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Disability and Aging Services                                                                        Blind and Visually Impaired         

     Licensing and Protection                      Vocational Rehabilitation 

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) 564-1612December 21, 2022 
 
January 3, 2023 
 
 
Ms. Wendy Ness, Administrator 
Springfield Health & Rehab 
105 Chester Rd 
Springfield, VT  05156-2106 
 
 
Dear Ms. Ness: 
 
Enclosed is a copy of your acceptable plans of correction for the survey conducted on December 1, 
2022.  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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REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 000 INITIAL COMMENTS 

The Division of Licensing and Protection 
conducted an onsite, unannounced investigation 
of four complaints from 11/30/2022 through 
12/1/2022. The following regulatory deficiencies 
were identified: 

F 657 care Plan Timing end Revision 
SS=D CFR(s): 483,21(b)(2)(i)-(111) 

§483.21 (b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
be-
(1) Developed within 7 days after completion of
the comprehensive assessment. 
(II) Prepared by an lnterdi$ciplinary team, that
includes but Is not limited to-
(A) The attending physician.
(B) A registered nurse with responsiblllty for the
resident.
(C) A nurse aide with responsibility for the
resident.
(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of
the resident and \he resident's representative(s).
An explanation must be inciuded in a resident's
medleal rewrd if the participation of the resident

and their resident representative is determined
not praclleable for the development of the
resident's· care plan.
{F) Other appropriate staff or professionals in
di$ciplines as determined by the resident's needs
or as requested by the resident.
(lll)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarte�y review
assessments.
This REQUIREMENT is not met as evidenced
by:
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F 657 #1 Resident #1 fall care plan has been i-evised 

#2 Residents with falls in the past 30 days 
have had their full care pl.m reviewed and 
interventions have been added if indicated. 

#3 Licensed nntSes will be educated on 
adding a new intervention to a residents plan 
of care after a fall. 

#4 Residents who have bad a full will be 
audi.ted weekly x 4 weeks then monthly x 2 
months to ensure that a n•w intervention is 
added to the plan of care after a full. R<;sulf:lii 
will be presenllld and reviewed at QAPI on a i 
monthly basis until substantial compliance 
has been determined. 

�t·. 

(X5} 
COMPI.ETION 

DAT!a 

1/3/2023 

, 

ement ending With an asterisk (*),denota.5 a. deficiency whlc the lnstituUon may be excused fro . correc.:t.ing providing It� determined that 
provide e.uffldent protection to the patients.. ($M in:struciiom;.) Except for n1.Jrslng homes, Ifie findings stated above are d1sclosabl� 90 days 

f. QWin� th ate of survey whathl;l'r Qr not a plan or corr�n ia provided, FGr nursing home:s, the abDVe finding$ and plan.$ of 
_
co�ctlon Qfe disdosable 14 

dayt: following the date these doeum�nts are made .available to tM facility. If deficiencie.!;t are i;:lted, an approved plan of COIT8ci.ion m req1.1lilte to contlnu0'd 
program part1clp1;1tlon, 
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F 725 Continued From page 5 

Administrator a1$0 confirmed that !hi$ was a 

I 

nurse sent from another facility to flll a vacancy in 
the facility's schedule. 
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