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MAILING DATE: July 10, 2019 

 
Ms. Sandy Motchar 
Administrator        
West Haven Manor, LP       
612 North Main Street 
Butler, Pennsylvania 16001 

RE: Quality Live Services Apollo 
153 Goodview Drive 
Apollo, Pennsylvania 15613 
Certificate #: 442380 

 
Dear Ms. Motchar: 
 
 As a result of the Department’s Bureau of Human Services Licensing inspection 
on February 5, 2019, of the above facility, the citations 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. 
 
 
      Sincerely, 
 
 
 

Suzy Quinn 
Human Services Licensing Supervisor 

 
Enclosure 
Violation Report 

 
 
 
 
 
 
 

chrifoster
SUZY QUINN SIG



VIOLATION REPORT 
PERSONAL CARE HOMES - 55 Pa Code Chapter 2600 Page 1 of6 

PCH Name: QUALITY LIFE SERVICES APOLLO License Number: 44238 

Address: 153 GOODVIEW DRIVE, APOLLO, PA 15613 County: Westmoreland 

Administrator: Sandy Motchar Region: WEST 

Legal Entity Name: WEST HAVEN MANOR LP 

Legal Entity Address: 153 GOODVIEW DRIVE, APOLLO, PA 15613 

Certificate(s) of Occupancy 

C-2 LP 
06/06/2000 
Dept of L & I 

Staffing Hours 

Resident Support: 0 Total Daily Staff: 70 Waking Staff: 53 

Type of Inspection: Partial BHA Docket Number: Notice: Unannounced 

Reason(s) for lnspection(s) 

Complaint 

On-Site Inspections Dates and Department Representatives On-Site 
02/05/2019: Garvey, Jody 

Off-Site Inspection Dates and Inspectors, if Applicable 

Other Details 

Partial or Full Triggers: Random Indicators: 

Resident Demographic Data as of Inspection Dates 

Licensed Capacity: 80 Number of Residents who: 

Number of Residents Served: 46 Receive Supplemental Security Income: 2 

Secured Dementia Care Unit in Home: Yes Are 60 Years of Age or Older: 46 

Area: Blue Bell Trail, First Floor Have Mental Illness: 2 

Secured Dementia Unit Capacity, if Applicable: 0 Have an Intellectual Disabliity: 0 

Number of Residents Served in Secured Dementia Care Unit, Have a Mobility Need: 24 

if applicable: 24 
Have a Physical Disability: 80 

Number of Current Hospice Residents: 2 

Number of Hospice Residents in past year: 3 



The home's smoking policy indicates smoking hours are from 8:00 AM - 9:00 PM daily.          7/2/19

Immediately: The administrator shall educate all staff members that resident #1 is to be given his  cigarettes daily 
at 8:00 AM and he is to turn them to the Head Aide supervisor at 9:00 PM. 

7/2/19

X

7/2/19 7/2/19

suzquinn
11 8 18

suzquinn
11 8 18

suzquinn
11 8 18



Page 3 of6 
Violation Report: 44238 - 02/05/2019 - Garvey, Jody 
PCH Name: QUALITY LIFE SERVICES APOLLO 

1, REGULATION 55 Pa.Code §2600 

2600.231 (b) - A resident shall have a medical evaluation by a physician, physician's assistant or certified registered nurse 
practitioner, documented on a form provided by the Department, within 60 days prior to admission. Documentation shall 
include the resident's diagnosis of Alzheimer's disease or other dementia and the need for the resident to be served in a 
secured dementia care unit. 

2a. DESCRIPTION OF VIOLATION 
On 1/3/19, the home established a secure dementia care unit (SDCU), known as Blue Bell Trail, located on the 1st floor of the home. 
On 2/5/19, 24 residents were residing in the SDCU; however, none of the residents had a medical evaluation indicating a diagnosis of 
Alzheimer's disease or other dementia and the need for the resident to be served in a SDCU until 2/5/19, to include residents 2, 3 and 
4. Staff member A, the home's administrator, indicates the residents have resided in the SDCU since it was opened on 1 /3/19. 

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.) 
Include steps to correct the violation described above and steps to prevent a similar violation from occurring again. If steps cannot be completed 
immediately, include dates by which the steps will be completed. 

All medical evaluations indicating a diagnosis of Alzheimer's disease or dementia were completed 
on 02-05-2019. All residents were resideing in our unlocked dementia unit before installing the 
maglocks on the doors. 

Repeat Violation: No I Date(s) of Previous Violation(s): J I I 
Signature of Legal Entity Represe:7j ~-~,, 1?. Mc. 
{Reguired on EVERY Page) '-' <?: · /J t;: &'---5 

Printed Name and Title of Legal Entity Represfr.tative 
Date L/--{Reguired on EVERY Page) 5·"'-''"..Jv Jj/}o Jc/74:r '3-!'7 

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

The above plan of correction is approved as of Plan of correction implementation status as of 
(Date) (Date) 

D Fully Implemented 

D Partially Implemented - Adequate Progress 

The above plan of correction was approved by D Partially Implemented - Inadequate Progress 
(Initials) 

D Not Implemented 

Within 30 days of receipt of the plan of correction: The administrator or designated staff person shall audit all SDCU resident 
records to ensure a medical evaluation is completed, accurate and present in each resident’s record
within 60 days prior to admission.  

7/2/19

X

7/2/19 7/2/19

suzquinn
11 8 18

suzquinn
11 8 18
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Violation Report: 44238 - 02105/2019 - Garvey, Jody 
PCH Name: QUALITY LIFE SERVICES APOLLO 

1. REGULATION 55 Pa.Code §2600 

2600.231 (c) -A written cognitive preadmission screening completed in collaboration with a physician or a geriatric 
assessment team and documented on the Department's preadmission screening form shall be completed for each 
resident within 72 hours prior to admission to a secured dementia care unit. 

2a. DESCRIPTION OF VIOLATION 
On 1/3/19, the home established a SDCU, known as Blue Bell Trail, located on the 1st floor of the home. On 2/5/19, 24 residents were 
residing in the SDCU; however, none of the residents had a written cognitive prescreen completed in collaboration with a physician 
until 2/5/19, to include residents #2, #3 and #4. Staff member A, the home's administrator, indicates the residents have resided in the 
SDCU since it was opened on 1/3/19. 

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.) 
Include steps to correct the violation descn"bed above and steps to prevent a similar violation from occurring again. If steps cannot be completed 
immediately, include dates by which the steps will be completed. 

All prescreens were completed on 02-05-2019 in collaboration with their physician on 02/05/20. 

All residents were resideing in our unlocked dementia unit before installing the maglocks on 
the doors. 

Repeat Violation: No l Date(s) of Previous Violation(s):l I I 
Signature of Legal Entity Represe~~e 1 

{Reguired on EVERY Page} . ___ ~'-,,.- - I J:J<le~a0 
Printed Name and Title of Legal Entity RepresVntative 

Date</ ·s 7 (Reguired on EVERY Page) <.. • ffh .1.r L '.r 
' -~c.: ..,-

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

The above plan of correction is approved as of Plan of correction implementation status as of 
(Date) (Date) 

D Fully Implemented 

D Partially Implemented - Adequate Progress 

The above plan of correction was approved by D Partially Implemented - Inadequate Progress 
(Initials) 

D Not Implemented 

Within 30 days of receipt of the plan of correction: The administrator or designated staff person shall audit all SDCU 
resident records to ensure a written cognitive preadmission screening is completed, accurate and present in each 
resident’s record.

7/2/19

X

7/2/19 7/2/19

suzquinn
11 8 18

suzquinn
11 8 18
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Violation Report: 44238 - 02/05/2019 - Garvey, Jody 
PCH Name: QUALITY LIFE SERVICES APOLLO 

1. REGULATION 55 Pa.Code §2600 

2600.234(a) - Within 72 hours of the admission, or within 72 hours prior to the resident's admission to the secured 
dementia care unit, a support plan shall be developed, implemented and documented in the resident record. 

2a. DESCRIPTION OF VIOLATION 

On 1/3/19, the home established a SDCU, known as Blue Bell Trail, located on the 1st floor of the home. On 2/5/19, 24 residents were 
residing in the SDCU; however, none of the residents had a support plan developed, implemented and documented within 72 hours of 
admission or within 72 hours prior to admission to include residents 2, 3 and 4. Staff member A, the home's administrator, indicates 
the residents have resided in the SDCU since it was opened on 1/3/19. 

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.) 
Include steps to correct the violation described above and steps to prevent a similar violaUon from occurring again. If steps cannot be completed 
immediately, include dates by which the steps will be completed. 

All new support plans were completed by 02/18/2019. All residents resided in our dementia 
unit prior to adding the maglocks to our doors and had a current support plan. 

Repeat Violation: No I Date(s) of Previous Violation(s): I I I 
Signature of Legal Entity Representative 

/ J/"J-~:h~ {Reguired on EVERY Page) ~ .. 

Printed Name and Title of Legal Entity Representative J 
Date 1./-~ ?; .. ; c; {Reguired on EVERY Page) <;,,.,, ·~ A,, /k.k) .J ··},- J 

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

The above plan of correction is approved as of Plan of correction implementation status as of 
(Date) (Date) 

D Fully Implemented 

D Partially Implemented - Adequate Progress 

The above plan of correction was approved by D Partially Implemented - Inadequate Progress 
(Initials) 

D Not Implemented 

Within 30 days of receipt of the plan of correction: The administrator or designated staff person shall audit all SDCU resident 
records to ensure a support plan is completed, accurate and present in each resident’s record.  

7/2/19

X

7/2/19 7/2/19

suzquinn
11 8 18

suzquinn
11 8 18
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Violation Report: 44238 - 02/05/2019 - Garvey, Jody 
PCH Name: QUALITY LIFE SERVICES APOLLO 

1. REGULATION 55 Pa.Code §2600 

2600.239(a) - The legal entity shall submit a written request to the Department's personal care home regional office at 
least 60 days prior to the following: 

(1) Opening a secured care dementia unit. 
(2) Adding a secured dementia care unit to an existing home. 
(3) Increasing the maximum capacity in an existing unit. 
(4) Changing the locking system, exit doors or floor plan of an existing unit. 

2a, DESCRIPTION OF VIOLATION 
The home did not submit a written request to the Department's personal care home regional office at least 60 days prior to adding a 
secured dementia care unit to an existing home. 

On 1/3/19, the home established a SDCU, known as Blue Bell Trail, located on the 1st floor of the home. The SDCU contains 3 
emergency exits and an elevator which are secured with maglock locking systems to prevent egress. On 2/5/19 there were 24 
residents residing in the SDCU. Staff member A, the home's administrator, indicates the residents have resided in the SDCU since it 
was opened on 1/3/19. 

3. PLAN OF CORRECTION (POC) (Attach pages as necessary. Remember that you must sign and date any attached pages.) 
Include steps to correct the violation described above and steps to prevent a similar violation from occurring again. If steps cannot be completed 
immediately, include dates by which the steps will be completed. 

Due to changes in our companies personnel, we failed to submit a written request to the 
Department. All residents were residing in our unlocked dementia unit prior to adding maglocks 
to our doors. 

Our goal is to keep our residents safe and be licensed as a SOU. 

Repeat Violation: No I Date(s) of Previous Violation(s): J I I 
Signature of Legal Entity Representa!i1j, 
{Reguired on EVERY Page) • _,/ -< m~A'a/, j 

Printed Name and Title of Legal Entity Represer1"tive . 
Date 

l.J-;;:z5~/7 {Reguired on EVERY Page) ;'Sc;t,c7ck/ //;0 }£:,hqf 

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

The above plan of correction is approved as of Plan of correction implementation status as of 
(Date) (Date) 

D Fully Implemented 

D Partially Implemented - Adequate Progress 

The above plan of correction was approved by D Partially Implemented - Inadequate Progress 
(Initials) 

D Not Implemented 

X

7/2/19 7/2/19

suzquinn
11 8 18




