
AGENCY OF HUMAN SERVICES 
DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING 

Division of Licensing and Protection 
103 South Main Street, Ladd Hall 

Waterbury, VT 05671-2306 
http://www.dail.vermont.gov  
Voice/TTY (802) 871-3317 

To Report Adult Abuse: (800) 564-1612 
Fax (802) 871-3318 

September 30, 2013 

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

Dear Ms. Presch: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on 
September 16, 2013. 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 

PC:jl 
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INITIAL COMMENTS 

An unannounced on-site complaint investigation 
was conducted by the Division of Licensing and 
Protection on 9/16/2013. There was one 
regulatory finding identified. 
483.65 INFECTION CONTROL, PREVENT 
SPREAD, LINENS 

The facility must establish and maintain an 
Infection Control Program designed to provide a 
safe, sanitary and comfortable environment and 
to help prevent the development and transmission 
of disease and infection. 

(a) Infection Control Program 
The facility must establish an Infection Control 
Program under which it - 
(1) Investigates, controls, and prevents infections 
in the facility; 
(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 
(1) 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 facility must require staff to wash their 
hands after each direct resident contact for which 
hand washing is indicated by accepted 
professional practice. 

F 000 

F 441 

Infection Control, prevent 
 

F441 

spread, linens 

The following is a plan of 

corrective action to be completed 

for all residents found to be 

potentially affected by the alleged 

deficient practice. In-servicing 

reviewing the Infection Control 

Policy, best hand washing 

practices and dressing change 

protocol will be completed by 

October 18, 2013 with a 

minimum of ninety percent of  
licensed staff being in-serviced. 

LABORATORY DIRECTOR'S OR PR VIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 
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Any deficiency statement ending with an asterisk (") denotes a deficiency which the institution may be excused from correcting providing it is determined that 
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 
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F 441 Continued From page 1 
(c) Linens 
Personnel must handle, store, process and 
transport linens so as to prevent the spread of 
infection. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation and staff interview during 
dressing change of a Stage 3 pressure ulceration, 
the facility failed to follow proper infection control 
techniques for 1 of 3 residents (Resident #2). 

Per observation at 1:30 PM, the LPN removed a 
dressing from Resident #2 left hip wound. S/he 
then proceeded to cleanse the wound with wound 
cleanser, apply the Stimulen powder and the 
foam Tegaderm dressing, all without changing 
gloves. 	This was confirmed by the LPN after 
completion of the treatment and s/he confirmed 
that s/he was nervous and knew s/he should 
have changed her gloves and sanitized her hands 
prior to cleaning the wound and applying the new 
dressing. 

F 441 

A random audit will be conducted 

monthly for the next three 

months by the DNS or designee of 

three dressing changes observing 

proper infection control practices 

are being followed. The result of 

the audit will be reported by the 

DNS or designee to the CQI  
committee. The CQI committee 

will evaluate the data and act on 

the information as indicated. 
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