
IN THE UNITED STATES DISTRICT COURT
FOR THE EASTERN DISTRICT OF PENNSYLVANIA

)
UNITED STATES OF AMERICA, )
ex rel. TRACY L. LOVVORN, )
1210 N. Fountain )
Bel Air, Maryland 21015 )

)
and )

)
STATE OF DELAWARE, )
ex rel. TRACY L. LOVVORN, )

)
and )

)
STATE OF INDIANA, )
ex rel. TRACY L. LOVVORN, )

)
and )

)
STATE OF MICHIGAN, )
ex rel. TRACY L. LOVVORN, )

)
and )

)
STATE OF MINNESOTA, )
ex rel. TRACY L. LOVVORN, )

)
and )

)
STATE OF WISCONSIN, )
ex rel. TRACY LOVVORN, )

)
and )

)
TRACY L. LOVVORN, )

)
Plaintiffs, )

)
v. )

)
EXTENDICARE REAL ESTATE )

INVESTMENT TRUST, )
111 W. Michigan Street )
Milwaukee, Wisconsin 53203-2903 )

FILED UNDER SEAL
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~d )
)

EXTENDICARE HEALTH SERVICES, INC., )
111 W. Michigan Street )
Milwaukee, Wisconsin 53203-2903 )

)
~d )

)
PROGRESSIVE STEP CORPORATION, )
111 W. Michigan Street )
Milwaukee, Wisconsin 53203-2903 )

)
Defendants, )

)

COMPLAINT
(Federal and State False Claims Acts; Whistleblower Protection Provisions)

PRELIMINARY STATEMENT

This Complaint alleges that Extendicare Real Estate Investment Trust, Extendicare

Health Services, Inc., and Progressive Step Corporation, related companies that own and operate

skilled nursing facilities nationwide, and their divisions and affiliates (collectively "Extendicare"

or "Defendants"), have violated the False Claims Acts ("FCAs") ofthe United States and the

States of Delaware, Indiana, Michigan, Minnesota, and Wisconsin. This complaint further

alleges that, because of Plaintiff s lawful efforts to stop the Defendants' FCA violations,

Extendicare terminated her employment, in violation of "whistleblower protection" provisions

set forth in the federal and Wisconsin FCAs. The Defendants' conduct that resulted in violations

of the federal and state FCAs included: (1) ramping up the amount of rehabilitation therapy

provided to Medicare Part A and Medicaid patients during payer "assessment periods" to get

payments for levels of service that were not warranted or provided; (2) ramping down the

rehabilitation therapy provided outside the assessment periods, resulting in the denial of
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medically necessary services that were paid for by Medicare; (3) denying medically necessary

services to patients covered by Medicare managed care plans; (4) upcoding the Rehabilitation

Utilization Group ("RUG") classifications for Medicaid patients; and (5) denying medically

necessary services to Medicaid patients. To date, these schemes have cost the federal and state

Govermnents tens of millions of dollars. Plaintiff Tracy L. Lovvorn, by the undersigned counsel,

brings the qui tam claims in this lawsuit on behalf of and in the name of the United States of

America, and in the name of the States of Delaware, Indiana, Michigan, Minnesota, and

Wisconsin, and brings the statutory claims for retaliatory discharge in her own name and behalf,

and alleges:

JURISDICTION AND VENUE

1. Counts I, II, and III are civil actions by Plaintiff Tracy L. Lovvorn, acting on

behalf of and in the name of the United States, against Defendants under the federal False Claims

Act, 31 U.S.C. §§ 3729-3733. This Court has jurisdiction pursuant to 28 U.S.C. §§ 1331 and

1345, and 31 U.S.C. § 3732(a).

2. Count IV is a civil action by Plaintiff Tracy L. Lovvorn, acting on behalf of and in

the name of the State of Delaware, against Defendants under the Delaware False Claims and

Reporting Act, 6 Del. C. § 1201, et seq. This Court has jurisdiction pursuant to 31 U.S.c. §

3732(b), because the violations are from the same transactions or occurrences that are the subject

of the federal False Claims Act claims alleged in Counts I-III. This Court also has supplemental

jurisdiction over Count IV under 28 U.S.C. § 1367, because Count IV and Counts I-III form part

of the same case or controversy.

3. Count V is a civil action by Plaintiff Tracy L. Lovvorn, acting on behalf of and in

the name of the State oflndiana, against Defendants under the Indiana False Claims &
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Whistleblower Protections Law, Ind. Code § 5-11-5.5-1, et seq. This Court has jurisdiction

pursuant to 31 U.S.C. § 3732(b), because the violations are from the same transactions or

occurrences that are the subject of the federal False Claims Act claims alleged in Counts I-III.

This Court also has supplemental jurisdiction over Count V under 28 U.S.C. § 1367, because

Count V and Counts I-III form part of the same case or controversy.

4. Count VI is a civil action by Plaintiff Tracy L. Lovvorn, acting on behalf of and in

the name of the State of Michigan, against Defendants under the Michigan Medicaid False

Claims Act, Mich. Code 400.601 et seq. This Court has jurisdiction pursuant to 31 U.S.C. §

3732(b), because the violations are from the same transactions or occurrences that are the subject

of the federal False Claims Act claims alleged in Counts I-III. This Court also has supplemental

jurisdiction over Count VI under 28 U.S.C. § 1367, because Count VI and Counts I-III form part

of the same case or controversy.

5. Count VII is a civil action by Plaintiff Tracy L. Lovvorn, acting on behalf of and

in the name of the State of Minnesota, against Defendants under the Minnesota False Claims

Act, Minn. Stat. § 15C.Ol et seq. This Court has jurisdiction pursuant to 31 U.S.C. § 3732(b),

because the violations are from the same transactions or occurrences that are the subject of the

federal False Claims Act claims alleged in Counts I-III. This Court also has supplemental

jurisdiction over Count VII under 28 U.S.C. § 1367, because Count VII and Counts I-III form

part of the same case or controversy.

6. Count VIII is a civil action by Plaintiff Tracy L. Lovvorn, acting on behalf of and

in the name of the State of Wisconsin, against Defendants under the Wisconsin False Claims For

Medical Assistance Act, Wis. Stat. §20.931 et seq. This Court has jurisdiction pursuant to 31

U.S.C. § 3732(b), because the violations are from the same transactions or occurrences that are
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the subject of the federal False Claims Act claims alleged in Counts I-III. This Court also has

supplemental jurisdiction over Count VIII under 28 U.S.C. § 1367, because Count VIII and

Counts I-III form part of the same case or controversy.

7. Count IX is a civil action by Plaintiff Tracy L. Lovvorn against Defendants under

the "whistleblower protection" provision of the federal False Claims Act, 31 U.S.C. § 373D(h).

This Court has jurisdiction pursuant to 28 U.S.C. § 1331, and 31 U.S.C. §§ 3730(h) and 3732(a).

8. Count X is a civil action by Plaintiff Tracy L. Lovvorn against Defendants under

the "whistleblower protection" provision of the Wisconsin False Claims Act, Wis. Stat.

§20.931(14). This Court has supplemental jurisdiction over Count X under 28 U.S.C. § 1367,

because Count X and Counts I-III and IX form part of the same case or controversy.

9. This Court has personal jurisdiction over the Defendants pursuant to 31 U.S.C. §

3732(a), because the Defendants maintain facilities and transact business in this judicial district.

10. Venue is proper in this judicial district pursuant to 31 U.S.C. § 3732(a), because

the Defendants maintain facilities and transact business in this judicial district, and some of the

alleged acts proscribed by 31 U .S.C. § 3729 occurred in this judicial district.

11. The allegations and transactions set forth in this Complaint have not been publicly

disclosed through any of the means enumerated in 31 U.S.C. § 3730(e)(4)(A).

12. Tracy L. Lovvorn has direct knowledge of the matters alleged herein, derived

through her employment with Defendants, and her knowledge is independent from any

allegations or transactions that may have been publicly disclosed through any of the means

enumerated in 31 U.S.C. § 3730(e)(4)(A). Prior to filing this Complaint, Ms. Lovvorn

voluntarily provided the information set forth herein to the Government.
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PARTIES

13. Plaintiff Tracy L. Lovvorn ("Relator" or "Plaintiff') resides in Bel Air, Maryland.

Ms. Lovvorn is experienced in both physical therapy and the operations and management of

rehabilitation and therapy practices. After earning her Master of Physical Therapy Degree in

1998, she served as a clinical therapist for eight years in envir-onments ranging from high-

volume, orthopedic-sports medicine facilities to acute hospital and intensive care units. In June

2004, she joined PeopleFirst Rehabilitation, part of Kindred Healthcare, and was quickly

promoted to Multisite-Rehabilitation Manager and then to Area Rehabilitation Director in April

2007. In her 10 years in these positions, Ms. Lovvorn gained a thorough knowledge of Medicare

compliance management, the RUG system, Activities of Daily Living coding, and therapy-

minute planning and scheduling. Because of Ms. Lovvorn's qualifications and experience,

Progressive Step Corporation, d/b/a "ProStep," a division of Extendicare, hired her as Area

Director of Rehabilitation ("ADR") for its Eastern Area in October 2008. In her role as ADR,

Ms. Lovvorn provided operational and clinical oversight of rehabilitation services provided by

Pro Step at Extendicare's Skilled Nursing Facilities ("SNFs") in Pennsylvania and Delaware.

After Ms. Lovvorn first became aware that Extendicare was engaging in inappropriate practices

and submitting false claims to government health insurance programs, she began to investigate

the misconduct. Beginning in August 2009, Ms. Lovvorn reported the misconduct, both orally

and in writing, to her immediate supervisors and to Extendicare's corporate management.

Immediately after Ms. Lovvorn complained to her supervisors, they began to engage in a

campaign of retaliation and harassment against her, ultimately leading to Defendants' termination

of Plaintiffs employment on November 16,2009.
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14. Defendant Extendicare Real Estate Investment Trust, a Canadian-based

company, is a leading North American provider oflong-term and short-term senior care services.

15. Defendant Extendicare Health Services, Inc. (ltEHSIIt) is a wholly-owned

subsidiary of Defendant Extendicare Real Estate Investment Trust. EHSI owns and operates

approximately 181 combined long-term care ("],TCIt) units and skilled nursing facilities

("SNFs"), with approximately 17,900 beds, throughout the United States. EHSI owns and

operates facilities in Delaware, Idaho, Indiana, Kentucky, Michigan, Minnesota, Ohio, Oregon,

Pennsylvania, Washington, West Virginia and Wisconsin. EHSI facilities offer nursing care,

assisted living and related medical specialty services. Many elderly residents stay in these

facilities on a short-term basis immediately following their discharge from hospitals so that they

can receive rehabilitation services covered by traditional Medicare Part A or Medicare HMOs.

Other residents stay on a long-term basis in the LTC unit with coverage under Medicaid and

Medicare Part B.

16. Defendant Progressive Step Corporation (ltProSteplt) is a division of Defendant

EHSI. ProStep provides physical therapy at EHSI's facilities.

17. The Center for Medicare and Medicaid Services (ltCMSIt) is an agency of the

United States, under the Department of Health and Human Services ("DHHS"). CMS

administers and oversees the federal Medicare program and the joint federal-state Medicaid

program, under which health care providers may be paid with federal funds for providing, inter

alia, rehabilitation therapy in SNFs and LTC units.

18. The States of Delaware, Indiana, Michigan, Minnesota, and Wisconsin all

participate in the federal Medicaid program, under which health care providers may be paid with

state funds for providing, inter alia, rehabilitation therapy in SNFs and LTC units.
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THE MEDICARE AND MEDICAID PROGRAMS

19. Title XVIII of the Social Security Act, 42 U.S.C. §§ 1395, et seq., establishes the

Health Insurance for the Aged and Disabled Program, popularly known as the Medicare

program. The Medicare program is comprised of two parts. Part A provides basic insurance for

the costs of hospitalization and post-hospitalization care. 42 U.S.C. §§ 1395c-1395i-2 (1992).

Part B is a federally subsidized, voluntary insurance program that pays for a wide range of

medical services and supplies, such as outpatient therapy services. 42 U.S.c. §§ 1395k, 13951,

1395x(s). Reimbursement for Medicare claims is made by the United States through CMS.

CMS contracts with private health insurance companies called "intermediaries" to pay Part A

claims, and with private health insurance companies called "carriers" to pay Part B claims. 42

U.S.c. § 1395h. In this capacity, the intermediaries and carriers act on behalf of CMS. See 42

C.F.R. §§ 421.100 - 421.128.

20. Title XIX ofthe Social Security Act (the "Medicaid Act") authorizes federal

grants to the States for Medicaid programs to provide medical assistance to persons with limited

income and resources. Medicaid programs are administered by States in accordance with federal

regulations. State Medicaid agencies conduct their programs according to a Medicaid State plan

approved by CMS. To carry out the mandates of the Medicaid program, the State agency pays

providers for medical care and services provided to eligible Medicaid recipients.

21. Although Medicaid programs are administered by the various States, they are

jointly financed by the federal and State governments. The federal government pays its share of

medical assistance expenditures to the State on a quarterly basis according to statements of

expenditures submitted by the State and a formula described in sections 1903 and 1905(b) of the
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Medicaid Act. The State pays its share of medical assistance expenditures from state and local

government funds in accordance with section 1902(a)(2) of the Medicaid Act.

THE RELEVANT REIMBURSEMENT RULES

22. From a financial standpoint, Extendicare's most profitable patient population

consists of patients who are covered by Medicare Part A. These patients, nearly all of whom are .

65 or older, upon being discharged from a hospital, are admitted to an Extendicare SNF in order

to get skilled nursing services and in many cases rehabilitation services. Extendicare also serves

a large population of long-term residents who, because of their financial status, have their

residential stays covered by Medicaid. Where these Medicaid patients are also beneficiaries of

the Medicare program (because of their age), they can also receive professional services,

including rehabilitation services provided by licensed therapists, that are paid for by Medicare

Part B. In addition, when these Medicaid patients are hospitalized and then discharged from the

hospital back to the Extendicare facility for skilled nursing care, they can be covered by

Medicare Part A before reverting back to Medicaid coverage. Because of the comparatively low

reimbursement amounts paid by Medicaid, it is more profitable for Extendicare to ensure that

these patients are covered by Medicare Part A during any times these patients may be eligible for

such coverage. Finally, some Medicare-eligible Extendicare patients are covered by Medicare

HMO plans, also known as Medicare Advantage or Medicare Managed Care Plans, that have

contracted with Extendicare to provide coverage under specified terms.

A. Medicare Part A

23. Medicare Part A covers services rendered by a SNF to patients who are enrolled

in Medicare Part A. Provided that certain conditions are met, the services will be covered for up
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to 100 days for any "benefit period," i.e., spell of illness. Pub. 100-2 ("Medicare Benefit Policy

Manual"), chapter 3, § 20(B).

24. In order for the stay to be covered by Part A, the patient must first have been an

inpatient of a hospital for a medically necessary stay of at least three consecutive calendar days,

and then have been transferred to the SNF within 30 days after being discharged from the

hospital. Id, chapter 8, § 20. The patient must require SNF care for a condition that was treated

during the qualifying hospital stay, or for a condition that arose while the patient was at the SNF

for treatment of a condition for which the patient was previously treated in the hospital. !d.

25. In addition to skilled nursing care, some of these patients may also require

rehabilitation therapy, i.e. physical, occupational and/or speech therapy. The services must be

ordered by a physician. Id, § 30. They must be directly and specifically related to an active

written treatment plan that is based upon an initial evaluation performed by a qualified physical

therapist after admission to the SNF that is approved by the physician after any needed consulta-

tion with the qualified physical therapist. Id., § 30.4.1.1. The rehabilitation therapy must be

considered under accepted standards of medical practice to be a specific and effective treatment

for the patient's condition. Id. The services must be reasonable and necessary for the treatment

of the patient's condition; thus, the amount, frequency, and duration of the services must be

reasonable. !d. See also CMS' Revised Long-Term Care Facility Resident Assessment

Instrument User's Manual ("CMS's RAI Version 2.0 Manual," rev. 12/08), ch. 6 at 7-8.

26. The nature and amount of services provided to Medicare patients in SNFs,

including rehabilitation therapy, are supposed to be based on the patient's medical needs as

determined by medical professionals, rather than on the provider's financial considerations. The

Center for Medicare and Medicaid Services ("CMS") has stated:
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Arbitrary decisions by facility administrative staff to override the
professional decision-making regarding which types and how much
therapy service are needed by, and will be provided to, the individual
beneficiary are inconsistent with our requirements for individual
evaluations by a licensed professional therapist, care plan development
that involves the physician and the professional therapist, and the strict
rules we have promulgated regarding supervision of therapy service
provision when service is provided by someone other than the licensed
professional.

65 FR 46770,46774 (July 31, 2000).

27. Medicare Part A pays for SNF stays based on a prospective payment system

(ltpPS") that assigns each resident to a payment level based on the applicable RUG category.

There are 53 RUG categories to which a patient can be assigned. Each category has a different

daily reimbursement rate. The patient's RUG category depends upon the care and resources the

patient needs, as determined by periodic assessments. The RUG rates established during the

assessment periods become the basis for reimbursing a set number of days of future care and/or

past care.

28. For patients who require rehabilitation services, RUG categories are based on

several factors that are measured during various assessment periods: (l) the number of minutes,

days, and disciplines of therapy (i.e., physical therapy, occupational therapy, and/or speech

therapy) that are being provided to the patient; (2) the extent to which a patient requires care

services, as measured by the number of Activities of Daily Living ("ADL"); and, where

applicable, (3) medical documentation in support of "extensive services" received by the patient.

See generally eMS's RAI Version 2.0 Manual, ch. 6; Medicare Program Integrity Manual, ch. 6.

29. The highest-paying rehabilitation RUG category is denoted by "RU," which

means "Rehabilitation Ultra High." To qualify for that category, a patient must be receiving at

least 720 minutes of therapy in two or more disciplines, as measured over a seven-day
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assessment (or "look-back") period, with the patient receiving therapy in at least one therapy

discipline on five of those seven days. This category is reserved for the minority of patients who

are physically capable of and can benefit from such an intensive therapy schedule (nearly two-

and-a-halfhours daily for five days a week). The second-to-highest RUG category,

Rehabilitation Very High ("RV"), requires at least 500 minutes of therapy (one hour and 40

minutes daily for five days per week). This category, like the RU category, is suitable only for

those patients who can withstand and benefit from a rigorous therapy schedule. The remaining

Rehabilitation RUG categories require fewer minutes, ranging from 325 minutes per week to a

minimum of 45 minutes per week.

30. Between the various threshold numbers of therapy minutes, SNF operators

receive the same reimbursement regardless ofthe number of minutes provided. For example, a

provider is paid at the RV level whether it provides a patient with 501 minutes or 719 minutes of

therapy during a seven-day assessment period. By contrast, the provider is paid at the higher RU

level only if the patient received at least 720 minutes during the assessment period.

31. The RUG category and, consequently, the level of Medicare reimbursement, also

depend on the number of days on which therapy services are provided to the patient during the

week. In order to qualify for the RU, RV, or RH (Rehabilitation High) levels of reimbursement,

a patient must require (as demonstrated by a doctor's order) and receive therapy in at least one of

the disciplines of therapy on a "daily basis," which means receiving the same discipline of

therapy at least five days a week; in order to qualify for the RM (Rehabilitation Medium) level,

the patient must receive at least five days a week of some therapy discipline (e.g., physical

therapy on some days, occupational therapy on others). See Medicare Benefit Policy Manual,

chapter 8, § 30.6.
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32. Assignment to a RUG category also depends on whether the patient is receiving

extensive medical services, such as intravenous medications, and the number of care services

provided to the patient, as measured by the ADLs. For example, to qualify for any of the

Rehabilitation Plus Extensive Services RUG categories, a patient must have an ADL score of at

least 7. For the two highest paying categories within the Rehabilitation Plus Extensive Services

RUG categories -- RU and RV -- patients with ADL scores from 7 to15 are classified as RUL or

RVL, while patients with ADL scores from 16 to18 are classified as RUX or RVX. Areas of

assistance that qualify for ADL points include, for example, feeding the patient, dressing the

patient, or helping the patient move. Within each RUG category, the reimbursement rate for the

"X" level is higher than the reimbursement rate for the "L" level.

33. Importantly, Medicare Part A pays for SNF care only if the patient is "correctly

assigned" to a RUG level. 42 C.F.R. § 424.20. Medicare also requires the facility to conduct an

"accurate ... assessment of each resident's functional capacity." 42 C.F.R. § 483.20.

34. The difference in reimbursement levels between the various RUG categories is

significant: for example, reimbursement is approximately $100 more per day for a patient at the

RUX level than for one at the RVX level. This provides the SNF operator with a strong

incentive to increase the number of therapy minutes during an assessment period to reach the

next highest RUG category, especially when the patient is receiving enough therapy to come

within striking distance of the threshold for reaching the next RUG level. For this reason, when

the SNF has scheduled a patient, for example, for 680 minutes of medically indicated therapy

during an assessment period, the SNF can obtain an extra $100 per day for that patient if it can

add another 40 minutes to the therapy schedule, thereby moving the patient up to the RU

reimbursement level.
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35. The financial incentive for the provider to reach this threshold during an

assessment period is further heightened by the fact that, once the RUG category is established on

the basis of the cumulative total of therapy minutes attained during an assessment period that

encompasses the previous seven days, Medicare will pay the provider at that RUG rate for a set

number of days. Counting from the date of admission to a SNF, the "S-day assessment," which

the SNF can make on its choice of any "reference date" between day 1 to day 8 of the stay (using

the cumulative total of therapy provided during the seven days leading up to the reference date),

will determine the daily reimbursement rate for days 1 to 14. The "14-day assessment," which

the SNF makes on any reference date falling between day 11 and 19, determines the daily

reimbursement rate for days 15 to 30; the "30-day assessment," which the SNF makes on any

reference date falling between day 21 and 34 of the stay, determines the daily reimbursement rate

for days 31 through 60; and the 60-day and 90-day assessments determine the reimbursement

rates for the remaining days of the stay.

36. This has the following effect on reimbursement levels: taking the 5-day

assessment as an example, if a SNF patient meets the threshold for the RU category on any of the

first eight days of therapy, Medicare A will reimburse the SNF at the RU level through the 14th

day after admission, regardless of the actual therapy minutes the patient receives after the

assessment reference date. Similarly, for the 30-day assessment, if a SNF patient meets the RU

threshold requirement on any day between days 21 and 34, Medicare A will reimburse the SNF

at the RU level for the 30 days between days 30 and 60, without further verification that the SNF

is continuing to provide the number of therapy minutes it provided on the assessment reference

date.
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37. As a consequence of this reimbursement structure, a provider that fails to provide

enough therapy to a patient to meet the threshold cumulative number of minutes during the

various assessment (or "look-back") periods can lose thousands of dollars in reimbursements for

therapy on days that fall outside the assessment windows. For this reason, it is a common and

legitimate practice for SNFs to emphasize to their staff the importance of hitting the threshold

number of therapy minutes during the assessment periods that best reflects the therapy level that

the patient will need and receive during the non-assessment periods.

38. When a patient stops receiving rehabilitation therapy but continues to receive

some skilled nursing services (for example, intravenously-administered antibiotics), pursuant to

"Other Medicare Required Assessment" or "OMRA," Medicare Part A will continue paying

benefits for up to 10 additional days at the rehabilitation therapy rate, not to exceed the

maximum of 100 days covered by the benefit period. eMS Pub. 100-01 ("Medicare General

Information, Eligibility, and Entitlement Manual"), chapter 3, § 10.4. After those 10 days, if the

patient still requires skilled nursing care, the reimbursement level drops to the applicable non-

rehabilitation therapy rate. When the patient is no longer receiving rehabilitation services on a

"daily basis" or any skilled nursing services, the patient enters what is known as the "wellness

period."

39. For 30 days after the start of the "wellness period" starts, if the 100 days of

benefits have not been exhausted and the same problem flares up again (for instance, for a

patient who has had a knee replacement, the knee joint becomes infected), the patient may be re-

eligible under Medicare Part A to receive skilled nursing and daily rehabilitation services. Part

A will then resume paying benefits up to the 100 days of eligibility, taking into account all the
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days of benefit payments since the first date of admission to the SNF for treatment of that

problem.

40. The "benefit period" ends with the close of a period of 60 consecutive days during

which the patient was neither an inpatient of a hospital nor receiving a skilled level of care in a

SNF. Id., chapter 3, § 10.4.2. After the completion of this uninterrupted 60-daywellness period,

if the patient is readmitted to a hospital for another stay of at least three days, then the patient

may be re-admitted to the SNF for a new benefit period, which Medicare Part A will pay for up

to 100 days. As long as a person continues to be entitled to hospital insurance under Part A,

there is no limit on the number of benefit periods (i.e., spells of illness) the patient may have.

Id., chapter 3, § 10.4. During the 60-consecutive-day period of well ness, the patient may still

live in the LTC unit and receive some rehabilitation therapy but cannot receive it on a "daily

basis" (i.e., five-times-per-week). Id., chapter 3, § 10.4.4. If the patient receives physical

therapy on a five-times-per-week basis in the LTC, this would be considered receiving a "skilled

level of care," the 60-day wellness period would be interrupted, and the patient would remain

ineligible for a new benefit period.

B. Medicaid and Medicare Part B

41. Patients at LTC units can also have their stays covered by Medicaid, which pays

lower reimbursement amounts than Medicare Part A. When patients are eligible to be covered

by both Medicare and Medicaid, they can go through alternating periods of Medicare Part A

coverage (for the stay in the SNF), followed by coverage under Medicaid and Medicare Part B

(for the stay in the LTC unit). A Medicare/Medicaid beneficiary who has been a long-term

patient in an LTC unit might be admitted to a hospital for a three-day stay and, after discharge

from the hospital, require daily skilled nursing care in the SNF, during which time the patient
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may be covered by Medicare Part A for up to 100 days. However, after the 100 days of benefits

are exhausted or the patient no longer needs a skilled level of care, the patient -- who physically

remains at the Extendicare facility in the LTC unit -- will once again be covered by Medicaid

and, to the extent the patient needs rehabilitation therapy, Medicare Part B. As a result, many

elderly long-term patients of Extendicare shift back-and-forth between Medicare Part A coverage

(which follows hospitalizations) and Medicaid/Medicare Part B coverage (which comes into play

after the Part A "benefit period" has elapsed). Extendicare commonly refers to this practice as

"recycling" the patients. When the patient's stay is covered by Medicare Part A, any

rehabilitation therapy sessions are included in the Part A reimbursement. However, when the

stay is not covered by Medicare Part A, Medicare Part B will separately pay Extendicare for

therapy provided to LTC residents. See Medicare Claims Processing Manual, chapter 7, § 10.1.

C. Medicare Advantage Plans

42. Medicare beneficiaries have the option of coverage under Medicare Advantage

("MA") (i.e., Medicare Health Maintenance Organization) plans, in lieu of traditional coverage

under Medicare Parts A and B. These Medicare Advantage plans are required to provide

beneficiaries with all the basic benefits that would be available under Parts A and B. See

Medicare Managed Care Manual, ch. 4 at §§ 10.2, 10.4, 10.9, and 10.19, and ch. 11 at § 100.1.

43. Thus, a material term of the contracts between CMS and the MA plans is that the

plans must provide "all Medicare covered benefits." See Medicare Managed Care Manual,

chapter 11, § 100.1, Material Provisions of an MA Contract, and chapter 1, § 20, Definitions

(including definition of "basic benefit"). As discussed in the section above on Medicare Part A,

Medicare covered benefits include 100 days of reasonable and medically necessary SNF care,

including rehabilitation therapy. Medicare Benefit Policy Manual, chapter 3, § 20(B).
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44. A Medicare Advantage plan must include the "all Medicare covered benefits"

clause in its agreements with contractors, subcontractors, and first tier and downstream entities.

See Medicare Managed Care Manual, chapter 11, § 110.1, General Requirements.

45. CMS may sanction a Medicare Advantage organization that "fails substantially to

provide, to an MA enrollee, medically necessary services that the organization is required to

provide (under law or under the contract) to an MA enrollee where that failure adversely affects

(or is substantially likely to adversely affect) the enrollee." 42 CFR 422.752(a)(1).

MS. LOVVORN'S DISCOVERY OF
EXTENDICARE'S FRAUDULENT PRACTICES

46. For each resident who received rehabilitation services, Extendicare generated a

document, called a "resident pathway," that tracked on a daily basis the number of minutes of

therapy that were delivered, as well as the number of minutes that were planned, for each of the

therapy disciplines. The resident pathway also highlighted the assessment periods for the patient

and, for each day of the patient's stay, the cumulative seven-day look-back totals for delivered

therapy minutes. Thus, by looking at the resident pathway, an Extendicare administrator or

therapist could easily see a summary of the therapy that was actually provided and was planned,

and most importantly, how much additional therapy would be needed to qualify the patient for

particular RUG categories during assessment periods. Every day, Extendicare's Clinical

Reimbursement Coordinators ("CRCs") would review with the Facility Rehabilitation

Coordinators ("FRCs"), who oversaw the delivery of therapy at each Extendicare facility, the

planned minutes for each patient to ensure that reimbursement could be maximized.

47. By May 2009, Ms. Lovvorn had begun to suspect Extendicare was engaging in

misconduct in connection with its efforts to maximize reimbursement levels. At that time, she

attended a regular quarterly meeting of the Philadelphia Region FRCs which addressed, inter

18



alia, the topic of "pathway calls." Extendicare closely monitored all FRCs and their regional

counterparts, Regional Directors of Rehabilitation ("RDRs"), whose facilities were not meeting

certain monthly financial benchmarks. Extendicare required these FRCs and RDRs to participate

at least weekly in "pathway calls," which were conference calls with Extendicare's clinical

reimbursement staff. (The clinical reimbursement staff also closely monitored Extendicare's

nursing staffing, identifying opportunities to increase reimbursement on that end as well.)

48. In connection with the pathway call, the Regional Directors of Clinical

Reimbursement ("RDCRs") would generate or update a document called a "pathway review."

This document was a report that included information about instances where it appeared to the

clinical reimbursement staff that the facility might not be maximizing reimbursement. In this

process, Extendicare focused primarily on addressing and preventing any so-called "missed

opportunities," which was Extendicare's term for any instance where the FRC (or the nursing

staff) had not captured the highest RUG rate that the reimbursement staff -- not the clinical staff -

- determined was feasible regardless of the patient's actual medical need. Included in this

document was an estimate of the dollars Extendicare had lost in connection with each such

"missed opportunity."

49. On the pathway calls, the reimbursement staff would review the resident

pathways and question the FRCs in detail. In reality, these pathway calls were a high-pressure

tactic, not unlike an inquisition, to force FRCs to maximize any reimbursement opportunities by,

for example, ramping up therapy minutes during assessment periods, or ramping down minutes

after the assessment period in order not to "overprovide" services that were not yielding

additional payment -- again, without regard to the patients' medical needs. The nursing staff was

similarly pressured to "find" extra ADL points to qualify patients for higher RUG categories.
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After the pathway call, Extendicare would update and circulate a weekly report identifying

"missed opportunities" and plans of action.

50. When they received the missed opportunities reports, Ms. Jan Ricchio, who was

Extendicare's Eastern Operations Area Vice President, and Ms. Wanda Kennedy, who was the

Eastern Operations Area Director of Clinical Reimbursement, would respond aggressively. They

would grill various FRCs about why they had "left money on the table" or allowed the "missed

opportunity" -- again, regardless of whether the RUG rate properly reflected the therapy level the

doctor had ordered, the therapists believed was clinically appropriate, or that the patient needed

or would receive. The following email that Ms. Kennedy sent to an FRC and a reimbursement

coordinator on August 26, 2009, is just one of many examples of how these managers demanded

that the therapy staff increase patients' minutes for the sole purpose of raising revenues:

[Patient AJ] - today is day 8, 690 minutes identified. I have asked that ST [Speech
Therapy] give additional minutes and/or PT [Physical Therapy] and OT
[Occupational Therapy] to enable us to get the RU at day 8 vs. the RV. Back up
FRC reluctant to do so as ST already at 400 minutes treat time today. She did say
she would ask ST and would also ask PT and/or OT to pick up some additional
minutes. Hopefully we can get the RUA. Financial impact is $1509.48.

51. It is evident from Ms. Kennedy's email that the patient's needs were irrelevant to

Extendicare's goals. Whether the minutes came from physical therapy, occupational therapy, or

speech therapy, Ms. Kennedy was determined to "get the RU at day 8," the last allowable day for

the 5-day assessment that would determine the patient's RUG level for payment through day 14.

52. Uncomfortable with this type of pressure, several FRCs reported their concerns

about the pathway telephone calls, and the follow-up messages like the one above, to Ms.

Lovvorn at the quarterly FRC meeting in May 2009.

53. In May 2009, Ms. Lovvorn began to investigate these practices, which she

believed Extendicare was using to defraud Medicare. Over the subsequent two months, she
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spoke with FRCs throughout Pennsylvania and Delaware. Everyone ofthese FRCs expressed

concern that Extendicare management was exerting unwarranted pressure on them, especially in

the pathway calls and follow-up messages, to ramp up therapy minutes during assessment

periods in order to obtain the highest Medicare Part A billing rates.

54. During the summer of 2009, Ms. Lovvorn directly experienced this pressure, first

in June when she filled in as the FRC for the Slate Belt facility in Bangor, Pennsylvania, and

again in July and August when she conducted on-site training for two new FRCs: one at the Slate

Belt facility, and the other at Spruce Manor. This job required that Ms. Lovvorn work three days

per week on site, where she saw how the clinical reimbursement staff and Extendicare's upper-

level management pressured the therapists and the FRC to inflate therapy minutes beyond what

was medically indicated.

55. One physical therapist at Slate Belt approached Ms. Lovvorn specifically to

complain that she felt pressure from Ms. Ricchio, EHSI Eastern leadership, and the clinical

reimbursement staff to increase therapy minutes during assessment periods in order to inflate

RUG rates. Ms. Lovvorn was alarmed to hear this from a therapist, as it showed that the

company's fraudulent billing practices were corrupting the patient-therapist relationship.

56. In an effort to determine whether therapists and managers at other Extendicare

facilities in her area felt pressure to engage in the fraudulent practices that she had found at both

Slate Belt and Spruce Manor, Ms. Lovvorn spoke with her RDR for the Philadelphia Region.

Like Ms. Lovvorn, the Philadelphia RDR had been working onsite: in his case, for two weeks at

the Dresher Hill facility in Fort Washington, Pennsylvania. The Philadelphia RDR had

witnessed the same fraudulent practices and was as alarmed as Ms. Lovvorn. Ms. Lovvorn

followed up by speaking with two Dresher Hill therapists who were acting at the time as co-

21



FRCs. They both confirmed that the clinical reimbursement team and Ms. Ricchio were

pressuring them (in their view, improperly) to aim for and schedule RUG levels that exceeded

the service levels that their patients needed and were able to sustain.

57. Although Ms. Lovvorn's investigation strongly suggested that the Extendicare

clinical reimbursement team and Ms. Ricchio were exerting the unwarranted pressure described

above, Ms. Lovvorn further sought to determine whether the pressure, in fact, was actually

causing the submission of fraudulent bills to Medicare. With this in mind, at the end of July

2009, Ms. Lovvorn carefully reviewed the resident pathway charts for all patients at several of

the facilities in the Eastern Area and also spoke with additional FRCs and therapists. Ms.

Lovvorn found that in each of the facilities, the pathway reports demonstrated a billing pattern

resembling a "suspension bridge" -- i.e., the cumulative total oftherapy minutes would peak

sharply during assessment periods and fall away rapidly outside those periods. Moreover, she

found that many FRCs and therapists were very concerned that the company's drive to increase

therapy minutes during assessment periods was at sharp odds with their patients' clinical needs.

58. On August 13, 2009, Ms. Lovvorn met with Ms. Ricchio and Ms. Kennedy to

discuss some concerns that a Regional Director of Clinical Reimbursement had raised about the

performance ofthe new FRC whom Ms. Lovvorn had trained recently for the Slate Belt facility.

Ms. Lovvorn walked Ms. Kennedy though the facility's patient pathways in order to show her

and Ms. Ricchio that the new FRC was performing his duties well. To Ms. Lovvorn's alarm,

Ms. Ricchio responded, "There is a concern that the FRC is listening to the therapists when

planning the patient's levels, instead of planning the patient to the highest level." Ms.

Ricchio continued, "We need to be assuming that the patient is an RU upon admission, and

we should be planning this from the beginning." Through these statements, Ms. Ricchio
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admitted that Extendicare wanted its employees to aim for the highest RUG level-- without

regard for the patients' needs as reflected in the therapists' medical assessments and opinions. In

response to Ms. Ricchio' s statements, Ms. Lovvorn stated that the practices Ms. Ricchio

advocated were unlawful and that they resulted in fraud on Medicare. She then detailed her

concerns that clinical reimbursement personnel were using the pathway calls to pressure PRes to

inflate the RUG categories, sometimes in knowing disregard for the patient's needs and even to

the patient's detriment.

THE FRAUDULENT PRACTICES

A. Upcoding the RUG Classifications for Medicare Part A Patients

59. Extendicare has been gaming the reimbursement system by providing patients

with unnecessary therapy during assessment periods for the sole purpose of improperly obtaining

higher RUG levels and, therefore, higher reimbursement from Medicare Part A. Rather than

scheduling the patients' therapy during assessment periods at levels that reflect Extendicare's

objective, clinical judgment of the patients' medical needs, Extendicare's goal at the outset has

been to maximize reimbursement for the patient stays. To that end, Extendicare manipulates

therapy schedules during the assessment periods with the single-minded goal of achieving the

highest possible RUG categories. In August 2009, Ms. Ricchio admitted to Ms. Lovvorn that,

rather than matching the patients' billing levels to the patients' actual needs, "we need to be

assuming that the patient is an RU upon admission, and we should be planning this from the

beginning." Extendicare's misconduct did not end there, however: Extendicare not only would

ramp up the patients' therapy minutes during assessment periods to maximize reimbursements,

but also would ramp down the therapy minutes immediately afterwards so that the patients would

not receive the level of therapy that was being billed.
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60. Extendicare's practices violate the Medicare requirement that a facility develop a

comprehensive care plan based on the patient's needs and that it correctly assign the patients to a

RUG category. See 42 C.F.R. §§ 424.20 and 483.201
; see also Medicare Benefit Policy Manual,

chapter 8, § 30.4.1.1. In fact, on September 30, 2008, the HHS Office of Inspector General

issued guidance for nursing facilities, specifically citing this practice as one that could involve

fraud:

The provision of physical, occupational, and speech therapy services continues to
be a risk area for nursing facilities. Potential problems include: (i) Improper
utilization of therapy services to inflate the severity of RUG classifications and
obtain additional reimbursement ... and (iii) stinting on therapy services provided
to patients covered by the Part A PPS payment. ... These practices may result in
the submission of false claims.

Dep't of Health and Human Servs, OIG Supplemental Compliance Program Guidance for

Nursing Facilities, 73 Fed. Reg. 56,832, 56,840 (September 30, 2008).

1. Billing for Therapy Not Needed or Provided

61. Extendicare has routinely bills Medicare for therapy that it has not provided (and

has never intended to provide) to the patient, except during assessment periods. For example,

after pressuring its therapists to increase the therapy minutes to 720 minutes during an

assessment period for the sole purpose of capturing the higher RU payment rate, the company

expects the therapists to ramp down to a lower level of therapy - i.e., far fewer than 720 minutes

-- once the assessment period has ended and the RU level has been attained.

I 42 C.F.R. § 424.20 states that Medicare Part A pays for posthospital care only if the
patient needs care that can only be provided in a SNF for a condition that required inpatient
hospital treatment and if the patient is "correctly assigned" to a RUG level. 42 C.F.R. § 483.20
requires long-term care facilities to conduct an "accurate ... assessment of each resident's
functional capacity."
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62. This pattern is clearly reflected in resident pathway charts that Extendicare

maintains for most therapy patients at nearly all of its 21 facilities in the Eastern Area. (Some

examples will be discussed below and are attached to this Complaint.) In fact, when plotted on

graphs where the vertical axes register therapy minutes and the horizontal axes register days, the

therapy regimens of many Extendicare patients reveal a distinct "suspension bridge" pattern,

with sharp peaks during assessment periods and deep valleys during non-assessment periods.

Remarkably, on many of the resident pathway charts, the assessment periods are virtually the

only times that the cumulative therapy minutes for the seven-day "look back" period reach the

minimum number required for the RUG level specified in Extendicare's claims to Medicare for

reimbursement.

63. These same pathway charts often demonstrate that while Extendicare ramps up

therapy minutes in order to bill patients at the higher RUG levels, Extendicare does not plan to

provide the higher level of services once the assessment period has ended. Instead, Extendicare

intends to ramp down the therapy minutes as soon as the assessment period is over, and in fact,

there is usually a dramatic drop in services immediately after the assessment period ends.

64. As discussed above, in order to ensure that EHSI therapists were maximizing

billings, EHSI administrators would schedule regular pathway calls with the FRCs and others. In

these teleconferences, the EHSI administrators would put enormous pressure on the FRCs by

trying to identify, and criticizing them for, any "missed opportunities," i.e., any situations where,

by failing to provide additional therapy or services, or by not otherwise taking advantage of

billing rules, the company had missed out on additional revenues.

65. One of the common ways that Extendicare ramps up a patient's therapy minutes in

the week leading up to the 5-day and 14-day assessment reference dates is to provide the patient
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with six or seven days of therapy (including weekend days). Extendicare administrators pressure

the FRCs to engage in this practice contrary to doctors' orders that have prescribed therapy on a

five-times-per-week basis, and even where such an intensive six-day-a-week regimen could harm

the patient. 2 Usually, right after the desired RUG level has been achieved for the assessment

reference date, Extendicare lowers the frequency of therapy sessions back to five days a week.

66. The paragraphs below discuss a few specific examples for the purpose of

illustrating Extendicare's misconduct that resulted in the submission of false claims to Medicare.

67. Patient 1 was admitted to Extendicare's Langhorne Gardens Rehabilitation and

Nursing Center on July 30, 2009.3 On day 8, she had a cumulative total of 665 minutes of

therapy, which fell short of the RU level. In a pathway call, it was noted that she had a "low

tolerance" for therapy because of "neuro changes" and "dialysis." The note stated, "trying to

ramp up to RU for 14d[ays] using weekend tx[therapy]." The note further stated, "obtained." By

day 13, which was an acceptable reference date for the 14-day assessment, Extendicare had

provided GR with 735 minutes of therapy for the past seven days, qualifying her at the RU level.

She was again qualified for the RU level on day 21, which was the first acceptable reference date

for the 30-day assessment. Immediately after that day, however, Extendicare ramped down the

2 The September 2008 OIG guidance noted that pushing patients to receive unnecessary
therapy, as EHSI did during assessment periods, exposed the patients to physical harm:

In addition, unnecessary therapy services may place frail but otherwise functioning
residents at risk for physical injury, such as muscle fatigue and broken bones, and may
obscure a resident's true condition, leading to inadequate care plans and inaccurate RUG
classifications.

OIG Supplemental Compliance Program Guidance 73 Fed. Reg. at 56,840.

3 Throughout this Complaint, patients are not identified by name or initials but instead are
identified simply as "Patient 1," etc. Similarly, in the exhibits attached to the Complaint, names
or numbers that would identify individual patients have been redacted. The Relator knows the
identities of these patients and, if the Court requires, can provide them to the Court in a manner
that protects the patients' privacy.
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therapy for Patient 1, so that after day 22, her cumulative seven-day therapy totals quickly

plummeted to below 200. Despite this ramp down, Extendicare billed Medicare for Patient 1's

entire SNF stay (from July 30, 2009 through September 3, 2009) at the RU level. (See Exhibit 1.)

68. Patient 2 was admitted to Langhorne Gardens on June 30, 2009. By day 8, she

had a total of 750 minutes of therapy; putting her in the RU category. To achieve the 750

minutes, Extendicare treated JC on six out of seven consecutive days, including 50 minutes of

therapy on a Sunday. After a drop for several days, JC was back up to the 725 minute level on

day 11, again meeting the RU level for the 14-day assessment. Her therapy minutes then

dropped rapidly but once again were ramped up so that by day 21, the first allowed day for the

30-day assessment, she was at the 740 minute level -- again after receiving a 50-minute Sunday

therapy session. Almost immediately afterwards, JC's therapy totals dropped down to below 500

minutes per week. Despite these ramp downs, Extendicare billed Medicare for Patient 2's entire

SNF stay (from June 30, 2009 through August 7,2009) at the RU level. (See Exhibit 2.)

69. Patient 3 was admitted to Suburban Woods on March 10,2009. By day 8, after

being treated for six out of seven days, he had a total of 735 minutes of therapy, putting him in

the RU category. He received three more consecutive days of therapy so that by day 11, the first

available reference date for the 14-day assessment, he was at 735 minutes. His therapy sessions

were then ramped down, with his cumulative minutes ranging as low as 500 on day 15. With the

approach of the 30-day assessment period, however, his therapy was ramped up again, so that by

the 30-day assessment reference date (day 23), he was back at 720 minutes. Despite the fact that

Patient 3 was classified and billed to Medicare at the RU level between day 31 and day 60,

Patient 3 received a much lower level of therapy during nearly all of that time period. By day 31

his cumulative therapy minutes for the seven-day look back period were back below 500, and
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from days 36 to 57, they were always below 300. Starting on day 55, Extendicare once again

ramped up Patient 3's therapy sessions to seven consecutive days, so that by day 61 -- the 60-day

assessment reference date -- Patient 3 was back up to 510 minutes (RUG level RV) and the

remainder of his SNF stay was billed to Medicare at the RV level. Following the 60 day

assessment; the same pattern was repeate-d, with Patient 3's therapy minutes declining sharply to

below 200 cumulative minutes, and then being ramped up again. Starting on day 70, Patient 3

received 12 consecutive days of therapy, so that on day 81 -- the 90-day assessment reference

date -- his minutes peaked again at 539 (level RV). Patient 3 presents a classic example of

"suspension bridge" billing, as well as Extendicare's practice of providing therapy more than the

prescribed five-days-a-week leading up to assessment reference dates. (See Exhibit 3.)

70. Patient 4 was admitted to Havencrest Nursing Center on May 8, 2009. By day 8,

she had 750 therapy minutes, making her an RU. After a drop, she was back at 720 minutes on

day 13 for the 14-day assessment. Her therapy minutes dropped again, but once again were

ramped up so that by day 22 she was at 735 minutes. Again her therapy minutes dropped: for

instance, from day 34 to day 49, she never exceeded 500 cumulative therapy minutes for the

look-back period. However, her therapy was ramped up again so that on day 56, for the 60-day

assessment, Patient 4 was back at 720 minutes. Afterwards, her therapy rapidly diminished so

that by day 63 and for the rest of her stay, Patient 4 received less than 100 therapy minutes per

week. Nevertheless, Patient 4's entire 74 day SNF stay was billed to Medicare at the RU level.

(See Exhibit 4.)

71. Sometimes, as illustrated by the next two patient examples, therapists were

severely castigated by Extendicare administrators for failing to ramp up therapy minutes, in spite

of the obvious risk that such therapy would have placed on the patient.
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72. Patient 5 had been a long-term resident of the Dresher LTC, and on March 5,

2009, after a hospital stay, she returned as a SNF patient. In an e-mail dated March 18,2009,

Extendicare administrators pointed out a "missed opportunity" with a financial impact of

$1595.02, based on Patient 5's "lack of participation" in therapy on day 8 of her Medicare Part A

stay. -In a reply written on the morning of March 19, the FRC explained that the patient "came

back from hospital with participation issues. Everything was going okay and [then on] day 8 she

found out details of a terminal illness she has in the AM. Were at least able to get some

minutes that day to help get RU for 14 day but patient was not happy participating that day."

That explanation apparently did not elicit any sympathy from Ms. Ricchio, however, who

chimed in: "She was [not] seen 1st 2 days by PT and wasn't seen until Day 5 by OT?" The FRC

responded, "All of this was discussed on a RUG call. [Patient's] blood sugar dropped Friday and

patient was vomiting all afternoon. PT [evaluated] Saturday." Ms. Richhio rejoined, "The

patient was readmitted early on Thursday. Considering that we missed seeing her Thursday, she

was sick Friday, why would we only do 20 minutes of therapy on Saturday and none on Sunday

in the middle of an assessment period??" The FRC responded, "To answer Jan's question, 20

minutes of therapy on [Saturday was] due again to this being a resident with [a history] of

minimal participation and recovering from low blood sugar and vomiting. This patient is a LTC

resident with minimal activity and a [history] of being resistive to therapy and to be honest I

planned her minutes very aggressively. RU planning was very aggressive for this resident and

the staff was very creative in achieving the minutes we got." (See Exhibit 5.)

73. Patient 6 was admitted to the Dresher facility on Saturday, July 25, 2009. Upon

initial evaluation and treatments, it was clear that the patient could not tolerate a high level of

therapy, due to "her acuity, seizures, and tolerance." The initial entry about Patient 6 in a
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pathway review report dated July 29,2009, notes that she "[w]ill be RVX despite 3 disciplines

due to lack of tolerance and need to advance slow." (Exhibit 6.) Nevertheless, in a follow-up e-

mail on August 7, 2009, Ms. Kennedy admonished the FRC and others for this "missed

opportunity" to achieve RU, saying: "There was no therapy scheduled on the weekend for

[Patient 6]. Financial loss of 2300 bucks!!!! We have to step up and make sure that this doesn't

happen again!!!!" (See Exhibit 6 (all four exclamation points in the original).) This e-mail from

Ms. Kennedy triggered a series of responses and explanations, as well as more criticism of the

facility's failure to provide enough therapy on the weekends. In an e-mail addressed only to Ms.

Lovvorn dated August 17,2009, the Philadelphia RDR commented:

Does the [Area Director of Clinical Reimbursement] need to approve of who will
and wont be seen on weekends or any other given day going forward? This is not
a question of weekend therapy coverage in any way. Again, this patient was
never expected or scheduled to reach ... RU for the 5 day assessment, nor were
they scheduled for 6 days a week. They would not even be able to be seen on
Saturday if it were appropriate unless we would have modified our order to reflect
6 days a week. From a review standpoint, it would have been clear that this day
was added solely to capture the higher RUG. This patient ended up being sent to
the hospital later in her stay for seizure activity which was the sole reason we
planned the way we did, based on what her clinical need and picture is, just like is
done for any other patient who enters any of our facilities.

(Exhibit 6.)

74. In short, as reflected in Extendicare's resident pathway charts and pathway

reviews, Extendicare is deliberately gaming the RUG system to obtain Medicare payment for

therapy services that the patient does not need and that the SNF does not actually provide.

Intentionally overbilling Medicare for services that are not medically necessary constitutes fraud.

See 42 U.S.C. § 1395y ("[N]o payments may be made under part A or part B for any expenses

incurred for items or services which ... are not reasonable and necessary for the diagnosis or

treatment of illness or injury or to improve the functioning of a malformed body member. ... ").
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This practice not only constitutes fraud on the U.S. Government, but also abuses nursing-home

patients who cannot comfortably tolerate the escalated therapy levels that Extendicare subjects

them to when shooting for the highest (and most profitable) RUG level attainable.

2. Clustering Therapy Sessions to Misrepresent Their Frequency

75. Another means used by Extendicare to defraud Medicare is to manipulate the

scheduling of therapy sessions to make it appear that patients are receiving therapy on a daily

basis when, in fact, they are not. In order to qualify for higher RUG levels of Medicare Part A

coverage, a patient must receive treatment on a "daily basis," i.e., five days out of seven. For

Medicare Part A patients who have three-times-per-week treatment orders from their doctors -

typically, when the patients are already beyond the 14-day assessment period, and the patients'

treatment plans have been downgraded -- Extendicare pressures its FRCs and therapists to

schedule the patients to receive their treatments on either a Wednesday- Thursday-Friday-

Monday-Tuesday schedule or a Thursday':Friday-Monday-Tuesday-Wednesday schedule during

the 30-, 60-, or 90-day assessment periods.

76. In order to get reimbursed under Medicare Part A, after each assessment reference

date, a SNF must submit a document called the "Minimum Data Set," or "MDS." For each

discipline of therapy, Section 0 of the MDS requires the provider to disclose the "number of

days this therapy was administered for at least 15 minutes a day in the last 7 days." If the answer

to this question is "five," then Medicare reimburses on the basis that the patient is receiving

therapy on a five-day-a-week basis.

77. Thus, by clustering the treatment days around the weekend, Extendicare gives

Medicare the false impression that the patients are receiving five days oftherapy per week --

despite the fact that, at that point, the treatment plan and physician's order call for the patient to
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receive therapy only three times a week and, in reality, the patients are receiving therapy only

three times a week. Once the assessment period is over, consistent with patient's needs,

therapists resume scheduling patients to receive therapy either on a Monday- Wednesday- Friday

or a Tuesday- Thursday-Saturday, as those schedules allow for rest days between treatment days

and for the use of off-days to assess the effects of the-treatments. The result of this fraudulent

practice is that Medicare is billed for services that Extendicare does not provide, does not intend

to provide, are not medically necessary, are not in the treatment plan, and are not ordered by the

physician, who instead has ordered that therapy be provided only three days a week.

78. A June 11, 2009, series of emails from Ms. Kennedy to facility and regional

managers demonstrates how Extendicare pushed its FRCs to cluster three-days-a-week treatment

orders to deceptively capture five-days-a-week reimbursement levels. Ms. Kennedy asks, "Why

didn't we do 3 days one week and 2 days the next or 2 and 3 on [the patient]??" She continued:

Please review these situations more closely - we really have to watch the ramp
down right before a window [i.e., assessment period] so we can capture the most
appropriate RUG. Just think if this situation occurred once a month for a whole
year at Dresher - financial impact would be $8500.00 for the year in regards to
this scenario alone. Think about 22 buildings with this situation each month for an
entire year - that would be $187,000.00!!!!!! Even at half of that, we are talking a
very large amount of reimbursement.

79. The resident pathway charts and pathway reviews demonstrate how, during

assessment periods, Extendicare would cluster therapy sessions for patients with three-days-a-

week treatment orders in order to make it appear that these patients were receiving therapy five

days a week. For example, Patient 7 was admitted to Valley Manor Nursing and Rehabilitation

Center on December 23,2008. In the final weeks of the patient's 100-day SNF stay, Patient 7's

therapy regimen was reduced to three times per week. However, in order to capture the RH level

of reimbursement (which requires five days of therapy per week totaling at least 325 minutes)
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during the 90-day assessment period, Extendicare clustered three days of therapy on Wednesday,

Thursday, and Friday, March 11-13,2009, and two days of therapy on Monday and Tuesday of

the following week. The net result of this manipulation was that Extendicare billed Medicare at

the RUG RH reimbursement rate, despite the fact that Patient 7 could not qualify for this level of

reimbursement because Patient 7 was receiving therapy three times rather than five times per

week. (Exhibit 7.) Extendicare's "clustering" policy is also reflected in comments in pathway

review reports. For example, the Statesman Facility pathway review report for the week of

November 19, 2008, contains the following note for Patient 8: "OT treating 3 times a week, OT

treating Wed. Thur. Fri. Mon. Tues to obtain RM on the 14 day." (Exhibit 8.) A patient cannot

be considered an "RM" unless the patient is receiving rehabilitation therapy five times per week.

3. Billing for ADL Services Not Needed Or Provided

80. Extendicare exerted pressure on certified nursing assistants ("CNAs") to provide

patients with care services, and thus to earn ADL points, that were unnecessary, and also exerted

pressure on personnel to bill for care services that were not provided. For example, Extendicare

had an unwritten rule that was in effect during the patient's initialS-day assessment period

whereby at night, two CNAs were supposed to answer a call light, even though one CNA could

have responded; in this way, Extendicare could claim two ADL points, rather than one. Or,

when a patient had 15 ADL points, or six ADL points -- in each case, falling one point short of

the number that would bump the patient into one of the higher RUG categories -- Extendicare

management would instruct the FRC or CRC to speak with the CNAs to see whether, based on

services that had been provided, they could simply "find" another ADL point.

81. As an example of this practice of trying to "find" another ADL point, consider the

case of Patient 9 at Elkins Crest in September 2009. In the pathway review, Extendicare
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administrators noted that his ADL score for the 5-day assessment was 15 -- just one point short

of the 16 necessary for a higher level of reimbursement, at a cost impact of $317.66. The

pathway review comment was: "ADL score is 15. CRC is to review for additional ADL point."

(Exhibit 9.)

B. Denying Medically Necessary Services to Medicare Part A Patients

82. The evidence demonstrates that, just as Extendicare aggressively pushes therapists

to ramp up and provide unnecessary therapy during the assessment periods for the purpose of

maximizing reimbursement, Extendicare also pushes therapists to ramp down therapy minutes

after the assessment reference dates, and not to "over-provide" therapy minutes, i.e., not to

provide substantially more minutes than are necessary to qualify the patient for any RUG

category. As a result of this practice, Extendicare is also defrauding the U.S. government in

many instances by failing to provide medically necessary services that Medicare is paying for.

See 42 C.F.R. § 483.25 (facilities must provide patients with "the necessary care and services to

attain or maintain the highest practicable physical, mental, and psychosocial well-being, in

accordance with the comprehensive assessment and plan of care"); 42 C.F.R. § 483.45 (a facility

must either provide the care mandated by the patient's comprehensive plan of care or obtain the

services for the patient from an outside resource). By withholding therapy services that are

medically necessary, Extendicare minimizes its costs and, in some cases, gets additional

reimbursement by increasing the length of the patient's stay.

83. Once a targeted RUG level is obtained, Extendicare's clinical reimbursement staff

instructs the therapy staff to "ramp down" the level of therapy below the RUG level then being

billed. For example, the Elkins pathway review report on February 18, 2009, has a note for

Patient 10 saying that the FRC was "educated to ramp down to RV after 30 day [assessment

34



review date]." (Exhibit 10.) Another note in the Elkins pathway review report for April 15,

2009 states that, for Patient 11, "Obtained RU at 30d now ramping down." (Exhibit 11.) As a

result of this practice of ramping down, those patients who are correctly classified in the higher

RUG levels often do not receive the full extent of therapy that is medically necessary to restore

them to health and has been paid for by Medicare Part A.

84. Another pathway review note criticizes the Dresher facility for "overproviding"

minutes to a patient because the therapy minutes exceeded the minimum amount of minutes

expected in the patient's RUG category. Patient 12 had qualified for the RV level of

reimbursement, i.e., the patient needed between 500 and 719 therapy minutes per week. In this

instance, the facility was providing 623 minutes of therapy to Patient 12 for a one-week period --

almost exactly in the middle of the range expected for an "RV" patient. However, the pathway

review note dated August 12,2009, states that the Dresher facility "overprovided RV minutes

(623)." (Exhibit 12.)

c. Denying Medically Necessary Services to Medicare Advantage Patients

85. Many of the patients in Extendicare facilities are covered by one of the managed

care plans offered under Medicare Advantage. In a managed care situation, health care providers

generally receive the same amount of money per patient regardless of the level of care provided;

accordingly, a provider can make more money by providing less care.

86. A Medicare Advantage patient who requires rehabilitation services and who is

admitted to an Extendicare SNF following a hospitalization is entitled to receive whatever

services are medically necessary, subject to any limits in the contract between Extendicare and

the managed care insurance provider. Often, these contracts provide that patients shall receive

all medically necessary therapy services, up to five hours (300 minutes) oftherapy per week.
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87. Despite the patient's entitlement to the level of therapy specified in the patient's

managed care contract, Extendicare has internal agreements with Pro Step, the Extendicare

division that actually provides the therapy, requiring Pro Step to limit the amount of therapy

provided to Medicare Advantage enrollees to levels below those specified in the Medicare

Advantage managed care contract. These internal agreements, known as "Ready References,"

are published on the company's intranet. Extendicare does not establish similar limits on the

amount of therapy to be provided to beneficiaries of traditional Medicare Part A; this limitation

is aimed specifically at Medicare managed care enrollees, and based solely on financial

considerations. Consequently, Medicare patients with similar conditions and diagnoses often

receive significantly disparate treatment at Extendicare facilities, depending solely on whether

the patients are covered by traditional Medicare Part A or a Medicare Advantage plan.

88. Extendicare requires its FRCs to check these Ready References and, in

accordance with them, limit the amount of therapy provided to managed care patients.

Frequently, although the Extendicare contract with the Medicare Advantage provider states that

patients can receive up to five hours of therapy per week, Extendicare will limit the therapy to 30

minutes per day for a maximum of five sessions per week, i.e., a total of two- and- a-half hours of

therapy per week.

89. For example, in November 2008, the FRC at the Extendicare's Oak Hill facility

wanted to provide 60-65 minutes of therapy per day to a resident who was covered by the Unison

Advantage Level I (Medicare) plan, as provided in Extendicare's Unison Advantage contract

(which provided for "less than 5 hours of therapy a week"). Upon learning this, on November

21,2008, Extendicare's Eastern Operations Area Vice-President Jan Ricchio sent the FRC the

following e-mail: "The contract says 'less than 5 hours of therapy a week'. EHSI has agreed to
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pay pro step for a minimum of 15 minutes and a maximum of 30 minutes per day for 5 days on

those contracts. You are providing between 300 and 325 rather than between 75 and 150?"

(Exhibit 13.)

90. In other words, where there was a conflict between what was set forth in the

managed care contract and the EHSIlProStep "agreed upon limits per contract as listed on the

intranet," the EHSIlProStep limits would govern even if the patient was denied medically

necessary care. And, in those situations, Extendicare's Medicare Advantage patients would not

receive the level of therapy that the u.s. government paid for under the managed care contracts.

D. Upcoding Medicaid RUG Classifications by Clustering Therapy

91. Extendicare also upcoded the RUG classifications for patients whose stays in the

facilities were covered by Medicaid, with at least some of the costs of their therapy reimbursed

under Medicare Part B. Although Medicaid generally pays much lower reimbursements than

Medicare Part A, it is still a steady source of income for Extendicare facilities, enabling

Extendicare to generate income by filling beds that otherwise might go empty. Medicaid pays

higher amounts when patients are receiving therapy at least on a five-times-per-week basis for at

least 150 minutes in total (sometimes referred to as "5/150"). However, Extendicare does not

want to provide Medicaid patients with more than three therapy sessions a week, for three

reasons. First, Extendicare does not consider this a profitable use of its therapists, who can

usually generate more revenue by providing therapy to Medicare Part A patients. Second, if a

Medicaid patient has recently completed his course of skilled services covered by Medicare Part

A and Extendicare provides the patient with five sessions of therapy per week, this is considered

to be a skilled level of service that interrupts the patient's 60-day wellness period, which means

the patient will have to re-start the 60-day period before again being eligible for benefits under
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Medicare Part A. And third, Extendicare's internal agreement with Pro Step stipulates that, for

patients who are not covered by Medicare Part A, EHSI will "pay" Pro Step at the rate of one

dollar per therapy minute delivered. Thus, whenever ProStep provides a minute of therapy to a

Medicaid patient, EHSI incurs a "cost" of one dollar and therefore appears less profitable.

92. Despite the fact that Extendicare was providing Medicaid patients with only three

therapy sessions a week, and the doctors' orders specified that the patients were to receive only

three weekly sessions, Extendicare was clustering these three sessions around the weekend so

that a patient could have five sessions within a seven-day period. Extendicare was then

representing to Medicaid that these patients were receiving therapy five days per week and, on

this basis, submitting claims to Medicaid for higher reimbursement amounts. In an e-mail to Ms.

Lovvorn on September 4, 2009, referring to the Spruce Manor Nursing and Rehabilitation

facility in West Reading, Pennsylvania, Wanda Kennedy, Eastern Operations Area Director of

Clinical Reimbursement, specifically encouraged this practice, saying: "At Spruce, the process

was for the FRC to collaborate with the BOM [business office manager] when picking up a

resident to identify where the resident was in the 60 day break in stay. (Spruce recycles a large

number of their residents.) If appropriate the resident would be provided treatment at 3x per

week vs. 5x a week because at 3x per week, the 60 day break in stay would not be reset. At 3x

per week we can still do 3 days and 2 days to get the 5/150." (Exhibit 14.) As noted earlier, the

"5/150" referred to the numbers necessary to qualify for higher Medicaid reimbursement.
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E. Denying Medically Necessary Treatment for Medicaid Patients

93. For Extendicare patients who are covered by Medicaid and Medicare Part B, the

manner in which they begin any necessary rehabilitation services is different from Medicare A

patients, because most of the MedicaidlMedicare B patients are already residing in the facility as

LTC residents when therapy services begin. When a resident is identified as requiring therapy

services, before the services will be provided, the FRC must notify the business office manager

and the clinical reimbursement staff and request permission from the Facility Administrator. The

Facility Administrator and Extendicare's Regional Director of Operations then have to "approve"

the services before therapy can be commenced.

94. Despite the fact that Extendicare may be representing to Medicaid that some of

these patients are receiving therapy on a five-times-per-week basis -- and these patients in fact

need that much therapy, and Medicaid is paying for that level of service -- Extendicare puts

enormous pressure on the facility not to provide therapy more than three times per week. As

stated above, one reason for this is that it would interrupt the 60-day wellness period and thus

delay the patient's eligibility for a new round of benefits under Medicare Part A; a second reason

is that Medicaid and Medicare Part B don't pay very much; and a third is that EHSI must "pay"

Pro Step for the therapy minutes, hurting EHSI's "bottom line." Ironically, at the same time

Extendicare is trying to minimize the therapy actually provided to Medicaid patients,

administrators are trying to cluster whatever therapy treatment is provided in order to maximize

Medicaid reimbursement.

95. An example of a situation where a Medicaid/Medicare Part B patient needed

therapy on a five-times-per-week basis, but an Extendicare administrator sought to limit the

amount of therapy to three times a week, occurred at Extendicare's Statesman Health and
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Rehabilitation Center in mid-August 2009. The patient had just suffered a stroke, and the

therapists demonstrated that it was medically necessary for him to receive therapy on a five-

times-per-week basis. An Extendicare administrator, Patti Robinson, said in response, "5 times

is too much. Can we do 3." (Exhibit 15.) In this instance, several days after the initial request

for increased therapy; the therapists apparently succeeded in overriding the normal company

policy.

THE NATIONWIDE SCOPE OF THE FRAUDULENT CONDUCT

96. During the course of her employment, Ms. Lovvorn uncovered evidence that

Extendicare is engaging in the fraudulent schemes described herein not only in the Eastern

Region where Ms. Lovvorn was working, but also throughout Extendicare's entire operational

area, i.e., on a nationwide basis. This evidence includes an internal report called "Key Stats" that

is prepared and maintained by the accounting department in Extendicare's Milwaukee,

Wisconsin corporate office. (Exhibit 16.) The report, which was distributed to managers

including Ms. Lovvorn, tracks various key indicators concerning Extendicare's nationwide

operations. Among the indicators that Extendicare tracks for each of its operational areas (i.e.,

regions or states) are the percentage of Part A patients Extendicare classifies in each of the RUG

categories, and the average minutes Extendicare provides to patients at each of the various RUG

levels. As evidenced in the 2009 Key Stats report, in every state and region in which it operates,

Extendicare is pushing a growing percentage of patients into the two highest RUG categories,

while at the same time it is consistently providing far fewer therapy minutes than required to

justify these RUG levels.

97. For example, in the Pennsylvania/Delaware regions, in November 2009,

Extendicare classified 67.29% of its Part A Medicare patients in the "RU" or "RV" categories.
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During that same time, however, Extendicare's PennsylvanialDelaware facilities provided an

average of80.87 minutes per day for patients who were categorized as "RU," and an average of

47.83 minutes per day for patients who were categorized as "RV." However, pursuant to the

RUG coding system, RU patients are those who receive at least 720 minutes of therapy per week,

or approximately 102.86 minutes per day, and RV patients are those who receive at least 500

minutes of therapy per week, or approximately 71.42 minutes per day. In other words, in the

Pennsylvania/Delaware region, Extendicare is providing less than 80% of the therapy that RU

patients should receive and less than 67% of the therapy that RV patients should receive. The

situation is even worse for RU patients in the Ohio region, where, in November 2009,

Extendicare provided an average of only 70.86 minutes of therapy per day to RU patients.

98. Another place where Extendicare's fraud is particularly egregious is in the State of

Michigan. Having purchased some ongoing facilities, Extendicare commenced rehabilitation

operations in Michigan in April 2009. As of April 2009, 44.62% of the Medicare patients at

Extendicare facilities in Michigan were classified as RU, and the average number of therapy

minutes provided to these patients was 98.53 minutes per day -- approximately 96% of the

minutes one might expect, using the figure of 102.86 minutes as a daily minimum. Throughout

the remainder of2009, however, the percentage ofRU patients climbed rapidly, while over the

same time period, the average number of therapy minutes provided to RU patients declined

precipitously. By November 2009, the percentage of Medicare patients classified as RU in

Extendicare's Michigan facilities had risen to 55.58%, while the average number of minutes of

therapy provided to the RU patients had fallen to 85.04 minutes per day --less than 83% of the

minutes one might expect, based on the minimum level of 102.86 minutes per day. (See Exhibit

16: 2009 Key Stats: Michigan.)
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99. Ms. Lovvorn received further confirmation that Extendicare is engaged in a

scheme to defraud Medicare and Medicaid at all its facilities throughout the United States when

she attended a budgeting training session for all Area Rehabilitation Directors in August 2009 at

Extendicare's corporate offices in Milwaukee, Wisconsin. During this meeting, Extendicare's

corporate management explained that Extendicare keeps track of the breakdown of the RUG

categories in which its Medicare Part A patients are placed at each of its facilities. Thus,

Extendicare knows how many therapy minutes it needs to provide -- and, based on the average

productivity of its therapists, how many therapists it needs to employ -- in order to provide the

minimum amount of therapy that would be "expected" for the patients in the various RUG

categories. However, Extendicare informed Ms. Lovvorn and the other Area Rehabilitation

Directors that instead of hiring enough therapists to provide the minimum minutes that the

patients should be receiving if their classifications accurately reflected their medical needs,

Extendicare budgets for at least 10 percent fewer treatment minutes than would be necessary to

provide the minimum amount of therapy that is billed for the Part A rehabilitation patients.

100. Ms. Lovvorn also learned during the course of her employment that two of the

primary tools through which Extendicare pressures Fk.Cs, therapists, and others to improperly

maximize reimbursement -- the use of resident pathways and pathway review calls -- are not

confined to the Eastern Region. Rather, Extendicare has had a company-wide policy requiring

facilities in every region to generate resident pathways and participate in pathway review calls.

(Exhibits 17 and 18.)
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DEFENDANTS' RETALIATORY DISCHARGE OF MS. LOVVORN

101. When Ms. Lovvorn was hired by Extendicare in October 2008, she was successful

in her role as ADR despite the significant challenges that she inherited upon taking the position.

By September 2009, she had reduced the number of open therapist positions in her area from 42

to 16, cut Extendicare's reliance on costly contract therapists by SOOA>, and improved her

facilities' performance as measured by several operations indicators, including therapy team

productivity. This resulted in an October 2009 profit margin of 10.89%, well above the 7.12%

Extendicare had budgeted. Ms. Lovvorn's supervisor, ProStep Vice President Sharon

Gawronski, acknowledged her exemplary performance when she described Ms. Lovvorn, in her

annual performance review for 2009, as a "loyal and dedicated leader for ProStep" who had

"clearly caught on well to the ADR role and ... become a proven leader as it relates to the

operations of the job."

102. Initially, Ms. Lovvorn also forged a positive working relationship with Jan

Ricchio, the Eastern Operations Area Vice President for Extendicare, who oversaw management

of the 21 facilities where Ms. Lovvorn's Pro Step staff provided rehabilitation services. As

EHSI's Vice President of Eastern Operations and ProStep's primary internal customer in the

Eastern Area, Ms. Ricchio wielded a great deal of control over the ADR position. This

relationship was well known among EHSI staff to have been strained in the past, so much so that

in the two years prior to Ms. Lovvorn's arrival, Pro Step had cycled through two other ADRs for

the Eastern Area.

103. Ms. Lovvorn was able to tum this situation around within a few months. By

March 2009, at an Eastern Area meeting in Grantville, Pennsylvania, Ms. Ricchio commented to

Extendicare CEO Tim Lukenda and ProStep VP Sharon Gawronsky that her relationship with
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Ms. Lovvorn was "a good one." She added, speaking of Ms. Lovvorn, "We definitely found the

right one!" At an annual ProStep awards luncheon the following month, she commended Ms.

Lovvorn's Pro Step leadership and credited ProStep for much of Extendicare' s success in the

Eastern Area. However, the working relationship between Mr. Lovvorn and Ms. Ricchio

changed when, starting in August 2009; Ms. Lovvorn began to complain internally, both orally

and in writing, of Ext endi care's fraudulent billing practices.

104. When Ms. Lovvorn first complained internally on August 13,2009, about

Extendicare's fraudulent billing practices, Ms. Ricchio and Ms. Kennedy became visibly upset

and even angry, denied that Ms. Lovvorn's concerns were valid, and refused to discuss the

matter further. After this discussion, Extendicare immediately began to retaliate against Ms.

Lovvorn. The following day, Friday, August 14,2009, Ms. Ricchio sent Ms. Lovvorn an

accusatory email, with a copy to Ms. Kennedy, attacking her performance in connection with the

Slate Belt facility, which was beset with budget problems. Ms. Ricchio's criticisms were

unfounded and she knew it: just the day before, Ms. Lovvorn had gone over the budget problems

with Ms. Ricchio and demonstrated that neither the FRC nor any other Pro Step employee was

responsible for the budget problems. Ms. Ricchio had no basis for her criticisms, but rather was

lashing out at Ms. Lovvorn in order to punish and discredit her because she had raised concerns

about fraudulent billing practices.

105. Ms. Ricchio sent additional accusatory emails to Ms. Lovvorn on Monday,

August 17,2009. The following day, concerned that Ms. Ricchio planned to have her

terminated, Ms. Lovvorn met briefly with Extendicare's Director of Human Resources Tim

Detary, notifying him of Extendicare's Medicare billing practices and of Ms. Ricchio's

retaliation against her. Ms. Ricchio, who was in Milwaukee at the time, witnessed Ms. Lovvorn

44



meeting with Mr. Detary. The next day, at Mr. Detary's request and with the support of Ms.

Gawronski, who was her supervisor, Ms. Lovvorn met formally with Mr. Detary and Ms.

Gawronski and laid out in detail her concerns about the Medicare billing practices she had

investigated. Throughout this meeting, Ms. Lovvorn repeatedly described Extendicare's billing

practices as fraudulent and illegal, and she suggested that Extendicare's compliance office

should investigate. Mr. Detary and Ms. Gawronski agreed that Ms. Lovvorn's concerns were

valid ones. At the end of the meeting, Mr. Detary assured Ms. Lovvorn that they would report

her concerns to corporate compliance for investigation.

106. Knowing that Ms. Lovvorn had elevated her complaints, Ms. Ricchio

immediately escalated her retaliatory campaign against Ms. Lovvorn. On August 20,2009, for

example, she undermined Ms. Lovvorn's authority among ProStep staffby directly contacting

the FRC at Valley Manor, and directing her to work at a different facility. On that same day, Ms.

Ricchio sent an email to Ms. Lovvorn and Extendicare's top regional managers implying that

Ms. Lovvorn was not able to fulfill her job duties. Coming from ProStep's internal customer and

the highest-level Extendicare official in Ms. Lovvorn's area, this unwarranted interference and

false criticism undercut Ms. Lovvorn's authority and reputation among Extendicare's

management and staff.

107. On August 31, 2009, almost two weeks after Ms. Lovvorn first reported her

concerns regarding fraudulent billing to Mr. Detary and Ms. Gawronski, Extendicare Corporate

Compliance Officer Donna Maasen interviewed Ms. Lovvorn telephonically about her

complaints. Ms. Lovvorn told Ms. Maasen that Extendicare was fraudulently and illegally

billing Medicare, and explained in detail the way Extendicare was engaging in suspension bridge

billing and improperly clustering therapy sessions.
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108. In the middle of the compliance investigation, the newly appointed FRC at

Dresher Hill abruptly stepped down from his position. This individual was one of the co-FRCs

whom Ms. Lovvorn had interviewed early on in her investigation, and who had expressed serious

reservations about Extendicare' s billing practices. Based on these discussions, Ms. Lovvorn

believes this co-FRC resigned, in part, because he was unwilling to engage in the fraudulent and

clinically reckless billing practices required by Ms. Ricchio and the clinical reimbursement staff.

109. Ms. Ricchio continued barraging Ms. Lovvorn with false criticisms. On

September 9, for example, after speaking with the departing RDR and hearing that he was

resigning because of his concerns about billing improprieties, Ms. Ricchio sent an email to

EHSI's regional leadership accusing Ms. Lovvorn and the former RDR of having been untruthful

with her about a hiring matter. Ms. Lovvorn reported this retaliatory harassment to Mr. Detary

on September 10,2009, but he took no action to protect her.

110. On September 22,2009, Mr. Detary, Ms. Gawronski, and corporate compliance

officer Donna Maasen reported the outcome of Extendicare' s investigation to Ms. Lovvorn in a

meeting at the corporate office in Milwaukee. According to Ms. Maasen, she had interviewed

two Eastern-Area RDRs, three FRCs, and some of Ms. Ricchio's staff, and had found no

evidence that "all" patients in Ms. Ricchio's operations area were categorized at the RU level.

However, Ms. Lovvorn had never asserted that EHSI was billing all patients at the RU rate; she

had charged, correctly, that the company was billing at various RUG levels that were higher than

the services it provided to patients or than were medically needed, and that Extendicare

management wanted facilities to presume upon a patient's admission that the patient could be

scheduled for rehabilitation therapy at the RU level. Ms. Lovvorn had repeatedly explained that

the problem was not just billing patients at the RU level when they should have been billed at the
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RV level, but also, billing other patients at the RV level when they should have been billed at the

RHlevel.

111. By intentionally mischaracterizing Ms. Lovvorn's complaint, Extendicare

deliberately ignored and refused to investigate the widespread billing fraud she had reported.

When Ms. Lovvorn asked if the investigation had examined the glaring pattern in the resident

pathways of ramping up therapy minutes during assessment periods and then drastically

decreasing them during non-assessment periods, Ms. Maasen indicated that the investigation had

found no evidence of such a practice, and claimed that it was "typical" for the number of minutes

of therapy actually provided not to match up exactly with the minutes projected during

assessment periods. According to Ms. Maasen's characterization of the non-findings of the

investigation, it was as though the company had found nothing wrong whatsoever.

112. Despite her cryptic description of the investigation's findings, Ms. Maasen

informed Ms. Lovvorn that Extendicare would be implementing some company-wide

recommendations as a result of the investigation. Ms. Maasen provided Ms. Lovvorn with a list

of these measures, some of which belied Ms. Maasen's description of the findings of the

investigation.

113. Extendicare's plans for addressing Ms. Ricchio's harassment of Ms. Lovvorn

were similarly disappointing. When the discussion turned to this topic, Mr. Detary indicated that

Extendicare had no intention of stopping Ms. Ricchio' s unlawful campaign of retaliation against

her. The company knew that Ms. Ricchio was bullying her, Mr. Detary acknowledged, but he

warned Ms. Lovvorn that if she wanted a future at Extendicare she would just have to learn how

to live with Ms. Ricchio. This and Mr. Detary's other comments made it clear that Ms.
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Lovvorn's job was in jeopardy, and that the company would no longer tolerate her insistence on

compliance with Medicare rules and regulations.

114. Not surprisingly in light of Mr. Detary's statements, Ms. Ricchio sent another

flurry of harassing and accusatory emails to Ms. Lovvorn on Friday, September 25,2009, and

into the following morning. In these emails. Ms. Ricchio badgered Ms. Lovvorn relentlessly,

claiming that she was slacking on her job and forcing others to perform her job duties, and

implying that she was lying in her rebuttals. Ms. Ricchio also indicated that her criticisms were

"non-negotiable" and that it was "immaterial" whether Ms. Lovvorn agreed. Fearful that Ms.

Ricchio intended to have her terminated, Ms. Lovvorn responded by filing a formal complaint of

retaliation and harassment with Extendicare's Human Resources and Corporate Compliance

offices, as well as with her direct supervisor, Ms. Gawronski. In this complaint, Ms. Lovvorn

stated that Ms. Ricchio continued to create a hostile employment environment for her because

she had reported the improper billing practices of Ms. Ricchio and her staff. Ms. Lovvorn also

pointed out that the False Claims Act protected her from retaliation based on her complaint, and

she reiterated her concern that the billing practices identified in her initial complaint continued.

Despite this formal complaint, Ms. Ricchio continued to harass Ms. Lovvorn by email

throughout the day on Monday, September 28,2009, asking her questions such as, "Can I ask

where you were on Friday?" and again accusing her of falling down on the job and lying to cover

her so-called dereliction of duty.

115. Also on September 28,2009, Extendicare suddenly announced Ms. Gawronski's

resignation, effective immediately. Ms. Gawronski's resignation left Ms. Lovvorn even more

vulnerable to Ms. Ricchio' s retaliation, as Ms. Gawronski had direct knowledge of Ms.

Lovvorn's exemplary performance and of the falsity of Ms. Ricchio's accusations and had
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provided some level of protection for Ms. Lovvorn. Even worse, Extendicare appointed Rick

Gurka as the new Vice President of Pro Step, which made him Ms. Lovvorn's direct supervisor.

Mr. Gurka was also Extendicare's Vice President of Clinical Reimbursement and was thus in

charge of the reimbursement staff who had helped lead the problematic pathway calls, drafted

the inappropriate "missed opportunity" reports, and forced FRCs to engage in unlawful billing

practices. It was thus no surprise that when Mr. Gurka and Mr. Detary spoke with Ms. Lovvorn

about her formal complaint against Ms. Ricchio, Mr. Gurka summarily dismissed Ms. Lovvorn's

complaint and told her that she needed to learn to communicate better with Ms. Ricchio. Mr.

Gurka thus sought to shift the blame for Ms. Ricchio' s retaliation and harassment to Ms.

Lovvorn and refused to commit to protecting her against further retaliation.

116. Ms. Ricchio's retaliation, the sudden departure of Ms. Gawronski, Mr. Gurka's

and Mr. Detary's refusal to protect Ms. Lovvern, and Ms. Lovvorn's reasonable fear that she

faced likely termination resulted in her suffering acute stress and anxiety in late September 2009.

On October 2, short of breath and feeling chest pains, Ms. Lovvorn was admitted to a hospital for

overnight observation. Her doctor prescribed an anti-anxiety medication and recommended that

she take two to three weeks of medical leave, which she began on October 6, 2009.

117. Upon her return to work on October 26,2009, Ms. Lovvorn found that

Extendicare had not corrected the fraudulent billing practices she had reported. She spoke to one

of her colleagues, who had been serving as a treating therapist for two months, and he confirmed

that Ms. Ricchio and the clinical reimbursement staff continued to pressure facilities' staff to

ramp up therapy minutes during assessment periods and to cluster therapy days in order to meet

higher RUG levels. It was clear to Ms. Lovvorn that Extendicare had deliberately chosen to
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ignore the fraudulent practices, effectively encouraging Ms. Ricchio and the clinical

reimbursement staff in their efforts to boost revenues at the expense of taxpayers and patients.

118. A few days later, it also became clear that the company intended to "shoot the

messenger" who had reported the unlawful activities that continued unabated. On October 29,

2009, Joy Koolloos, whom Mr. Gurka had installed as Director of Operations for ProStep and

Ms. Lovvorn's direct supervisor, issued Ms. Lovvorn a written reprimand containing a laundry

list of supposed performance deficiencies. The list repeated some of Ms. Ricchio' s false

criticisms and added new ones, all of which were either unfounded or inappropriate given the

fact that Ms. Lovvorn had been operating with a reduced staff for some time. The only

conceivable purpose of the reprimand was to create a paper trail to support her termination.

Before Ms. Lovvorn could respond, however, she was in a serious car accident causing her to be

hospitalized and forcing her to take medical leave from October 30 to November 9, 2009.

119. Soon after returning to work on November 9, 2009, Ms. Lovvorn participated in a

conference call with Mr. Gurka, Ms. Koolloos and Ms. Ricchio. During that call, it came up that

a physical therapist at the Slate Belt facility had resigned her position during Ms. Lovvorn's

absence. In the discussion that followed, Ms. Lovvorn pointed out that this was the same

therapist who had approached Ms. Lovvorn during the summer and expressed serious

reservations about EHSI's Medicare billing practices and its focus on revenues in what she

believed was a disregard for the clinical needs of patients. Ms. Lovvorn also pointed out that this

therapist had worked in the facility whose FRC had been criticized by Ms. Ricchio in an August

13 email for "listening to the therapists when planning the patient's levels," and had failed to

consistently schedule patients at the highest possible level. Ms. Lovvorn also expressed her

concern that three months of pathway calls may have succeeded in forcing the FRC to yield to
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Extendicare's pressure to schedule for the highest RUG level and not the patient's needs. In

addition, Ms. Lovvorn mentioned that the FRC at a facility called Arbors of New Castle,

Delaware, had recently raised concerns about orders not to provide five-days-a-week treatment

that was needed by LTC residents because that would interrupt the 60-day "wellness period," and

to cluster therapy in order to make it appear that patients were receiving therapy five days a week

when, in fact, they were receiving it only three days a week. All of this, Ms. Lovvorn stated on

the call, indicated that the fraudulent practices she had reported starting in August were ongoing

and had not been corrected. The only response from Mr. Gurka, Ms. Koolloos, and Ms. Ricchio

was that it sounded like there was a need for educating Extendicare staff regarding billing

compliance. When Ms. Lovvorn asked when this education would begin, no one responded with

a concrete plan to begin the education process.

120. On November 11,2009, Ms. Lovvorn attended a clinical reimbursement meeting

at the Stonebridge facility. The meeting was also attended by Ms. Kennedy, four management-

level clinical reimbursement staff members, and another person who was Ms. Lovvorn's direct

report. Having heard from her superiors two days earlier that Extendicare staff needed further

education on billing compliance, Ms. Lovvorn decided to begin that process at the Stonebridge

meeting. The occasion was particularly appropriate because the attendees included both clinical

reimbursement and therapy staff, and because all attendees were managers who could

disseminate compliance information to their own staffs.

121. After discussion of other business had ended at the meeting, Ms. Lovvorn told the

attendees that she and her staff had witnessed several billing practices that raised questions about

Extendicare's compliance with Medicare rules and regulations. She specifically cited the

"ramping up" of therapy minutes to higher RUG levels during assessment periods and the
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clustering of therapy sessions to overbill for RUG levels that required therapy on five of seven

days. She explained the problems with these practices in detail, made clear what was and was

not compliant, and ended her presentation by encouraging the group to work together to ensure

that Extendicare operated profitably, lawfully, and in the best interests of its patients. Providing

this type of education to Extendicare staff was part of the job responsibilities of her position.

122. The next day, on November 12,2009, Ms. Lovvorn received an instruction to

telephone Mr. Gurka at Extendicare's corporate headquarters in Milwaukee. When she phoned in

to the call, which included Mr. Gurka, Ms. Koolloos and Mr. Detary on the line, Mr. Detary

informed her that the company was suspending her employment pending an "investigation" into

her conduct at the previous day's meeting at Stonebridge. According to Mr. Detary, Ms.

Lovvorn had acted inappropriately when she informed the participants of her concerns regarding

Extendicare's billing practices, and by raising concerns among these employees that they might

not be in compliance with the law. Initiating such a discussion, Mr. Detary scolded her, was

outside the scope of her responsibilities and was unacceptable.

123. In fact, Ms. Lovvorn was acting well within the scope of her duties. Her ADRjob

description specifically charged her with "ensuring that all therapy services are in accordance

with [Extendicare] policies and procedures and in compliance with state and federal regulations"

(emphasis added). She was also carrying out what she had heard from Mr. Gurka, Ms.

Koolloos, and Ms. Ricchio just days earlier - that is, that Extendicare needed to better educate its

employees on compliance issues. Ms. Lovvorn was simply doing her job, and nothing about her

presentation was inappropriate or grounds for suspension. Mr. Detary suspended Ms. Lovvorn

because she had refused to allow Extendicare to sweep her valid reports of fraudulent billing

practices under the rug.
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124. During the November 12 call, Ms. Lovvorn was requested to provide a written

description of her actions and to follow up with Donna Maasen in regards to her continuing

compliance concerns. In response, the following day, Ms. Lovvorn sent an e-mail to Mr. Gurka,

Ms. Koolloos, Mr. Detary, and Ms. Maassen. In the e-mail.Ms. Lovvorn denied that she had

done anything wrong and attached two items: an account of what happened at the November 11

meeting at Stone bridge (Exhibit 19), and a brief summary of the compliance concerns she had

previously expressed. (Exhibit 20).

125. On November 16,2009, Mr. Detary and Mr. Gurka telephoned Ms. Lovvorn and

terminated her employment, saying that the decision was based on their investigation of the

presentation she had given on November 11. The only other reason they gave her was that the

company had decided to exercise what Mr. Detary called its "at-will employment option" and to

part ways with her.

Count I: Knowingly Presenting False Claims
(31 U.S.C. § 3729(a)(1) (2008), § 3729(a)(1)(A) (2009)

126. Plaintiff re-alleges and incorporates the allegations contained in paragraphs 1

through 125, as if fully set forth herein. This Count is a civil action against all Defendants for

violating 31 U.S.c. § 3729(a)(l) (2008) or, alternatively, 31 U.S.C. § 3729(a)(l)(A) (2009).

127. Defendants have knowingly presented, or caused to be presented, false claims for

payment to officials or employees of the United States Government.

128. Because of the Defendants' conduct under this Count, the United States has

suffered actual damages of at least $10 million.
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Count II: False Records or Statements
(31 U.S.C. § 3729(a)(2) (2008), § 3729(a)(l)(B) (2009)

129. Plaintiff re-alleges and incorporates the allegations contained in paragraphs 1

through 128 as if fully set forth herein. This Count is a civil action against all Defendants for

violating 31 U.S.C. § 3729(a)(2)(2008) or, alternatively, 31 U.S.C. § 3729(a)(l)(B)(2009).

130. Defendants have knowingly made or used, or caused to be made or used, false

statements for the purpose of getting false or fraudulent claims paid or approved by the

Government. Defendants have made or used these false statements, or caused them to be made

or used, with the specific intent to get paid by the United States Government.

131. Because of the Defendants' conduct under this Count, the United States has

suffered actual damages of at least $10 million.

Count III: Improperly Failing to Repay Money Owed to the United States
(31 U.S.C. § 3729(a)(1)(G) (2009)

132. Plaintiff re-alleges and incorporates the allegations contained in paragraphs 1

through 131 as if fully set forth herein. This Count is a civil action against all Defendants for

violating 31 U.S.C. § 3729(a)(I)(G)(2009).

133. Defendants have knowingly made, used, or caused to be made or used, false

records or statements material to an obligation to payor transmit money or property to the

United States Government.

134. Defendants have knowingly concealed, or knowingly and improperly avoided or

decreased, an obligation to payor transmit money to the United States Government.

135. Because of the Defendants' conduct under this Count, the United States has

suffered actual damages of at least $10 million.
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Count IV: Delaware False Claims Act
(6 Del. C. § 1201, et seq.)

136. Plaintiff re-alleges and incorporates the allegations in paragraphs 1 through 135,

as if fully set forth herein. This Count is a civil action against all Defendants for violating the

Delaware False Claims and Reporting Act, 6 Del. C. § 1201, et seq.

137. Defendants have knowingly presented, or caused to be presented, false Medicaid

claims for payment to officials or employees of the State of Delaware. Defendants have also

knowingly made or used, or caused to be made or used, false statements for the purpose, and

with the specific intent, of getting false or fraudulent Medicaid claims paid or approved by the

State of Delaware.

138. Because ofthe Defendants' conduct, the State of Delaware has been damaged.

Count V: Indiana False Claims Act
(Ind. Code. § 5-11-5.5-1, et seq.)

139. Plaintiffre-alleges and incorporates the allegations in paragraphs 1 through 138,

as if fully set forth herein. This Count is a civil action against all Defendants for violating the

Indiana False Claims & Whistleblower Protections Law, Ind. Code § 5-11-5.5-1, et seq.

140. Defendants have knowingly presented, or caused to be presented, false Medicaid

claims for payment to officials or employees of the State of Indiana. Defendants have also

knowingly made or used, or caused to be made or used, false statements for the purpose, and

with the specific intent, of getting false or fraudulent Medicaid claims paid or approved by the

State of Indiana.

141. Because of the Defendants' conduct, the State of Indiana has been damaged.
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Count VI: Michigan False Claims Act
(Mich. Code 400.601 et seq.)

142. Plaintiffre-alleges and incorporates the allegations in paragraphs 1 through 141,

as if fully set forth herein. This Count is a civil action against all Defendants for violating the

Medicaid False Claims Act, Mich. Code 400.601 et seq.

143. Defendants have knowingly presented, or caused to be presented, false Medicaid

claims for payment to officials or employees of the State of Michigan. Defendants have also

knowingly made or used, or caused to be made or used, false statements for the purpose, and

with the specific intent, of getting false or fraudulent Medicaid claims paid or approved by the

State of Michigan.

144. Because of the Defendants' conduct, the State of Michigan has been damaged.

Count VII: Minnesota False Claims Act
(Minn. Stat. § 15C.Ol et seq.)

145. Plaintiffre-alleges and incorporates the allegations in paragraphs 1 through 144,

as if fully set forth herein. This Count is a civil action against all Defendants for violating the

Minnesota False Claims Act, Minn. Stat. § 15C.Ol et seq.

146. Defendants have knowingly presented, or caused to be presented, false Medicaid

claims for payment to officials or employees of the State of Minnesota. Defendants have also

knowingly made or used, or caused to be made or used, false statements for the purpose, and

with the specific intent, of getting false or fraudulent Medicaid claims paid or approved by the

State of Minnesota.

147. Because of the Defendants' conduct, the State of Minnesota has been damaged.
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Count VIII: Wisconsin False Claims For Medical Assistance Act
(Wis. Stat. § 20.931 et seq.)

148. Plaintiffre-alleges and incorporates the allegations in paragraphs 1 through 147,

as if fully set forth herein. This Count is a civil action against all Defendants for violating

Wisconsin False Claims For Medical Assistance Act, Wis. Stat. §20.931 et seq.

149. Defendants have knowingly presented, or caused to be presented, false Medicaid

claims for payment to officials or employees of the State of Wisconsin. Defendants have also

knowingly made or used, or caused to be made or used, false statements for the purpose, and

with the specific intent, of getting false or fraudulent Medicaid claims paid or approved by the

State of Wisconsin.

150. Because of the Defendants' conduct, the State of Wisconsin has been damaged.

Count IX: False Claims Act Anti-Retaliation Provision
(31 U.S.C. § 3730(h) (2009))

151. Plaintiff re-alleges and incorporates the allegations contained in paragraphs 1

through 150 as if fully set forth herein. This Count is a civil action against all Defendants for

violating the anti-retaliation provision of the False Claims Act, 31 U.S.C. § 3730(h) (2009).

152. During the course of her employment, Plaintiff investigated numerous instances

where she reasonably believed that Defendants were violating the False Claims Act. Plaintiff

made numerous reports to her supervisors and other Extendicare officials regarding Defendants'

fraudulent conduct and violations of the False Claims Act, including filing an official written

complaint citing the False Claims Act and reasserting her belief that Defendants were engaging

in fraudulently billing practices. Plaintiff also repeatedly attempted to stop Defendants'
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violations of the False Claims Act, including by educating Defendants' staff about the specific

fraudulent billing practices and how to avoid engaging in them.

153. Defendants were aware that Plaintiff had engaged in activities in furtherance ofa

potential action under the qui tam provisions of the False Claims Act. Defendants were also

aware of Plaintiff's efforts to stop violations. of the False Claims Act.

154. Because Plaintiff was engaged in activities that are protected under the False

Claim Act's anti-retaliation provision, 31 U.S.C. § 3730(h), Defendants repeatedly retaliated

against Plaintiff, culminating in their termination of Plaintiffs employment. Upon Plaintiffs

reports of Defendants' fraudulent conduct, Defendants began severely harassing Plaintiff,

conduct that continued through the end of Plaintiff s employment. When Plaintiff continued to

attempt to stop Defendants' fraudulent conduct, Defendants' suspended her employment and

then terminated her.

155. As a direct and proximate result of the foregoing, Plaintiff has lost the benefit and

privileges of employment, and has suffered additional economic and non-economic damages,

including severe emotional anguish and irreparable, continuing harm to her career. Plaintiff is

entitled to all relief necessary to make her whole.

Count X: Wisconsin False Claims For Medical Assistance Act
Anti-Retaliation Provisions

(Wis. Stat. § 20.931(14)

156. Plaintiff re-alleges and incorporates the allegations contained in paragraphs 1

through 155 as if fully set forth herein. This Count is a civil action against all Defendants for

violating the anti-retaliation provision of the Wisconsin False Claims for Medical Assistance

Act, Wis. Stat. § 20.931(14).
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157. During the course of her employment, Plaintiff repeatedly took actions in

furtherance of an action or claim filed under the Wisconsin False Claims for Medical Assistance

Act. Plaintiff investigating numerous instances where she reasonably believed that Defendants

were fraudulently billing an officer, employee or agent of the State of Wisconsin in violation of

the Wisconsin False Claims for Medical Assistance Act. Plaintiff made numerous reports to her

supervisors and other Extendicare officials regarding Defendants' fraudulent billing practices,

including filing an official written complaint that asserted her belief that Defendants were

engaging in fraudulently billing practices. Plaintiff also repeatedly attempted to stop

Defendants' fraudulent billing practices by not only reporting the conduct to Defendants'

officials, but also by educating Defendants' staff about the specific fraudulent billing practices

and how to avoid engaging in them.

158. Defendants were aware that Plaintiff had engaged in activities in furtherance of a

potential action under the qui tam provisions of the Wisconsin False Claims for Medical

Assistance Act. Defendants were also aware of Plaintiffs efforts to stop violations of

Defendants' fraudulent billing practices.

159. Because Plaintiff was engaged in activities that are protected under the Wisconsin

False Claim for Medical Assistance Act's anti-retaliation provision, Wis. Stat. § 20.931(14),

Defendants repeatedly retaliated against Plaintiff. Upon Plaintiffs initial reports of Defendants'

fraudulent conduct, Defendants began severely harassing Plaintiff, which continued through the

termination of Plaintiff s employment. When Plaintiff continued to attempt to stop Defendants'

fraudulent conduct, Defendants' suspended her employment and then terminated her.

160. As a direct and proximate result of the foregoing, Plaintiff has lost the benefit and

privileges of employment, and has suffered additional economic and non-economic damages,
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including severe emotional anguish and irreparable, continuing harm to her career. Plaintiff is

entitled to all relief necessary to make her whole.

PRAYER FOR RELIEF

Plaintiff demands judgment against the Defendants as follows:

a. That by reason of the violations of the False Claims Act alleged in Counts I, II.and.

III, this Court enter judgment in favor of the United States and against the Defendants in an

amount equal to three times the amount of damages the United States Government has sustained

because of Defendants' actions, plus a civil penalty of not less than Five Thousand Five Hundred

Dollars ($5,500.00) and not more than Eleven Thousand Dollars ($11,000.00) for each violation

of31 U.S.C. § 3729;

b. That the Relator, as a qui tam Plaintiff in Counts I, II, and III, be awarded the

maximum amount allowed pursuant to Section 3730(d) of the False Claims Act or any other

applicable provision of law;

c. That by reason of the violations of the various State False Claims Act set forth in

Counts IV-VIII, this Court enter judgment in favor of each of the States and against the

Defendants in the maximum amount allowed by law;

d. That the Relator, as a qui tam Plaintiff in Counts IV-VIII, be awarded the

maximum amounts allowed pursuant to the False Claims Acts or any other applicable provisions

of law of the States on behalf those claims are brought;

e. That, by reason of Defendants' violation of the Employee Protection Provision of

the False Claims Act, 31 U.S.C. § 3730(h), judgment be entered in favor of Plaintiff and against

Defendants;
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f. That, by reason of Defendants' violation of the Wisconsin False Claim for Medical

Assistance Act's anti-retaliation provision, Wis. Stat. § 20.931(14), judgment be entered in favor

of Plaintiff and against Defendanst;

g. That Plaintiff be awarded double her back-pay losses under the Employee

Protection Provision of the False Claims Act, 31 U.S.C. § J.730(h), plus front pay, interest, costs,

and attorneys' fees, and special damages for emotional distress and harm to her reputation;

h. That Plaintiff be awarded double her back-pay losses under the Employee

Protection Provision of the Wisconsin False Claim for Medical Assistance Act, Wis. Stat. §

20.931(14), plus front pay, interest, costs, and attorneys' fees, and special damages for emotional

distress and harm to her reputation;

i. That Plaintiff be re-instated to her former position, with all applicable raises;

j. That Plaintiff be awarded all costs of this action, including reasonable attorney's fees

and court costs; and

k. That Plaintiffs have such other relief as the Court deems just and proper.
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JURY TRIAL DEMANDED

Plaintiff demands that this matter be tried before a jury.

CONSOLE LAW OFFICES LLC

DATED: April 9, 2009 BY: -,f---:;.,L-L<1.o£-~--=------r:----

arol A. Mager (175 8)
Marjory P. Albee (28150)
1525 Locust St., 9th Floor
Philadelphia, PA 19102
(215) 545-7676
(215) 827-5101 (fax)

Attorneys for Plaintiff Tracy L. Lovvorn

OF COUNSEL:

Robert L. Vogel
Janet L. Goldstein
(Pro Hac Vice Motions Pending)
Vogel, Slade & Goldstein, LLP
1718 Connecticut Ave., N.W., Suite 700
Washington, D.C. 20015
(202) 537-5900
(202) 537-5905 (fax)

David J. Marshall
Alexis H. Rickher
(Pro Hac Vice Motions Pending)
Katz, Marshall & Banks, LLP
1718 Connecticut Avenue, N.W., 6th Floor
Washington, D.C. 20009
(202) 202-299-1140
(202) 299-1148 (fax)
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EXHIBIT 5



From: Autovino, Andrew
Sent: Thursday, March 19,200911:11
To: Ricchio,Jan; Shirlow, Beth T; Pulini, Karen A; Maksimchuk, Michelle K; Kay, Marsha E
Cc: Kennedy, Wanda; Tanner, Jaime A; Smith, Michael J; Freymann, Werner; Loworn, Tracy
Subject: RE: Dresher SMART call 3/18/09

To answer Wanda's question. OT did not see Friday for the same reason as OT (low Blood sugar and vomiting)
To answer Jan's question 20 minutes of therapy on Sat due again to this being a resident with hx of minimal
participation and recovering from low blood sugar and vomiting. This patient is a LTC resident with minimal
activity and a hx. of being resistive to therapy and to be honest I planned her minutes very aggressively RU
planning was very aggressive for this resident and the staff was very creative in acheiving the minutes we got

Thanks,
Andy

From: Ricchio,Jan
Sent: Thursday, March 19, 2009 9:42 AM
To: Autovino, Andrew; Shirlow, Beth T; Pulini, Karen A; Maksimchuk, Michelle K; Kay, Marsha E
Cc: Kennedy, Wanda; Tanner, Jaime A; Smith, Michael J; Freymann, Werner; Loworn, Tracy
Subject: RE: Dresher SMART call 3/18/09

The patient was readmitted early on Thursday. Considering that we missed seeing her Thursday, she was sick
Friday, why would we only do 20 minutes of therapy on Saturday and none on Sunday in the middle of an
assessment period"? I apologize for asking if you have already responded but as you know, I am not on the
RUGs calls.

Jan Ricchio
Area Vice President
Eastern Operations
Extendicare Health Facilities, Inc.

From: Autovino, Andrew
Sent: Thursday, March 19, 2009 10:39
To: Ricchio, Jan; Shirlow, Beth T; Pulini, Karen A; Maksimchuk, Michelle K; Kay, Marsha E
Cc: Kennedy, Wanda; Tanner, Jaime A; Smith, Michael J; Freymann, Werner; Loworn, Tracy
Subject: RE: Dresher SMART call 3/18/09

All of this was discussed on RUG call. Pt blood sugar dropped Friday and patient was vomiting all afternoon PT
evaled Saturday

Thanks,
Andy

Please do not hesitate to call if further questions regarding patient planning and delivering of treatment



From: Ricchio, Jan
Sent: Thursday, March 19,20099:30 AM
To: Autovino, Andrew; Shirlow, Beth T; Pulini, Karen A; Maksimchuk, Michelle K; Kay, Marsha E
Cc: Kennedy, Wanda; Tanner, Jaime A; Smith, Michael J; Freymann, Werner; Loworn, Tracy
Subject: RE: Dresher SMART call 3/18/09

She was no seen 1st 2 days by PT and wasn't seen until Day 5 by OT??

Jan Ricchio
Area Vice President
Eastern Operations
Extendicare Health Facilities, Inc.

From: Autovino, Andrew
Sent: Thursday, March 19,20098:35
To: Ricchio, Jan; Shirlow, Beth T; Pulini, Karen A; Maksimchuk, Michelle K; Kay, Marsha E
Cc: Kennedy, Wanda; Tanner, Jaime A; Smith, Michael J; Freymann, Werner; Loworn, Tracy
Subject: RE: Dresher SMART call 3/18/09

A long term resident that came back from hospital with participation issues Everything was going okay and than
of day 8 she found out details of a terminal illness she has in the AM. Were at least able to get some minutes that
day to help get RU for 14 day but patient was not happy participating that day.

From: Ricchio, Jan
Sent: Wednesday, March 18,20096:34 PM
To: Shirlow, Beth T; Pulini, Karen A; Maksimchuk, Michelle K; Kay, Marsha E; Autovino, Andrew
Cc: Kennedy, Wanda; Tanner, Jaime A; Smith, Michael J; Freymann, Werner; Loworn, Tracy
Subject: Re: Dresher SMART call 3/18/09

Why did it come down to Day 8??

From: Shirlow, Beth T
To: Pulini, Karen A; Maksimchuk, Michelle K; Kay, Marsha E; Autovino, Andrew
Cc: Kennedy, Wanda; Tanner, Jaime A; Smith, Michael J; Ricchio, Jan; Freymann, Werner; Loworn, Tracy
Sent: Wed Mar 18 16:48:21 2009
Subject: Dresher SMART call 3/18/09
RDCR, RDR, FRC and CRC on todays call.
1 missed opportunity based on resident lack of participation on day 8. Financial impact $1595.02
Facility obtained $508.48 based on flexing ARDs from last weeks call.

Thank you,
Beth

This communication may contain confidential Protected Health Information. This information is intended only for the use of the individual or entity to
which it is addressed. The authorized recipient of this information is prohibited from disclosing this information to any other party unless required to do
so by law or regulation and is required to destroy the information after its stated need has been fulfilled.

If you are not the intended recipient, you are hereby notified that any disclosure. copying, distribution, or action taken in reliance on the contents of
these documents is strictly prohibited by federal law. If you have received this information in error. please notify the sender immediately and arrange for
the return or destruction of these documents.
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From: Freymann, Werner
Sent: Monday, August 17, 2009 12:57 PM
To: Loworn, Tracy
Subject: FW: Dresher SMART call 8/61C13

Tracy, My initial impression was that this was an additional RUG call. Upon further review I realized the true
intent? How did this turn into us having to have a call to determine what type of weekend coverage we need?
Does the ADCR need to approve of who will and wont be seen on weekends or any other given day going
forward? This is not a question of weekend therapy coverage in any way. Again, this patient was never expected
or scheduled to reach and RU for the 5 day assessment, nor were they scheduled for 6 days a week. They would
not even be able to be seen on Saturday if it were appropriate unless we would have modified our order to reflect
6 days a week. From a review standpoint, it would have been clear that this day was added soley to capture the
higher RUG. This patient ended up being sent to the hospital later in her stay for seizure activity which was the
sole reason we planned the way we did, based on what her clinical need and picture is, just like is done for any
other patient who enters any of our facilities.

From: Kennedy, Wanda
Sent: Monday, August 10, 2009 1:03 PM
To: Ricchio, Jan; Loworn, Tracy
Cc: Tanner, Jaime A; Freymann, Werner
Subject: RE: Dresher SMART call 8/61C13

Sure. Tracy, what time on Friday, there is the Recovery Track call from 9 to 11 :30.
8:30 am???

Thanks

Wand"a 1(pnnetfy, ~ (}W{, (]U4.C-cr
jI,-ea Virecto,- of Cfinica{ 1J?§im6ursement
P.astemOPS

Ceffplione: 215-801-4160
lJ?jgfztfax; 414-368-4748

From: Ricchio, Jan
Sent: Monday, August 10, 2009 12:50 PM
To: Loworn, Tracy; Kennedy, Wanda
Cc: Tanner, Jaime A; Freymann, Werner
Subject: Re: Dresher SMART call 8/6/09

Uncle. Let's do this I'd like RDRlFRC and ADCRlCRC to do pathway reviews every Friday morning to plan
weekend therapy. If need be I can ask the RDO/NHA to participate as well.

From: Loworn, Tracy



To: Kennedy, Wanda
Cc: Ricchio, Jan; Tanner, Jaime A; Freymann, Werner
Sent: Mon Aug 10 10:53:462009
Subject: FW: Dresher SMART call 8/6/09
Wanda,

In regards to 'ramp up' for - please look at planned minutes for day 6109, day 7119, day 10161, day 11
181, day 12181 So in~mping upto RU was the intent of the 14 day.

_was admitted on a Wednesday, their evaluation was completed on Thursday, and they had 65' tx
on there day 6 look back. This is an educational opportunity for the therapist to potential tease apart treatment
minutes from their evaluation, however, this had no impact on what the patient actually received orthe RUG level
attained.

Werner is currently working with John, as interim FRC, in development of a consistent weekend coverage plan.
John is a primary scheduled Saturday therapist, and has been since his tenure with ProStep. He typically is
scheduled at Suburban Woods on Saturdays and is currently splitting his time between the 2 facilities as needed.
John is a formable clinician. He and Werner will ensure that patients that are in need of and will benefit from
weekend tx will receive this care, and they will also work to schedule and plan pt care as best to appropriately
capture utilization.

From: Kennedy, Wanda
Sent: Monday, August 10, 2009 11:18 AM
To: Ricchio, Jan; Loworn, Tracy
Cc: Tanner, Jaime A; Freymann, Werner; Shirlow, Beth T
Subject: RE: Dresher SMARTcall 8/61eE

I have attached SMART pathways for Medicare and Managed care.

_- was admitted Saturday 7-25-09
Was not treated until Monday on day 3.
Saturday 8-1-09 was day 8, no initiative was taken to see on the weekend.
There was no ramp up to obtain the RU for the 14 day.
As you can see first day oftx - 85 minutes
day 2 - 155
day 3 - 145
day 4 - 135
day 5150
RU was obtained at day 10.

As you can see, consistently no weekend coverage last 2 weekends. _
Only 1 Medicare resident was treated 7-25-09 Saturday PT for 70 minutes on

This weekend, 1 HMO treated this weeked - PT for 35 mintes _

• admitted Friday - no tx til Monday
- adm Wednesday - no tx til day 3 on Friday.

Thanks

Wanda 'l.(flnnetfy. ~ (}JSN,gulC-cr
}f.rea (])irector of Clitlicaf tJ{~im6ursement



f£astem OlPS

oapfwne: 215-801-4160
fRJolitf(V(; 414-368-4748

From: Ricchio, Jan
Sent: Monday, August 10, 2009 10:38 AM
To: Loworn, Tracy; Kennedy, Wanda
Cc: Tanner, Jaime A; Freymann, Werner
Subject: RE: Dresher SMART call 8/6/00

Perhaps her "ARD should have been set for Day 6", but it was not. She absolutely should have been scheduled
and seen on the weekend. This patient was "scheduled, expected and appropriate" for therapy M-F just not WE?

From: Loworn, Tracy
Sent: Monday, August 10,20099:19 AM
To: Ricchio, Jan; Kennedy, Wanda; Shirlow, Beth T; Eames, Audrey; Smith, Michael J; VanderLoop, Sally L; Kay,
Marsha E; McClure, John
Cc: Tanner, Jaime A; Jennings, Sara M; Freymann, Werner
Subject: RE: Dresher SMART call 8/6/00

In follow up to. I spoke with Werner as well as John.

This patient's ARD should have been set for day 6 to get the RV. Minutes are higher in to day 8, as we were
ramping up to potentially obtain the 14 day RU. The patient has had seizures during the week limiting how
aggressive we could be with therapy .. She was never scheduled, expected, appropriate, or able to reach an RU
for the 7 day due to her acuity, seizures, and tolerance upon initial evaluation and treatments.

As she stabilizes and is able and appropriate to partake, we are anticipating RU minutes.

From: Ricchio, Jan
Sent: Friday, August 07,2009 12:34 PM
To: Kennedy, Wanda; Shirlow, Beth T; Eames, Audrey; Smith, Michael J; VanderLoop, Sally L; Kay, Marsha E;
McClure, John
Cc: Tanner, Jaime A; Jennings, Sara M; Freymann, Werner; Loworn, Tracy
Subject: Re: Dresher SMART call 8/6/09

Why?

From: Kennedy, Wanda
To: Shirlow, Beth T; Eames, Audrey; Smith, Michael J; VanderLoop, Sally L; Kay, Marsha E; McClure, John
Cc: Tanner, Jaime A; Jennings, Sara M; Ricchio, Jan; Freymann, Werner; Loworn, Tracy
Sent: Fri Aug 07 10:08:00 2009
Subject: RE: Dresher SMART call 8/6/09
There was no therapy scheduled on the weekend for . Financial loss of 2300 bucks!!!!
We have to step up and make sure that this doesn't happen again!!!

Thanks



'Watula 1(plne4Y, ~ (}3Sg.{, gulC-(Y[
jIrea CDUector of Cfinicaf <%im6ursement
Eastem ()(PS

Ceffpfione: 215-801-4160
~igfit fax; 414-368-4748

From: Shirlow, Beth T
Sent: Thursday, August 06, 2009 3:38 PM
To: Eames, Audrey; Smith, Michael J; VanderLoop, Sally L; Kay, Marsha E; McClure, John
Cc: Kennedy, Wanda; Tanner, Jaime A; Jennings, Sara M; Ricchio, Jan; Freymann, Werner; Loworn, Tracy
Subject: Dresher SMARTcall 8/6/09

RDCR.NHA, DON, FRC and CRC on call today.

CRC to review hospital records for additional ADL points. Potential additional revenue $567.42
1 missed opportunity related to therapy minutes delivered. Financial impact is $ 2253.30
3 SMART pathways have inaccurate qualifier information.
1 resident's admit date needs to be clarified to avoid default.

Thank you,
Beth

This communicat.on may conta.n conlidcntial rrotBcted HC81thlnfo rrnatio n. ThIS infcrrnation is intended cnly f')r the U3(; of the individual or entity to
whic:h it j~~addrr·s~·,~}d,Tho a=.lthnriz(}(j recipient of Ih~'; inhlrnatiDn IS prohibtto d from dl'.:,closmg this inltormation to any othor p3rty unless r(quileel to do
:';0 by law cr leyu!dtivfl dflU is luo,uiwJ to cestr oy trw irJflJl"l~Jlit)fJ aBe: It::. :::;tatt:d fleeu has l.e eu fLilf!lk~d

If you are rot the Intended rocrprer.t. you arc hereby r.otitie d tnat any disclosure copymq drstnbunon. or action .aken .n reuanco 'on ~he contents of
these docurr.ents is stnctly prohibited by federal iavv. if you have received this infonnation in error ploase rotity the sender irnmediateiy and ananqe for
the roturn or dostruction of the so dO':;I.H~lp-nt~~

Checked by AVG - www.avg.com
Version: 8.5.409/ Virus Database: 270.13.114/2402 - Release Date: 09/29/09 05:54:00
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Medicare RUG Missed
Assessm Assignm RUG

Effective ent ent Assignm Financial
Name Date Type ARD Comment Obtained ent Impact

11/19/2008

OT treating 3 times
a week, OT treating
Wed, Thur, Fri, Mon
Tues to obtain RM

Patient #8 11/17/2008 14 day on 14 day.
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685 minutes at day 8.
775

minutes at day 9.
Could have been

9/17/2008 5 day 9/24/2008 RUB. RVB RUB $1.289.04
ADL score is 15. CRC $317.66

is to review for potential
additional ADL point. additional

l'ut icut #9 5 day 9/24/2008 Could be RVC RVB RVC revenue
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From: Ricchio, Jan
Sent: Friday, November 21, 200812:52 PM
To: Guerrieri, Kelly; Seranko, Brenda; Stumpf, Linda R; Ungvarsky, Michele J;
Mick, Michelle L; Tebbe, Laura K; Kennedy, Wanda; Keller, Colleen M; Lovvorn,
Tracy
Subject: RE: Managed Care Tracking Tool-Oakhill 1121 08.xls

The contract says "less than 5 hours of therapy a week". EHSI has agreed to
pay prostep for a minimum of 15 minutes and a maximum of 30 minutes per day
for 5 days on those contracts. You are providing between 300 and 325 rather
than between 75 and 150??

From: Guerrieri, Kelly
Sent: Friday, November 21, 2008 10:24 AM
To: Ricchio, Jan; Seranko, Brenda; Stumpf, Linda R; Ungvarsky, Michele J;
Mick, Michelle L; Tebbe, Laura K; Kennedy, Wanda; Keller, Colleen M; Lovvorn,
Tracy
Subject: RE: Managed Care Tracking Tool-Oakhill 1121 08.xls

Yes I can confirm that we are consistent with the intranet contractual
agreement. Brenda personally spoke with the Unison representative as well.
Therapy is planned to provide 60-65 minutes per day to the resident who has
Unison Advantage Level I. The remaining managed care residents are according
to the RUGS distribution. TY

Kelly Guerrieri, MS, CCC/SLP-L
Facility Rehab Coordinator
Oak Hill Nursing and Rehab Center
724-837-7100
724-837-1096 (Fax)

-----Original Message-----
From: Ricchio, Jan
Sent: Friday, November 21,2008 II: 16 AM
To: Seranko, Brenda; Stumpf, Linda R; Ungvarsky, Michele J; Guerrieri, Kelly;
Mick, Michelle L; Tebbe, Laura K; Kennedy, Wanda; Keller, Colleen M; Lovvorn,
Tracy
Subject: RE: Managed Care Tracking Tool-Oakhill 112108.xls

Can you ensure me that therapy minutes provided on non-RUG payor are
consistent with intranet contractual agreement, i.e. 30-60-5?
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From: Kennedy, Wanda
Sent: Friday, September 04,2009 7:05 PM
To: Loworn, Tracy
Cc: Freymann, Werner; Ricchio, Jan
Subject: RE: LTC Notification

At Spruce, the process was for the FRC to collaborate with the BOM when picking a resident up to
identify where the resident was in the 60 day break in stay. (Spruce recycles a large number of their
residents). If appropriate the resident would be provided treatment at 3 X per week vs 5 X a week
because at 3 X per week, the 60 day break in stay would not be reset.

At 3 X per week we can still do 3 days and 2 days to get the 5/150.

Thanks

Warufa 7(pJndy, ~ CBS1{,cv.C-cr
)f rea (Director of Cfinua( cx..~im6ursement
Eastern (YES

oaplione: 215-80/-4/60
CR..ialit fax; 414-.368-4748

From: Loworn, Tracy
Sent: Friday, September 04,2009 9:37 AM
To: Kennedy, Wanda
Cc: Freymann, Werner
Subject: Re: LTC Notification

Hey Wanda,

I just received the exact same question from Beth and Don at Spruce. They are interim FRC's and Beth is
looking to be the FT FRC. She is confused between the need for 5/150 conflicting with facility request for
3xJwk tx vs therapy request 5X1wk tx for Part B pt.s.

I instructed her based on my understanding, however could not better clarify.

Any assist would be appreciated.
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From: Freymann, Werner
Sent: Monday, September 21,20095:06 PM
To: Loworn, Tracy
Subject: FW:••••

From: Freymann, Werner
Sent: Wednesday, September 02,2009 9:28 AM
To: Maassen, Donna
Subject: FW: ••••

Hi Donna. We did not have an opportunity to discuss this in length yesterday. There is a process in place where
the FRC needs to gain approval by the NHA and ROO to provide rehab services to Medicaid patients. My role is
to verify the rehab need, but I am not ultimately responsible for granting approval. I ask that the FRCs clearly
define the patients needs when requesting approval. This can become quite a negotiating process at times. This
email shows how this process can go. Ultimately, this patient did get approval several days after the initial
request.

From: Robinson, Patti
Sent: Monday, August 17, 2009 2:53 PM
To: Freymann, Werner
Subject: RE:iII •••
Werner, Jaime thought it was a lot. Let me check to see if we can go 5 days.

Patti Robinson, MBA, NHA
Administrator
phone: 215-943-7777
fax: 215-943-1240

Hi Patty. Can you please let me know why you feel 5 times a week is not appropriate for this patient, as you and
Kim know the clinical picture much better than I would. I am sure we will come to an agreement regarding the
patient's needs. Thank you.

Werner

From: Burns, Kimberly B
Sent: Monday, August 17, 2009 1: 53 PM



To: Robinson, Patti
Cc: Freymann, Werner; Tanner, Jaime A
Subject: Fw: •• i11
This patient is a brand new CVA and numerous studies show functional return comes early on and she would
clearly benefit from more therapy early due to her current progression of goals.
TY

F,?cihtl--I Rehab CiY'rdi~'tatiY
~;

From: Robinson, Patti
Sent: Monday, August 17, 20099:21 AM
To: Burns, Kimberly B
Subject: RE: ••••

5 Times is too much. Can we do 3, Thanks.

Patti Robinson, MBA, NHA
Administrator
phone: 215-943-7777
fax: 215-943-1240

From: Burns, Kimberly B
Sent: Sunday, August 16, 2009 5:16 PM
To: Robinson, Patti
Cc: Freymann, Werner; Tanner, Jaime A
Subject: FW: ••

PT would like continue with this patient 5x week x 2 weeks as noted for reasons in the above attachment.

at would like to continue 3x 2 week with the potential need of increasing to 5x week x2 weeks to develop upper
body strengthl reduce subluxation with e-stim and develop independence in ADL's

Please advise



From: Burns, Kimberly B
Sent: Tuesday, August 11, 2009 8:55 AM
To: Robinson, Patti
Cc: Freymann, Werner; Tanner, Jaime A
Subject: FW: _

PT continues to feel 5x a week would benefit this patient and would like to begin to provide that number of days.
Speech was originally 5x but is at 3x week currently.
Please advise.

From: Burns, Kimberly B
Sent: Wednesday, August OS, 2009 10:33 AM
To: Robinson, Patti
Cc: Freymann, Werner; Tanner, Jaime A
Subject: FW: _

For your review:

Sorry this was for •••.. Addendum included refers to
email.

...Just put the wrong name on the subject of

From: Burns, Kimberly B
Sent: Tuesday, August 04,20094:04 PM
To: Robinson, Patti
Cc: Tanner, Jaime A; Freymann, Werner
Subject: FW: ••••



Post evaluation. PT feels 5x weeks x 2 weeks is appropriate for this patient vs 3x week. After 2 weeks, PT will
decrease to 3x and involve Restorative to continue to progress this patient. Attached is the medical necessity per
PT.

SLP was initially requested for 5x for swallowing but will only need 3x week for speech.

Please advise
Thank you

From: Burns, Kimberly B
Sent: Friday, July 31, 2009 3:33 PM
To: Robinson, Patti
Cc: Tanner, Jaime A; Freymann, Werner
Subject: MA McCabe

For your review.
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2009

84.59%
83.19%

82.65%
63.74%

F
eoruarv

2009
85.01%

63.78%
82.79%

8416%

M
arch

2009
85.75%

63.74%
82.82%

84.45%

A
oM

I2009
86.80%

84.24%
63.81%

65.23%

M
ay

2009
87.51%

65.40%
84.07%

86.11%

June
2009

87.05%
84.25%

80.99%
84.92%

July
2009

86.35%
84.40%

82.08%
84.89%

A
uaust

2009
85.75%

83.44%
80.24%

63.99%

S
eotem

ber
2009

65.00%
81.63%

77.84%
82.49%

O
ctober

2009
84.70%

81.35%
81.31%

82.77%

N
ovem

ber
2009

84.61%
82.01%

63.43%
63.32%



W
isconsin

M
innesota

A
ctu

al
B
udget

Jan
2009

Feb
2009

M
•••2009

A
pril

2009
M
ay
2009

June
2009

July
2009

A
ug
2009

S
ap
2009

O
ct
2009

N
ov
2009

D
ec
2009

2009Y
1D

2009Y
1D

V
aiance

R
evenues
P
art
A

1,337
1,265

1,371
1,359

1,429
1,330

1,322
1,259

1,180
1,216

13,068
14,877

(1,809)

P
artS

412
425

451
474

416
448

495
S
O
l

510
528

4,680
3,842

818

H
M
O

358
358

438
373

359
383

435
430

411
431

3,977
4,961

(985)

H
M
O
P
artS

91
87

93
114

107
129

119
118

153
159

1,171
925

246

M
edicaid

68
57

54
56

57
72

68
52

35
78

616
S
O
l

115

P
rivate

(0)
8

2
4

9
13

10
7

15
1

67
69

(2)

V
A

10
6

3
11

17
12

10
11

11
12

103
75

28

P
art
A
N
on
R
ehab

4
2

5
3

4
6

2
5

3
2

36
86

(S
O
)

C
om
m
erical

3
4

(0)
2

1
(2)

(0)
1

1
2

12
S
O

(38)

O
tl1er

0
0

0
0

0
3

(3)
1

1

N
oneo-ed

1
0

0
0

2
2

C
ontract

Total
R
evenues

2,285
2,212

2,417
2,396

2,400
2,391

2,461
2,384

2,322
2,427

23,714
25,386

(1,673)

W
ages

1,436
1,340

1,465
1,443

1,354
1,468

l,S
07

1,438
1,456

1,513
14,438

15,290
851

Taxes/B
enefits

562
533

498
421

461
433

460
486

452
493

4,768
5,484

676

Travel/A
uto

20
14

21
20

24
17

14
10

15
23

177
186

8

B
ad
D
ebt

S
O

4
54

(54)

O
tI1er

C
osts

8
11

10
6

7
12

6
6

9
21

96
54

(43)

C
losed

Faciltiy
Thpy

M
gt

109
125

81
168

80
76

54
61

132
159

1,036
1,435

399

Total
E
xpense

2,136
2,023

2,094
2,056

1,928
2,006

2,040
2,046

2,068
2,199

20,590
22,428

1,838

N
ew
Faciltty

0.00
000

000
000

0.00
0.00

000
0.00

0.00
000

E
O
P
S

149
199

323
338

473
385

441
335

254
227

3,123
2,956

185

0.00
0.00

M
argin

6.54%
8.56%

13.35%
14.12%

19.73%
16.11%

17.76%
14.06%

10.94%
9.36%

0.00%
0.00%

13.17%
11.65%

w
ages
W
ages

1,109
1,065

1,185
1,170

1,076
1,146

1,167
1,116

1,156
1,201

11,395
12,367

971

C
ontract

Labor
15

3
7

5
5

13
15

19
13

6
101

101

Total
P
roductive

1,123
1,068

1,192
1,175

1,081
1,161

1,182
1,135

1,171
1,207

11,497
12,387

870

Travel
24

24
24

25
25

23
19

22
21

23
230

135
(95)

T
rain

in
g

5
11

12
11

14
21

10
12

10
20

125
156

31

O
vertim

e
12

11
11

11
13

12
18

12
9

12
120

(120)

FR
C

165
156

175
152

lS
O

167
157

163
161

169
1,614

1,935
321

Teen
91

67
65

84
66

70
105

71
70

75
744

572
(172)

P
rem

iu
m
o
n
K
n

16
3

7
6

5
14

16
21

14
6

110
125

15

P
rior

M
o
W
ages

S
ubtotal

313
273

293
268

273
307

325
301

285
304

2,942
2,923

(19

Total
W
ages

1,436
1,340

1,465
1,443

1,354
1,468

l,S
07

1,436
1,456

1,510
14,438

15,290
851

P
ayroll

Taxes
170

146
134

87
120

122
124

127
120

127
1,276

1,461
185

P
TO

154
137

153
130

137
141

151
147

157
146

1,454
1,907

452

Total
Taxes/P

TO
323

263
287

217
256

263
275

274
277

275
2,730

3,368
637



W
est

C
oast

W
eekending

11.08.09

2006
A
ctual

2007
A
ctual

'$~~;W
;

32.16%
28.70%

9.70"kl
1.17%

90.36%
100.00%

9.64%
18.63%

90.00%
10.00%

100.00%
35.25%

29.44%
6.53%

18.67%
1

0.11%

34.18%
24.87%

8.01%
18.87%

0.43%
86.36%

13.64%
ico.ocs

34.70%
21.14%

6.92%
22.34%

0.21%
85.31%

14.69%
ioo.coss

37.68%
27.66%

7.55%
15.34%

1.11%
89.34%

10.66%
100.00%

36.52%
27.74'k

10.78%
12.59%

0.57%
88.20%

11.80%
100.00%

43.87%
23.30%

9.95%
10.89%

0.59%
88.60%

11.40%
100.00%

47.08%
19.34%

8.19%
13.33%

0.96%
88.90%

11.10%
100.00%

S
O
.02%

18.36%
9.02%

13.14%
0.60%

91.14%
8.86%

100.00%

52.34%
16.71%

8.42%
13.40%

0.02%
90.89%

9.11%
100.00%

53.65%
18.00"k

6.14%
12.40%

0.32%
90.51%

9.49%
100.00%

53.51%
19.01%

4.94%
11.74%

0.47%
89.67%

10.33%
ico.oos

D
O
!

47.71%
20.06%

6.5O
"k

14.25%
0.18%

88.70%
11.30%

100.00%

S
O
.66%

22.23%
7.13%

10.77%
0.14%

90.93%
9.07%

100.00%

1
S
O
.78%

24.56%
6.29%

9.80%
0.37%

91.80%
8.20%

100.00%

2008
A
ctual

2009
B
udget

January,
2009

February
2009

M
arch

2009
A
pril

2009
M
ay

2009
June

2009
July

2009
A
ugust

2009
S
eplem

ber
2'

O
ctober

2009
N
ovem

ber
2009

2006
A
ctual

64.85
64.78

58.76
37.81

25.73
5.67

61.36

2007
A
ctual

91.97
69.38

45.07
48.78

13.35
4.63

59.88

2008
A
ctual

88.25
66.91

39.99
44.51

16.45
4.34

59.08

January,
2009

85.58
60.88

40.67
40.81

15.93
3.00

58.93

February
2009

83.98
62.38

39.51
38.21

11.42
3.36

57.51

M
arch

2009
85.62

61.62
39.14

34.64
43.51

2.40
60.13

A
pril

2009
90.33

67.10
44.54

43.75
15.69

4.82
65.68

M
ay

2009
82.39

62.21
43.65

37.58
13.24

3.23
61.88

June
2009

90.27
68.85

42.57
40.73

45.00
332

68.11

July
2009

89.78
71.14

48.76
45.44

13.74
4.08

700S

A
ugust

2009
79.84

61.26
43.22

39.72
3.90

1.83
61.38

S
eptem

ber
200S

86.62
66.02

39.86
46.84

10.67
3.80

64.30

O
ctober

2009
87.16

66.56
40.29

43.79
24.17

3.97
66.94

N
ovem

ber
2009

71.59
58.96

38.37
37.92

3.81
57.28

P
avroll

D
ata

A
n
"
"
"
"
,Hrs

P
R
N

H
rs

O
vertim

e
1fM

R
~'

'
.P
llrtA

.>\:ltkf;;;palt/S
i

A
JlO

therS·:':::r(Jtiil~m
:

2006
A
ctual

1
$

-
1

2007
A
ct

A
va

1,374
3,786

330
1

$
2008

A
ct

A
va

2,170
3,211

360
Januarv,

2009
2,531

2,429
638

$
59,604

$
56,799

$
11,306

$
14,111

Februarv
2009

3,023
2,253

483
$

28,630
$

54,888
$

26,243
$

lIS

M
arch

2009
3,658

2,286
421

$
23,332

$
24,094

$
59,515

$
58,753

IA
oril2009

4459
2204

380
$

7337
$

6404
$

53259
$

52326

M
av2O

O
9

5447
2228

316
$

78082
$

10909
$

54268
$

143
259

June
2009

6,611
1,941

301
$

71,462
$

26,742
$

130,742
$

86,022

Julv
2009

6,815
2,264

255
$

25,577
$

20,769
$

103,556
$

149,902

A
uoust2O

O
9

5,925
2,313

391
$

89,258
$

26,222
$

74,440
$

189,920

S
eotem

ber
2D

O
!

6,045
1,860

307
$

373
$

42,598
$

60,797
$

103,768

O
ctober

2009
6,288

1,733
390

$
146,648

$
80,476

$
73,474

$
107,302

N
ovem

ber
2009

1,500
531

74
$

19,103
$

9,259
$

18,449
$

46,811

W
ashinolon

Idaho
O
reoon

R
ehab

LO
S

M
edicare

R
ate

M
edicare

R
ate

M
edicare

R
ate

$
435.89

$
407.18

$
405.33

$
458.71

$
424.40

$
438.74

$
468.15

$
443.56

$
457.98

(
$

S
O
I.05

$
451.84

$
499.59

$
489.24

s
483.88

$
490.59

$
493.41

$
472.58

$
513.08

$
512.15

$
463.22

$
S
03.29

$
517.29

$
481.28

$
515.05

$
515.45

$
478.93

$
523.19

$
522.21

$
470.62

$
508.70

$
527.51

$
490.76

$
548.91

$
525.34

$
S
03.47

$
551.81

$
50486

$
491.38

$
532.14

C
M
D
ec2oo7

P
artS

S
afn

P
T

O
T

S
T

Facililv
1

2006
A
ctual

10.26%
7.10"k

2.98%
1568%

1

2007
A
ctual

11.89%
8.34%

4.1O
"k

1833%
]

2008
A
ctual

11.48%
9.24%

4.17%
19.02%

Jarluarv,
2009

10.64%
7.49%

3.39%
16.76%

Februarv
2009

11.48%
8.61%

3.66%
17.99%

M
arch

2009
11.79%

7.92%
4.17%

18.85%

IA
nril2009

14.31%
8.45%

3.57%
20.37%

M
av2O

O
9

14.75%
8.23%

4.16%
20.90%

June
2009

15.04%
8.32%

4.26%
21.38%

Juiv2O
O
9

14.09%
9.38%

3.97%
20.49%

lA
U
Q
ust

2009
15.12%

10.24%
4.85%

22.49%

S
entem

ber
2009

15.55%
11.44%

4.44%
23.81%

O
ctober

2009
16.34%

11.39%
5.67%

25.19%

N
ovem

ber
2009

1593%
10.28%

6.41%
24.59%

Prod"Nhlihi
P
T

O
T

",S
T

oj
Facill!V

'

2006
A
ctual

73.95%
71.52%

68.14%
72.10"k

2007
A
ctA

vn
7980%

80.25%
76.27%

79.6O
"k

2008A
ctA

vn
78.48%

79.70"k
73.70"k

78.33%

Januarv,
2009

81.26%
8092%

77.80%
80.68%

Febru..rv
2009

8253%
84.33%

77.25%
82.5O

"k
M
arch

2009
83.03%

83.20%
79.38%

82.59%

IA
nril2009

86.17%
81.95%

78.19%
83.48%

M
av2009

86.24%
81.58%

77.63%
83.30%

June
2009

82.37%
81.38%

77.58%
81.33%

Julv2009
82.5O

"k
80.49%

76.54%
80.87%

A
uaust2009

82.32%
80.65%

79.05%
81.22%

seO
tem

ber
2009

81.44%
81.05%

75.58%
80.56%

O
ctober

2009
83.36%

80.18%
72.75%

80.67%

N
ovem

ber
2009

82.51%
80.45%

66.75%
79.47%



W
est

C
oast

1R
7'

A
ctual

B
udget

Jan
2009

Feb
2009

M
ar
2009

A
pril

2009
M
ay
2009

Jcne2009
July

2009
A
ug

2009
S
ap
2009

O
ct
2009

N
ov
2009

D
ec
2009

2009Y
TD

2009Y
TD

V
ariance

R
evenues
P
art
A

796
739

803
737

759
692

751
791

693
719

7,479
7,625

(146)

P
art

B
141

147
178

221
245

m
231

227
264

295
2,180

2,046
133

H
M
O

196
191

181
195

205
253

193
171

148
186

1,918
1,934

(16)

H
M
O
P
art

B
26

45
45

37
27

40
87

62
52

61
482

274
208

M
edicaid

92
88

127
141

130
151

137
140

151
142

1,299
858

441

P
rivate

3
8

11
(1)

2
13

7
15

16
5

80
23

57

V
A

3
4

6
8

7
9

3
1

2
5

49
45

5

P
art
A
N
onR

eh
3

3
3

4
2

2
3

1
4

3
30

101
(71)

C
crnm

erical
1

1
0

4
3

(3)
(1)

1
2

2
7

1
6

O
ther

1
2

1
0

2
(1)

0
0

6
6

N
on
C
overed

1
0

1
(5)

(3)
(3)

C
ontract

Total
R
evenues

1,263
i.zs

1,356
1,347

1,382
1,382

1,411
1,409

1,332
1,419

13,529
12,908

621

W
ages

1,010
957

1,079
1,100

1,075
1,174

1,225
1,131

1,119
1,211

11,082
8,803

(2,279)

Taxes/B
enefits

285
259

254
253

199
226

249
243

m
239

2,434
2,897

462

Travel/A
uto

7
7

9
9

6
8

4
5

6
6

67
86

20

B
ad
D
ebt

O
ther

C
osts

3
3

3
3

4
8

4
13

(1)
11

49
24

(25)

C
losed

Faciltiy
ThpyM

gt
65

65
66

27
70

78
59

64
56

67
616

866
250

Total
E
xpense

1,371
1,291

1,412
1,392

1,353
1,493

1,541
1,455

1,409
1,533

14,248
12,677

(1,571)

N
ew

Facility
E
O
P
S

(108)
(62)

(56)
(45)

29
(111)

(130)
(47)

(77)
(115)

(719)
232

(951)

000
0.00

lin
-8.56%

-5.02%
-4.12%

-3.33%
2.07%

-8.04%
-9.25%

-331%
-5.79%

-8.10%
0.00%

000%
-5.32%

1.80%

W
ages
W
ages

651
595

653
657

583
597

600
594

582
638

6,148
7,048

900

C
ontract

Labor
86

102
129

140
164

207
213

190
179

199
1,609

(1,609)

Total
P
roductive

737
697

781
798

747
803

813
784

761
835

7,757
7,048

(709)

Travel
9

10
10

10
7

7
7

7
8

5
80

30
(49)

Training
3

8
8

5
9

9
9

7
8

8
75

59
(16)

O
vertim

e
12

9
7

6
5

5
5

7
5

6
67

(67)

FR
C

95
79

87
86

87
84

93
72

91
90

864
1,051

188

Tech
61

42
45

44
43

42
66

48
52

52
495

235
(260)

P
rem
ium

on
K
r

93
111

139
152

178
224

230
208

194
216

1,744
378

(1,365)

P
rior

M
e
W
ages

S
ubtotal

273
259

297
303

328
371

412
346

358
376

3,324
1,755

(1,570)

Total
W
ages

1,010
957

1,079
1,100

1,075
1,174

1,225
1,131

1,119
1,211

11,082
8,803

2,279

P
ayroll

Taxes
80

71
74

73
68

66
67

69
63

68
698

774
76

P
TO

73
75

70
76

62
64

82
64

78
75

719
936

217

Total
Taxes/P

TC
153

146
144

148
130

130
148

133
142

143
1,417

1,710
293



W
eekending

M
ichigan

11.08.09
M
ichiaan

R
ehab

LO
S

M
edicare

R
ate

$
458.35

$
457.73

$
461.78

$
460.27

$
463.00

$
468.22

$
467.45

2006
A
ctual

2007
A
ctual

2008
A
ctual

2009
B
udget

JW
llJa<y.

2009
February

2009
M
arch

2009
A
pril

2009
M
ay

2009
June

2009
July

2009
A
ugust

2009
S
eptem

ber
2009

O
ctober

2009

N
ovem

ber
2009

2006
A
ctual

2007
A
ctual

2008
A
ctual

JW
llJa<y.

2009
February

2009
M
w
ch2009

A
pril

2009
M
ay

2009
June

2009
July

2009
A
ugust

2009
S
eptem

ber
2009

O
ctober

2009

N
ovem

ber
2009 r-U

E
,--rjjE

ii-r-E
f*
--r-':"U

U
r-',

44.62%
2600',(,

13.72%
6.29%

0.45%
91.08%

8.92%
100.00',(,

50.97%
22.55%

1106%
7.19%

0.55%
92.32%

7.68%
100.00',(,

52.94%
22.83%

9.88%
6.99%

0.12%
92.76%

7.24%
10000%

50.23%
24.98%

6.91%
10.77%

0.17%
93.06%

6.94%
100.00',(,

51.65%
20.22%

6.87%
12.68%

0.11%
91.53%

8.47%
100.00',(,

52.51%
19.46%

6.55%
12.93%

0.31%
9176%

8.24%
100.00',(,

53.35%
20.16%

8.50%
8.53%

0.04%
90.58%

9.42%
100.00%

55.58%
21.66%

7.12%
7.06%

0.00%
91.42%

8.58%
100.00',(,

P
artB

S
aI'n

P
T

O
T

S
T

Facllitv
2006

A
ctual

I
2007

A
ctual

I
2008

A
ctual

Januarv,
2009

Februarv
2009

M
arch

2009
IA
pril2009

7.43%
6.50%

2.50%
11.96%

M
ay

2009
8.46%

7.99%
2.89%

13.87%

June
2009

9.63%
8.63%

3.48%
15.51%

July
2009

9.84%
7.76%

3.55%
15.35%

A
uaust2009

7.49%
6.58%

3.26%
13.24%

S
eotem

ber
2

8.03%
6.92%

3.42%
14.04%

O
ctober

2009
8.07%

7.24%
3.65%

14.60%

N
ovem

ber
2009

8.28%
6.94%

3.41%
14.01%

98.53
70.63

46.83
32.21

8.27
2.28

71.03
91.95

68.45
44.80

30.45
9.85

1.46
69.62

97.11
70.08

43.95
33.31

28.00
2.04

74.28

9660
71.38

42.39
41.64

6.43
3.08

7400

93.29
65.94

44.42
41.63

400
2.74

70.10
95.23

68.27
44.96

43.06
22.38

1.99
72.05

91.88
64.71

40.12
35.27

1.78
68.66

85.04
59.56

37.55
26.14

0.96
6478

P
tIldO

C
livitv

P
T

O
T

ST
F.cilitv

2008
A
ctual

2007
A
ct

A
va

2008
A
ct

A
vg

January,
2009

February
2009

M
arch

2009
IA
oril2009

90.79%
92.46%

76.26%
89.95%

M
av2009

91.48%
93.98%

7.7.69%
91.12%

June
2009

93.86%
93.02%

80.10%
92.21%

July
2009

91.19%
93.14%

78.71%
90.81%

A
ugust

2009
91.04%

92.47%
76.11%

90.09%

S
eptem

ber
20Q

!;
90.66%

91.49%
76.42%

89.57%

O
ctober

2009
91.23%

93.22%
7.7.09%

90.70%

N
ovem

ber
2009

91.33%
95.46%

82.44%
92.15%

P
avrailD

ata
2006

A
ctual

I
A
aencv

H
rs

I
P
R
N

H
rs

O
vartim

e
1"·R

eV
aooe

4
':,·Part~'btr~·;;·:

PartB
·"".li.A

1fO
llW

ri·.;I+TotaIV
aiance

I

1
2007

A
ct

A
va

I
I

I

Februarv
2009

2008
A
ct

A
va

J~,2009

M
arch

2009
lA
D
ril2009

rM
aV

2009

956
340

169
$

(65,463
$

(12,219
$

246,840
$

169,158

1,310
433

210
$

61,539
$

23,636
$

312,410
$

274,507

1,300
1,622

273
$

34,863
$

50,284
$

301,721
$

386,868

1,312
1,773

314
$

31,734
$

28,158
$

338,510
$

398,402

1,217
2,748

213
$

58,399
$

27,142
$

296,012
$

327,269

1,325
3,011

189
$

77,686
$

8,861
$

292,594
$

379,141

1,644
3,039

483
$

14,382
$

304
$

369,753
$

384,439

367
743

81
$

11,097
$

(2,392)
$

84,430
$

93,135

June
2009

Julv2009
IIW

O
ust

2009

N
ovem

ber
2009

S
eotem

ber
2009

O
ctober

2009



M
ichigan

A
ctual

B
udget

Jan
2009

Feb
2009

M
ar
2009

A
pril

2009
M
ay
2009

June
2009

July
2009

A
ug
2009

Sep2009
O
ct
2009

N
ov
2009

D
ec
2009

2009Y
TD

2009Y
TD

V
arian

ce

R
even

u
es

P
art

A
989

1.024
1.068

1.042
1.072

1.057
1.109

7.363
7.293

70

P
art

B
326

362
389

371
322

342
357

2.469
2.367

101

H
M
O

295
274

278
308

272
262

317
2.007

2.138
(129)

H
M
O

P
art

B
40

40
40

54
35

45
52

306
310

(4)

M
edicaid

26
24

22
13

9
13

29
137

211
(74)

P
rivate

3
9

1
6

12
9

7
47

25
22

V
AP
art

A
N
onR

ehab
3

1
2

3
3

2
3

17
52

(36)

C
om

m
efical

1
6

9
4

(2)
0

1
20

20

O
ther

0
1

0
1

(1)
3

(2)
2

2

N
on

C
overed

C
ontract

Total
R
evenues

1.683
1.742

1.809
1.602

1.724
1.735

1.873
12.368

12.395
(27)

w
ages

962
96B

1.018
1.049

983
1.024

1.072
7.076

7.782
706

TaJ<8S
IB
enefits

309
264

291
310

282
269

301
2.047

2.688
642

Travel/A
uto

1
8

6
6

8
4

8
41

48
6

B
ad

D
ebt

O
ther

C
osts

2
4

3
3

3
4

3
22

21
(1)

C
losed

F
aciltiy

ThpyM
gt

86
76

97
92

64
86

102
651

551
(100)

Total
E
xpense

1.360
1.340

1.414
1.460

1.359
1.390

1.487
9.636

11.069
1.253

N
ew

Facil~y
E
O
P
S

323
402

395
342

365
345

386
2.532

1.306
1.226

0.00
0.00

M
arg
in

#D
/V
/O
I

#D
IV
JO

I
0.00%

19.17%
23.09%

21.64%
18.99%

21.15%
19.90%

0.00%
20.62%

0.00%
0.00%

20.47%
10.53%

W
ages
W
ages

827
805

646
832

602
639

858
5.608

6.883
1.074

C
ontract

Labor
25

35
38

36
34

39
46

255
34

(221)

Total
P
roductive

852
840

664
868

636
878

904
6.063

6.916
853

Travel
7

7
12

9
7

6
10

58
86

26

T
rain

in
g

6
7

7
9

5
6

8
47

95
48

O
vertim

e
1

3
6

3
4

2
5

23
(23)

FR
C

34
36

31
58

47
42

39
264

567
283

Tech
33

37
38

65
48

48
53

323
60

(243)

P
rem

iu
m
o
n
K
n

28
38

41
39

37
42

50
276

38
(240)

P
rior

M
o
W
ages

3

S
ubtotal

110
126

134
181

147
146

169
1.012

868
(14D

Total
W
ages

962
96B

1.018
1.049

983
1.024

1.072
7.076

7.782
706

P
ayroll

Taxes
102

96
64

87
82

78
83

611
862

251

P
TO

113
112

112
120

116
112

114
B
O
O

694
106

Total
TaJ<8S

IP
TO

215
206

197
207

199
189

197
1.411

1.556
145



W
eekending

O
hio

11.08.09

2006
A
ctual

2007
A
ctual

2008
A
ctual

2009
B
udget

January.
2009

February
2009

M
arch

2009
A
pril2009

M
ay

2009
June

2009
July

2009
A
ugust

2009
S
eptem

ber
2009

O
ctober

2009
N
o\lem

ber2009

2006
A
ctual

2007
A
ctual

2008
A
ctual

January.
2009

February
2009

M
arch

2009
A
pril2009

M
ay

2009
June

2009
July

2009
A
ugust

2009
S
eptem

ber
2009

O
ctober

2009
N
O
\lem

ber2009

41.40%
22.58%

5.20%
17.40%

0.28%
88.88%

13.14%
100.00%

43.13%
21.40%

4.62%
18.51%

0.29%
87.95%

12.05%
100.00%

48.62%
21.48%

4.04%
15.12%

0.42%
89.6B

%
10.32%

100.00%

59.10%
16.66%

3.06%
10.95%

0.44%
90.21%

9.79%
100.00%

54.84%
18.96%

4.01%
13.25%

0.64%
91.70%

8.30%
100.00%

51.01%
18.21%

6.83%
12.57%

0.62%
89.24%

10.76%
100.00%

50.91%
18.51%

5.79%
14.42%

0.54%
90.17%

9.83%
100.00%

47.68%
22.02%

5.23%
12.73%

0.49%
88.15%

11.85%
100.00%

50.22%
18.61%

6.44%
13.59%

0.92%
89.78%

10.22%
100.00%

54.31%
16.46%

596%
10.78%

0.62%
68.13%

11.87%
100.00%

53.44%
17.32%

6.01%
11.85%

0.54%
88.96%

11.04%
100.00%

55.75%
16.48%

5.83%
12.11%

1.31%
91.48%

8.52%
100.00%

54.96%
15.87%

4.89%
13.04%

0.75%
89.51%

10.49%
100.00%

83.01
64.33

39.08
34.59

15.26
9.49

57.28

82.91
63.29

40.88
41.58

13.81
4.05

55.13

81.84
61.30

39.94
37.56

14.69
3.16

56.80

81.37
63.34

35.12
33.62

17.21
4.54

60.23

81.76
61.59

39.77
33.64

15.96
5.91

64.14

80.77
61.99

36.30
32.13

5.96
3.07

62.06

81.43
63.79

44.86
32.45

12.30
3.81

80.79

77.94
54.75

42.85
30.67

7.61
2.36

57.00

85.66
61.85

41.38
37.10

15.04
7.67

62.31

88.71
62.28

39.01
31.97

6.85
3.25

62.40

77.84
57.95

39.05
32.69

5.93
3.26

58.10

82.77
62.63

43.47
30.52

23.23
5.35

61.98

81.11
59.24

39.88
28.14

21.38
3.64

61.31

70.86
80.46

34.88
25.25

11.38
3.34

53.99

1P
avroII~ata

A
oencv

H
rs

P
R
N
H
rs

O
\lertim

e
R
~w

0fiibio:l?al'tlA
>:*l'ii

!0il?al'tl,l!kioi
TotaI'~il

2006
A
ctual

1
1

$
•

1

2007
A
ct

A
va

1,028
4,613

384
I

I
$

.
I

2008
A
ct

A
va

1,130
4,761

398

Januarv,
2009

1,409
3,225

395
$

(53,867
$

(25,977
$

990
$

178,854

Februarv
2009

1,927
3,329

482
$

28,874
$

(33,945
$

(24,941
$

(30,012

M
arch

2009
1,854

3,388
526

$
(28,744

$
(28,554

$
39,345

$
(17,953

IA
D
ri12009

1,822
2,994

549
$

(145,219
$

(2,958
$

12,428)
$

(180,805

M
av

2009
1,742

3,373
506

$
49,452

$
11,474

$
(41,335

$
19,591

June
2009

1,818
3,274

372
$

(165,100
$

66,458
$

7,566
s

(91,074)

July
2009

1,829
3,346

420
$

(35,863
$

43,258
$

33,741
$

41,134

A
uaust2009

1,514
3,185

415
$

27,416
$

19,010
$

(6,272
$

40,154

S
eotem

ber
2009

1,320
2,505

313
$

(35,766
$

32,572
$

5,244
$

2,050

O
ctober

2009
1,111

2,558
478

$
(81,154

$
79,223

$
19,053

$
17,122

N
o\lem

ber
2009

277
699

188
$

(5,939
$

10,349
$

(6,601
$

(2,191

O
hio

W
est

V
irainia

R
ehab

LO
S

M
edicare

R
ate

M
edicare

R
ate

$
399.46

$
346.26

$
416.08

$
355.69

$
427.72

$
390.10

'
s

448.75
$

389.87

$
453.58

$
386.15

$
472.22

$
404.30

s
466.35

$
412.41

$
463.41

$
430.27

$
460.09

$
421.77

$
452.93

$
397.25

$
462.02

$
417.23

$
464.75

$
416.99

$
460.81

$
430.16

<.
eM

D
ec

2007

P
artB

S
at'n

P
T

OT
"1

ST
FaciiiiY

1
2006

A
ctual

10.30"A
.1

7.10%
1

3.12%
1

15.64%
1

2007
A
ctual

10.99%
1

8.28%
3.40%

1
16.9O

"kl

2008
A
ctual

10.72%
8.33%

3.42%
16.74%

Januarv,
2009

10.17%
8.83%

3.88%
16.80%

Februarv
2009

11.73%
8.98%

2.99%
16.97%

M
arch

2009
11.37%

8.41%
3.61%

17.41%

A
oril2O

O
9

11.29%
9.88%

3.07%
18.14%

M
av

2009
12.27%

10.88%
3.26%

19.49%

June
2009

11.73%
11.04%

3.27%
19.38%

July
2009

12.10"A
.

9.31%
3.88%

18.84%

A
uaust2oo9

10.74%
8.89%

4.20%
17.57%

S
eotem

ber
2009

11.60%
8.20%

4.32%
18.19%

O
ctober

2009
13.02%

9.73%
4.38%

19.65%

N
ovem

ber
2009

13.30"A
.

10.57%
4.38%

21.41%

..
,"P

T
O
T·

,.
••tST

F
aciiiiV

2006
A
ctual

77.45%
79.43%

77.43%
78.38%

2007
A
ct

A
va

79.78%
83.85%

79.00%
81.47%

2008
A
ct

A
va

82.92%
82.84%

79.94%
82.49%

Januarv,
2009

84.09%
83.63%

80.89%
83.48%

Februarv
2009

83.76%
82.98%

81.57%
83.17%

M
arch

2009
83.33%

83.55%
80.88%

83.10%

A
P
ril2009

83.30%
82.37%

80.02%
82.52%

M
av

2009
83.67%

84.19%
82.43%

83.73%

June
2009

83.00%
83.85%

79.49%
82.91%

July
2009

82.18%
85.85%

81.73%
83.47%

A
uaust2009

81.98%
84.68%

80.39%
82.84%

S
eotem

ber
2009

82.47%
84.24%

78.88%
82.66%

O
ctober

2009
83.26%

84.50%
80.33%

83.35%

N
ovem

ber
2009

82.25%
83.47%

78.11%
82.15%



O
hio

A
ctual

B
udget

Jan
2009

Feb
2009

M
ar
2009

A
pril

2009
M
ay
2009

June
2009

July
2009

A
ug

2009
S
ap
2009

O
ct
2009

N
ov
2009

D
ec
2009

2O
O
9Y
TD

2O
O
9Y
TD

V
ariance

R
evenues
P
art
A

989
1,056

1,070
944

1,011
845

942
960

882
949

9,647
9,890

(242)

P
artB

359
364

361
389

383
441

415
372

409
451

3,944
3,504

440

H
M
O

353
324

354
36D

299
340

331
314

307
312

3,295
3,479

(164)

H
M
O
P
M

B
eo

68
96

82
66

69
97

88
102

96
846

808
37

M
edicaid

118
120

112
111

103
107

116
100

103
109

1,096
951

147

P
rivate

14
18

16
12

8
8

8
10

8
15

116
156

(40)

V
A

9
8

8
4

0
4

4
4

11
8

61
40

21

P
art

A
N
onR

ehab
7

8
4

5
4

10
5

6
7

5
61

93
(32)

C
om
m
erical

2
2

3
(2)

(0)
1

(0)
0

3
8

8

O
ther

0
0

1
0

0
0

0
0

2
2

N
on
C
overed

0
0

1

1
1

C
ontract

Total
R
evenues

1,932
1,968

2,026
1,905

1,874
1,826

1,919
1,853

1,829
1,948

is.o
eo

18,920
159

W
ages

1,343
1,366

1,421
1,402

1,225
1,409

1,436
1,295

1,316
1,355

13,568
13,632

63

T
axesiB

enefrts
390

481
405

364
362

297
378

420
368

415
3,899

4,069
169

TraveU
A
uto

5
6

8
11

9
7

9
5

6
9

74
70

(4)

B
ad

D
ebt

O
ther

C
osts

7
4

3
4

(6)
13

7
3

10
5

64
33

(31)

C
losed

Faciijiy

(0)
0

ThpyM
gt

116
126

122
139

94
113

111
96

125
132

1,166
1,284

118

Total
E
xpense

1,860
1,983

1,959
1,940

1,684
1,838

1,941
1,818

1,826
1,916

18,771
19,087

316

N
ew

Facility
E
O
P
S

71
(14)

67
(35)

190
(12)

(22)
35

3
32

309
(167)

475

0.00
0.00

M
a
t

3.70%
-{).72%

3.30%
-1.81%

10.14%
-{).68%

-1.15%
1.89%

0.18%
1.64%

0.00%
000%

1.62%
-0.88%

W
ages
W
ages

983
987

1,039
1,007

937
972

1,027
945

964
1,020

9,881
10,626

745

C
ontract

Labor
70

91
89

99
46

122
86

73
70

69
816

282
534

Total
P
roductive

1,053
1,079

1,128
1,105

983
1,094

1,113
1,018

1,034
1,089

10,697
10,907

211

Travel
11

13
15

13
12

10
10

10
12

12
117

53
(64)

Training
3

11
6

11
11

13
6

6
9

6
82

117
35

O
ver1im

e
8

8
10

9
9

5
11

7
6

6
78

(78)

FR
C

137
116

127
120

116
111

140
127

133
122

1,249
1,491

242

Tech
55

40
39

38
43

42
82

48
48

45
461

455
(5)

P
rem
ium

on
K
n

76
99

96
107

50
133

94
79

75
75

884
608

(276)

P
rior

M
e
W
ages

S
ubtotal

290
287

293
297

242
314

323
277

283
266

2,872
2,724

(147

Total
W
ages

1,343
1,366

1,421
1,402

1,225
1,409

1,436
1,295

1,316
1,355

13,568
13,632

63

P
ayroll

Taxes
126

114
107

103
98

100
105

107
97

102
1,059

1,159
100

P
TO

115
109

144
108

112
106

109
123

113
133

1,171
1,304

133

Total
Taxes/P

TO
242

223
251

211
210

206
214

230
209

235
2,230

2,463
233



W
eekending

P
ennsylvania

D
elaw

are
11.08.09

2006
A
ctual

2007
A
ctual

2008
A
ctual

2009
B
udget

January.
2009

February
2009

M
arch

2009
A
pril

2009
M

ay
2009

June
2009

July
2009

A
ugust

2009
S
eptem

ber
2009

O
ctober

2009
N

ovem
ber

2009

2006
A
ctual

2007
A
ctual

2008
A
ctual

January.
2009

February
2009

M
arch

2009
A
pril

2009
M

ay
2009

June
2009

July
2009

A
ugust

2009
S
eptem

ber
2009

O
ctober

2009
N

ovem
ber

2009

36.2t%
21.44%

6.85%
18.53%

0.37%
83.40%

16.60%
100.00%

40.49%
21.71%

5.30%
18.73%

0.20%
86.43%

13.57%
100.00%

35.99%
21.57%

7.74%
16.22%

1.20%
82.72%

17.28%
100.00%

39.94%
22.24%

6.29%
15.77%

0.50%
84.74%

15.26%
100.00%

41.83%
21.78%

7.21%
14.00%

0.85%
85.67%

14.33%
100.00%

42.57%
19.51%

7.20%
14.55%

0.34%
84.17%

15.83%
100.00%

44.65%
20.11%

5.66%
15.97%

0.74%
87.13%

12.87%
100.00%

45.94%
19.52%

5.16%
16.69%

0.37%
87.68%

12.32%
100.00%

45.45%
19.03%

6.24%
15.29%

0.52%
86.53%

13.47%
100.00%

44.71%
20.29%

6.65%
14.42%

0.53%
86.60%

13.40%
100.00%

42.99%
24.24%

6.78%
14.73%

0.66%
89.40%

10.60%
100.00%

41.03%
25.56%

8.24%
15.38%

0.24%
90.45%

9.55%
100.00%

45.60%
21.69%

8.40%
13.43%

0.41%
89.53%

10.47%
100.00%

85.76
63.02

43.53
39.94

1908
3.35

49.43

83.81
62.03

41.29
39.50

12.63
2.81

50.28

81.15
57.02

36.12
35.26

11.96
2.60

51.10

80.86
57.83

40.07
31.82

12.20
2.29

50.39

83.50
57.46

36.73
35.26

7.07
2.19

54.38

80.33
56.23

32.81
30.94

13.62
1.82

52.94

84.26
54.60

26.67
32.06

4.10
3.66

53.71
77.74

53.12
33.68

32.16
11.99

3.86
53.03

85.83
60.93

35.06
35.23

6.08
4.83

59.64

83.70
58.93

34.32
33.46

12.99
2.59

56.95
77.30

58.96
36.47

33.12
8.44

2.94
54.17

84.21
57.52

34.90
32.43

4.43
2.94

57.64

82.50
58.33

36.36
33.18

7.58
2.07

57.09

80.87
47.83

28.00
29.65

2.33
1.97

53.81

P
avroliD

ata
A
gency

H
rs

P
R

N
H

rs
O

vertim
e

:R
i\lellQ

eW
·ili",lR

anA
,

I"
'/:eanta®

f0il1fu~tO
lllJr$'i\I,li;r<lllll\V

~p
2006

A
ctual

1
1

1
$

-
1

2007
A
ct
A
V
O

661
3,464

461
1

$
-

1

2008
A
ct

A
w

2,472
2,913

341
January,

2009
1,890

1,991
403

$
10,385

$
5,735

$
(9,980)

$
6,140

Februarv
2009

1,786
2,106

400
$

25,913
$

(10,411
$

(34,528)
$

(19,026

M
arch

2009
1,967

2,315
402

$
55,848

$
38,551

$
43,223

$
137.622

A
pril

2009
1,163

2,149
403

$
(85,682)

$
49,152

$
(4,543)

$
(41,073)

M
aV

2009
1,078

2,384
512

$
42,348

$
8,975

$
(28,427

$
4,946

June
2009

1,391
2,127

575
$

(85,529)
$

40,583
$

(13,859)
$

(58,805)

July
2009

1,869
2,562

409
$

(41,603)
s

71,205
$

21,115
$

50,717

A
uaust

2009
1,537

2,095
587

$
60,636

$
17,441

$
235

$
78,312

S
eptem

ber
2009

1,286
1,693

418
$

(12,370)
$

19,485
$

37,444
$

44,559

O
ctober

2009
859

1,864
580

$
(115,519)

$
12,002

$
42,407

$
(61,110)

N
ovem

ber
2009

120
469

149
$

21,292
$

(2,283
$

636
$

18,373

P
ennsvlvania

D
elaw

are
R

ehab
LO

S
M

edicare
R

ate
M

edicare
R

ate
$

387.64
$

418.03
$

409.77
$

444.37
$

438.74
$

535.08
•

$
451.90

$
524.02

$
452.48

$
509.70

$
463.48

$
509.89

$
467.07

$
516.98

$
462.71

$
531.98

$
465.54

$
524.29

$
461.02

$
514.66

$
460.03

$
535.72

$
458.95

$
503.62

$
455.15

$
530.75

<-
eM

D
ec

2007

P
art

B
S
at'n

P
T

I
O

T
1

S
T

I
FacilitY

1
2006

A
ctual

8.00%
T

4.91%
1

3.19%
13.26°/;;1

2007
A
ctual

9.49%
1

7.06%
4.23%

1
16.59%

1
2008

A
ctual

9.52%
6.79%

3.86%
16.15%

January,
2009

9.06%
6.46%

3.98%
16.05%

February
2009

10.33%
7.49%

4.49%
17.69%

M
arch

2009
10.40%

7.72%
4.46%

18.10%
A
pril2009

10.27%
8.95%

4.09%
18.61%

M
ay

2009
10.21%

8.26%
4.00%

17.85%
June

2009
10.71%

8.63%
4.19%

18.26%
July

2009
11.32%

9.17%
4.66%

19.98%
A
ugust

2009
11.14%

8.08%
4.50%

19.07%
S
eptem

ber
200

10.71%
7.86%

4.29%
18.17%

O
ctober

2009
11.22%

7.71%
4.54%

18.82%
N

ovem
ber

2009
11.24%

6.62%
4.52%

17.79%

P
rO

ductM
ty

P
T

",i/i
IH,"1ST:,

FacIIIIv

2006
A
ctual

72.73%
75.22%

69.13%
73.34%

2007
A
ct

A
w

79.65%
81.10%

79.78%
80.32%

2008
A
ct

A
vg

77.21%
76.63%

76.54%
76.88%

January,
2009

79.63%
78.91%

77.24%
78.99%

February
2009

81.32%
79.81%

78.25%
80.26%

M
arch

2009
82.92%

81.55%
76.63%

81.40%

A
pril2009

82.88%
81.66%

79.61%
81.89%

M
ay

2009
83.63%

81.14%
77.87%

81.74%
June

2009
84.40%

80.95%
77.02%

81.85%
July

2009
83.66%

79.12%
77.00%

80.74%
A
ugust

2009
84.42%

80.89%
76.47%

81.71%
S
eptem

ber
200

81.53%
81.62%

78.11%
81.02%

O
ctober

2009
81.52%

79.30%
77.69%

80.05%
N

ovem
ber

2009
84.03%

78.86%
77.80%

80.96%



P
ennsylvania

D
elaw

are

I
A
ctual

B
udget

Jan
2009

Feb
2009

M
ar
2009

A
pril

2009
M
ay
2009

June
2009

July
2009

A
ug

2009
S
ep
2009

O
ct
2009

N
ov
2009

D
ec
2009

2O
O
9Y
TD

2O
O
9Y
TD

V
ariance

R
evenues
P
art
A

1,058
1,031

1,156
1,003

1,053
1,019

1,020
1,062

1,005
1,010

10,418
11,490

(1,072)

P
artB

288
284

321
336

290
336

370
315

308
309

3,155
3,054

102

H
M
O

260
256

316
317

266
254

299
280

306
313

2,867
3,064

(197)

H
M
O
P
art

B
48

45
59

62
60

88
72

60
63

72
629

388
241

M
edicaid

20
12

17
32

20
17

22
18

28
21

207
275

(68)

P
rivate

2
1

3
3

1
5

3
4

3
10

36
46

(10)

V
A

4
4

1
2

4
3

4
7

12
7

47
50

(3)

P
art
A
N
onR

ehab
7

5
4

9
8

8
5

6
4

4
61

107
(47)

C
cxnm

erical
0

0
(0)

0
2

(1)
1

2
1

3
7

4
3

O
ther

0
0

0
(0)

0
0

0
0

N
on
C
overed

(2)
0

0
(1)

(1)

C
ontract

Total
R
evenues

1,686
1,639

1,878
1,764

1,704
1,728

1,796
1,754

1,731
1,747

17,427
18,478

(1,051

W
ages

1,062
1,036

1,195
1,177

1,067
1,166

1,230
1,125

1,145
1,168

11,393
11,952

559

Taxes/B
enefits

358
380

355
311

307
314

333
341

304
381

3,385
3,962

577

TraveU
A
uto

3
2

4
3

4
2

3
4

3
6

35
54

19

B
ad
D
ebt

O
ther

C
osts

5
4

6
4

4
4

3
4

5
4

44
31

(14)

C
losed

Faciltiy
42

(302)
30

1
(11)

2
(12)

0
(250)

38
288

ThpyM
gt

96
94

103
102

91
146

73
69

74
76

923
1,125

202

Total
E
xpense

1,585
1,217

1,693
1,599

1,461
1,634

1,643
1,543

1,520
1,636

15,530
17,162

1,632

N
ew

Facility
0.00

000
000

000
000

000
000

000
0.00

000
0,00

000
000

E
O
P
S

101
422

185
185

243
94

154
211

211
111

1,897
1,316

581

000
000

M
a
I
n

5,99%
25,76%

9.B
6%

9,37%
14.26%

5.45%
B
.55%

12.02%
1217%

6.38%
0,00%

0.00%
10,89%

7.12%

W
ages
W
ages

864
843

956
935

854
921

924
871

922
944

9,033
9,979

946

C
ontract

Labor
33

33
40

36
30

45
55

44
31

25
372

372

Total
P
roductive

896
876

996
971

883
966

980
915

952
969

9,405
9,979

574

Travel
3

3
3

5
7

7
6

7
7

8
56

47
(9)

Training
6

6
10

10
13

12
8

10
6

10
91

49
(42)

O
vertim

e
7

6
6

7
8

6
10

10
7

8
75

1
(74)

FR
C

81
72

93
103

81
85

100
84

88
94

881
1,249

368

Tech
53

38
42

42
44

42
66

50
52

53
481

479
(2)

P
rem
ium

on
K
n

35
36

44
39

32
49

60
48

33
27

403
148

(255)

P
rior

M
e
W
ages

S
ubtotal

185
162

198
206

184
200

250
209

193
200

1,987
1,973

(15

Total
W
ages

1,062
1,038

1,195
1,177

1,067
1,166

1,230
1,125

1,145
1,168

11,393
11,952

559

P
ayroll

Taxes
117

97
94

94
90

92
93

96
91

94
959

1,093
135

P
TO

106
98

127
94

87
106

110
115

105
126

1,073
1,312

239

Total
Taxes/P

TO
223

195
222

189
177

198
203

210
196

220
2,032

2,406
374



Indiana
K
entucky

W
eekending

11.08.09

2006
A
ctual

2007
A
ctual

54.22%
18.95%

6.41%
11.72%

0.32"A
.

91.62%
8.38%

100.00%

52.61%
17.81%

6.75%
12.77%

0.91%
90.85%

9.15%
100.00%

54.88%
20.70%

5.83%
10.84%

0.83%
92.88%

7.12%
100.00%

59.22%
17.80%

5.92"A
.

10.17%
0.30%

93.41%
6.59%

100.00%

5821%
18.03%

6.50%
9.49%

0.44%
92.67%

7.33%
10000%

58.28%
18.34%

5.44%
10.45%

0.29%
92.80%

720%
100.00%

58.88%
14.74%

6.16%
13.13%

0.47%
93.38%

6.62%
10000%

62.15%
14.44%

6.28%
9.72%

0.19%
92.78%

722%
100.00%

61.82%
15.61%

4.44%
9.29%

0.36%
91.52%

8.48%
100.00%

62.46%
13.99%

5.64%
8.19%

018%
90.46%

9.54%
100.00%

64.65%
13.13%

4.63%
9.61%

0.36%
92.38%

7.62%
100.00%

61.49%
15.38%

5.62"A
.

10.40%
0.64%

93.53%
6.47%

io
o
.o
o
w

62.48%
16.94%

4.65%
8.02%

039%
92.48%

7.52%
100.00%

2008
A
ctual

2009
B
udget

J...,uary.
2009

February
2009

M
arch

2009
A
pril

2009
M
ay
2009

JlX
1e
2009

July
2009

A
ugust

2009
S
eptem

ber
2009

O
ctober

2009
N
ovem

ber
2009

2006
A
ctual

88.42
64.11

43.48
3324

16.28
9.73

57.57

2007
A
ctual

91.23
65.19

42.73
38.75

14.41
455

64.34

2008
A
ctual

88.27
6228

39.37
3720

14.91
4.64

6701

J...,uary.
2009

84.75
59.50

39.81
35.59

4.31
685

65.53

February
2009

89.79
61.35

35.15
30.97

15.39
2.47

69.55

M
arch

2009
86.77

64.15
33.40

32.37
2.90

409
67.64

A
pril

2009
88.95

80.82
3404

3707
2278

7.99
69.37

M
ay
2009

84.08
57.25

33.88
27.37

18.08
2.56

63.87

JlX
1e
2009

90.53
60.80

34.36
32.97

6.35
2.85

70.64

July
2009

91.15
59.52

42.93
35.57

14.52
640

71.48

A
ugust

2009
84.81

57.20
36.49

31.11
28.57

5.68
66.18

S
eptem

ber
2009

88.08
61.63

4117
35.39

26.68
5.45

70.85

O
ctober

2009
87.33

62.34
38.21

29.80
12.24

485
68.94

N
ovem

ber
2009

80.71
51.63

38.23
21.30

4.62
2.16

62.85

P
avroilD

ata
A
aencv

H
rs

P
R
N
H
rs

O
vertim

e
;;;~%

1[.1w
;tptw

t'.A
<i/I;··

P
ilitB

'W
;\.1

.1
lv
A
l!.()th

ilI's···.1
t!TO

Ilil,V
~:Jil

2006
A
ctual

1
$

-

2007
A
ct
A
va

227
4.905

808
1

$
-
1

2008A
ctA
vg

456
4.474

735

J.,;;u;v.
2009

198
2.989

634
$

(150,956
$

60,543
$

50,024
$

(120,437

February
2009

276
2,885

774
$

(53,560
$

76,844
$

50,297
$

(27,013)

M
arch

2009
598

2,913
717

$
168,525

$
234,647

$
25,025

$
141,097

A
pril

2009
625

2,787
702

$
.(63,846

$
181,033

$
45,377

$
71,810

M
aV
2O
O
9

486
2,691

667
$

16,425
$

61,422
$

35,965
$

41,882

JlX
1e
2009

408
3,003

720
$

(171,994
$

152,937
$

9,706
$

(9,351

Julv2009
246

3,173
615

$
(92,602

$
182,089

$
6,293

$
95,780

A
uoust2O

O
9

201
2,507

678
$

18,677
$

99,392
$

(9,555
s

108,514

S
eptem

ber
2009

202
1,943

439
$

(17,209
$

33,606
$

114,620
$

1,777

O
ctober

2009
219

2,246
656

$
(96,631

$
14,683

$
24,701

$
1126,015

N
ovem

ber
2009

49
489

158
$

8,266
$

6,863
$

6,976
$

5,573

ndiana
K
entuckv

R
ehab

LO
S

M
edicare

R
ate

M
edicare

R
ate

$
407.18

$
361.58

$
424.40

$
391.96

$
443.56

$
411.10

I,

$
461.24

$
43201

$
466.99

$
428.67

$
468.37

$
433.36

$
470.66

$
432.54

$
478.23

$
436.96

$
469.46

s
436.22

$
470.33

$
437.64

$
478.12

$
443.85

$
47604

$
441.51

s
475.90

$
454.27

-c-eM
D
ec
2007

P
art

B
S
al'n

P
T

1
O
T

1
S
T

1
Facililv

1

2006
A
ctual

11.26%
964%

1
415%

1
1872%

1

2007
A
ctual

14.43%
13.53%

5.91%
T

24.15%
1

2008
A
ctual

15.86%
15.01%

6.75%
26.87%

January,
2009

16.67%
15.78%

6.66%
27.82"A

.

February
2009

1717%
16.04%

6.58%
2782"A

.

M
arch

2009
17.76%

16.38%
6.82%

28.23%

rA
pril2009

17.68%
16.40%

6.04%
27.91%

1M
ay
2009

1708%
15.49%

6.51%
27.28%

June
2009

16.84%
15.53%

6.87%
27.73%

July
2009

15.88%
15.54%

7.38%
2701%

IA
ugust

2009
1625%

15.86%
7.10%
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ARD Selection Procedure
December 2008

I. Upon admission and readmission, the BOM will print copies ofthe common
working file and provide copies to the CRC and FRC.

2. Upon admission and readmission, the CRC will create and print a PPS Pathway
for every new admission. The pathway should be placed in the PPS Pathway
Binder which should be organized alphabetically and should contain
reimbursement references such as the CMI Reference Sheet and the RUG 53
Reference Sheet.

3. Upon admission and readmission, the FRC will initiate a Caseload Management
Form for every new admission. This form should be placed in the Therapy
Caseload Management Binder which should be organized alphabetically and
should contain reimbursement references such as the CMI Reference Sheet and
the RUG 53 Reference Sheet.

4. The CRC will complete the electronic ARO selector worksheet by the second
working day with the available information and save it on the facility shared
drive. In addition, the CRC should e-mail thecompletedformtotheFRC.At
minimum the top section should be completed, however at the discretion ofthe
RORIRDCR the bottom section can also be utilized. If there is not an extensive
services qualifier, a ARD selector worksheet should still be completed.

5. The last day of IV fluids will be represented by IVF and IV medications and any
other extensive services qualifier by EXT on the PPS pathways utilized by the
CRC's. The FRC's will add in the IVF and/or EXT services on the Set
Payor/RUG/AROILVL tab in the TX Resident screen in SMART.

6. If additional hospital records are obtained from the hospital, the CRC will
communicate this information to the FRC in the daily clinical reimbursement
meeting. In addition, an updated ARO selection worksheet should be completed
following the protocol in step #4. The FRC and CRC will update their respective
systems as defined in step #5.

7. The CRC will keep a copy of the last day of supportive documentation for
extensive services/IV fluids behind the residents PPS pathway. If the
documentation covers both the five and 14 day assessments, two copies should be
made. The remaining information should be given to Medical Records to be
placed in overflow.

8. The supportive documentation should be removed from the CRC PPS pathway
book when the MOS is completed and stapled to the MOS.
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9. The documentation should be removed from the Therapy Caseload Management
Binder upon discontinuation from Medicare.

10. Prior to the daily clinical reimbursement meeting, the CRC will run the Resident
Acuity Report in Care Tracker for all residents being monitored by a PPS
Pathway. The ADL score should be documented daily on the CRC PPS pathway.

II. During the CRC/FRC daily clinical reimbursement meeting, the FRC should be
logged into the SMART system ready to access the following screens/reports: Tx
Resident (RUGS Analysis, ARD Report, Set Payor/RUG/ADRlLVL), and Tx
Planner. Therapy utilizes the RUGS Analysis screen primarily during this
process.

12. After selecting the appropriate ARD, the CRC should place the projected RUG on
the top section ofthe pathway in the appropriate assessment type (i.e 5 day, 14
day etc.). The FRC should set the ARD in the Set Payor/RUG/ARD/LVL screen
on the TX Resident tab in SMART, including the projected RUG.

13. After verification for accuracy, the FRC will submit an ARD Report. This will be
approximately 48 -72 hours after the Assessment Reference Date to allow for
correction oflate billing.

14. The FRC should print two copies ofthe ARD Report. One should be given to the
CRC for entry on the MDS, the second should be placed in the Therapy Case load
Management Binder.

15. The CRC and FRC when completing the MDS should verify the actual RUG
score and ARD utilized to what was projected and documented on the PPS
pathway and in the SMART system. All discrepancies should be investigated and
corrected.

16. The FRC can shred the Case load Management sheets and supportive materials
monthly following completion of the quad check process and discharge from
skilled care.

17. The CRC can shred PPS pathways and other related materials 3 months after
discharge from skilled service.
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RUGS Review/Cut Calls
Purpose & Procedure

December 2008

The following are the minimum standards and guidelines for the weekly RUGS
Review/Cut calls for the Wisconsin/Minnesota buildings. The outcome is to improve
Medicare Reimbursement which is representative of the care the facility teams are
providing.

I Purpose:

a. Assure highest Medicare reimbursement on all new Medicare
admission/readmissions for minimally the 5, 14 and aMRA assessments by
reviewing proper therapy planning, ADL identification, and to assure
rehab/extensive services are captured. This can be expanded if facility specific
issues are identified.

b. Identify facility trends such as; difficulty obtaining therapy orders upon
admission, difficulty with therapy planning, lack of CareTracker
documentation, and/or difficultly obtaining hospital medical records.

c. Review residents current level of care for appropriate ARD selection and
therapy minute utilization, ADL score, and extensive services qualifiers.

d. Review residents who are discontinuing therapy services over the next week
who may benefit from a step down in intensity of services and/or development
of restorative nursing plans to improve clinical outcomes.

e. The weekly call should promote communication between the FRC/CRC.
f. RDCRlRDR to review all Medicare cuts to determine appropriateness of

discharge planning and need for continued skilled nursing and/or therapy
coverage.

g. This process will be applicable for all facilities and will replace the HT call for
those facilities who currently participate in that process.

II Procedure
a. The call should be held weekly with the RDCR, RDR, CRC and FRC at an

agreed upon time. Other disciplines may be required per RDCRlRDR
direction.

b. For the call the CRC should have their updated PPS pathways book and the
FRC should be prepared with their Caseload Management book. The facility
team should be compliant with the current ARD selection procedure.

c. The RUGS Review Worksheet should be completed by the FRC and CRC
during the daily clinical reimbursement stand up meeting. It should be sent
electronically, via e-mail attachment, to the RDCR and RDR by noon the day
prior to the scheduled call.

d. The HT log should be printed weekly for the current month by both the RDR
and RDCR prior to the call.
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e. The FRC/RDRIRDCR should all be in the SMART system to review current
minute utilization, projected changes in therapy delivery, extensive services
qualifiers, and ADL scores.

f. The team will assess the records to determine optimal reimbursement.
g. The CRC and FRC should also communicate upcoming discharges or cuts to

during this call. A review of the resident's medical and rehab needs should
occur prior to the call to assure proper utilization of Medicare services.

h. The completed RUGS Review Worksheet form will be sent to the FRC, CRC,
NHA and RDO by the RDCRlRDR following the call.

i. The RDCRlRDR , in collaboration with the RDO, ADR, and ADCR, will
determine the frequency and duration of the call.
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Request for Assist 11/12/2009:

On Wed. 11/11/2009 I arrived at Stonebridge at approximately 11:45. I immediately joined the Clinical Reimbursement meeting

that was taking place in the conference room.

Present in the room were:

Laura Tebbe, Regional Director of Clinical Reimbursement ( RDCR)-sitting at the head of the table,

Wanda Kennedy, Area Director of Clinical Reimbursement (ADR) sitting at Laura's left,

Chris Fritzen, Regional Director of Rehab (RDR) sitting at Wanda's left

Lauren Obst, RDCR,sitting to the left of Chris.

Tempest Cagnon, RDCR,sitting across from Lauren

I took an open seat next to Tempest, on her left, and was between Tempest and Laura.

Everyone welcomed me into the room, and I participated in the meeting. At this point the Rate Volume Variance Reports for
October for each facility, and matters regarding Medicare Rate VTD and MTD to Budget were being discussed.

Upon almost finishing each of the facilities, I asked Wanda If I could speak to her team and ask their assistance. I stated that it would

just take about 15-30'. Wanda agreed, and stated no problem.

Upon finishing the facility Medicare Rate discussions, I began to address the team sitting around the table.

I stated that I had been out for a while, and was glad to be back. Again everyone welcomed me.

I began by stating that in coming back I am truly looking forward to continuing to work with them, and that I truly needed their help.
I stated that I am excited to get back to work, and that I need to make certain that we do things well and right. I explained how I had
had opportunity to be FRCat Slatebelt last May-June, and that we have had new FRC'sstart at Spruce and Dresher as well. I stated

that during the training of these new FRC's, I identified issues that caused me concern, and that I had reached out for assist. I told

them that upon my recent return to work, that I have continued to be witness to things that affect each one of us in the room, and
that each one of us have effect on and can influence. I stated that each one of them, along with myself and the other RDR's (
Colleen and Werner) that were not in the room, have extremely strong influence in what happens at the facility level. I stated that

my concerns involve all of us, ProStep and EHSI, equally as Extendicare. I stated that since we as individuals and as a team have a
tremendous impact on what happens at the facility level, I believed that our working together to ensure what needed to be done

right was happening, and would result In more immediate positive results.

I moved forward and described the fact that Medicare pays for services provided, and to bill for services not provided is unlawful.

stated that fines for this can be 2-3x's the amount overbilled, in addition to $5,000 - $10,000 fine per claim. I stated that one of my
concerns is that in our end of month quad check as well as during our joint Pathway discussions, we do not ask 'were the services

that were billed actually provided at the level In which they were billed' , Laura Tebbe agreed. I stated that this is extremely
important, as this is stated in the Medicare Program Integrity Manual. I stated that it's our responsibility to ensure that this is done

correctly and that I would not go to jailor lose my license and that I would suspect that they feel the same way.

I went on to outline my specific concerns:

The first concern I addressed was the 'Suspension Bridge' effect in Pathways. I stated that since they look at the Pathways,
sometimes daily, as well as on the Pathway calls, I asked for their assist in identifying when this may be occurring and immediately

communicate that to their RDRand/or myself. Beth asked for a specific example, and I asked that she pull up the Pathways for her
facilities on her computer that was in front of her. The first facility was good for the month of October, the second facility that she

pulled had multiple areas of concern, and I pointed them out to Beth for future reference.



Chris mentioned that she had noticed this to be a significant problem in the Central Region when reviewing Pathways as I had asked

her to do during her first few days on the job. She had stated that she believed that she was already making progress towards this.

I stated that we as a group need to make this not happen, and make certain that we are billing for services that we provide, and that
we provide the services that we bill for. I put forth my initiative to focus on this along with the RDR's in a concerted effort to

educate and work with the FRe's. I requested that as they potentially discover issues of concern, to please bring it to the attention
of their RDR,so that we can best address with the Rehab departments. Lauren asked if there was to be specific discussion about this

on the Pathway call, I stated that if it is noticed during a pathway call, that it should be addressed, however that this should fall on
the RDRand myself to educate and support the FRe's, and that I was just really looking for an the RDCR's to help recognize what we

are looking at, understand why it's important that we're addressing it, and understand that this is going to be an area of focus for

the FRC's.

I mentioned that there are 3 reasons where it is ok for minutes to not correlate with the billed level:

When it is documented in the medical record that the patient was unable to participate due to their individual status, and

minute delivery drops because of this.

When it is documented in the medical record, per MD order, treatment was with held so minute delivery drops.

Or if one or more disciplines have attained their goals or reached their max potential and have discharged and as result

minute delivery drops.

Other than that, services billed, need to correlate with services delivered. If not we run the risk that either 1. a patient that is

inappropriate for a higher RUG is being pushed inappropriately or 2. a patient that qualifies for and requires a higher RUG is not

receiving adequate care. Either way is not acceptable.

Beth asked if the FRC'sare trained not to do this, and why I thought this was happening. I told her that to my knowledge FRC'sknow

not to do this, however our current environment and culture promotes to always look forward, pushing and driving RUG levels, and
to capture the RUG level as soon as possible in the open window. It has not been the expectation, at least that I am aware of, to
look back, in order to clearly see what has been delivered. I also mentioned that I believed and witnessed that the pressure on the

FRC'sto attain highest levels has been immense, and that the old reference that everyone Is an RU until proven otherwise, has led to
the scheduling of patients to attain levels vs. the scheduling of patients to receive what is needed clinically. I stated that this is

compounded with the fact that we do not ask the question 'is what we billed for, what was provided' on a consistent basis in which
we are all accountable, or ' is what we billed for an accurate reflection of the true burden of care that was provided to the patient

throughout the assessment period, not just the initial days of the period'.

The next concern I discussed was that of not treating Part B / Long Term Care Patients 5x/wk, even when medically appropriate

and necessary, in order to preserve a 60 day period of wellness, so that the patient would qualify for higher paying Medicare. I
stated that it was understood that if a patient was close to the end of the 60 days, that this definitely needs to be considered,

however, that at the facility level this message has been extremely skewed. Tempest agreed, and stated that facilities throughout

her Region had been extremely affected by this message, and that she had been working for a long time in order to combat this. She

stated that she had facilities that would not even see Part B patients, and when they would it seemed to be always 3x/wk, and for
shortened periods of time. I stated that I had just heard from New Castle that their interpretation was that all Part B's and LTC

patients could not receive 5x/wk or they would be considered skilled, so they just had every Part B on for 4x/wk regardless of need

and initial Physician Order. I referenced that Callie, the FRCat Valley, had recently added whether or not the resident is in their 60

day window to her LTCnotification in order to communicate this to the facility. Then someone, an RDCR,made mention that Audrey

(from Valley) was really bad at requiring limited Treatment to part B's in a 60 day window and not fully understanding the reasoning

behind the need to monitor, to which another RDCRagreed. At that point I made mention that I had seen example of Audrey's
involvement in this as well. Lauren made mention that she believed that the issue started a few yrs back at Spruce, when census

was extremely challenged, as way for returning from hospital LTCpatients to qualify for Medicare, as Medicare New Admits were
extremely low. I replied that that makes sense, since when Beth (the new FRCat Spruce) first started, one of the first questions she

asked was 'why do we see all part B patients for just 3x/wk'.



I stated that limiting treatment for Part B and LTC patients that may be in a 60 day period of wellness, is obviously a concern that we

have all witnessed and we need to be aware of, support, and discuss this circumstance in order to ensure that we are doing what's
appropriate and best for the patient.

(I believe right about this time Joy called in, and Wanda reviewed with Joy the Rate Volume Reports as we had discussed previously
as a group.)

When the call with Joy was finished, I reviewed my last request for help, and this was assist in working together in Identifying when
It is and when It is not appropriate to cluster 3x/wk treatment orders in order to attain a 5 day Billing level. I referenced again,

billing for services actually provided, and that when a 3x/wk treatment order is written for specific purposes, with the intent of M-

W-F or T-TH-Sat, it would be inaccurate to bill for 5 straight days of services, as this is not the intent or a true reflection of the
patients burden of care. Chris made mention that she and Lauren had been discussing this a lot, and that she felt that they had been
working well at this, and Lauren agreed. Wanda expressed that she did not understand why it would be ok for the patient to not be

seen on Weekends and Holidays, yet to see a patient W-TH-F, M-T was problematic, she also expressed concern in not being able to
attain her RMC's.

I then described a scenario in which the above concerns are combined, and asked 'how about the times when Rehab is asked to see

a patient 3x/wk ( that would benefit appropriately with 5, however It's limited because they are in their 60 day window), then we

cluster the 3x/wk in to a 5 day reimbursement level?'. I asked if they had seen this scenario happen, and everyone agreed that it has

happened. I stated that when it does happen, it is wrong on multiple levels, and that we need to work together to make certain that
this doesn't happen. Again, I stressed that we need to ask, Is what Is being billed, what is being delivered, and is it medically

appropriate and necessary and meeting the needs of the patient.

I stated that my greatest concern lies with our FRC'sthat have been around the longest, and the facilities that take part in these

practices regularly. I stated that I think that the facilities that are doing this really believe that these practices are ok, and/or that
they believe that it's been a directive for them to follow.

I stated that I believe the opportunity lies in our working together in order to drive our success, and ensure that we are going about
it in all the right ways.

I made comment to the fact that in order to be most successful; we need to focus on the patients and the clinical delivery of our
services. I asked Wanda to verify how other AREA's RUG distribution RU/RV compared to ours, and she stated that ours had

improved, however other States were higher. I stated that I believed that this was due in part to our historically working to fit

patients into RUG categories with focus on minutes, money, and levels, vs. focusing on and addressing the clinical presentation of
the patient.

That was pretty much it. The last minute or so, most people got up and were moving around, and had either started already or were
preparing to take a break.

Wanda made mention that next they were going to discuss CMI.

Chris asked if she could speak to me out of the room. We went to the lobby, sat on the couch, and Chris proceeded to update me on

her current situations and needs in Central, which included discovering the situation involving Alice, a PT at Stonebridge, and a time

study being performed by Shari that day, as well as allegations involving incomplete documentation.

Chris and I got involved in the HR and compliance concern at Stonebridge, and were unable to return to the CMI portion of the CR
meeting.
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Donna,
I continue to be concerned with the following:

The extreme pressure on FRC's and Therapists to reach highest Part A RUG levels
regardless of patient need, with focus instead on minute delivery and monetary gains
This could and has resulted in the ramping up of therapy minutes in order to capture the
highest levels of reimbursement that are either medically inappropriate or appropriate and
not maintained. This is clearly evidenced in the 'suspension bridge' patterns that are
reflected in multiple resident pathways throughout the state.

The denial of medically necessary services to patients with identified needs, based on
which patients' third party payer is paying for the treatment, and the anticipated fiscal
harm/benefit to EHSI, including:

a. Medicaid request process which limits and/or denies services to patients
deemed medically necessary and appropriate (as reflected by the nursing to
rehab referral form/request and or Therapist Screen/evaluation) by EHSI
Eastern Operations due to decreased reimbursement of this payer and perceived
increased cost of care to the resident.

b. Changing 5x/wk orders to less than 5x/wk, or not providing necessary 5x/wk
services in order to not interfere with the patient qualifying for a Medicare Part
A 60-day period of wellness, and the 'general mis-knowledge that surrounds
the ability to treat part B and Long Term care residents in order to not interfere
and create' skilled services'.

EHSI Eastern Operations request and expectation that ProStep game Medicare by
clustering 3x/wk treatment orders in order to attain 5 day/wk levels of re-imbursement for
the ramping down of Medicare Part A patient billing as well as in order to capture
increased reimbursement for Part B and Long Term Care billing of 5 days with at least
150 minutes for increased CM! billing levels.


