
~YERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING
DIvision of Licensing and Protection
103 South Main Street, Ladd Hall

Wat~rbury, VT 05671-2306
http://www .dail. vermont.gov
VoicelTTY (802) 241-2345

To Report Adult'Abuse: (800) 564-1612
Fax (802) 241-2358

July 27, 2011

Maureen Bertrand, Administrator
Woodridge Nursing Home
P.O. Box 550
Barre, VT 05641

Provider #: 475045

Dear Mrs. Bertrand:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on June
22,2011.

Follow-up may occur to verify that substantial compliance has been achieved and
maintained.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

PC:ne

Enclosure
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Licensing and Protection

Blind and Visually Impaired
Vocational Rehabilitation
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Monitoring: Dining audits will be conducted
three times a week for two weeks then weekly
thereafter to ensure compliance with the plan_
A monthly report will be submitted to the
QA/QI Committee for three months, then
quarterly x's 3 until 100% compliance is noted.
(See attached audits) This will be monitored
and reported by the DNS/designee_

F-241
Corrective Action: Residents # 133, #39,
#135 & #16 received their meals and did
not suffer any negative outcomes due to
noted disorganization on 6/20/11.

Other Residents: All residents are at risk.

Systemic Changes: A seating plan will be
established. Meal trays will be delivered based
on this seating plan to ensure residents sitting
at the same table are served at the same time_
Seating plan will be adjusted as necessary.
Staff education will be conducted on the
seating pla.n and tray delivery by the SDC .
DNS responsible.

Completion Date: 8/8/11.

Please note that Woodridge Nursing Home has
achieved compliance with all the requirements
as of the completion date specified in the Plan
of Correction the deficiency stated.
Woodridge requests that this plan of correction
serve as its allegation of compliance with all
requirements. Please note that the filing of this
plan of correction does not constitute any
admission as to any of the alleged violations
set forth in this Statement of Deficiency. The
POC is being filed as evidence of the Home's
continued compliance with all applicable laws.

F 241

F 000

This REQUIREMENT is not met as evtdenced
by:
Based on observation and interview, the facility
failed to maintain an environment for 4 of 9
residents that maintains or enhances each
resident's dignity. (Residents #133, #39, #135
and #16) The findings are:

t:--Per observation, Resident's #133, #39, #135
and #16 were observed in the small dining room
on Maplewood and in the circle area outside the
small dining room on Maplewood without
receiving their lunch trays for more than 45
minutes while other residents in those areas
. received and were eating their lunch. Lunch trays
arrived in the small dining room at 12:06 PM.
Resident #133 was sitting at the table with
another resident, who received 'their lunch tray at
12:09 PM, while Resident #133 was not served
his/her lunch tray until 12:50 PM. At 12:17 PM,
Residents #39, #135 and #16 were removed from
the small dining room and placed into the circle I
directly outside of the small dining room. On ;

The facility must promote care for residents in a
manner and in an environment :that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

The Division of Licensing and Protection
conducted an unannounced onsite annual
recertification survey from 6/20/11 to 6/22/11. The
following regulatory deficiencies resulted from the
recertification survey:

F 241 483.15(a) DIGNITY AND RESPECT OF
SS=D INDIVIDUALITY

FOOD INITIAL COMMENTS

Any statement ending wlh an asterisk (» denotes a deficiency which the institution a be excuse from correoting providing it is determined that
other safeguards provld~ sufflclenl protection to the patients. (See instructions.) Except for nu s g homes, the findings stated above are dlsclosable 90 days
fpllowlng the dale of survey whether or not a plan of correction is provided. For nursing homes, the above findings FInd plans of correction are di••elosa\:>le 14
days following the date these documents are made available to the facility. If deficiencies are clled, an approved plan of correction 15 requisite to continued
program participation.
_.-_ ..._._-- ._- .-_ ....._---_ .._ .._ .._-_._.- ..__ ...._-_. __ ._--_.__ ._-- -- _ ..._._ ...
FORM CMS.251'l7(02.ae) Previous Versions Obsolete EvenIIO:48Z,11

---------------_ .. _ .
Facility 10: 416046 If continuation sheet Page 1 of 7



JUL-07-2011 THU 02:15 PM LICENSING AND PROTECTION FAX NO, 8022412358 P. 04

PRINTED: 07/07/2011
FORM APPROVED

OMB NO 0938-0391
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF PI:FICIt.;NCII:S (Xl) PROVIPERISl,JPPl.l!=R/Cl.IA (X2) MLJLTIPLE CONSTRUCTION (X3) DATE SURVt:Y
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPI..l:T!=P

A.I3UILDING

475045 a.WING 06/22/2011

NAME OF PROVIDER OR SUPPl.IER STREI:T ADDRl':.SS, CITY, STATE, ZIP COOt.;

WOODRIDGE NURSING HOME
P.O. BOX 550
BARRE, VT 05641

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX (EAC,~ DEfiCIENCY MUST BE PRECEDED BY FULL PRI:FIX (EACH CORRECTIVE ACTION SHOUl.D S!= COMPLETION

TAG RI;GULATORY OR I.SC IDENTIFYING INFORMATION) TAG CROSS-REFER!=NCEO TO THe APPROPRIATE DillE
DEFICll;NCYl

F 241 Continued From page 1 F 241
,6/20/11 at 12:17 PM, an Licensed Nursing ;

I Assistant (LNA) in the dining room was
interviewed and indicated that tl,e reason that the
residents were removed from t~le dining room into
the circle was because their lunch trays had not
arrived yet. It was opserved at 12:17 PM that
there were residents in the circle that had lunch
trays in front of them and they were eating.

During an interview on 6/20/11 at 12:41 PM, the
Nurse Manager indicated that Residents #133,
#39 , #135 and #16 were to be participating in a
specialized dining program starting 6/20/11, butI through lack of communication with floor staff and
dietary, the trays were never ordered for
Residents #39, #135 and #16, It was observed i
that the lunch trays for residents #135, #39 and
#16 were ordered by an LNA at 12:45 PM. The
trays arrived and served to resident #135, #39
and #16 at 1:00 PM.

On 6/20/11 at 12;55 PM the Dir,ector of Nursing
Services was interviewed and ijldicated it wasI facility policy that residents at a table should be
served their meals at the same time and that no
: resident should be at a table without a meal tray
when other residents had received and were
eating their meals.

F 253 483.15(h)(2) HOUSEKEEPING & F 253
SS=D MAINTENANCE SERVICES

,
The facility must provide housekeeping and I
maintenance services necessa.ry to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by:

FORM CMS-25137(02-99) previous Versions ObsOlel/l t::vl!lnIID: 49Z111 Facility IP; 475045 If continuation sheet Page 2 of 7
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F 253 \ Continued From pClge2 F 253 F-253

Based on observations and confirmed through Corrective Action:

staff interview, the facility failed to assure that all All radiators end covers in patient care areas

resident areas were maintained in a sanitary and
and patient bedrooms have been screwed in

comfortable manner. Findings include:
place to avoid displacement.
The shower floor has been cleaned and any

During the initial tour of the physical environment
loose particles have been swept.

II on the morning of 06120/11, the following Room #229 sheet- rock has been repaired and
observations were made: all dust has been removed.

a. On Maple Grove unit, in the shower room and Other Residents: All residents are at risk.
the community bathroom which is used by the
residents, end caps on the floor radiators were Systemic Changes:
missing, exposing sharp edges. In addition, the Each housekeeper is to audit their assigned
shower room floor had severaillisible dried stains rooms weekly and request necessary repairs in
and dirt particles around the edges of the floor. the maintenance log located at the nurses

station. Logs will be reviewed twice a day by
b. There was crumbled paint and/or loss of sheet , plant facility staff. (See attachments.)
rocK, exposing the wClIlnext to the bed in room All staff have been educated in use of the

. 229 and sheet rock dust was noted on the base Maintenance Request Logs.

cove directly below this area.
Monitoring:

Per observation with the Maintenance Director on Housekeeper Audits and Repair Requests will

06/22/11 at 2:15 PM, the above missing shower be reviewed by the ;

and bathroom end caps and the dirty shower floor Plant! FacilitylBuildings/Grounds Manager.

on Maple Grove unit, as well as the walll floor
He will report at the monthly QAlQI
Committee the results of the audits monthly

sheet rock dust in room 229 was confirmed. x's 3 then quarterly until 100% compliance has
F 282 483.20(k)(3)(ii) SERVICES BY QUALIFIED F 282 been achieved. This will be monitored by the
SS=D PERSONS/PER CARE PLAN Plant Facility Manger.

The services provided or arranged by the facility Completion Date: 8/8/1 I.
must be provided by qualified persons in

f85?J PoL ~\cl ~\ 2-\\\\accordance with each resident's written plan of
care. ~.e\U"U'V\W\~ \ ~

This REQUIREMENT is not met as evidenced
by:

I Based on staff interview, opservation and

fORM CMS.;1567[02.99) Previous Verslo(1s Obsolete "'vent 10; 48Z 111 Facility ID: "175046 If continuation sheat Page 3 of 7
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F 282 \ Continued From page 3
; medical record review, the facilIty failed to
implement the care plan for 1 of 42 residents in
the sample (Resident #62). The findings include:

.
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F 282 F-282
Corrective Action:
Care Plan for resident #62 has been
implemented in reference to protective sleeves,
skin assessments and ROM. No negative
outcomes have resulted.

SIREET ADDRESS, CITY, STATE, ZIP COPE
P.O. BOX 550

BARRE, VT 05641
ID ,.
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TAG
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I

SUMMARY STATI;ME:NT OF Ol:F1GlENCIES
(EACH DEFICIENCY MUST BE PRECEOE:D fly FULL
REGUI-ATORY OR LSC IDENTIFYING INFORMATION)
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1, Based on record review, observation and
. confirmed through interview, Resident #62 did not
receive treatment and services :according to the
written plan of care. Per recorcl review on
06/21/11 at 4:30 PM, the following was noted:

a) the resident care plan for skin integrity stated
: "gerri gloves on every day (qd) off in PM, assess
and document status of skin based on risk
category".
b) the Braden Scale Assessment dated 04/08/11
and on 06/22/11 noted resident as "High Risk"
for skin issues. ;
c) per review Of the TreatmentiAdministration
Record (TAR), nursing staff are to assess the
resident's skin weekly.
d) per review of the Licensed Nursing Assistant
(LNA) Care Plan, directed slaff:to apply bi-Iateral
"gerri" [protective] sleeves to the residents arm
~veryg~y/off at night .
e) Per the Restorative Care Plan List developed
on 5/11/10 to address mobility issues, "
interventions -resident will have passive ROM
[range of motion] to left hand B:I.D. [twice a day]"

I iI Per observation for two days of survey on '
06/21/11 at 9:53 AM and on 06/22/11 at 9:00 AM
and 12:00 PM, Resident #62 wore a protective
'sleeve' on the left arm only and no protective
steeve on the right arm. This was confirmed

I through interview with nursing and LNA staff on
I 06/22/11 at 11:45 AM. Per reI/jew of the TAR,
1 the weekly skin checks were not documented as
i

Other Residents: All residents are at risk .

. ..,~

If continuation sht;lel Page 4 of 7

I
I

Fatlllly ID: 476045

Completion Date: 8/8/1 I

Systemic Changes:
All protective sleeves and skin assessments
have been placed on the TAR indicating that
the professional nurse is responsible for
implementation and documentation of
completion of the treatment.
Education will be conducted regarding ROM.
Care Plan revision will demonstrate the
restorative treatment, the number or repetitions
to the joint if the treatment includes ROM and
how often the treatment is to be conducted.
(See attached flow sheet.)

Monitoring:
, DNS or designee will perform monthly audits
ofrestorative flow sheets and TAR's to ensure
that all treatm ents and assessments are
completed as indicated. The results will be
reported monthly x's 3 and then quarterly at
the monthly QAlQI committee meeting.
Reporting will be continuous until 100%
, compliance is demonstrated through the audits.

EvenllD: IHlZ111FORM CMS.2567(02.11Q) Previous V"rsions Ob50lale
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The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

,

F 282 \ Continued From page 4 .
. being assessed on 06/5/11, 06/12/11 & 06/19/11.
Per review of documentation, the ADL (Activities
of Daily Living) Data Report shows the resident
received 1- 15 minutes of range of motion for 20
out of 31 days for the past 1 month period. There
was no indication if this was PROM (Passive
range of motion) nor the reason why it was not
consistently performed. This'was confirmed by
the staff nurse and charge nurse at 12 noOn on
06/22/11. Per interview on 06/21/11 at 9:20 AM 2
LNA staff stated ~ "sometimes we move the legs
when we can and the wrist but it depends on Ithe
resident's] mood".
Per interview on 06/22/11 at 2:45 PM, the Unit
Manager confirmed the treatment and services
were not implemented as care planned.

F 323 483.25(h) FREE OF ACCIDENi
SS"D. HAZARDS/SUPERVISION/DEYICES

PIG)
COMP~ETlON

DATE

STREET ADDRESS, CITY, STATE, ZIP CODE
P.O. BOX 550
BARRE, VT 05641

PROVIDER'S P\...AJIl OF CORRECTION
(EACH CORRI;CTIVE ACTION SHOUlD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

F-323
Corrective Action:
As noted the admission fall assessment was
completed, the resident did not have any
negative outcomes as a result of the untimely
assessment. Resident was discharged home on
June 23, 2011.

Other Residents: All residents are at risk.

F 323 Systemic Changes:
As per policy the Fall Risk Assessment will be
completed within 24-48 hours of admission by
the professional nurse. Should a resident be
determined at risk for falls, an interim care
plan will be initiated and falls protocol will be
followed.
Education will be conducted by the SDC to
include protocol on the fall management
policy.

F 282
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PREFIX
TAG
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Monitoring:
DNS or designee will perform monthly audits
on all fall assessments demonstrating
completion as indicated. Audits will also be
conducted on all falling star flow sheets for
completion. The results will be reported
monthly x's 3 and then quarterly at the I
monthly QA/QI committee meeting.
Reporting will be continuous until 100%
compliance is demonstrated through the audits.

This REQUIREMENT is not met as evidenced
by:
Based on staff interview and record review, the

, facility failed to ensure each resident receives
adequate supervision and/or assistance devices
to prevent an avoidable accident for 1 of 10
Residents in the applicable sample. (Resident
#234) Findings include:

I
Completion Date: 8/8/11

\

FORM CMS.2567(Q2-!I!1) PreviOus Versions Obsolete ~vanIID: 462:111 Facility ID: 475045 . If continuation shl:let Pilge 5 of 7
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F 323 Continued From page 5
Per record review, Resident #234 was admitted
to the facility on 5/24/11 status post a fractured
hip sustained from a fall at home. Nurse's notes
indicated that on 5/26/11 at 1650 (4:50 PM)
Resident #234 was "found on floor in room".
Review of the facility Fall Risk Assessment and
Fall Management policy indicates that a resident
will "be assessed for fall risk on admission, and

'I that specific interventions to manage falls and or
reduce the resident's risk for falls will be identified
on the Care Plan." The Unit Manager (UM)
confirmed on 6/22/11 at 1:00 PM that the Fall
Risk Assessment had not been done on
admission, and that it was completed on 5/27/11.

i Review of the Fall Reduction Plan policy indicated
that the UM in collaboration with staff identify
residents considered "high risk, for falls" including
residents with one or more falls per month and all
new admissions, and initiate the falling star
program which observed the following per the
falling star monitoring tool: chair/bed position, call
, light, shoes, alarm, bathroom, and room free of
clutter, with every 30 minute checks over a 24
hour period for 30 days.

; In interview with the UM on 6/22/11, the UM
reviewed Resident #234'5 monitoring tool and
confirmed that the monitoring had only been
completed on the night shift oli 6/16/11, 6/17/11,
and 6/19/11 and once on the day shift on 6/16/11.
The UM also confirmed that the un-dated
Licensed Nursing Assistant Care Plan was the
facilities "interim care plan" for;the period
between admission and development of a
comprehensive care plan, and that it did not
address Resident #234's specific riSKS of falls,
goals and resident specific interventions to
I manage falls and reduce the resident's potential

F 323

I
FORM CMS-25137(02-88) Previous Ven;jons Opsol(J!e EvenllO: 4(JZ 111 Facilny ID: 475045 If continuation "heet Page 6 of 7
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F 323 Continued From page 6
for injury on admission.

F 323

t
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MAINTENANCE REPAIR
PROGRAM

Policy /Procedure

Policy:
Woodridge Nursing Home will ensure proper
working order of all equipment and for resident
safety purposes and maintain dignity by
reviewing patient care areas looking at damage
to walls, fixtures, electric cording, etc.

Procedure:
1. If a safety/repair issue is identified on
any piece of equipment, wall damage or
any thing that is questionable the
equipment will be removed
immediately from use and labeled as
"broken do not use". A maintenance
request will be initiated.

2. Building Service employee will check
maintenance repair logs on each unit
and department daily, 7 days a week.
Any repair issues related to safety must
be addressed within 24 hours.

3. Once a repair has been completed the
repair will be noted as completed in the
log book and the original request will be
kept on file by the Building Service
Manager's office.

REQUISITION LOG BOOK
FOR REPAIRS

6/011



Weekly Houskeeper Rounds
Unit
Hall #

Date Rounds Begun:
Employee Signature:

,
Wall Gouges Frayed/BrokenlTorn Electric Cords Heater Covers missing/unattached

Room Number

i

Shower Room:
Date cleaned
Day Room:
Date cleaned
Public Toilet:
Date cleaned 6/28/11



Dining Audit Tool
Date: Meal:----- -----

Unit Staff Conducting the Audit _
Number of Staff assisting in feeding: _

Quality Factor YeslNo Comments

Are residents prepared to
eat?
Is there a med care present
in the dining area?
Is the meal served within 30
minutes of delivery?
Is the sound level
comfortable?
Are residents properly
positioned?
Are tables/over the bed
tables at the appropriate
height?
Are residents in the same
room or same table served
at the same time?
Are residents assisted with
eating as indicated on their
total care plan?
Are residents complaining
about:
• Food Temperature
• Food Taste
• Food Quality
• Food Appearance

Are staff monitoring and
encouraging intake of food
and fluids?
If food or fluids were
refused, did staff determine
the reason? If so were
substitutes offered?
Have substitute foods been
offered timely?
Did substitute food
delivered timely?
Are staff members sitting
while assisting/feeding
residents as necessary?
Comments:
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