7~~~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITEES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

hitp://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

May 20, 2016

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 May 3,
2016. 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,

G@@MC@@N

Pamela M. Cota, RN
Licensing Chief

Developmental Disabilities Services Adult Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation
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F 000 INITIAL COMMENTS : F 0DO!
An unannounced on-site complaint investigation
; was conducted on 5/3/18 by the Division of , .
Licensing and Protaction. There was a regulatory ' ! FA41 Infection Control, Prevent
finding. i Spread, Linens
F 441 483.55 INFECTION CONTROL, PREVENT F441

SS=E ; SPREAD, LINENS

+ The facility must establish and maintain an |
Infection Control Program designed to providea

i safe, sanitary and comfortable environment and !_
to help prevent the development and transmission

! of disease and infection, '

1

(&} Infection Control Program

- The facility must establish an Infection Contral
Program under which it - ;
(1) Investigates, controls, and prevents infections |

“in the facllity, ' !
(2) Decides what procedures, such as isolation,

" should be applied to an individual resident; and

. (3) Maintains a record of incidents and corrective |
actions related to infections.

(b) Preventing Spread of Infection
- {1y When the Infection Control Program ‘
_determines that a resident needs isolation to
- prevent the spread of infection, the Facility must
isolate the resident. '
{2) The facility must prohibit employees with a |
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease. '
(3) The f&%ility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

Residents #1 and #2 had no negafive
effects from the alleged deficient .
practices. ' : L

Resident’s requiring assistance with - = .
perineal care have the potential to- '
be affected by the alleged deficient
practice : .

. ' i
The following was completed as’
corrective action for ail residents
found to be potentially affected by! .
the alleged deficient practice. N

_Clinical competencies willbe ~ + =
validated with nursing staff '
regarding Perinedl Care. Follow pp;
education regarding perineal care :
and/or hand hygiene will be
provided and documented as need is
identified. L

An audit will be completed weekly
by the DNS or designee to monitor
the effectiveness of the plan.
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Any deficiency statemant ending with an asterisk (*) denotes a deficiency which the institution may be excused fram correcting providing it is deteimined that

other safeguards provide syfficient protection to the patients. (See instructions.) Except for nursing homes, the lindings stated above are disclosable 90 days )

following the date of survey whether or not a plan of correction i5 provided. For nursing homes, the above findings and plans of cofrection are disclosable 14

days following the date these documents are made available to the facilty. !f deficiencies are cited, an approved plan of correction is requisits to continued *

program participation.
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(c) Linens
Personnel must handle, store, process and

transport linens so as to prevent the spread of
infaction.

This REQUIREMENT is not met as evidenced

: Based pn observation and interview the facility
failed to assure staff to wash their hands aiter
each directresident contact for- which hand
washing is indicated by accepted professional
practice In 2 out of 2 units. Findings include:

| 1. Per observation on 5/3/16 at 1.58 PM of Unit
1#1, Licensed Nursing Assistant #1 (LNA)
performed incontinence care (incontinence is the
accidental or involuntary loss of control of the
bladder or bowel) on Resident#1. The LNA
washed hands, donned clean gloves, removed
the resident's pants, removed the soiled brief,
cleaned the resident’s peri-area (pelvic and
bottem area), and removed gloves. Without
sanitizing hands, the LNA donned new gloves,
applied a clean brief, put the resident's pants
back on and removed hisfher gloves. Without

the draw sheet on the bed, move the privacy
curtain, and remove the garbage from the
resident's room. Per interview on 5/3/16 at 2:07
PM, the LNA confirmed that he/she did not
sanitize hisfher hands either time gloves were
removed. Perinterview on 5/3/16 at
approximately 2:15 PM, the Unit Manager from
Unit #1 confirmed that staff memhers were to
washlsamtuze hands each time gloves were
removed.

sanitizing hands, hefshe then proceeded to touch

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEER: A SUILDING COMPLETED-
C .
475025 B. WING 05/03/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
105 CHESTER RD
SPRINGFIELD HEALTH & REHAB
3 H SPRINGFIELD, VT 05156
(441D - SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5y
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY DR ILSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TQ THE AFFROPRIATE ATE
| DEFICIENCY) ;
[ [
!
. i . . ]
F 441 Continued From page 1 Faaty The QAP 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.

i Corrective action will be complete
by May 29, 2016
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2. Per observation on 5/3/16 at 3:30 PM of Unit
“#2, LNA#2 performed incontinence care on :
Resident #2. The LNA donned clean gloves, i
* removed the resident’s pants, removed the soiled
 brief, cleaned the resident's peri-area, applieda
clean brief, put resident's pants back on, and then:
removed gloves. Without sanitizing his/her I
“hands, the LNA proceeded to put supplies away,
" cover the resident up, manipulate the bed conirol, -
i and move the privacy curtain. Perinterview on |
5/3/16 at 3:38 PM the LNA confirmed that he/she |
 did not sanitize his/her hands after gloves were
removed. Per Inferview on 5/3/16 at
- approximately 3:40 PM, the Unit Manager from
- Unit #2 confirmed that staff members were to |
" wash/sanitize hands each time gloves were
| removed.

t

!
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