7~ VERMONT

AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection

HC2 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) 564-1612

February 24, 2020

Treny Burgess, Director
Caledonia Home Health Care
161 Sherman Drive

Saint Johnsbury, VT 05819
Provider ID #:471502

Dear Ms. Burgess:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on January 15,
2020.

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

Sincerely,

\_.&Ki{:sz»ww? %@%/
L2

Suzanne Leavitt, RN, MS
State Survey Agency Director
Assistant Division Director

Enclosure
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that the Registered Nurse (RN) made
supervisory visits. On 1/13/2020 at 2:41 PM, the
Hospice Director confirmed that there were no
RN supervisory visits.

2. Patient #2 had an order for Home Health Aide-
(HHA) visits 6 times a week and skilled Nursing
visits 1 time a week. HHA visits were conducted
as ordered. In a review of supervision visits an
RN faited to perform supervisions between
11/8/2019 and 12/20/2019. The missing
supervision visits were confirmed by a Clinical
Coordinator/Supervisor on 1/14/2020 at 2:50 PM.

3. Patient #3 had an order for daily HHA visits
every day and skilled nursing visits 1 time a
week HHA visits were conducted as ordered.. In
a review of supervision visits an RN failed to
perform supervision visits between 10/30/19 and
12/4/19. The missing supervision visits were
confirmed by a Clinical Coordinator/Supervision
on 1/14/2020 at 2:50 PM.
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