,be1i)g/ , .. 

addre~sed ~n or befo~¢::2/:JAho ... : ·: . ' :· 
=· .:_ . . , ',' ·:' ,--. 

.. . : ·•. 

•., • . 



0EPAF<Tl\11E_NT OF HEALTH AND HUMAN SERVICES 

. CENTERS FOR MEDICARE & MEDICAID SERVICES 
,STATEMENT OF .DEFICIENCIES 
ANO PLAN ~F CORRECTION 

.(X.1) PROVIDtRISUPPLJi;RICUA 
IDENT/Fl~O.TION NUMBER: 

475025 
NAA1EOI' PROVlDE.R OR SUPPL_l!sR 

SPRINGFIELD HEALTH& REHAB 

(X4) ID 
PR_t;FJX 

TAG 

SUMMAFI.Y SJATEMEN"r OF DEF1C1Et:1CIES 
tEACl1 DEFICIENCY MUST BE PRECED~ BY PU.l i_ 

R'EG\Jl.ATORY OR L.SC IDEN-nFYING INFORMATION) 

F 921 Continued From page '.!1 

the temperature of the room registered (with the 
facility's infra-red thermometer), at 70-71 degrees 
Fahrenheit; 

j S-err1i-p-rivate be-droom closet doors (of the metal I 
: typ~). WE:}fe found (ope off the sliding ~ck~ and j 
have an ao;Gum ulatiorwf vi~ible· dirt, dust, and lint ; 

: resting in tlie tracks on, the base of the do.ors. i 
'. They ;:ire as follows: Second floor rooms # 123, 
: t20, 112, 109, 106 and 104. Third floor- rooms i 
! #209, 223,226, and 2 15. Room #2,0'2. had a ! 
: fabric drape. utilized as a closet door that was I 
; found with dried brown llquid v.isible frorn the 
i resident's bedroom; i 

I 
I 
: Floor-safety mats on tne 3rd floot evidenceEI with 
I fraying Qlon~ the ·edges, some of the vinyl 
; cov~ring ·evidenc:ed as being cracked anc;I dirty 
: with dried msa_tter and <;lust. T hBy a_re utiliz~ :for 
i the following residents: Residents #1-3, #36, #56 : 
• and tf.;,8_ ! 

· Cbhfirtnation was-_ made during -t_t,e tour U~~t the ' 
a:bove identifiM con.cems vver.e present and need 
a.ttention. · · 

Per review of polides· for both Genes.is and 
Healthcare Service Gfoup identify that spot 
cleani_ng and surface- ~anitizing will be completed 
daily and p rivacy curtains will. be. cleqned yvhe)l 
visibly dirty by laundering or cleaning. Floor 
Ql!stii:iglmopping will be completed at least daily 

· to include resident rooms a_nd tracks 2 t various 
ar.eas. 
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PRE:FIX 

TAG 

STREcT ADDRl=$S, CITY, St".AT-e, Z.fP DODE 

105 CHi;:~TER RD · 

SPRINGFIELD,_ VT 05156 

I 

PP,OVIDER'S PLAN OF CORRECTIGN 
(EACH CORRl::CTIVEACTION SHOULD Bf: 

CROSS-REFER!;NCED TO THEAPPROPRIP.TE 
DE_FlCIENCY) . 

(X5) 
COMPLETION 

DAY!$ . 

I 
F 92f 

Audits will be completed weekly x4 

and monthly x3 by the CED or 

deslgnee to. monitor the 

effectiveness of the plan. · 

The QAPI committee'wm evaluate 

the data and make 

I . . . . . . . 
j Date of Compliance: 2/.14/20 . .. . • . -. . .. 

I f'l~I flOC.- (ttt,q,kJ '~la/~ Wow,~~~ :. 
I , : . . . . . -· 
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