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DEPARTMENT OF HUMAN SERVICES

app 1 0701

Mr. Chad E. Mondorff
Executive Director
Albright Care Services
1700 Normandie Drive
York, Pennsylvania 17408

RE: Normandie Ridge
Certificate #: 351320

Dear Mr. Mondorft:

As a result of the Department’'s Bureau of Human Services Licensing annual
inspection on January 14, 2019 of the above facility, the violations with 55 Pa.Code Ch.
2600 (relating to Personal Care Homes) specified on the enclosed violation report were
found.

All citations specified on the enclosed violation report must be corrected by the
dates specified on the violation report and continued compliance with 55 Pa.Code Ch.
2600 must be maintained.

In an effort to improve our licensing processes, the Bureau of Human Services
Licensing is soliciting feedback about your recent human services licensing inspection
experience. To participate in the online provider survey, launch your web browser and
go to hitps://www.surveymonkey.com/r/BHSL Inspection.

The survey is brief and will only take about 5 minutes to complete. Your
participation in the survey is completely voluntary and all of your responses will be kept
confidential. The responses will be reviewed as part of an aggregate of provider
inspection responses. Thank you in advance for providing feedback.

Sincerely,

Enclosure
Violation Report

Bureau of Human Services Licensing
625 Forster Street, Room 631 | Harrisburg, PA 17105 | 717.783.3670 | F 717.783.5662 | www.dpw.pa.gov



VIOLATION REPORT
PERSONAL CARE HOWES - 55 Pa.Code Chapter 2600 Page 10f 6

PCH Name: NORMANDIE RIDGE

Address: 1700 NORMANDIE DRIVE, YORK, PA 17408 County: York
Region: CENTRAL

Licansa Numbar: 35132

Administrater; NANCY POSEY

Legal Enfity Mame: ALBRIGHT CARE S8ERVICES

Legal Entity Address: 1700 NORMANDIE DRIVE, YORK, PA 17408

Certificate{z) of Occupancy

-2

04/05/2010

West Manchester Township
Staffing Hours

Resident Support: 0 Total Dafly Staft: 42 Waking Btaff: 32
Notice: Unannounced

Type of inspection: Full BHA Dockat Number:

Reasan(s) for Inspection{s}
Renewal

On-Site Inspections Datss and Department Representatives On-Site
01/14r2018: OPake, Hope; Springs, israel

Off-Site Inspection Dates and inspectors, if Applicable

Rec'd
2/711¢g

Other Detalls
Partial or Full Triggers: Random Indicators:
Resident Demographic Data as of Inspection Dates
Licensed Capasity: 65 humber of Resldents who!
Humbar of Residends Served: 25 Rzseive Bupplemental Securily income: U
Sesured Dementla Care Unit iv Home: Yes Are &0 Years of Age or Older: 25
Area: Memory Support Have Mental lliness: O
Becured Dementia Unit Capacity, f Applicable: 18 Have an Intellactual Disabliy: O
Humber of Residents Barved in Secured Dementia Care Unit, Have a Mobiiity Heed: 17
if mpplicable: 16
Have @ Physical Disability: O
Humber of Current Hospice Residents; 1
Number of Hospice Residents in past year: 2

k’VL’M«JI /‘%ﬂ—uf Arg  J-77-2019
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Viclztion Heport: 35132 - 0171472018 - OPake, Hope
PCH Namea: NORMANDIE RIDGE

1. REGULATION 55 Pa.Code §2600
2600.26(a) - The home shall establish and implemant a quality management plan.

2a. DESCRIPTION OF VIOLATION
The horne has not conducted a guality management review since 2016,

3. PLAN OF CORRECTION {(POC) (Aitach pages iy necessary. Remember that you must sign and date any atiached pages.)
Inciude steps lo correct the viclatien described above and sfeps fo prevent a similer violation from cecuring again. If steps cennot ba completed
immedialely, intlude dates by which the steps will be complated.

1. A Quality management tracking tool was designed and implemented immediately.

this tool covers (1)Reportable incidents and conditions reporting procedure. (2)Complaint
procedures.(3) Staff person training (4) Licensing violations and plans of correction, if
applicable (5) Resident or family councils, or both if applicable. This viclation did not cause

harm to any Resident.

2. A Quality Management review will be held quaterly and requird areas will be reported on
as well as address other areas that are identified through the Quality Management tracking

tool, periodic reviews and evaluations.

3. The Personal Care Administrator will be responsible for ensuring that all Quality
Management areas will be reviewed monthly. Using the Quality management tool the PCHA
will make a written report monthly and present it quarterly at the Facilities RSQA Meeting.

Repeat Viclation: No Date(s] of Previous Violatlon(s):

Bignature af Legal Entity Representative
{Ranuired on EVERY Pape w f%m}

Printed Name and Title of Legal Entity Rep tiva | '
ﬁ %Hf? Date 3 ~-TT1-20/9

{Required on EVERY Page)

DEPARTRIENT USE ONLY - HOMES BAY NOT WRITE BELOW THIS LINE!

The above plan of correction is approved asof 37113 Plan of correction implementation status as of  3/7/1g
(Date) {Date)

D Fully Implemented
Q Partially Implemented - Adequate Progress

The above plan of correction was approved by GE D Partially Implemeanted - Inadequate Progress
initials
{ ) [T Notimplemented
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Violation Report 35132 - 01/14/2018 - OPake, Hope
PCH Name: NORMANDIE RIDGE

1. REGULATION 55 Pa.Code §2600
2B00.96(a) - The home shall have a first aid kit that includes nonporous disposable gloves, antiseptic, adhesive bandagss,

gauze pads, thermometer, adhesive tape, scissors, breathing shield, eye coverings and tweezers.

2a. DESCRIPTION OF VIOLATION
The first aid kit in the medication room does not include scissors and tweezers.

3. FLAN OF CORRECTION {(FOC) (Aftach pages ns necessary. Remember that you must sign and date any attached pages.)
Include staps to corract the viclation descrilied above and sleps lo prevent a similar violalion from occurring 2gain. If sleps cannot be complatad
fmmedistely, include dales by which the steps will be complated.

1. Tweezers were obtained and placed into the first aid kit immediately. This violation did not
cause harm to any Resident.

2. Both Memory Care and Personal Care First Aid kits have been secured with breakable seals.
These First Aid kits will be checked daily to ensure that the breakable seal is still intact. A montly
audit will be done by the LPN Nurse Manager on the contents of the First Aid Kit.

3. The Personal Care Administrator and the LPN Nurse Manager will ensure that the daily checks
are being completed as well as the monthly audits jof the content of both First Aid Kits. Review/
audits will be brought to the Quality Management for review and additional recommendations.

Repeat Viclation: No Rateis) of Previcus Violati on{s}:

Sigrature of Lagal Entity Represeniative M /0 _

::equlmd on EVERY Page) d c,::! | QQ,L{:{

;aﬁﬂﬁ@%ﬂgg{m E"mﬁiff tef Foses H s Date ) -7-72n1q

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above pian of correction is approved as of w%m Plan of comection implementation status as of  3/7/19
x| Fully Implemented o
D Partially implemented - Adequate Progress

The above plan of comrection was approved by Ggﬂ _ [:] Partiatly mplemented - Inadequate Progress

(inftete) [] Not implemented
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Viclation Report: 35132 - 01/14/2019 - GPake, Hope
PCH Name: NORMANDIE RIDGE

1. REGULATION 55 Pu.Code §2600
2600.141(b){1} - A resident shali have a medical evaluation at least annually.

22, DESCRIPTION OF VIGLATION
Resident #1's last medical evatuation was completed on August 15, 2018, The previous medical evalualion was on May 26, 2017,

3. PLAN OF CORRECTION {POGC) (Attach pages a3 necessary. Remember that you must sign and dale any sftached pages.)

Inciude sleps to correct the viclation descrbed abuve and sfeps fo prevent a simiar viclatfon from occurring again. i sleps cannc!t ba complated
immediately, include dales by which the steps will be complated.

1. The Personal Care Administrator and LPN Nurse Manager reviewed all DME's immediately to
ensure that all were in date compliance. This violation did not cause harm to any Resident.

2. The LPN Nurse Manager wil] ensure a scheduled is set up 60 days in advance of the DME date
and appoeintments will be scheudled within 30 days of the DME's due date.

3.The Personal Care Administrator will audit the DME's monthly to ensue that all are completed
within the regulated time frame. Reviews/audits will be brought to Quality Management for review

and additional recommendations.

Repeat Viclation: No Dats(s) of Previous Viclation{s):

Signature of Legai Entily Representati
{Reaulred on EVERY Pagel : v WLQO’I u,(; pga_ﬁ;:_{

{Reguired on EVERY Paze

Printed Name and Titie of Legal Entlty r?eéﬁeghw% &‘j y Pae )~ 7~20/(9

DEPARTMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS LINE!

The above plan of comrection is appreved as of  __3/7/18 Plan of corection implementation status as of  3;7/1g
(bete) GO

D Fully Implemernted
Partially Implemented - Adeguate Progress

. The above plan of correction was approved by GE D Partially implemented - inadequate Progress

{Inilials}
Naot implemented
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Violation Report: 35132 - G1/14/2019 - OFake, Hope
PCH MName: NORMANDIE RIDGE

1. REGULATION &5 Pa.Code §2800
2600.224{a) - A determination shall be made within 30 days prior to admission and decumented on the Department's
preadrnission screening fonm that the needs of the resident can be met by the services provided by the home,

2a. DESCRIPTION OF VIOLATION
There is no pre-admission screening for Resident #2,

3. PLAN OF CORRECTION {POC) (Attech pages as necessary, Remember that you must sign and datz any attached pages)
frchiely stops To corrsct the vivlation desoribed above and steps fo provent a similar viclalion from ecocurming agein. I steps cannof be completad
immedialely, indlude dales by which the sfops will be complaiad.

1. For Resident #2 due to the preadmission screening completion time frame, Nothing could have
tbeen done to correct this. This violation did not cause harm to the Resident.

2. The Personal Care Administrator and LPN Nurse Manger audited all Residents charts in
Memory Care and Personal Care to ensure all Resident's had preadmission screening completed
in the regulated time frame. All charts were found to have preadmission screening done within

the 30 day time frame.

3. The Personal Care Administrator and LPN Nurse Manager will audit the admission paperwork
during the admission process to ensure that all documents are completed within the regulated
time frame. Reviews/audiis will be brought to Quality Management for review and additional

recommendations.
Repeat Violation: No i}s&e{Q of Previous \ﬂo!at!on{s).:
e sverreace . Vlamey faey |
e e S oy e
] DEPARTMENT USE Oi.sli..Y - HOMES MAY NOT WRITE BELOW THIS LINE!
The above plan of correction is approved as of % Plan of comection Implementation status as of 3/(7’{,}'; tgg}

Fully Implemented
Partially Implemented - Adequate Progress

The abova plan of correction was approved by GE Partially Implemented - Inadequate Progress

(Inifials)

COOE

Not implemented
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Violation Repeort: 35132 - 01/14/2019 - CPake, Hope
PCH Mame: NORMANDIE RIDGE

1. REGULATION &5 Pa.Code §2800

2600.225{(c}) - The resident shall have additiona! assessments as follows:
{1} Annuaily.
{2} Ifihe condition of the resident significantly changes prior to the annual assessment.
(3} Atthe reques! of the Department upon cause fo believe that an update is required.

2a. DESCRIPTION OF VIDLATION
Resident #1 had an assessmeni compleled on June 3, 2016, The next assessment was completed on June 20, 2017,

3. PLAN OF CORRECTION {(POC) (Attach pages ns necessary. Remember that you must yign and date any sttached pages.)

{nciuds slaps lo correct the violation described above and steps fo prevent o similar vicletion from occurring again. If steps cannot be completed
immedislely, includa dates by which the sieps wiil be completed.

1. The LPN Nurse Manager audited all Resident's RASPs to ensure they were
completed within the regulated time frame. All RASPs were completed within
the regulated time frame. This violation did not cause harm to the Resident

2. The LPN Nurse Manager set up a written schedule to ensure that the RASPs are
completed within the regulated time frame.

3. The LPN Nurse Manager and will maintain the annual RASP schedule. The
Personal Care Administrator will audit the RASPs to ensure the RASPs are compiletes
annually within the regulated time frame. Reviews/audits will be brought to Quality
Management fro review and additional recommendations.

Repeat Viciation: No Qét‘:é{s} of Previous V}oisﬂon{s):

Signature of Legal Entity Representative :
{Required on EVERY Pags! \)/Léfnuj i%dr«'—{

Printed Name and Title of L egal Entity Representative
{Regulred on EVERY Page} [s¥s! C.L}{ ]acuj,&?) ‘-ﬁ"/

Date ) -7-2A019

DEPARTHMENT USE ONLY - HOMES MAY NOT WRITE BELOW THIS L!NE!

The abovs plan of correction is approved as of /719 ([[3219) Pian of correction implementation status as of
é%a%ej
Fully Implemented

Partially Implemented - Adequate Progress

The above plan of correction was approved by Partially Implemented - Inadequate Prograss

{Initials)

o -

OO

Not implemented




