
~YERMONT
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) 241-2345

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

December 13, 2011

Joel Stephens, Administrator
Caledonia Home Health Care
161 Sherman Drive
SaintJohnsbury, VT 05819-1146

Provider ID #:477010

Dear Mr. Stephens:

Enclosed is a copy of your acceptable plans of correction for the survey and complaint investigation
conducted on November 15, 2011.

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

Sincerely,

Pamela M. Cota, RN
Licensing Chief
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An unanr)ounced onsite complaint investigation
was conducted by the Division bf Licensing and
Protection on 10/31/11, and completed on .
11/15/11, The following Federal Home Health
Regulations violation was identified as a result.
484.36(d)(3) SUPERVISION

i
I

I

i
'If home health aide services are provided to a . !
patient who is not receiving skilled nursing care, I

physical or occupational therapy or I'

speech-language pathology services; the
registered nurse must make a supervisory visit to !
the patient's home no less frequently than every ;
62 days. In these cases. to ensure that the aide
is properly caring for the patient, each supervisQry ,
visit must occur while the home health aide is ..
providing patient care.

Per record review on 10/31/11, Client #1 was
receiving Home Health Aide services in
December 2Q10, and at thattime was not on
skilled services. Per review of the RN supervisory
visits required every pO days, there were gaps
between these visits that exceeded this
timefrl'lme. From the supervisory Visit done on
1/4/11 to the next Doe on 3/30/11 is a period cif 83
days. The neXt supervisory visit was completed
71 days later on 6/911'1. The following supervisory
visit date was on 8/11/11, 63 days after.the
previous one. Per interview by telephone on

This STANDARD is not met as evidenced by:
Based on record review and staff interview, the.
agency failed to assure that supervision of Home
Health Aides was conducted with. the frequency
required by regulation. Findings include:

G 230

GOOO INITIAL COMMENTS

Any deficiency statement ending with an a t risk (*) denotes a deficiency which the institution may be excused from correcti
other safeguards provide sufficient protect to the patients. (See instructions.) Except for I1l,lfsing homes, the findingt; state above are disclosable 90 days
following the'date of survey whether or not a plan of correction is provided. For nursing homes, the abo"e findings and plans of correction are disclosable 14
days fullowing the date these docl,lrnants are made available to the faCility, If deficiencies are Cited, an approved plan of <;;OlTectionis requisite to continued
program participation.
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11/1/11 at 4: 18 PM, the RN in charge of the
supervisory visits for the home health aides.
c.onfirmed that these visits were longer than 60
days apart.
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