
VERMONT 	
AGENCY OF HUMAN SERVICES 

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING 

Division of Licensing and Protection  
HC 2 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 

April 12, 2019 

Mr. Vincent Jewell, Manager 
Ascutney House 
Po Box 250 
Ascutney, VT 05030-0250 

Dear Mr. Jewell: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on March 
26, 2019. 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 

Disability and Aging Services 	 Blind and Visually Imparied 
Licensing and Protection 	 Vocational Rehabilitation 
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R100 Initial Comments: 

An unannounced on-site complaint investigation 
was conducted by the Division of Licensing and 
Protection on 3/26/19. There was a regulatory 
violation cited. 

R200 V. RESIDENT CARE AND HOME SERVICES 
SS=D 

5.15 Policies and Procedures 

Each home must have written policies and 
procedures that govern all services provided by 
the home. A copy shall be available at the home 
for review upon request. 

by:

, Based on staff interview and record review, the 
facility failed to have written policies surrounding 
notifications of physicians and family when an 
incident occurs and assessing residents falling a! 
fall. Findings include: 

Resident #1 sustained a fall on 2/11/19, the 
unlicensed staff that were on duty did not notify 
the Registered Nurse (RN) of the fall until after 
assessing the resident and making an 
assumption that there were no injuries. There is 
no evidence that the family nor the physician 
were notified of the fall until 2/12/19. 	Per 
interview with the owner/manager on 3/26/19 at 
12:24 PM, it is the expectation that family and the 
physician are to be notified of falls. S/he further

1 confirmed that there is no written policy regarding 
notification following a fall and stated there should 
be. The owner also stated that there is no written 
policy that states a resident is to be assessed by 
an RN following a fall but indicated that it is a 
protocol that the staff are expected to contact the 
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RN for an assessment. 
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