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IN THE COMMONWEALTH COURT OF PENNSYLVANIA

COMMONWEALTH OF PENNSYLVANIA
Acting by Attorney General.
KATHLEEN KANE,

Plaintiff,

V.

GOLDEN GATE NATIONAL SENIOR
CARE LLC; GGNSC Holdings LLC; GGNSC
Administrative Services LLC; GGNSC

- Clinical Services LLC; GGNSC Equity
Holdings LLC; GGNSC Harrisburg LP;

- GGNSC Harrisburg GP, LLC; GGNSC Camp
Hill ITI LP; GGNSC Camp Hill Il GP, LLC;
GGNSC Clarion LP; GGNSC Clarion GP,
LLC; GGNSC Doylestown LP; GGNSC
Doylestown GP, LLC; GGNSC Wilkes-Barre
East Mountain LP; GGNSC Wilkes-Barre East

" Mountain GP, LLC; GGNSC Gettysburg LP;
GGNSC Gettysburg GP, LLC; GGNSC
Altoona Hillview LP; GGNSC Altoona
Hillview GP, LLC; GGNSC Lancaster LP;
GGNSC Lancaster GP, LLC; GGNSC
Lansdale LP; GGNSC Lansdale GP, LLC;
GGNSC Sunbury LP; GGNSC Sunbury GP,
LLC; GGNSC Monroeville LP; GGNSC
Monroeville GP, LLC; GGNSC Mt. Lebanon
LP; GGNSC Mt. Lebanon GP, LLC; GGNSC
Murrysville LP; GGNSC Murrysville GP,
LLC; GGNSC Phoenixville I LP; GGNSC
Phoenixville Il GP, LLC; GGNSC Mount Penn
LP; GGNSC Mount Penn GP, LLC; GGNSC -
Rosemont LP; GGNSC Rosemont GP, LLC;
GGNSC Scranton LP; GGNSC Scranton GP,
LLC; GGNSC Shippenville LP; GGNSC
Shippenville GP, LLC; GGNSC Philadelphia
LP; GGNSC Philadelphia GP, LLC; GGNSC
Wilkes-Barre II LP; GGNSC Wilkes-Barre 11

'GP, LLC; GGNSC Tunkhannock LP; GGNSC
Tunkhannock GP, LLC; GGNSC Uniontown
LP; GGNSC Uniontown GP, LLC; GGNSC
Erie Western Reserve LP; GGNSC Erie
Western Reserve GP, LLC; GGNSC Camp

Hill West Shore LP; GGNSC Camp Hill West ' k
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Shore GP, LLC; GGNSC Pottsville LP;
GGNSC Pottsville GP, LLC,

Defendants.

NOTICE TO DEFEND

You have been sued in court. If you wish to defend against the claims set forth in the
following pages, you must take action within thirty (30) days after this complaint and notice are
served, by entering a written appearance personally or by attorney and filing in writing with the
court your defenses or objections to the claims set forth against you. You are warned that if you
fail to do so the case may proceed without you and a judgment may be entered against you by the
court without further notice for any money claimed in the complaint or for any other claim or
relief requested by the plaintiff. You may lose money or property or other rights important to
you.

YOU SHOULD TAKE THIS PAPER TO YOUR LAWYER AT ONCE. IF YOU DO
NOT HAVE A LAWYER, GO TO OR TELEPHONE THE OFFICE SET FORTH BELOW.
THIS OFFICE CAN PROVIDE YOU WITH INFORMATION ABOUT HIRING A LAWYER.

IF YOU CANNOT AFFORD TO HIRE A LAWYER, THIS OFFICE MAY BE ABLE
TO PROVIDE YOU WITH INFORMATION ABOUT AGENCIES THAT MAY OFFER
LEGAL SERVICES TO ELIGIBLE PERSONS AT A REDUCED FEE OR NO FEE.

MidPenn Legal Services, Inc.
213-A North Front Street
Harrisburg, PA 17101
(717) 232-0581

or

Dauphin County Lawyer Referral Service
Dauphin County Bar Association
213 North Front Street
Harrisburg, PA 17101
(717) 238-7536

ii




IN THE COMMONWEALTH COURT OF PENNSYLVANIA

COMMONWEALTH OF PENNSYLVANIA
Acting by Attorney General.
KATHLEEN KANE,

Plaintiff,
V.

GOLDEN GATE NATIONAL SENIOR
CARE LLC; GGNSC Holdings LLC; GGNSC
Administrative Services LLC; GGNSC
Clinical Services LLC; GGNSC Equity
Holdings LLC; GGNSC Harrisburg LP;
GGNSC Harrisburg GP, LLC; GGNSC Camp
Hill IIT LP; GGNSC Camp Hill III GP, LLC;
GGNSC Clarion LP; GGNSC Clarion GP,
LLC; GGNSC Doylestown LP; GGNSC
Doylestown GP, LLC; GGNSC Wilkes-Barre
East Mountain LP; GGNSC Wilkes-Barre East
Mountain GP, LLC; GGNSC Gettysburg LP;
GGNSC Gettysburg GP, LLC; GGNSC
Altoona Hillview LP; GGNSC Altoona
Hillview GP, LLC; GGNSC Lancaster LP;
GGNSC Lancaster GP, LLC; GGNSC
Lansdale LP; GGNSC Lansdale GP, LLC;
GGNSC Sunbury LP; GGNSC Sunbury GP,
LLC; GGNSC Monroeville LP; GGNSC
Monroeville GP, LLC; GGNSC Mt. Lebanon
LP; GGNSC Mt. Lebanon GP, LLC; GGNSC
Murrysville LP; GGNSC Murrysville GP,
LLC; GGNSC Phoenixville II LP; GGNSC
Phoenixville II GP, LLC; GGNSC Mount Penn
LP; GGNSC Mount Penn GP, LLC; GGNSC
Rosemont LP; GGNSC Rosemont GP, LLC;
GGNSC Scranton LP; GGNSC Scranton GP,
LLC; GGNSC Shippenville LP; GGNSC
Shippenville GP, LLC; GGNSC Philadelphia
LP; GGNSC Philadelphia GP, LLC; GGNSC
Wilkes-Barre II LP; GGNSC Wilkes-Barre 11
GP, LLC; GGNSC Tunkhannock LP; GGNSC
Tunkhannock GP, LLC; GGNSC Uniontown
LP; GGNSC Uniontown GP, LLC; GGNSC
Erie Western Reserve LP; GGNSC Erie
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Western Reserve GP, LLC; GGNSC Camp
Hill West Shore LP; GGNSC Camp Hill West
Shore GP, LLC; GGNSC Pottsville LP;
GGNSC Pottsville GP, LLC,

Defendants.

AMENDED COMPLAINT AND PETITION FOR INJUNCTIVE RELIEF

AND NOW, comes the Commonwealth of Pennsylvania, acting by Attorney General
Kathleen Kane, (hereinafter “the Commonwealth” or “OAG”), and brings this action pursuant to
the Unfair Trade Practices and Consumer Protection Law, 73 Pa.C.S.A. §§ 201-1 -201-9.3
(hereinafter “Consumer Protection Law”), to restrain unfair or deceptive acts or practices in the
conduct of any trade or commerce declared unlawful by Section 201-3 of the Consumer
Protection Law, and to recover civil penalties, restitution and restoration for the Commonwealth
and Pennsylvania consumers, and costs of this action.

The Consumer Protection Law authorizes the Attorney General to bring an action in the
name of the Commonwealth of Pennsylvania, to restrain by temporary and permanent mnjunction,
unfair or deceptive acts or practices in the conduct of any trade or commerce declared unlawful
by Section 201-3 of the Consumer Protection Law. 73 P.S. § 201-3.

The Commonwealth Attorneys Act authorizes the Attorney General to bring an action on
behalf of the Commonwealth and its agencies, 71 P.S. § 732-204, including common law claims
for breach of contract and unjust enrichment.

In support of this action, the Commonwealth represents the following:

I.  INTRODUCTION

L. Golden Gate National Senior Care LLC, by and through its subsidiaries, does

business under the brand name “Golden Living” and manages and operates 36 skilled nursing



facilities throughout the Commonwealth.! Golden Gate National Senior Care LLC and its
subsidiaries are referred to collectively herein as “Golden Living.”

2. The Golden Living facilities located in Pennsylvania include Defendants Golden
LivingCenter — Blue Ridge Mountain (Harrisburg, PA); Golden LivingCenter — Camp Hill
(Camp Hill, PA); Golden LivingCenter — Clarion (Clarion, PA); Golden LivingCenter —
Doylestown (Doylestown, PA); Golden LivingCenter — East Mountain (Wilkes-Barre, PA);
Golden LivingCenter — Gettysburg (Gettysburg, PA); Golden LivingCenter — Hillview (Altoona,
PA); Golden LivingCenter — Lancaster (Lancaster, PA); Golden LivingCenter — Lansdale
(Lansdale, PA); Golden LivingCenter — Mansion (Sunbury, PA); Golden LivingCenter —
Monroeville (Monroeville, PA); Golden LivingCenter — Mt. Lebanon (Pittsburgh, PA); Golden
LivingCenter — Murrysville (Murrysville, PA); Golden LivingCenter — Phoenixville
(Phoenixville, PA); Golden LivingCenter — Reading (Reading, PA); Golden LivingCenter —
Rosemont (Rosemont, PA); Golden LivingCenter — Scranton (Scranton, PA); Golden
LivingCenter — Shippenville (Shippenville, PA); Golden LivingCenter — Stenton (Philadelphia,
PA); Golden LivingCenter — Summit (Wilkes Barre, PA); Golden LivingCenter — Tunkhannock
(Tunkhannock, PA); Golden LivingCenter — Uniontown (Uniontown, PA); Golden LivingCenter
— Western Reserve (Erie, PA); Golden LivingCenter — West Shore (Camp Hill, PA); and Golden
LivingCenter — York Terrace (Pottsville, PA) (collectively, the “Golden Living Facilities™).

3. At all relevant times, Defendants were engaged in trade and commerce in the
Commonwealth within the meaning of Pennsylvania’s Unfair Trade Practices and Consumer

Protection Law.

! Herein, “skilled nursing facilities” means residential facilities that provide skilled nursing,
rehabilitation, and long-term care. Sometimes such facilities are referred to as “long-term care
facilities” or “nursing homes.”



4. The Golden Living Facilities received significant revenue from private payors —
residents, their families, and their insurers. These consumers paid substantial amounts — $241
per day, on average, from 2008 through 2013 — for each resident’s nursing home care. On a
monthly basis, these per diem payments can total, on average, over $7,000 for one resident.

5. The Golden Living Facilities also received significant revenue from the
Pennsylvania Medical Assistance Program. Under the Commonwealth’s Medical Assistance
Program (Medicaid), Pennsylvania has paid the Golden Living Facilities $188 per day, on
average, from 2008 through 2013 for each Medicaid resident’s nursing home care. On a monthly
basis, the Commonwealth has been paying, on average, over $5,800 for cach Medicaid resident.

6. This case arises from Defendants’ deceptive and misleading representations to
consumers and the Commonwealth about the level of services they provided to vulnerable,
elderly nursing home residents and Defendants’ pervasive, chain-wide practice of billing
consumers and the Commonwealth for services not provided.

7. Individuals who reside in skilled nursing facilities typically require a mix of
skilled nursing services and assistance with ordinary daily activities. These residents often face
limitations caused by illness, disability, physical deterioration due to old age, dementia or other
cognitive decline, or other diseases and conditions. Many of these residents are elderly. Many
residents are confined to their beds or wheelchairs, and they require assistance to move around,
to reposition themselves to avoid pressure sores, to groom themselves, to get to the bathroom,
and to cat and drink. Many residents are incontinent, and they must be frequently checked on
and changed to stay clean and dry. Consequently, many residents require not only skilled
nursing care from nursing staff, but also assistance with activities of daily living (“ADLs”),

including:



(a) assistance using the bathroom;

(b) incontinence care and changing of wet and soiled briefs, clothing, and bed
linen;

(©) assistance safely transferring between a bed and wheelchair;

(d)  assistance with grooming, dressing, bathing, and oral care;

(e) repositioning in their beds or wheelchairs;

® assistance eating and drinking; and

(g)  assistance and supervision performing active / passive range of motion
exercises (“ROMs”).

8. Assistance with ADLs (herein “Basic Care”) is not skilled nursing. It is primarily
delivered by Certified Nurse Aides or “CNAs.”

9. While the amount of Basic Care assistance may vary from resident to resident,
Basic Care is included in the daily charge for residency in the nursing home, which is billed at a
fixed per diem rate.

10.  Defendants marketed the Golden Living Facilities by promising to meet residents’
needs, to keep them clean and comfortable, and to provide food and water at any time. These
statements were false, deceptive, and misleading. Notwithstanding these representations, the
Golden Living Facilities were so understaffed that residents were thirsty, hungry, dirty and
unkempt, and found that when they tried to summon help, no one was available to meet their
most basic needs, like escorting them to a toilet or refilling a water glass.

11.  Defendants also engaged in deceptive, misleading, and unfair practices by

representing to consumers, insurers, and the Commonwealth that the Basic Care needed by



residents of the Golden Living Facilities — as documented in each resident’s care assessments
and care plans — was, in fact, provided to those residents when it was not.

12. Defendants made deceptive, misleading, and unfair statements to the
Commonwealth in making requests by or on behalf of the Golden Living Facilities for
reimbursement for resident care through the Pennsylvania Medicaid program. On information
and belief, Defendants likewise made deceptive, misleading, and unfair statements to consumers
and insurers through regular billing statements for care provided to private-pay residents.

13. Despite making these representations that the promised care had been, and would
be, provided to residents, Defendants limited the number of CNA staff on duty at the Golden
Living Facilities and rendered the facilities incapable of delivering the Basic Care that residents
needed. The effect on resident care was dramatic. With the limited levels of CNA staffing, the
supply of CNA hours at the Golden Living Facilities fell far short of the demand for care by their
resident populations and a significant percentage of the Basic Care that was promised to, and
paid for by, consumers, insurers, and the Commonwealth, was never provided.

14.  Interviews with former employees of the Golden Living Facilities, interviews
with family members of residents, and review of survey results reported by the Pennsylvania
Department of Health (“DOH”) show that the Golden Living Facilities were chronically
understaffed and failed to provide the Basic Care services they promised — and were paid — to
provide.

15. Former employees and residents’ family members described workloads that
routinely could not be completed by the CNA staff on duty. They described CNAs routinely

cutting corners in the delivery of care and record-keeping:




16.

b)

d)

Showers were skipped, or reduced to bed-baths in which only a resident’s

face, underarms and genitals would be wiped off;

Repositioning did not happen every two hours, as needed, but instead was

stretched to intervals of three and four hours, or longer;

Incontinent residents were left in wet and soiled clothing and bedding;

Residents were woken before 5:00 a.m. to be washed and dressed for

breakfast.

Findings from DOH surveys also demonstrate omissions of Basic Care resulting

from understaffing. Surveyors cited the Golden Living Facilities with deficiencies when they

observed:

b)

residents struggling to feed themselves or staring helplessly at their dinner

trays while waiting for help — sometimes for the entire meal;

internal records reflecting repeated and unaddressed complaints about long

waits for staff to respond to call-lights;

pressure sores that were undetected until noticeably advanced, and no

evidence that CNAs were checking residents for pressure sores;
bad smells — urine and feces — permeating the common areas of the facility;

residents woken in the middle of the night, washed and partially dressed, and

then put back to bed, or dressed and left sleeping in their wheelchairs, to




lessen the amount of work needed to prepare everyone for breakfast in the

morning.

17. An analysis of the Golden Living Facilities’ self-reported staffing numbers
confirms that the conditions described by CNAs, residents’ family members, and DOH surveyors
were chronic and widespread across the chain in Pennsylvania. Using census and labor data that
Golden Living reported to the United States Centers for Medicare and Medicaid Services
(“CMS?”), the OAG estimates that on average, across the chain, approximately one-third or more
of the Basic Care needed by residents was regularly omitted.

18.  Defendants’ staffing practices cost residents their dignity and comfort, and
jeopardized their health and safety. The failure to provide this required Basic Care not only fell
short of the promises made by Defendants and violated the Consumer Protection Law, it also
degraded residents and increased their risk of serious negative health consequences. When
CNAs fail to promptly respond to call lights, residents frequently soil themselves or fall when
attempting to get up and help themselves to the bathroom. When CNAs provide rushed or
inadequate bathing and personal care — or no personal care at all — residents appear unkempt and
smell bad, which can be isolating and embarrassing to them. When CNAs fail to reposition
residents as frequently as required, residents can develop pressure sores. These and other
shortcomings in Basic Care result in a loss of dignity, mobility and function, and comfort for
these residents, many of whom are in their last months of life.

19. Through their deceptive, misleading, and unfair acts and omissions, the
Defendants misled the Commonwealth and consumers into believing that the Basic Care needs
of residents would be and were being met. This conduct gives rise to the claims alleged herein

for violations of the Consumer Protection Law and common law.




II. JURISDICTION

20.  This Court has jurisdiction over this action pursuant to 42 Pa.C.S.A. § 761.

III. PARTIES

21.  Plaintiff is the Commonwealth of Pennsylvania, acting by Attorney General
Kathleen Kane, with offices located at 14th Floor, Strawberry Square, Harrisburg, Dauphin
County, Pennsylvania 17120.

22. Defendant GGNSC Holdings LLC is a Delaware limited liability company, with
principal places of business at 7160 Dallas Parkway, Suite 400, Plano, Texas 75024 and 1000
Fianna Way, Fort Smith, Arkansas 72919. GGNSC Holdings LLC indirectly owns and operates
skilled nursing facilities throughout the Commonwealth of Pennsylvania — including the Golden
Living Facilities — and does business in Pennsylvania through the actions of its agents,
employees, staff, and others at its skilled nursing facilities in Pennsylvania. The residents of
these skilled nursing facilities are Pennsylvania residents. At all times relevant, GGNSC
Holdings LLC has engaged in trade or commerce directly or indirectly affecting the people of the
Commonwealth.

23. Golden Gate National Senior Care LLC is a Delaware limited liability company,
with principal places of business at 7160 Dallas Parkway, Suite 400, Plano, Texas 75024 and
1000 Fianna Way, Fort Smith, Arkansas 72919. Golden Gate National Senior Care LLC,
operating under the brand name “Golden Living,” indirectly owns and operates skilled nursing
facilities located throughout the Commonwealth of Pennsylvania — including the Golden Living
Facilities — and does business in Pennsylvania through the actions of its agents, employees, staff,
and others at the Golden Living Facilities. The residents of these skilled nursing facilities are
residents of Pennsylvania. At all times relevant, Golden Gate National Senior Care LLC has

engaged in trade or commerce directly or indirectly affecting the people of the Commonwealth.



24.  Defendant GGNSC Administrative Services LLC is a Delaware limited liability
company, with a principal place of business at 1000 Fianna Way, Fort Smith, Arkansas 72919.
GGNSC Administrative Services LLC exercises operational and managerial control over the
Golden Living Facilities, which are located throughout the Commonwealth of Pennsylvania.
GGNSC Administrative Services LLC does business in Pennsylvania through the actions of its
agents, employees, staff, and others at these skilled nursing facilities in Pennsylvania. The
residents of each of these skilled nursing facilities are Pennsylvania residents. At all times
relevant, GGNSC Administrative Services LLC has engaged in trade or commerce directly or
indirectly affecting the people of the Commonwealth.

25. Defendant GGNSC Clinical Services LLC is a Delaware limited liability
company, with a principal place of business at 1000 Fianna Way, Fort Smith, Arkansaé 72919.
GGNSC Clinical Services LLC exercises operational and managerial control over the Golden
Living Facilities, which are located throughout the Commonwealth of Pennsylvania. GGNSC
Clinical Services LLC does business in Pennsylvania through the actions of its agents,
employees, staff, and others at these skilled nursing facilities in Pennsylvania. The residents of
these skilled nursing facilities are Pennsylvania residents. At all times relevant, GGNSC Clinical
Services LLC has engaged in trade or commerce directly or indirectly affecting the people of the
Commonwealth.

26.  Defendant GGNSC Equity Holdings LLC is a Delaware limited liability
company, with a principal place of business at 1000 Fianna Way, Fort Smith, Arkansas 72919.
GGNSC Equity Holdings, LLC is a general partner of GGNSC Wilkes-Barre II LP, GGNSC
Phoenixville II LP, and GGNSC Camp Hill III LP. On information and belief, it also holds a

controlling ownership interest in the Golden Living Facilities.
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27.  Defendant GGNSC Harrisburg LP is a Delaware limited partnership, with a
principal place of business at 3625 N. Progress Avenue, Harrisburg, PA 17110. At all times
relevant, GGNSC Harrisburg LP owned and operated a skilled nursing facility located at 3625 N.
Progress Avenue, Harrisburg, PA 17110, known as Golden LivingCentef — Blue Ridge
Mountain, with the Pennsylvania Medicaid provider number 1015529140001. The residents of
Golden LivingCenter — Blue Ridge Mountain are Pennsylvania residents.

28.  Defendant GGNSC Harrisburg GP, LLC is a Delaware limited liability company,
with a principal place of business at 3625 N. Progress Avenue, Harrisburg, PA 17110. GGNSC
Harrisburg GP, LLC is the general partner of GGNSC Harriéburg LP.

29.  Defendant GGNSC Camp Hill III LP is a Delaware limited partnership with a
principal place of business at 46 Erford Road, Camp Hill, PA 17011. GGNSC Camp Hill III LP
owns and operates a skilled nursing facility located at 46 Erford Road, Camp Hill, PA 17011,
known as Golden LivingCenter — Camp Hill, with the Pennsylvania Medicaid provider number
1015530900001. The residents of Golden LivingCenter — Camp Hill are Pennsylvania residents.

30.‘ Defendant GGNSC Camp Hill IIl GP, LLC is a Delaware limited liability
company, with a principal place of business at 46 Erford Road, Camp Hill, PA 17011. GGNSC
Camp Hill Il GP, LLC is a general partner of GGNSC Camp Hill III LP.

31. Defendant GGNSC Clarion LP is a Delaware limited partnership with a principal
place of business at 999 Heidrick Street, Clarion, PA 16214. GGNSC Clarion LP owns and
operates a skilled nursing facility located at 999 Heidrick Street, Clarion, PA 16214, known as
Golden LivingCenter — Clarion, with the Pennsylvania Medicaid provider number

1015489850001. The residents of Golden LivingCenter — Clarion are Pennsylvania residents.
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32. Defendant GGNSC Clarion GP, LLC is a Delaware limited liability company,
with a principal place of business at 999 Heidrick Street, Clarion, PA 16214. GGNSC Clarion
GP, LLC is the general partner of GGNSC Clarion LP.

33.  Defendant GGNSC Doylestown LP is a Delaware limited partnership with a
principal place of business at 432 Maple Avenue, Doylestown, PA 18901. GGNSC Doylestown
LP owns and operates a skilled nursing facility located at 432 Maple Avenue, Doylestown, PA
18901, known as Golden LivingCenter — Doylestown, with the Pennsylvania Medicaid provider
number 1015552280001. The residents of Golden LivingCenter — Doylestown are Pennsylvania
residents.

34.  Defendant GGNSC Doylestown GP, LLC is a Delaware limited liability
company, with a principal place of business at 432 Maple Avenue, Doylestown, PA 18901.
GGNSC Doylestown GP, LLC is the general partner of GGNSC Doylestown LP.

35.  Defendant GGNSC Wilkes-Barre East Mountain LP is a Delaware limited
partnership with a principal place of business at 101 East Mountain Boulevard, Wilkes-Barre,
PA 18702. GGNSC Wilkes-Barre East Mountain LP owns and operates a skilled nursing facility
located at 101 East Mountain Boulevard, Wilkes-Barre, PA 18702, known as Golden
LivingCenter — East Mountain, with the Pennsylvania Medicaid provider number
1015491310001. The residents of Golden LivingCenter — East Mountain are Pennsylvania
residents.

36. Defendant GGNSC Wilkes-Barre East Mountain GP, LLC is a Delaware limited
liability company, with a principal place of business at 101 East Mountain Boulevard, Wilkes-
Barre, PA 18702. GGNSC Wilkes-Barre East Mountain GP, LLC is the general partner of

GGNSC Wilkes-Barre East Mountain LP.
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37. Defendant GGNSC Gettysburg LP is a Delaware limited partnership with a
principal place of business at 741 Chambersburg Road, Gettysburg, PA 17325. GGNSC
Gettysburg LP owns and operates a skilled nursing facility located at 741 Chambersburg Road,
Gettysburg, PA 17325, known as Golden LivingCenter — Gettysburg, with the Pennsylvania
Medicaid provider number 1015528160001. The residents of Golden LivingCenter — Gettysburg
are Pennsylvania residents.

38.  Defendant GGNSC Gettysburg GP, LLC is a Delaware limited liability company,
with a principal place of business at 741 Chambersburg Road, Gettysburg, PA 17325. GGNSC
Gettysburg GP, LLC is the general partner of GGNSC Gettysburg LP.

39. Defendant GGNSC Altoona Hillview LP is a Delaware limited partnership with a
principal place of business at 700 S. Cayuga Avenue, Altoona, PA 16602. GGNSC Altoona
Hillview LP owns and operates a skilled nursing facility located at 700 S. Cayuga Avenue,
Altoona, PA 16602, known as Golden LivingCenter — Hillview, with thevPennsylvania Medicaid
provider number 1015520930001. The residents of Golden LivingCenter — Hillview are
Pennsylvania residents.

40. Defendant GGNSC Altoona Hillview GP, LLC is a Delaware limited liability
company, with a principal place of business at 700 S. Cayuga Avenue, Altoona, PA 16602.
GGNSC Altoona Hillview GP, LLC is the general partner of GGNSC Altoona Hillview LP.

41. Defendant GGNSC Lancaster LP is a Delaware limited partnership with a
principal place of business at 425 North Duke Street, Lancaster, PA 17602. GGNSC Lancaster
LP owns and operates a skilled nursing facility located at 425 North Duke Street, Lancaster, PA‘

17602, known as Golden LivingCenter — Lancaster, with the Pennsylvania Medicaid provider
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number 1015519170001. The residents of Golden LivingCenter — Lancaster are Pennsylvania
residents.

42. Defendant GGNSC Lancaster GP, LLC is a Delaware limited liability company,
with a principal place of business at 425 North Duke Street, Lancaster, PA 17602. GGNSC
Lancaster GP, LLC is the general partner of GGNSC Lancaster LP.

43.  Defendant GGNSC Lansdale LP is a Delaware limited partnership with a
principal place of business at 25 West Fifth Street, Lansdale, PA 19446. GGNSC Lansdale LP
owns and operates a skilled nursing facility located at 25 West Fifth Street, Lansdale, PA 19446,
known as Golden LivingCenter — Lansdale, with the Pennsylvania Medicaid provider number
1015524500001. The residents of Golden LivingCenter — Lansdale are Pennsylvania residents.

44.  Defendant GGNSC Lansdale GP, LLC is a Delaware limited liability company,
with a principal place of business at 25 West Fifth Street, Lansdale, PA 19446. GGNSC
Lansdale GP, LLC is the general partner of ’GGNSC Lansdale LP.

45.  Defendant GGNSC Sunbury LP is a Delaware limited partnership with a principal
place of business at 1040-52 Market Street, Sunbury, PA 17801. GGNSC Sunbury LP owns and
operates a skilled nursing facility located at 1040-52 Market Street, Sunbury, PA 17801, known
as Golden LivingCenter — Mansion, with the Pennsylvania Medicaid provider number
1015585330001 The residents of Golden LivingCenter — Mansion are Pennsylvania residents.

46. Defendant GGNSC Sunbury GP, LLC is a Delaware limited liability company,
with a principal place of business at 1040-52 Market Street, Sunbury, PA 17801. GGNSC
Sunbury GP, LLC is the general partner of GGNSC Sunbury LP.

47. Defendant GGNSC Monroeville LP is a Delaware limited partnership with a

principal place of business at 4142 Monroeville Boulevard, Monroeville, PA 15146. GGNSC
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Monroeville LP owns and operates a skilled nursing facility located at 4142 Monroeville
Boulevard, Monroeville, PA 15146, known as Golden LivingCenter — Monroeville, with the
Pennsylvania Medicaid provider number 1015498100001. The residents of Golden
LivingCenter — Monroeville are Pennsylvania residents.

48. Defendant GGNSC Monroeville GP, LLC is a Delaware limited liability
company, with a principal place of business at 4142 Monroeville Boulevard, Monroeville, PA
15146. GGNSC Monroeville GP, LLC is the general partner of GGNSC Monroeville LP.

49. Defendant GGNSC Mt. Lebanon LP is a Delaware limited partnership with a
principal place of business at 350 Old Gilkeson Road, Pittsburgh, PA 15228. GGNSC Mt.
Lebanon LP owns and operates a skilled nursing facility located at 350 Old Gilkeson Road,
Pittsburgh, PA 15228, known as Golden LivingCenter — Mt. Lebanon, with the Pennsylvania
Medicaid provider number 1015499550001. ‘The residents of Golden LivingCenter — Mt.
Lébanon are Pennsylvania residents.

50. Defendant GGNSC Mt. Lebanon GP, LLC is a Delaware limited liability
company, with a principal place of business at 350 Old Gilkeson Road, Mount Lebanon, PA
15228. GGNSC Mt. Lebanon GP, LLC is the general partner of GGNSC Mt. Lebanon LP.

51.  Defendant GGNSC Murrysville LP is a Delaware limited partnership with a
principal place of business at 3300 Logan Ferry Road, Murrysville, PA 15668. GGNSC
Murrysville LP owns and operates a skilled nursing facility located at 3300 Logan Ferry Road,
Murrysville, PA 15668, known as Golden LivingCenter — Murrysville, with the Pennsylvania
Medicaid provider number 1015509560001. The residents of Golden LivingCenter —

Murrysville are Pennsylvania residents.
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52. Defendant GGNSC Murrysville GP, LLC is a Delaware limited liability company,
with a principal place of business at 3300 Logan Ferry Road, Murrysville, PA 15668. GGNSC
Murrysville GP, LLC is the general partner of GGNSC Murrysville LP.

53.  Defendant GGNSC Phoenixville II LP is a Delaware limited partnership with a
principal place of business at 833 South Main Street, Phoenixville, PA 19460. GGNSC
Phoenixville Il LP owns and operates a skilled nursing facility located at 833 South Main Street,
Phoenixville, PA 19460, known as Golden LivingCenter — Phoenixville, with the Pennsylvania
Medicaid provider number 1015547300001. The residents of Golden LivingCenter —
Phoenixville are Pennsylvania residents.

54. Defendant GGNSC Phoenixville I GP, LLC is a Delaware limited liability
company, with a principal place of business at 833 South Main Street, Phoenixville, PA 19460.
GGNSC Phoenixville IT GP, LLC is a general partner of GGNSC Phoenixville II LP.

55. Defendant GGNSC Mount Penn LP is a Delaware limited partnership with a
principal place of business at 21 Fairlane Road, Reading, PA 19606. GGNSC Mount Penn LP
owns and operates a skilled nursing facility located at 21 Fairlane Road, Reading, PA 19606,
known as Golden LivingCenter — Reading, with the Pennsylvania Medicaid provider number
1015513720001. The residents of Golden LivingCenter — Reading are Pennsylvania residents.

56. Defendant GGNSC Mount Penn GP, LLC is a Delaware ﬁmited liability
company, with a principal place of business at 21 Fairlane Road, Reading, PA 19606. GGNSC
Mount Penn GP, LLC is the general partner of GGNSC Mount Penn LP.

57.  Defendant GGNSC Rosemont LP is a Delaware limited partnership with a
principal place of business at 35 Rosemont Avenue, Rosemont, PA 19010. GGNSC Rosemont

LP owns and operates a skilled nursing facility located at 35 Rosemont Avenue, Rosemont, PA
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19010, known as Golden LivingCenter — Rosemont, with the Pennsylvania Medicaid provider
number 1015549280001. The residents of Golden LivingCenter — Rosemont are Pennsylvania
residents.

58. Defendant GGNSC Rosemont GP, LLC is a Delaware limited liability company,
with a principal place of business at 35 Rosemont Avenue, Rosemont, PA 19010. GGNSC
Rosemont GP, LLC is the general partner of GGNSC Rosemont LP.

59. Defendant GGNSC Scranton LP is a Delaware limited partnership with a
principal place of business at 824 Adams Avenue, Scranton, PA 18510. GGNSC Scranton LP
owns and operates a skilled nursing facility located at 824 Adams Avenue, Scranton, PA 18510,
known as Golden LivingCenter — Scranton, With the Pennsylvania Medicaid provider number
1015515410001. The residents of Golden LivingCenter — Scranton are Pennsylvania residents.

60. Defendant GGNSC Scranton GP, LLC is a Delaware limited liability company,
with a principal place of business at 824 Adams Avenue, Scranton, PA 18510. GGNSC
Scranton GP, LLC is the general partner of GGNSC Scranton LP.

61.  Defendant GGNSC Shippenville LP is a Delaware limited partnership with a
principal place of business at 21158 Paint Boulevard, Shippenville, PA 16254. GGNSC
Shippenville LP owns aﬁd operates a skilled nursing facility located at 21158 Paint Boulevard,
Shippenville, PA 16254, known as Golden LivingCenter — Shippenville, with the Pennsylvania
Medicaid provider number 1015581300001. The residents of Golden LivingCenter —
Shippenville are Pennsylvania residents.

62.  Defendant GGNSC Shippenville GP, LLC is a Delaware limited liability
company, with a principal place of business at 21158 Paint Boulevard, Shippenville, PA 16254.

GGNSC Shippenville GP, LLC is the general partner of GGNSC Shippenville LP.
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63.  Defendant GGNSC Philadelphia LP is a Delaware limited partnership with a
principal place of business at 7310 Stenton Avenue, Philadelphia, PA 19150. GGNSC
Philadelphia LP owns and operates a skilled nursing facility located at 7310 Stenton Avenue,
Philadelphia, PA 19150, known as Golden LivingCenter — Stenton, with the Pennsylvania
Medicaid provider number 1015550590001. The residents of Golden LivingCenter — Stenton are
Pennsylvania residents.

64.  Defendant GGNSC Philadelphia GP, LLC is a Delaware limited liability
company, with a principal place of business at 7310 Stenton Avenue, Philadelphia, PA 19150.
GGNSC Philadelphia GP, LLC is the general partner of GGNSC Philadelphia LP.

65. Detfendant GGNSC Wilkes-Barre II LP is a Delaware limited partnership with a
principal place of business at 50 N. Pennsylvania Avenue, Wilkes Barre, PA 18701. GGNSC
Wilkes Barre Il LP owns and operates a skilled nursing facility located at 50 N. Pennsylvania
Avenue, Wilkes Barre, PA 18701, known as Golden LivingCenter — Summit, with the
Pennsylvania Medicaid provider number 1015586130001. The residents of Golden
LivingCenter — Summit are Pennsylvania residents.

66.  Defendant GGNSC Wilkes-Barre IT GP, LLC is a Delaware limited liability
company, with a principal place of business at 50 N. Pennsylvania Avenue, Wilkes Barre, PA
18701. GGNSC Wilkes-Barre I GP, LLC is a general partner of GGNSC Wilkes-Barre IT LP.

67.  Defendant GGNSC Tunkhannock LP is a Delaware limited partnership with a
principal place of business at 30 Virginia Drive, Tunkhannock, PA 18657. GGNSC
Tunkhannock LP owns and operates a skilled nursing facility located at 30 Virginia Drive,

Tunkhannock, PA 18657, known as Golden LivingCenter — Tunkhannock, with the Pennsylvania
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Medicaid provider number 1015486900001. The residents of Golden LivingCenter —
Tunkhannock are Pennsylvania residents.

68.  Defendant GGNSC Tunkhannock GP, LLC is a Delaware limited liability
company, with a principal place of business at 30 Virginia Drive, Tunkhannock, PA 18657.
GGNSC Tunkhannock GP, LLC is the general partner of GGNSC Tunkhannock LP.

69.  Defendant GGNSC Uniontown LP is a Delaware limited partnership with a
principal place of business at 129 Franklih Avenue, Uniontown, PA 15401. GGNSC Uniontown
LP owns and operates a skilled nursing facility located at 129 Franklin Avenue, Uniontown, PA
15401, known as Golden LivingCenter — Uniontown, with the Pennsylvania Medicaid provider
number 1015582930001. The residents of Golden LivingCenter — Uniontown are Pennsylvania
residents.

70.  Defendant GGNSC Uniontown GP, LLC is a Delaware limited liability company,
with a principal place of business at 129 Franklin Avenue, Uniontown, PA 15401. GGNSC
Uniontown GP, LLC is the general partner of GGNSC Uniontown LP.

71.  Defendant GGNSC Erie Western Reserve LP is a Delaware limited partnership
with a principal place of business at 1521 West 54th Street, Erie, PA 16509. GGNSC Erie
Western Resewe LP owns and operates a skilled nursing facility located at 1521 West 54th
Street, Erie, PA 16509, known as Golden LivingCenter — Western Reserve, with the
Pennsylvania Medicaid provider number 1015518640001, The residents of Golden
LivingCenter — Western Reserve are Pennsylvania residents.

72. Defendant GGNSC Erie Western Reserve GP, LLC is a Delaware limited liability
company, with a principal place of business at 1521 West 54th Street, Erie, PA 16509. GGNSC

Erie Western Reserve GP, LLC is the general partner of GGNSC Erie Western Reserve LP.
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73.  Defendant GGNSC Camp Hill West Shore LP is a Delaware limited partnership
with a principal place of business at 770 Poplar Church Road, Camp Hill, PA 17011. GGNSC
Camp Hill West Shore LP owns and operates a skilled nursing facility located at 770 Poplar
Church Road, Camp Hill, PA 17011, known as Golden LivingCenter — West Shore, with the
Pennsylvania Medicaid provider number 1015531520001. The residents of Golden
LivingCenter — West Shore are Pennsylvania residents.

74.  Defendant GGNSC Camp Hill West Shore GP, LLC is a Delaware limited
liability company, with a principal place of business at 770 Poplar Church Road, Camp Hill, PA
17011. GGNSC Camp Hill West Shore GP, LLC is the general partner of GGNSC Camp Hill
West Shore LP.

75.  Defendant GGNSC Pottsville LP is a Delaware limited partnership with a
principal place of business at 2401 West Market Street, Pottsville, PA 17901. GGNSC Pottsville
LP owns and operates a skilled nursing facility located at 2401 West Market Street, Pottsville,
PA 17901, known as Golden LivingCenter — York Terrace, with the Pennsylvania Medicaid
provider number 1015585060001. The residents of Golden LivingCenter — York Terrace are
Pennsylvania residents.

76. Defendant GGNSC Pottsville GP, LLC is a Delaware limited liability company,
with a principal place of business at 2401 West Market Street, Pottsville, PA 17901. GGNSC
Pottsville GP, LLC is the general partner of GGNSC Pottsville LP.

IV.  GOLDEN LIVING’S DECEPTIVE, MISLEADING, AND UNFAIR CONDUCT
TOWARDS THE COMMONWEALTH AND CONSUMERS

717. For many Pennsylvanians, nursing home costs will deplete their savings and wipe

out their assets. For such nursing home residents, the costs are substantial and they often
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represent their final consumer expenditures. A significant number of Pennsylvania consumers
have paid out of pocket for care at the Golden Living Facilities.

78.  The Commonwealth is also a significant purchaser of nursing home services. For
example, in 2013, the Commonwealth contributed 46% of the total revenue received by all
Pennsylvania nursing homes statewide through Medicaid. On information and belief, at least
50% of the resident days in Golden Living Facilities are paid for by Medicaid; at some Golden
Living Facilities, the percentage is above 80%.

79. Defendants have engaged in unfair and deceptive acts and practices towards
Pennsylvania consumers and the Commonwealth by using a variety of media to convey
misleading representations about the nature and quantity of services provided in their homes.
These include misrepresentations made on a chain-wide basis at the corporate level of the

company, as well as misrepresentations made by the individual Golden Living Facilities.

A. Chain-wide Misrepresentations in Golden Living Marketing
Materials
80. Golden Living made deceptive and misleading representations in its chain-wide

marketing materials, including brochures and other written marketing materials, which promised
that residents; needs would be met.

81. Misrepresentations and omissions in these marketing materials have created a
likelihood of confusion and misunderstanding among consumers.

82.  Defendants marketed the Golden Living company and its skilled nursing facilities
in Pennsylvania directly to Pennsylvania consumers, disseminating brochures, Web sites, videos,
advertisements, and other information containing misrepresentations about the Basic Care
provided at these facilities. On information and belief, printed marketing materials were also

distributed to hospitals and hospital staff that made referrals to nursing homes.
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83.  The following are examples of the misrepresentations made in Defendants’

marketing materials:

a)

b)

d)

“We have licensed nurses and nursing assistants available to provide nursing
care and help with activities of daily living (ADLs). Whatever your needs are,

we have the clinical staff to meet those needs.”

“Snacks and beverages of various types and consistencies are available at any

time from your nurse or nursing assistant.”

“A container of fresh ice water is put right next to your bed every day, and

your nursing assistant will be glad to refill or refresh it for you.”

“Clean linens are provided for you on a regular basis, so you do not need to

bring your own.”

“Providing exceptional dining is important to us. Not only do we want to
meet your nutritional needs, but we want to exceed your expectations by
offering a high level of service, delicious food and an overall pleasurable
dining experience. Dining in the LivingCenter is all about choice. With a
variety of flavors, an attractive environment and plenty of pleasant
conversation, we hope the experience will nourish both your body and your

soul, so please join us. We have a seat reserved for you in our dining room!”

84.  These marketing materials also represented that the dignity and function of

residents was important to the company, and that Golden Living’s skilled nursing facilities

22



would create and implement care plans to help residents improve their physical function and
ability to perform the activities of daily living. For example:
a) “[W]e believe that respecting your individuality and dignity is of utmost

importance.”

b) “A restorative plan of care is developed to reflect the resident’s goals and is
designed to improve wellness and function. The goal is to maintain optimal

physical, mental and psychosocial functioning.”

¢) “We work with an interdisciplinary team to assess issues and nursing care that
can enhance the resident's psychological adaptation to a decrease in function,
increase levels of performance in daily living activities, and prevent

complications associated with inactivity.”

d) “Our goal is to help you restore strength and confidence so you feel like
yourself again and can get back to enjoying life the way you should. That's

The Golden Difference.”

85. These marketing materials were deceptive and misleading, because they
represented that Golden Living’s skilled nursing facilities would provide care that was not, in
fact, provided a significant percentage of the time at many of Golden Living’s Pennsylvania
facilities due to understaffing.

86. These marketing materials also omitted information that would be material to

-consumers. These materials do not disclose that residents will experience long waits for care, or
that they will frequently not receive care as often as needed or requested. These materials

represent, for example, that dining at the Golden LivingCenters will “nourish both your body and
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your soul,” and that dining is offered “[w]ith a variety of flavors, an attractive environment and
plenty of pleasant conversation.” However, these materials omit the fact that many residents
habitually eat at least some meals — such as breakfast — alone in their rooms because their facility
lacks sufficient staff to get them up and ready in time to have breakfast in the dining room. Nor
do the materials state that residents often have to wait so long for assistance eating that their food
is cold by the time they eat it. These marketing materials also state that “clean linens are
provided...on a regular basis.” However, they do not disclose that clean linens are often not
provided as frequently as needed, or that residents may wait hours for linens soiled with urine or
feces to be changed. Through these omissions of material facts, the Defendants create a false
impression of the services provided at Golden Living’s skilled nursing facilities.

87.  The statements and omissions in these marketing materials were deceptive and
misleading, because significant percentages of the Basic Care promised were not, in fact,
delivered to residents at many or all of Golden Living’s skilled nursing facilities in Pennsylvania.
As detailed in Section VI below, the OAG’s investigation has uncovered significant evidence of
routine and serious omissions of Basic Care at the Golden Living Facilities named in this
Complaint. Furthermore, based on an analysis of the staffing data reported by all of Golden
Living’s skilled nursing facilities in Pennsylvania, the OAG believes that this understaffing and
these omissions of care represent a pattern and practice across the entire Golden Living chain in
Pennsylvania.

B. Facility-level Misrepresentations

88.  Oninformation and belief, the individual Golden Living Facilities made
deceptive, misleading, and unfair misrepresentations to the Commonwealth and to consumers
regarding the care they provided in marketing materials, resident assessments and care plans, and

bills, creating a likelihood of confusion and misunderstanding.
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89. Defendants have further misled the Commonwealth in two additional ways: by
misrepresenting during annual inspections the number and type of employees who provide Basic
Care and by falsifying resident records to cover up omissions of care.

1. Marketing Materials

90.  On information and belief, the Golden Living Facilities relied on and benefited
from the marketing materials described in section IV(A) above and, in some cases, distributed
marketing materials prepared on their behalf by the Golden Living corporate offices.

2. Resident Assessments and Care Plans

91.  The Golden Living Facilities made deceptive, misleading, and unfair
representations in the resident care plans prepared for each resident, which itemized care that
was not delivered, and outlined schedules for delivering care that were not followed.

92. Under federal and state law, nursing homes are required to complete a resident
assessment, known as a Minimum Data Set or MDS, for each resident within 14 days of his
arrival at the facility. The MDS is an individualized, date-specific assessment of each resident’s
needs; it must be updated each quarter while the resident is at the facility, or whenever a
significant change in the resident’s health or capabilities is observed. Among other things, the
MDS evaluates each resident’s functional capabilities to perform activities bf daily living
(“ADLs”). The MDS is based on actual observations of resident care provided over a seven-day
period, not a prospective assessment of what care a resident will need. It describes the actual
assistance the facility provided and will provide going forward, and that the resident received.
The MDS reflects, for each ADL, whether the resident could complete the ADL independently,
required assistance (supervision only, limited assistance, or extensive assistance), or was totally
dependent on staff. If the resident required assistance with a particular ADL, the MDS also

reflects whether the resident needed set-up help only, the assistance of one staff member, or the
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assistance of two staff members:

Reskdent dertifier

WU 1V. ACGIVIUIS OF UaRy LiVing (ADL) Asslstance

Refer to the ADL flow chart in the RA! manual to facilitate accurate coding
Instructions for Rule of 3

® When an activity occurs three times at any one given level, code that level

& When an activity occurs three times at multiple levels code the most dependent, exceptions are total dependence (4}, activity must require full assist

every time, and actraty did mot occur {3), activity must not have occurred at afl Example three times extensive assistance (3} and three times Hmited
assistance (21 code extensive assistance (31,

= When an actwty occurs at vanous levels bt not three times at any given level apply the following:

& Yhen there is s combination of full staff performance_and extersive assistance, code extensive assistance.
¢ When there is a combination of full staff performance, weight bearing assistarce andfor non-weight bearing assistance code limited assistance (2).
i none of the above are met, code Kipervision.

1. ADL Self-Performance
Code for resident's performance ovar all shifts - rot ncluding setup. If the ADL activity
occurred 3 or more times at various levels of assistance, code the most dependent - except for
total dependence which requires full staff performance every time
Coding:
Activity Occurred 3 or More Times
0 lnddependent - no help or staff oversight at any time
1 Supervision - oversight, encouragement of cueing
2. Limited assistance - resident highly imvolved in activity; staff provide guided maneuvering
of limbs or other non-weight-bearing assistance
3. Extensive assistance - resident involved i activity, staff provide weight-bearing support
4 Total dependence - full staff parformance every time during entire 7-day period
Activity Occurred 2 or Eewer Times
7 Activity oceurred only once or twice - activity did occur but only once or twice
8 Activity did not occur - activity (or any part of the ADL) was not perfarmed by resident or
staff at all ower the entire 7-day penad
B. Transfer - how resident moves between surfaces inchading to or from: bed, chair, wheelchar

standing position |excludes to/from bath.tailet

. Walk in room - how resident walks batween bocations in hisher room

Walk in corridor - how resident walks in corridar on it

Locomotion on unit - how resident moves between locations in rs/rer room and adjacent
comdor on same fioor. # in wheelchair, seff-sufficency once in chair

. Locomotion off unit - how resident moves 1o and returms from off-umt locations (e g #eas

set aside for dining, activities of treatments. If facility has only one floor. how resident
moves ta and from distant areas on the floor. i in wheelchair, salf-sufficeency once in chair

. Dressing - how resident puts on, fastens and takes off ali itemns of clothing, including

donning/removing a prosthasis or TED hose Dressing wncludes putting an and changing
pagamas and housedresses

. Eating - how resident eats and drinks_ regardiess of skill. Do not include eanng;‘drinkihg

dunng medication pass. Inchsdes intake of nourishment by ather means (e.g., tube feeding.
total parenteral nutrition, IV fluids ad ministered for nutriton or hydraton!

Toilet use - how resident uses the toilet room_commode, bedpan, of urinal; transters on/off
toilet: cleanses self after eliminabion; changes pad; manages ostomy or catheter and adjusts
clothes Do not include emptying of bedpan, urinalbedside commode, catheter bag or
ostomy baq

Personal hygiene - how resident ma ntains personal hygiene, inciuding combing hair,
brushing teeth, shaving, applying makeup, washing/drying face and hands jexcludes haths
and showers) I

MDS5 3.0 Nursing Home Comprehensive INC) Version 100 2 107012010
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2. ADL Support Provided
Code for most support provided over all
shifts; code regardiess of resident’s seif-
performance classification

Coding:

. No setup or physical heip from staff

Setup help only

One person physical assist

Two+ persons ical assist

ADL activity itself did not occur during

ertire penod

L -]

]

0 000 O00000d
g
0 000 oooooos

Page 14 of 38



G0120. Bathing

Haw resident takes full-body bath/shower sponge bath, and transfers infout of tub/shower (excludes washing of back and hairl. Code for most
dependent in self-performance and support
Enter Coce I A. Self-performance
2 Independent - no help provided
i Supervision - oversight help ondy
. Physical help limited to transfer only
Physical help in part of bathing activity
Total dependence
8 Activity itseif did not oecur during the aatre period

Support provided
'Bathing zupport codes are as defined in item GO110 column 2, ADL Support Provided, above)

oW on

G0300. Balance During Transitions and Walking
After obsenving the resident, code the and transition items for most dependent

D A. Moving from seated to standing position

Coding:
0 Steady at all times . . . . \
1 Not steady, but able to stabilize without human I:I B. Walking iwith asustive dewice if used)
assistance . ) . .
2 Mot steady, only able to stabilize with human D C. Turning around and facing the opposite directior whie walking
assistance
8 Activity did not occur |:| D. Moving on and off tolet

G0400. Functional Limitation in Range of Motion
Code for limitation that interfered with datly functions of placed resident at risk of injury

Coding:
0 Noimpairment A. Upper extremity shoulder, etbow, wrst, hand)
1 Impairment on one side
2 Impairment on both sides B. Lower extremity (hip knee ankle, foot)

GO600. Mobility Devices
Check alf that were normally used

C. Wheeichair imanual or elactric

Z. None of the above werz used

G0900. Functional Rehab#iitation Potential
Complete only if AO310A =01

A. Resident befieves he or she is capable of increased independence in at ieast some ADLs

0 No
1 Yes
9 Unable to determine
Ento Cods | B. Direct care staff believe resident is capable of increased independence in at least some ADLS
[ 0. No
MDS 3.0 Nursing Home Comprehensive INC) Version 1.00.2 10/01/2010 Page 15 of 38
93.  The Golden Living Facilities were required to accurately assess and code each

resident’s level of dependency in Column 1 of the MDS. Column 2 captures the level of

27



assistance and support the facility claimed was provided to each resident for each ADL. As the
key in the upper right hand corner of the MDS form lays out, a resident’s dependence and need
for assistance ranges from “0” (the resident is independent and needs no staff assistance to
perform the ADL) to “3” (the resident has minimal ability to perform the ADL and the nursing
home provides two staff to assist him with it). An “8” is the MDS equivalent to “non-
applicable”—the resident did not engage in that activity during the relevant time period. Thus, -
Section G of each MDS indicates the level of assistance that a resident required (and was
provided) to reposition himself in his bed (Bed mobility), to get in and out of bed (Transfer), to
use a toilet or bedpan (Toilet use), to eat and drink, (Eating), to dress (Dressing), and to attend to
personal hygiene (Personal hygiene).

94.  The Golden Living Facilities certified the accuracy of the data within each MDS
submitted for each of their residents.

95.  The MDS is then used to develop a care plan for each resident, which outlines
exactly what care is needed and how and when it will be delivered. The development of a care
plan for each resident is also required under state and federal law.

96.  The Golden Living Facilities made representations to residents and/or their family
members in resident care plans regarding the Basic Care that would be provided to them. As
Defendants explain in their own marketing materials:

A “care plan” is the part of your medical record that directs the
type of care you need and how that care will be provided.

When you first move in, assessments are conducted to learn your

specific needs. These assessments involve your direct-care needs
(clinical needs) and your psychological needs in the LivingCenter
social setting (psychosocial needs). Your personal and individual
care plan is then developed to take care of those needs.

You, your loved ones and your “care team” will sit down together
(called a “care coordination meeting”), usually within 72 hours of
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admission, and review what the assessments say, including what
you can do for yourself and what you may need assistance with.
Your care team will consist of key members of our staff, like the
nurses, social worker, dietitian, etc. In effect, the care plan you
develop together becomes your personal “road map for success.”

97.  On information and belief, each resident’s care plan was detailed and specific
regarding what Basic Care would be provided to the resident; for types of care required
repeatedly throughout the day, like repositioning, these care plans specified how frequently the
care would be provided.

98. The promises and representations made in these assessments and care plans were
deceptive and misleading, because significant percentages of the Basic Care deemed necessary
for each resident and promised by the Golden Living Facilities were not, in fact, delivered to
residents.

3. Billing Statements

99.  On information and belief, these misleading statements and omissions were
reinforced by regular billing statements sent to insurers, to residents and/or their family
members, and to the Commoﬁwealth for payment of the per diem rate.

100.  These billing statements were deceptive and misleading because they led
consumers, insurers, and the Commonwealth to believe that the care for which they were being
charged had actually been provided by the Golden Living Facilities. However, because of
chronic understaffing, a significant percentage of this care was never provided to residents.

4. False Appearances During Commonwealth Surveys

101.  The Golden Living Facilities further deccived the Commonwealth regarding the
true conditions and level of care they provided by increasing staffing levels on the floor at the

Golden Living Facilities during survey inspections conducted by DOH.
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102.  The Golden Living Facilities increased staffing levels in two ways: by bringing in
more CNAs than were regularly scheduled and by using office and administrative staff to
provide direct care to residents during surveys to create the impression that staffing levels were
adequate to meet residents’ Basic Care needs. In reality, when DOH surveyors were not at the
Golden Living Facilities, staffing levels went back down to normai levels aﬁd office and
administrative staff rarely or never provided direct care to residents.

5. False Records

103.  The Golden Living Facilities also misled the Commonwealth regarding the level
of care provided at the Golden Living Facilities through inaccurate or falsified resident care
records.. Managers at the Golden Living Facilities placed significant pressure on CNAs to not
leave any tasks blank in the resident care records, in some cases, directly instructing that records
be falsified. As a result, CNAs recorded that Basic Care had been provided, when in reality, they
had not been able to provide this care.

104.  The Golden Living Facilities knew or should have known that their records were
not accurate, because it was impossible to deliver all of the care needed by their residents with
the level of staffing available to provide such care.

C. The Level of Care that Was Promised

105. At the core of all of these deceptive and misleading statements was a basic
promise — to provide all of the Basic Care that each resident required, as often as the resident
required it:

a) Assistance getting to the bathroom when the resident needed to go, for

residents who were continent;
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b) Incontinence care for residents who were incontinent, to keep them clean and

dry;

¢) Repositioning residents every two hours — or as frequently as required in their

care plans — to avoid pressure sores;

d) Responding to call lights in a timely manner to provide, for example,
assistance getting to the bathroom, a snack or beverage, or assistance cleaning

a resident after an incontinence episode;
e) Assistance eating and drinking at meals, while residents’ food is still hot;

f) Range of motion exercises, as specified in each resident’s care plan, to avoid

loss of mobility;

g) Thorough bathing and personal hygiene assistance, including regular bed

baths and showers, oral care, nail care, shaving, and dressing.

106.  Despite promising this care, the Defendants failed to provide adequate staffing
levels at the Golden Living Facilities to provide this care as thoroughly and as frequently as
needed.

107. Defendants made these representations at the same time that they were attempting
to build their census and profitability by recruiting more residents and more clinically complex —
.e., sicker and needier — residents. Moreover, Defendants made these representations wifh the
knowledge that they were not staffed to meet residents’ needs, as demonstrated by the changes in

their staffing practices for annual surveys and their record-keeping practices.
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V. GOLDEN LIVING’S BREACH OF ITS CONTRACT WITH THE
COMMONWEALTH

108.  The Pennsylvania Department of Human Services (“DHS”)* administers the
Medicaid program in Pennsylvania. Through Medicaid, Pennsylvania and the United States pay
for nursing facility care for the disabled and those who meet certain income requirements.

109.  Defendants chose to participate in the Pennsylvania Medicaid program to receive
payments for care provided to dependent, disabled, and vulnerable residents of their nursing
facilities. Since 2008, on average, at least 50% of the Golden Living Facilities’ resident
populations were covered by Medicaid.

110.  Pursuant to the Nursing Facility Provider Agreement that each of Golden Living’s
facilities in Pennsylvania entered into with the Commonwealth (appended as Exhibit A), the
submission of a claim constitutes a “certification that the services or items for which payment is
claimed actually were provided to the person identified as a médical assistance resident by the
person or entity identified as the Facility on the dates indicated.”

111. The Golden Living Facilities submitted claims for reimbursement to the
Commonwealth on a regular basis, seeking payment for the per diem charges for each day that
each fnedical assistance resident resided at the facility. The per diem charge includes Basic Care.

112. Pursuant to the Provider Agreement, each Golden Living Facility also agreed to
abide by all regulations governing the Medicaid program. These regulations include a
requirement that they complete and submit a Minimum Data Set (“MDS”) for each resident. The
MDS is based on actual observations of resident care provided over a seven-day period, and
memorializes care that has been provided and is anticipated. Thus, when completing and

submitting the MDS for each resident, the Golden Living Facilities made detailed representations

*DHS is formerly the Pennsylvania Department of Public Welfare.
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to the Commonwealth regarding the level of assistance that each resident needed — and had been
provided — to complete each ADL.

113. Much of the Basic Care that was purportedly provided as part of the per diem rate
was, 1n fact, not provided to the residents for whom the Golden Living Facilities submitted these
reimbursement requests.

114.  The Golden Living Facilities breached their agreements with the Commonwealth
by submitting claims for reimbursement under the Pennsylvania Medicaid Program, certifying
that the services claimed had been provided, despite the fact that si gnificant percentages of the
Basic Care that comprise part of the per diem reimbursement rates were not provided.

115, The Commonwealth relied upon the representations made in the MDS
submissions from the Golden Living Facilities to determine each facility’s per diem
reimbursement rate under the Medicaid program. Facilities received a higher per diem rate if
their MDS submissions reflected that a higher level of assistance with ADLs was provided to
residents.

VI.  OMISSIONS OF BASIC CARE AT THE GOLDEN LIVING FACILITIES

116.  In its investigation, the OAG examined, among other things, the staffing levels
self-reported by the Golden Living Facilities to the Commonwealth and the federal Centers for
Medicare and Medicaid Services (“CMS”) during annual licensure surveys, interviewed former
employees and family members of residents of the Golden Living Facilities, and analyzed
deficiencies received by the Golden Living Facilities during surveys by DOH.

117.  Many of the Golden Living Facilities have been cited by DOH with multiple
deficiencies for failing to provide Basic Care. These deficiencies were found despite consistent
efforts by the facilities to anticipate DOH surveys and to materially improve staffing levels,

conditions, and levels of care at the facilities when DOH surveyors were on-site. Based on its
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investigation, the OAG has concluded that these are not individual, isolated incidents. Rather,
they are merely the tip of the iceberg — incidents that reflect chronic problems with care across
all of Golden Living’s facilities in Pennsylvania, due to understaffing.

118.  The OAG collected the following evidence of chronic understaffing and routine
omissions of Basic Cafe at the Golden Living Facilities:

A. Omissions of Care at Golden LivingCenter — Blue Ridge Mountain

119.  Confidential Witness #1 worked as a CNA at Blue Ridge Mountain from 2012 to
2014. He usually worked the 7 a.m. to 3 p.m. shift or the 3 p.m. to 11 p.m. shift, and he was
typically responsible for 15 residents.

120.  According to Confidential Witness #1:

(a) Ninety percent of the residents were incontinent. He regularly observed
residents who were only changed twice per shift. One time, he arrived for
his shift and found each of the residents completely saturated in urine,
with rashes around their genital areas.

(b) Residents were supposed to receive two showers per week. But several
times a month, the CNAs were so busy they had to skip giving showers.

(©) Residents were supposed to be dressed by 8 a.m. for breakfast. However,
the CNAs only had time to dress four residents before breakfast; they
chose these residents at random. The rest of the residents had to eat in
their rooms and get dressed after breakfast. By the time all the residents
were dressed, it was usually around 11 a.m. — time for lunch.

(d) According to facility managers, dressing the residents and brushing their
teeth counted as range of motion exercises (“ROMs”). Confidential

Witness #1 charted these activities as ROMs. Some residents’ care plans

34



(e)

¢

specified that they be taken for walks. HoweVer, the CNAs did not have
enough time to take the residents on walks, other than walking them to and
from the bathroom.

Staff was supposed to answer resident call lights within 6 minutes.
However, residents complained that they waited 20-30 minutes for a
response, and they were frequently upset about waiting too long.

On DOH inspection days, the facility had additional staff members from

other shifts working. Additionally, office workers and administrators

helped out on the floor and in the dining room. On any ordinary day, the

administrators and office employees never left their offices.

121.  Inspectors from DOH also have found that Blue Ridge Mountain violated state

and federal nursing home regulations by failing to provide Basic Care. For example:

(a)

(b)

On August 13, 2009, the facility received a deficiency when a DOH
surveyor observed an LPN failing to assist a resident who needed
assistance transferring from his wheelchair to the toilet. The resident told
the LPN that he needed to go to the bathroom, and she told him to “go
ahead.” The resident then attempted to transfer from the wheelchair to the
toilet unassisted. When asked by the surveyor whether the resident
required assistance, the LPN responded that “his [CNA] is coming, she’ll
help him.”

On July 27, 2012, the facility received a deficiency for failing to provide
treatment and services to prevent decrease in range of motion for three

residents. For one of those residents, for example, a physician had ordered
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(d

a restorative ambulation program, pursuant to which the resident was to be
assisted with walking to meals. However, starting two days after this
program was put into place, the resident’s records gave no indication that
the program was being performed. In an jnterview with the surveyor, the
resident stated that staff does not help him walk to meals; he goes in his
wheelchair.

On July 27, 2012, the facility received another deficiency for failing to
provide residents with a clean and home-like environment, due to a strong
odor in the main entrance and lobby of the facility present throughout the
survey period.

On July 2, 2013, the facility received a deficiency for failing to timely and
effectively resolve resident concerns regarding response times to call
lights. Residents had voiced concerns regarding untimely call light
responses during all shifts at Resident Council Meetings® in January,
April, May, and June of 2013. When a surveyor conducted interviews
with residents, they stated that call light response time continues to be
delayed and that they are left wet for extended periods of time — up to 5
hours. The residents also explained to the surveyor that they believe the

facility is short-staffed.

* A Resident Council is a group of residents who meet regularly with facility staff and
represent resident interests and concerns. These meetings provide a forum for residents to
communicate problems to facility staff, and they provide facility staff the opportunity to update
residents on efforts made to resolve their concerns. Facilities are required to keep minutes of
these meetings, which can be reviewed by surveyors during inspections.
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(e) On August 22, 2013, the facility received fourteen deficiencies, including
two relating to Basic Care. These deficiencies covered a range of issues.
One of these deficiencies was based on the surveyor’s conclusion that the
facility failed to provide adequate staffing to maintain the highest
practicable wellbeing of each resident, as determined by resident
assessments and care plans. The surveyor found, based on minutes from
Resident Council Meetings, that call lights were not answered in a timely
fashion during all shifts, that resident chair and bed alarms (that signal a
risk of fall or elopement) were not responded to in a timely fashion, and
that rooms were not cleaned and trash was not emptied. At the same
survey, the facility received a deficiency for failing to ensure that nursing
personnel were not assigned to housekeeping duties that made them
unavailable for direct care, based on findings that CNAs were responsible
for cleaning resident wheelchairs, and that the facility was too short-
staffed to provide adequate incontinence care. In yet another deficiency
from this survey, DOH found that the facility was not implementing
restorative ambulation programs for residents that had been ordered by
their physicians.

® On April 18, 2014, DOH conducted an abbreviated survey4 in response to

a complaint, and the facility received a deficiency for failing to provide

4 Abbreviated surveys are typically conducted by DOH in response to one or more
complaints received about a facility or incidents that the facility was required to self-report to
DOH, such as falls or elopements. The scope of an abbreviated survey is much narrower than an
annual licensure survey. Surveyors typically focus on investigating the complaints or incidents
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(2

(b)

adequate bathing for two residents. Both residents were assessed by the
facility as being totally dependent on staff for bathing, and both had
missed scheduled showers on several occasions.

On May 14, 2014, DOH conducted another abbreviated survey in response
to several complaints. The facility received a deficiency for failing to
promptly act upon resident and family member concerns regarding facility
staffing levels and slow responses to call lights.

At an annual licensure survey® concluding on July 17, 2014, the facility
%eceived thirty-seven deficiencies, including eight relating to Basic Care.
One of these deficiencies related to a resident who was observed by the
surveyor on several occasions throughout the survey with a urinal half or
completely full of urine sitting on his dresser. The resident explained to
the surveyor that he needed two urinals, because facility staff members do
not empty his urinals and they get full. The facility received another
deficiency for failing to provide assistance with the activities of daily
living for a resident. The surveyor found that this resident’s MDS
assessment reflected that she needed the supervision and assistance of one
staff member for eating. However, the surveyor observed the resident on
two occasions during the survey with her meal but with no staff assistance.

The surveyor observed the resident attempting to eat without assistance,

that triggered the survey, though a facility can be cited for other violations that the surveyor
notices while on-site.

> A licensure survey is a comprehensive, multi-day inspection that DOH surveyors conduct,
on roughly an annual basis, that is required for the facility to maintain its license to operate in the
Commonwealth and to participate in the Medicaid and Medicare programs.
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staffing data.

)

resulting in her spilling her food and beverage. At one meal, the resident
was given her meal at 12:15 p.m., but was observed by the surveyor thirty
minutes later with 90% of her food remaining on the plate. She was the
only resident in the dining room at this point, and she was still attempting
to feed herself lunch — using the wrong end of the fork and spilling food
off her plate.

When DOH conducted a re-visit on October 2, 2014 to determine whether
the facility had remedied the deficiencies from the July survey, the facility
received five more deficiencies. One of these deficiencies was based on
the facility’s failure to develop éppropriate care plans for residents. One
resident was incontinent of urine and wore a diaper, but his care plan
included no plan for addressing his urinary incontinence. Another
resident’s records indicated he had received wound care for pressure sores,
but he had no care plan addressing risk of pressure sores.

At an abbreviated survey on January 20, 2015, conducted in response to a
complaint, the facility received a deficiency due to call lights not being

within reach of three residents.

The omissions of Basic Care described by witnesses and documented in DOH

B.

deficiencies at Blue Ridge Mountain are, on information and belief, representative of typical

conditions at this facility, based on the OAG’s analysis of Blue Ridge Mountain’s self-reported

Omissions of Care at Golden LivingCenter — Camp Hill

Confidential Witness #2 worked as a CNA at Camp Hill from 2012 to 2013. She

usually worked the 7 a.m. to 3 p.m. shift, and she was typically responsible for 11-12 residents.
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124.

According to Confidential Witness #2:

(a)

(b)

(©

(d)

The residents were supposed to receive bed baths and be dressed for
breakfast by 8 a.m. However, this was virtually impossible, because
Confidential Witness #2 had 12 residents to get up and dressed in only one
hour. She estimates it would have taken 25 minutes or more to prqperly
bathe and dress each resident. The residents who required full feeding
assistance had to eat in the dining room, so she got them dressed and ready
first. The rest of the residents ate in their rooms, and she dressed them
after breakfast.

She also had to cut corners when getting the residents ready for the day.
Instead of giving them a full bed bath, she took a wash cloth and washed
their faces, genital areas, and backsides. There was not enough time to
give full bed baths, brush their teeth, or put lotion on their skin.
Incontinent residents were supposed to be checked on and, if needed,
changed every 2 hours. Confidential Witness #2 does not think that the
other CNAs were able to do this as frequently as required, because she
constantly found residents who were soaking wet and had not been
changed in several hours. The facility was also usually short on‘briefs.
When this occurred, the Confidential Witness #2 had to go looking for
briefs to change residents. This took up a lot of time, and she was already
short on time.

CNAs frequently went off-site with residents for several hours to

accompany them to appointments. When this happened, the floor would
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(e)

be short a CNA, and the other CNAs would have to take on additional
residents.

On DOH inspection days, all of the office workers helped out on the floor.
The facility alsé had additional staff come in on inspection days — usually

part-time staff members.

125.  Inspectors from DOH also have found that Camp Hill violated state and federal

nursing home regulations by failing to provide Basic Care. For example:

(a)

(b)

The facility received a deficiency on March 18, 2008 for failing to

implement care plans to avoid and/or heal pressure sores for two residents.

The facility received another deficiency on this date because a resident

was observed without his call light button within reach. This resident had
a history of falling out of bed — three times within two months — and
facility documentation indicated that this resident should be encouraged to
use his call light to ask for assistance.

On March 8, 2012, the facility received a deficiency for failing to provide
care for residents in a manner and environment that maintains residents’
dignity. In an interview with one resident, the surveyor learned that the
resident had recently waited over an hour for a response to her call bell.
When staff did come to her room to turn her call bell off, they asked what
she wanted. She told them she needed to go to the bathroom, and staff
members then said they would get someone to help. However, they took

too long to return and she had an accident in bed. The resident said this
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had happened numerous times, and that these accidents were very
embarrassing to her.

(c) On March 6, 2014, the facility received a deficiency based on the fact that
aresident’s records showed no documentation that fall prevention
measures had been taken, despite physician orders that this be done.

(d) On July 17, 2014, the facility received a deficiency based on a resident’s
pressure sore. A skin breakdown had first been documented in the
resident’s records in April, but records showed no assessments or
documentation of the wound for the following month. By June 2, the
wound was a Stage II pressure ulcer,® 1.5 cm long. A week later, the
wound had increased in size to 5 cm long. The resident’s care plan had
not been revised to address the pressure sore as of the date of the survey in
July 2014.

126.  The omissions of Basic Care described by witnesses and documented in DOH
deficiencies at Camp Hill are, on information and belief, representative of typical conditions at
this facility, based on the OAG’s analysis of Camp Hill’s self-reported staffing data.

C. Onmissions of Care at Golden LivingCenter — Clarion

127.  Confidential Witness #3 is the daughter of a woman who resided at Clarion for
OVer seven years.
128.  According to Confidential Witness #3:
(a) Unless she was sick, she visited her mother daily, and she provided much

of her mother’s Basic Care. She dressed her mother every day so that she

*A Stage II pressure sore is one that has progressed to the point where the outer layer of
skin and part of the underlying layer of skin has been damaged or lost.
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(b)

(©)

(d)

could check her body for any marks. She combed her mother’s hair. Staff
members sometimes gave her mother food that she could not eat, because
of her meal restrictions, and Confidential Witness #3 would march down
to the kitchen and get what she needed to feed her mother. Her mother
always ate better when she was there to help.

Confidential Witness #3 does not think staff members repositioned her
mother often enough. She was supposed to be in the wheelchair for only
two hours per day and turned in bed every hour. However, Confidential
Witness #3’s visits lasted about three hours, and she never saw anyone
come in to reposition her mother during that time. Her mother got some
really bad pressure sores while living at Clarion.

The CNAs on the day shift were very experienced and caring, and
Confidential Witness #3 had no problems with them. However, there
were fewer people available to help during the 3 p.m. to 11 p.m. shift.
During the day shift, there were extra people around who could pitch in
with resident care if needed, like the persoﬂ who ordered the supplies.
The CNAs were rougher with her mother during the evening shift, and the
cafe was not good. Sometimes her mother would call her at night to
complain that she had been waiting for one hour for a response to a call
bell. Confidential Witness #3 would have to call the facility herself, and
then someone would go check on her mother.

She feels badly for the residents who do not have family members looking

out for them. For example, she remembers one resident who fell asleep in
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(e)

the bathroom, and because no one checked on her, she was in there for an
hour.

Confidential Witness #3 recently missed some visits because she had the
flu. During that time, her mother received improper care. Her mother was
supposed to be kept at a 45 degree angle while in bed because she was at
risk of choking. However, this was not done, and she choked on her vomit
and got pneumonia. She was hospitalized in intensive care on a ventilator

and later died.

129.  Inspectors from DOH have also found that Clarion violated state and federal

nursing home regulations by failing to provide Basic Care and failing to keep accurate records.

For example:

(a)

During an annual licensure survey completed on January 7, 2011,
inspectors found that a resident’s clinical record was filled out
inaccurately. On December 6, 2010, despite the fact that the resident was
in the hospital and not in the facility at the times noted, staff had initialed
that the following services were provided: (1) an air cushion was applied
to the resident’s wheelchair on the 3-11 p.m. shift; (2) catheter care was
provided at 2 p.m. and 8 p.m.; (3) side rails were up to enable the resident
to turn and reposition during the evening and night hours; (4) mechanical
lift was used to transfer the resident on 3-11 p.m. shift; (5) the resident
was sitting in a wheelchair from 2-4 p.m.; (6) the resident was out of bed
to use a motorized wheelchair on 3-11 p.m. shift; (7) two caregivers were

required to provide care and a trapeze for bed mobility was used on 3-11
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(b)

(c)

(d)

p.m. and 11 p.m.-7 a. m. shifts; and (8) a wedge was used for positioning
the resident in bed during the 3-11 p.m. shift.

The facility received a deficiency during a complaint survey on March 22,
2011 for failing to address residents’ grievances regarding being left alone
in the bathroom. Resident Council Minutes for meetings held in January,
February, and March of 2011, identified a grievance of having to wait too
long for assistance after having been assisted to the toilet. Each month the
issue was listed under "old business" and marked as not resolved. There
was no indication that the residents' grievances were acted upon.

Clarion also received a deficiency on March 22, 2011, because the facility
failed to assist a resident with an ordered restorative eating program: a
program designed to restore the resident’s independence and function. The
resident was to be supervised, correctly positioned and encouraged in
eating methods. Surveyors noticed the resident alone in bea with a
breakfast tray. Orange liquid was spilled around resident’s mouth, neck
and down the front of the resident’s gown. The resident was coughing and
had a flushed face and watery eyes, yet no staff attended to the resident
while the surveyor was observing from 9:20 a.m. through 9:30 a.m.

A Registered Nurse (“RN”) told surveyors during a complaint survey on
November 1, 2011, that night shift CNAs at Clarion are each assigned ﬁVe
residents to awaken, dress, and bathe or shower before the end of their
shift. CNAs confirmed that they needed to begin this process by 5:00 a.m.

to accomplish this and that most of the residents were confused and
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unhappy to be awakened and bathed that early. Residents were observed at
5:30 a.m. dressed and asleep in their chairs in their rooms or in their
wheelchairs in the corridor.
130.  The omissions of Basic Care described by witnesses and documented in DOH
deficiencies at Clarion are, on information and belief, representative of typical conditions at this
facility, based on the OAG’s analysis of Clarion’s self-reported staffing data.

D. Omissions of Care at Golden LivingCenter — Doylestown

131.  Confidential Witnesses #20 and #21 are the son and daughter of a man who
resided at Doylestown for over four months in 2013. Confidential Witness #20 visited every
couple of weeks, and Confidential Witness #21 visited twice per week, during which times they
were able to observe their father’s condition and the care he was receiving.

132.  According to Confidential Witnesses #20 and #21:

(a) Their father was overmedicated for his first few weeks there, and he was
often nonresponsive and “out of it.”

(b) During the first few weeks, the facility sent him to his dialysis

" appointments without getting him dressed for the day—he was wearing his
gown and socks only, and they transported him on a gurney rather than a
wheelchair.

(c) The facility did not provide adequate grooming. Confidential Witness #21
is an experienced CNA herself, so she shaved her father and clipped his
nails.

(d) Their father was placed in diapers because the bathroom in his room was
very small, and there was not enough room for him, a staff member, and

his wheelchair. However, Confidential Witness #21 feels that they should
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have found another way to toilet him—either using a public bathroom or a
toilet in the shower room.

During a meeting, the Director of Nursing reviewed his care records with
Confidential Witness #20. The records showed that his father had eaten
all of his lunch at 2:30 p.m. on a particular day. This was impossible,
because his father had been at dialysis that day, so he had not eaten lunch
at Doylestown, and Doylestown staff could not have known how much he
ate at lunch. Despite the dialysis center having requested it, the facility
did not send a packed lunch with him to dialysis. For the first 2-3 weeks
he was there, he likely got no lunch at all because of this.

The facility’s staffing seemed low to Confidential Witness #21. The
CNAs always seemed to be very busy, and there did not seem to be
enough nurses. She looked for the staffing ratio, but she could never find

it posted.

133.  Confidential Witness #22 is the daughter of a woman who resided at Doylestown

for about a year between 2014 and 2015. She usually visited her mother 2-3 times per week,

during which time she was able to observe her mother’s condition and the care she was

receiving.

134.  According to Confidential Witness #22:

(a)

Her mother went through a 6-8 week period of time after a shoulder injury
in which she needed more assistance with personal care than usual,
including assistance with dressing, bathing, and cutting her food. During

this time period, staff was not getting her dressed, and she would remain
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(b)

(©)

(d)

in her pajamas all day for days in a row. Her hair was matted because no
one would brush it for her. No one helped her get dressed for bed in the
evenings.

Facility staff did not bring her water every day, though they would bring it
if she requested it.

She waited a half hour or longer for a response to a call light. Sometimes
nurses responded to the call light but would not help her—they would tell
her she had to wait for a CNA to come. Then she had to wait longer for
the CNA to come.

She was allowed to shower only once per week. When she was having
breathing problems, she would not want to shower. Staff would record
this as a refusal of the shower, and she would have to wait until her next
scheduled shower day to receive a shower. Staff would not reschedule her
shower. As a result, there were times when she went two weeks or more
without receiving a shower. When she was well enough to do so, she
would give herself a sponge bath in between showers. However, staff did

not do this for her.

135. Inspectors from DOH have also found that Doylestown violated state and federal

nursing home regulations by failing to provide Basic Care. For example:

(a)

On August 1, 2008, the facility received a deficiency for failing to provide
adequate supervision to prevent falls. A cognitively impaired resident,
who needed help walking and toileting, was found on the floor of her

bathroom after she attempted to toilet herself without assistance. To
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(b)

(c)

(d)

prevent further falls in the bathroom, staff was supposed to stay by the
door of the bathroom to supervise while the resident was using the toilet.
However, the resident fell again in the bathroom, when the CNA who had
taken her to the bathroom left her unattended while he gathered supplies.
On September 3, 2009, the facility received a deﬁciency for failing to
ensure that ordered safety measures were followed for several residents to
prevent injuries and falls. One resident had swallowing difficulty and was
not to have straws. On two occasions the resident was seen with a water
carafe and straw accessible. Another resident was to wear elbow
protectors to prevent further skin tears. The resident was observed not
wearing elbow protectors several times throughout the survey. That
resident, plus two other residents, were at risk for falls, but the facility had
not taken the required precautions to prevent additional falls.

The facility received another deficiency on September 3, 2009 for failing
to provide timely assistance With eating. Staff were supposed to
encourage a resident to eat and drink, to help improve a Stage IV sacral
pressure sore. The resident’s lunch tray Was placed on the over-the-bed
table in her room at 12:45 p.m. on one day of the survey. Thirty-five
minutes later, staff were collecting the lunch trays and noticed she had not
received any assistance with her meal. Only then did a CNA help feed the
resident.

The facility was given another deﬁciency on September 3, 2009 for failing

to provide an ordered restorative ambulation program daily. CNAs were
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(e)

4]

supposed to offer and document the daily restorative program. There was
no documented evidence to show that staff offered the restorative
ambulation program during May and July 2009.

On August 26, 2010, the facility received a deficiency for failing to
promote dignity in dining for two residents. One resident was dependent
on staff for all activities of daily living and needed to be fed all

meals. The resident was seen in the dining room on August 23, 2010,
from 12:05 p.m. — 12:30 p.m., watching other residents eat. The resident
called out, “hungry.” The following day the resident was seen watching
other residents for fourteen minutes, becoming restless and wanting to eat
lunch. Another resident’s care plan instructed staff to redirect and
approach the resident calmly whenever she displayed anxiety. The
resident was seen seated in her wheelchair in the dining room calling out
for fifteen minutes, asking for “help” and for “someone to talk to me.”
Surveyors saw several staff enter the dining room, but they did not attempt
to calmly approach and reassure the resident. The facility received
another deficiency for failing to provide adaptive equipment during meals.
One resident required a sippy cup with a straw for drinking. The resident
was seen at breakfast and lunch on two days without a sippy cup. There
was also ice water in the resident’s room in a large Styrofoam container,
rather than a sippy cup.

On October 18, 2010, the facility received a deficiency for failing to

ensure that interventions and supervision were in place to prevent a
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(h)

cognitively impaired resident from leaving the building without staff
knowing. The resident was confused and unaware of his surroundings.
On the evening of October 16, 2010, a nurse documented that the resident
went down to the first floor of the facility for an activity. After the
activity was over, the resident was found outside the building by a staff
member. The following day, the resident was found on other floors of the
facility looking for his room, not knowing where he was or where he was
going. Surveyors found that the facility had not adequately supervised the
resident to prevent the resident from wandering and leaving the facility
unattended.

On September 12, 2011, the facility was given a deﬁc‘iency because
surveyors noticed an offensive musty urine odor. The facility received
another deficiency for failing to serve food at palatable temperatures. One
resident told surveyors that hot foods were often served cold at breakfast.
Surveyors tasted breakfast food and said it was lukewarm to tasté.

On August 17, 2012, the facility was given a deficiency for failing to
provide adaptive equipment to assist residents to eat. One resident’s care
plan directed staff to prbvide the resident with an adaptive scoop plate at
all meals to assist the resident in eating his meal. A CNA served the
res‘ident lunch and left his room, but did not give him a scoop plate or
assistance with eating his meal. The resident tried to eat his lunch from

12:46 p.m. through 1:05 p.m., but had a difficult time placing food on his
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)

(k)

utensils, and some spilled onto his over-the-bed table. At one point, the
resident ate his turkey casserole with his hands.

The facility received another deficiency on August 17, 2012 for failing to
provide range of motion exercises to two residents. One resident’s care
plan and therapy notes reflected, in early July 2012, that the resident had
decreased range of motion and that a goal for his care was to maintain
range of motion. Surveyors interviewed the resident on August 16, 2012,
and he said that both legs were stiff and no one was providing range of
motion exercises. The resident was in bed with both knees flexed.
Another resident was supposed to wear a palm guard twenty-three hours
per day, but it was applied only sporadically.

On July 12, 2013, the facility received a deficiency for not following
physician’s orders. One resident was supposed to have a pressure
redistribution cushion when he was seated in his wheelchair and TED
stockings on his legs throughout the day. Staff had documented that the
resident had a cushion and TED stockings in place, but surveyors observed
the resident without these items on several occasions throughout the
survey. Another resident was also observed several times without an
ordered pressure redistribution cushion in place while she was seated in
her wheelchair.

The facility received another deficiency on July 12, 2013 for failing to
ensure that assistance was provided to a resident during a meal. The

resident had no teeth and required assistance and supervision with eating.
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On July 9, 2013, at 11:30 a.m., surveyors observed the resident in bed,
eyes closed, with her breakfast untouched in front of her. Breakfast had
been delivered at approximately 8:15 a.m. At 12:50 p.m., surveyors
observed the resident in bed eating lunch with her fingers. Her utensils
were still wrapped in a bag, lids had not been removed from a beverage
container or the dessert, and the resident was not positioned correctly for
eating in bed.
136.  The omissions of Basic Care described by witnesses and documented in DOH
deficiencies at Doylestown are, on information and belief, representative of typical conditions at
this facility, based on the OAG’s analysis of Doylestown’s self-reported staffing data.

E. Omissions of Care at Golden LivingCenter — East Mountain

137. Confidential Witness #23 is the daughter of a woman who resided at East
Mountain for one month in 2013. She visited her mother at least once each day for several
hours, during which time she was able to observe her mother’s condition and the care being
provided to her.

138.  According to Confidential Witness #23:

(a) Her mother needed help bathing, getting dressed and getting to the
bathroom when she first arrived at East Mountain. However, she became
ill shortly after arriving, and she could no longer do anything on her own.
After becoming sick, she could no longer walk, and she needed to use a
bedpan.

(b) After she fell ill, both she and Confidential Witness #23 asked that she be

transferred to the hospital or seen by a doctor, but nursing staff refused.

~
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(©)

(d)

(e)

®

Nursing staff told them that the illness was all in her head, and they had a
psychiatrist see her and prescribe her anti-depressants.

She became so weak she could not leave her bed. Staff brought food to
her, but she was too sick to eat anything, and she threw up what she did
eat. Staff did not try to help her eat or to figure out why she could not
keep anything down. She lost weight.

Her mother could no longer get to the bathroom, so she needed staff to
bring her a bedpan. However, she had to wait a long time for staff to
respond to a call light—usually 20 minutes or more. She complained that
she was left on her bedpan sometimes for as long as an hour. She was
often upset about this and cried when Confidential Witness #23 came to
visit her. Confidential Witness #23 and her sister sometimes had to help
her off the bedpan instead of waiting for a staff member to come.
Confidential Witness #23 does not believe her mother was ever
repositioned. Her mother never mentioned being moved, and she was
always in the same position when Confidential Witness #23 visited.

Once her mother began throwing up blood, the facility finally transferred
her to the hospital for treatment, where she was diagnosed with a stomach
illness that could have been easily managed with proper treatment.
However, after having her condition decline so far, she never recovered.

She remained bedridden until she passed away 6 months later.
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139.  Confidential Witness #24 is the sister of a man who resided at East Mountain for

two months in 2015. She usually visited him every day after work and earlier in the day on

weekends, during which time she could observe his condition and the care he was receiving.

140.  According to Confidential Witness #24:

(a)

(b)

(c)

(d)

(e)

®

Her brother needed assistance with bathing, dressing, oral care, and
getting to the bathroom.

It took a long time for staff to respond to call lights—always more than 5
minutes, and often more than 10-12 minutes. She frequently saw call
lights from other residents on in the hallways for long periods of time.

He was showered once or twice per week. She does not know whether
staff did anything to clean him in between showers.

A few times, when she came to visit, he was dressed for bed already at
4:30 p.m. He did not want to be dressed for bed so early, but the CNAs
went ahead and dressed him for bed while they were helping him to the
bathroom.

Even thdugh her brother was not incontinent, he needed help getting to the
bathroom. The facility put him in diapers. They never explainéd to her
why they did this. He would ring for help and then wait, and sometimes
he would have an incontinent episode as a result.

She had meetings with the Administrator of the facility several times to
discuss problems with her brother’s care. Things would improve for a few

days, but then they went back to the same level of care as before.
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141.  Inspectors from DOH have also found that East Mountain violated state and

federal nursing home regulations by failing to provide Basic Care. For example:

(a)

(b)

©

On June 8, 2007, the facility received a deficiency for failing to provide
adequate supervision and implement measures designed to prevent falls
and injuries. One resident fell during a shower and fractured his right hip
because the CNAs failed to transfer him using a mechanical lift, as had
been ordered by his physician. Another resident fell and fractured his
nose after removing a Velcro restraint belt, which had happened several
times before, but the facility had not developed an alternative way to keep
the resident in the wheelchair. Another resident fell, broke his right hip,
and was hospitalized. When the resident returned from the hospital,
additional precautions were ordered. The precautions were not
implemented, and the resident fell again.

On July 3, 2008, the facility received another deficiency for failing to
implement effective safety interventions and provide sufficient
supervision for three residénts who were at risk for falls.

On June $, 2009, the facility received a deficiency for failing to provide
care needed to promote a resident’s dignity. The resident’s care plan
showed she was to be toileted before and after meals, at bedtime, and as
requested. While sitting in the dining room, the resident attempted to
stand. A CNA told her to sit back down. The resident said she needed to
go to the bathroom, but the CNA replied that there was no one available to

take her to the bathroom.
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(d)

©)

®

On June 13, 2013, the facility was given a deficiency for failing to
consistently implement pressure sore prevention measures. Two residents
were ordered to have both heels elevated off their mattresses to prevent
pressure sores. Surveyors observed both residents in bed on two occasions
without their heels elevated and without devices present to elevate their
heels. One of the residents told surveyors that it was very infrequent for
staff to elevate his heels off the mattress.

The facility received another deficiency on June 13, 2013 for failing to
provide a dependent resident with the necessary assistance with meals to
maintain good nutrition. Surveyors observed the resident at mealtime
attempting to find her spoon (which was under her napkin); The resident
also tried to reach for her coffee, which was out of reach. She then tried to
feed herself with her butter knife. No staff assistance was provided to the
resident, although another resident who was seated next to her tried to help
her find her spoon.

On June 11, 2015, the facility was given a deficiency for failing to provide
adequate supervision to prevent a resident from eloping. The resident had
a history of falls and erratic behaviors.. Staff did not observe her between
11:40 p.m., when they returned her to her wheelchair after she had gotten
up, and 12:25 a.m., when staff saw her wheelchair was empty. She was
found sitting on a curb next to a parked car outside of the building. DOH
found that the facility had not provided adequate supervision or safety

measures to this resident to prevent this elopement from occurring.
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142, The omissions of Basic Care described by witnesses and documented in DOH
deficiencies at East Mountain are, on information and belief, representative of typical conditions
at this facility, based on the OAG’s analysis of East Mountain’s self-reported staffing data.

F. Omissions of Care at Golden LivingCenter — Gettysburg

143.  Confidential Witness #4 worked as a Licensed Practical Nurse (“LPN”). at
Gettysburg from 2010 to 2013 and 2014 to 2015. She served as a charge nurse and oversaw the
work of the CNAs at the facility.

144, According to Confidential Witness #4:

(@) The facility routinely had staffing so low that one CNA was responsible
for 24 residents; this happened around half the time. The facility counted
nurses who worked in office jobs — not on the floor, helping residents — to
meet the minimum PPD requirement.’

(b) Resident assessments were not accurate. For example, she was told not to
document any resident as being independent in their assessments;
managers told her that there was no such thing as an independent care
resident. Nursing records were also inaccurate. She was also told to
document Stage IV pressure sores as being Stage 1.*

(c) During meals, there were no CNAs on the floor to assist all of the

residents who remained in their rooms for meals. The CNAs would not

7 Pennsylvania regulations specify that skilled nursing facilities must provide adequate
staffing to meet the needs of residents, and that staffing levels may not drop below a minimum of
2.7 hours of direct care per patient day (“PPD”).

® A Stage I pressure sore is the beginning stage of the sore — the skin remains unbroken, but
may appear reddened and be tender to the touch. A Stage IV pressure sore, in contrast, is one
that has advanced to the point where there is large-scale tissue loss, exposing bone, tendon, or
muscle.
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make it back to the floor in time to give the residents any drinks, so they

had to eat their meals without anything to drink. Confidential Witness #4

- saw signs of dehydration in residents, but she could not prove this,

because the facility did not record the amount of fluids provided to
residents.

She never saw CNAs do ROMs, but she saw the CNAs record that they
had in resident care records. She doesn’t know how they could possibly
have had time to do ROMs. She remembers one resident who reported
that CNAs had never done any ROMs with her. The CNA who was
responsible for that resident had been told that the resident could do
ROMs on her own, so the CNA was just supposed to mark in the ADL
book that ROMs had been done.

Residents waited over an hour for help to the bathroom on a daily basis.
This was usually because the CNAs or Confidential Witness #4 had to
wait a long time for a second pérson to come help when a resident’s care
plan required a two-person assist.

When the facility’s survey window came up — meaning that they expected
a DOH survey soon — managers would be running around trying to fix
everything and put on a good show. When inspectors were there, the
administration would come out onto the floor, pass out meal trays, serve
food to the residents, and answer call lights. The rest of the time, they

never came out of their offices.
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145. Inspectors from DOH have also found that Gettysburg violated state and federal

nursing home regulations by failing to provide Basic Care and failing to keep accurate records.

For example:

(a)

(b)

(©)

(d)

Surveyors noticed on March 4, 2008 that the facility failed to provide
necessary care and services to prevent the development and promote
healing of pressure sores. Weekly skin assessments for a resident at risk
for pressure ulcers were skipped for four weeks, from January 24 -
February 19, 2008, when a CNA found blood on the resident’s sheets and
a large piece of skin hanging from his left heel. The resident was
diagnosed with a Stage II pressure ulcer.

Surveyors conducting a complaint survey on October 3, 2013 observed
fecal matter on toilet seats in three resident bathrooms.

During an annual licensure survey at Gettysburg on October 24, 2013, the
facility was given a deficiency for recording that a resident had zero falls
from the date of the previous Minimum Data Set (MDS) assessment (July
19, 2013), when the resident had 11 falls during that time period. Another
resident’s records were also inconsistent — the resident’s MDS said the
resident did not have a toileting program, when the resident’s clinical
record indicated there was a toileting program in place.

The facility also received a deficiency on October 24, 2013, for failing to
complete post-fall investigations for two residents. One resident’s bed and
chair alarms were to be checked every shift because the resident was at

risk for falls and the alarms were interventions put in place to alert staff to
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resident movement. This resident fell 22 times between December 2012
and October 2013. Resident records showed the bed and chair alarms
were not documented as checked on 16 days in January 2013, and 7 days
in February 2013. The facility did not provide documentation for March
2013 and June 2013. There was no documentation that the alarms were
checked as ordered.
146.  The omissions of Basic Care described by witnesses and documented in DOH
deficiencies at Gettysburg are, on information and belief, representative of typibal conditions at
this facility, based on the OAG’s analysis of Gettysburg’s self-reported staffing data.

G. Onmissions of Care at Golden LivingCenter — Hillview

147.  Confidential Witness #5 worked as a CNA at Hillview from 2009 to 2012. She
usually worked the 3 p.m. to 11 p.m. shift. She worked on a wing with around 34 residents.
There were supposed to be three CNAs on the wing, but often there were only two, so she would
be responsible for more than 15 residents.

148.  According to Confidential Witness #5:

(a) They had less than three hours to get all the residents ready for bed. They
were not supposed to put residents to bed before 8 p.m., but they had to
have everyone in bed by 10:55 p.m. in time for the next shift. She really
tried to do everything by the book, but she just could not, because she had
t00 many people to care for.

(b) To get everything done, she had to cut corners. She would leave residents
alone on the toilet, instructing them to ring the call bell when they were
done, so she could go help someone else. She would lift people herself,

rather than using the mechanical lift like she was supposed to in some -
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cases. She sometimes had to skip giving showers to residents, giving them
bed baths instead.

(©) A couple of times per week, some residents did not eat because no one
was there to help feed them.

(d) The facility put some residents in diapers, even though they were
continent and did not need them. Other residents were incontinent, and
they were not changed as frequently as they should have been. Residénts
often smelled like urine. Quite a few times, Confidential Witness #5 came
in for her shift and residents were soaked in urine — their clothes and
sheets.

(e) The facility knew ahead of time when DOH was coming for a survey.
Confidential Witness #5 was there for two surveys. Beforehand, the
Assistant Director of Nursing went around the facility to alert employees
that DOH was coming and to tell them what they had to do during the
survey, such as clean the facility and keep all the bedsheets perfect.
Facility managers — including the Director of Nursing and the Executive
Director — were out on the floor helping with resident care before and
during the survey. When the surveyors were not there, these managers
were never out on the floor.

149.  Inspectors from DOH also have found that Hillview violated state and federal
nursing home regulations by failing to provide Basic Care. For example:

(@ The facility received a deficiency on July 17, 2008 for failing to provide

care in a manner and environment that promoted each resident’s dignity.
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(b)

(©)

Residents told the surveyor that staff woke them up during the night,
bathed them, dressed their upper bodies, and put them back into bed, and
the residents were upset about this practice. The surveyor visited the
facility at 5 a.m. one morning and observed nine residents — all confused
and dependent upon staff for ADLs, according to their assessments. These
residents were asleep in bed wearing their shirts or blouses. The surveyor
interviewed several members of the nursing staff and confirmed that these
residents had been awakened between 3 a.m. and 5 a.m., bathed, dressed
in their shirts or blouses, and put back into bed.

On the same date, the facility also received a deficiency for failing to
utilize a pressure-relieving device to prevent pressure sbres while
documenting in the resident’s records that the device had been used. The
resident was supposed to wear an elbow protector to prevent skin
breakdowns. CNAs recorded that the elbow protector had been applied
every shift for the past week, during which time the surveyor observed the
resident three times without the protector. The resident told the surveyor
that staff had lost the elbow protector the prior week while bathing her,
and her right elbow was reddened and very sore to the touch.

The facility received a deficiency on August 6, 2008 for failing to provide
adeguate incontinence care. A resident was incontinent with diarrhea and
had pushed her call bell button around 8:45 a.m. There was also a wash
basin on the bedside table containing vomit. A staff member had

responded to the call bell and told the resident she would return to clean
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(d)

(e)

her up, but no one assisted the resident until 9:38 a.m. While waiting for
assistance to arrive, the resident told the surveyor that she was very
uncomfortable sitting in the feces, and she was concerned about the length
of time she was left sitting in the feces because she had previously had a
urinary tract infection. When examined later in the day, the resident was
found to have redness on her buttocks.

On December 15, 2010, the facility received a deficiency for failing to
provide personal care in a manner that promoted each resident’s dignity.
Surveyors found that six of the eight residents reviewed had multiple areas
of dried food on their clothing, blankets, and wheelchairs. The facility
received another deficiency that day for failing to provide oral care to a
resident. Mouth care was supposed to be provided after meals and as
needed throughout the day. The surveyor observed the resident several
times throughout the day, and each time, the resident had a dried white
substance at the corners of her mouth and edges of her lips.

On May 20, 2014, the facility received a deficiency for failing to ensure
that transfers of residents were completed with the appropriate amount of
assistance to prevent accidents. A resident’s most recent assessment
indicated that she required the assistance of two staff members for
transfers and toileting. However, surveyors observed a CNA transferring
the resident from her wheelchair to the toilet without the assistance of a

second staff member.
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On the same date, the facility also received a deficiency for failing to keep
complete and accurate clinical records. An examination of several
resident charts found that nursing staff did not document that pressure sore
prevention/healing measures or a scheduled toileting program were
provided, as ordered, for one resident, nor that pressure-reducing and skin

care measures or assistance with drinking were provided, as ordered, for

another resident.

150.  The omissions of Basic Care described by witnesses and documented in DOH

deficiencies at Hillview are, on information and belief, representative of typical conditions at this

facility, based on the OAG’s analysis of Hillview’s self-reported staffing data.

H.

Omissions of Care at Golden LivingCenter — Lancaster

151. Confidential Witness #25 is the ex-wife of a man who resided at Lancaster for

two months in 2012. She visited him at least twice per week, usually staying a few hours, during

which time she was able to observe his condition and the care he received.

152.  According to Confidential Witness #25:

(a)

(b)

Because of his medical condition, he had trouble controlling all voluntary
muscle movement, so he was totally dependent on staff for all activities of
daily living.

In particular, his condition put him at risk of choking if he did not receive
adequate cating assistance. However, the facility rarely did this. She
frequently observed him eating alone, without his food being cut up, as it
was supposed to be. He was never supposed to eat unsupervised, but she
sometimes found him eating alone in his room. Once, she came into his

room and saw him lying in bed with his meal tray at the foot of his bed —
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(©)

(d)

(e)

®

out of reach. It was impossible for him to get to the food. She thinks staff
would have just taken the food away at.the end of the meal if she had not
been there. She never saw staff members help him eat. She complained
repeatedly to staff at the facility, but nothing improved.

He also needed to have his teeth brushed after meals to remove any food
left in his mouth after he ate. Otherwise, he was at risk for inhaling the
remaining food left behind in his teeth. She repeatedly asked staff to do
this, and they said that they would. However, when she checked his
mouth after meals, it was clear his teeth were not being brushed.

He did not have enough assistance to get water and drink it while at
Lancaster. Typically, nursing staff did not bring water unless a family
member requested it, and staff did not check to see if he had water. On the
few occasions when he did have water, no one came in to see if he needed
help drinking it, which he did. He could not pick up anything on his own,
so he was unable to drink unless someone helped him.

Staff said they bathed him twice per week, but he always smelled bad. He
had dermatitis on his face, and he se4emed very dirty. Confidential
Witness #25 also frequently observed that he was sitting in a wet diaper
for a long time.

The family made the decision to move him to a different facility because
the care was so bad. On his last day there, Lancaster was being inspected
by DOH. Everything was different. The facility was cleaner and smelled

better, there were more staff there, and they were more attentive and
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provided better care. There were at least five people helping residents in
the dining hall, when normally there was only one person helping. Staff
was friendly and attentive, cutting his food for him and helping him eat.
They also finally provided him with a scoop bowl that day — a special
utensil that allowed him to feed himself even with his limited muscular
control. He was supposed to have had the scoop bowl the entire time he
was at Lancaster; he did not receive it until the day DOH arrived for the

inspection.

153, Inspectors from DOH have also found that Lancaster violated state and federal

nursing home regulations by failing to provide Basic Care. For example:

(a)

(b)

(O

On February 27, 2007, the facility received a deficiency because the
surveyors observed a urine odor and brown stains in the bathrooms. The
facility was also cited because a resident was not showered between
January 10 and February 22, 2007. Lancaster also failed to meet the
minimum required nursing care hours for nine of the fourteen days
reviewed.

On February 8, 2008, the facility received a deficiency because a resident
had long and dirty fingernails. The facility also failed to document and
treat pressure sores on three residents.

On February 27, 2009, the facility received a deficiency for not serving
food at appropriate temperatures and for not putting call lights within

reach of six residents.
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(e)

®

(2

(h)

On April 23, 2009, the facility received a deficiency for continuing to
serve food at incorrect temperatures, and for not following a resident’s
drinking safety plan by providing a sippy cup.

On February 24, 2010, the facility received a deficiency when two
residents fell. One resident rolled out of bed during morning care and
broke a leg. Another resident fell out of bed during incontinence care that
had been provided by one CNA, rather than two CNAs, as required by the
resident’s care plan; the facility was also cited for not reporting the
incident to DOH as neglect, as required.

On March 7, 2011, the facility received a deficiency for several issues: a
resident fell in the bathroom after being left alone; staff did not assist
residents with eating on three occasions; and the facility failed to treat and
prevent pressure sores after initial signs of redness.

On March 14, 2011, the facility received a deficiency when a resident fell
after being transferred to and from a wheelchair and bed by one staff
member, rather than the required two. The facility also failed to report the
incident of neglect to DOH, as required.

On February 7, 2012, the facility was given a deficiency for serving food
late to residents who needed help eating. While the residents waited, other
residents were eating around them. The facility also received a deficiency
for not giving a resident a special drinking cup. Another deficiency was
given because a restorative nursing program for passive range of motion

was not provided to a resident.
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W)

(k)

On March 5, 2013, the facility received a deficiency for failing to respect a
resident’s dignity regarding his need for incontinence care. The resident
told a nurse that he needed to be changed. However, the nurse continued
to sit at the nurse’s station and did not provide assistance, and the resident
waited twelve minutes for his CNA to return from break before being
changed.

On September 17, 2013, the facility received a deficiency because a
resident had two pressure ulcers - one that was acquired at the facility and
another that had worsened at the facility.

On December 12, 2014, the facility received a deficiency for failing to
adequately supervise a resident after a resident was found by the resident’s
daughter at a local YMCA before anyone at the facility noticed the

resident was gone.

The omissions of Basic Care described by witnesses and documented in DOH

I.

deficiencies at Lancaster are, on information and belief, representative of typical conditions at

this facility, based on the OAG’s analysis of Lancaster’s self-reported staffing data.

Omissions of Care at Golden LivingCenter — Lansdale

Confidential Witness #6 worked as a CNA at Lansdale from 2007 to 2008. She

usually worked the 7 a.m. to 3 p.m. shift, and she was typically responsible for around 15

residents. All of these residents required total care — assistance with all of their ADLs.

According to Confidential Witness #6:

(2)

She had only an hour and a half to get all the residents up and dressed
before breakfast, but this was not enough time. The residents who

required full feeding assistance had to be up and dressed, because they had
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(b)

(©)

(d)

(©)

to eat in the dining room. The CNAs would then randomly choose four
other residents to get up and dressed for breakfast. The rest of the
residents had to eat in their rooms and wait until after breakfast to get
dressed. It was usually lunchtime before all the residents were dressed for
the day. She also had to rush through morning care, so she sometimes had
to skip oral care because she did not have enough time.

There were not enough CNAs to feed the residents who needed assistance
cating. Residents frequently got cold food because they had to wait to be
fed. CNAs had to rush when feeding them, so residents were sometimes
unable to finish their meals and left the dining room hungry.

There were several residents who were unable to touch their call lights or
to communicate their needs. They often were ignored, because they did
not directly ask for help. The CNAs did the best they could, but they had
too many residents and not enough help.

Residents were supposed to be repositioned every 2 hours, but it was less
frequent than that. Several of the residents had pressure sores, some of
them open wounds that smelled like rotten flesh.

The majority of the residents were incontinent, and they were also
supposed to be changed every 2 hours. However, they were usually only
changed once or twice per 8-hour shift, because there was not enough
time. On a daily basis, she found residents who were soaking wet and had
not been changed for hours; their wheelchairs would be saturated with

urine.
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Very few of the nurses helped with Basic Care. They were supposed to
respond to call lights, but they refused. Instead, they would tell the CNAs
that a resident’s call light had gone off. The nurses also refused to change
the residents’ colostomy bags — a nurse responsibility — and made the
CNAs do it instead.

On days when DOH was conducting a survey, everyone helped out on the
floor and helped clean the building. The facility was also fully staffed on
inspection days. Inspection days were very stressful, because everyone
was running around trying to clean the building. If the facility had been
cleaned on a daily basis and regularly been fully-staffed, inspection days

would not have been this stressful.

157.  Inspectors from DOH also have found that Lansdale violated state and federal

nursing home regulations by failing to provide Basic Care. For example:

(@)

(b)

On January 30, 2009, the facility received a deficiency for failing to feed a
resident who required extensive assistance with eating. The surveyor
observed the resident attempting to eat a meal of pureed meat, sauerkraut,
and potatoes without assistance, licking the food in the bowl, using her
hands to scoop food from the plate, and attempting to lick and scoop food
off the table when it fell onto the table. Throughout the meal, staff
members never attempted to feed the resident, assist her with eating, or
provide her with utensils to use.

On February 4, 2011, the facility received a deficiency for failing to

provide adequate personal care to two residents, both of whom required
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significant assistance. One resident was observed with a heavy beard
growth and long, soiled fingernails. He told surveyors that he wanted to
be shaved and to have nail grooming completed. The other resident was
observed with a heavy beard growth, and he told surveyors that he
preferred to be clean shaven.

(c) On October 23, 2012, the facility received a deficiency for failing to
follow a resident’s shower schedule. Surveyors found that the resident
had received only one shower in a 5-week period.

(d) On February 7, 2013, the facility received a deficiency for failing to
provide restorative nursing services — walking residents — per the
instruction of physicians. The surveyor interviewed several CNAs and
learned that they were often unable to provide restorative services due to
insufficient staffing.

(e) At a survey on July 2, 2014, the facility received a deficiency for failing to
provide appropriate services to maintain or improve bladder function for
four residents. Surveyors found that the facility had no residents on
bladder retraining programs, despite having several residents who were
good candidates for bladder retraining to improve continence. Surveyors
also found, in a review of resident records, that some residents had
experienced a decline in ability to control their bladders.

158.  The omissions of Basic Care described by witnesses and documented in DOH
deficiencies at Lansdale are, on information and belief, representative of typical conditions at

this facility, based on the OAG’s analysis of Lansdale’s self-reported staffing data.
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159.

J.

Onmissions of Care at Golden LivingCenter — Mansion

Confidential Witness #26 is the son of a woman who resided at Mansion between

2010 and 2015. He visited his mother weekly, during which time he was able to observe her

condition and the care she was receiving.

160.

According to Confidential Witness #26:

(a)

(b)

(c)

’ His mother was more self-sufficient at the beginning of her stay, but
needed some assistance due to dementia. Her condition declined, and she
was soon dependent on staff for assistance with all activities of daily
living.

She was left lying in bed all day, much of the time. Sometimes he visited
around 10:30 a.m. and his mother was still in bed and not dressed for the
day. When she left Mansion in 20135, she had serious pressure sores on
her back.

Her hands were so contracted that her nails were embedded in her palms,
and she could not hold anything. Confidential Witness #26 thinks this
happened because she did not receive range of motion exercises. She
could not feed herself due to this limitation. Because staff rarely got her
up for the day, she was given meals in her room. Confidential Witness
#26’s father tried to make sure he was there every day to feed her, but they
never saw any staff members come in to assist her with her meals. She
lost a lot of weight while at the facility. She usually had a Styrofoam cup
of water next to her bed, but she could not grasp it or drink from it herself,

and he never saw anyone help her drink.

73




(d

()

Within a year after she entered the facility, she needed help to the
bathroom, and staff started putting her in diapers because they did not
want to hélp her. When he visited, her diapers were often soaked.
Sometimes, she would be lying in a soaked diaper, with her shirt pulled
halfway up and no pants on. He often had to go find a nurse to change
her, and they waited 20-30 minutes after asking before someone came in
to change her. She developed urinary tract infections while staying at the -
facility.

She was not cleaned or groomed well. Her hair was usually a mess, she
did not have her glasses on, and her dentures were not in. Staff did not
clean her dentures, and they got very dirty. Confidential Witness #26
thinks she was showered approximately once every two weeks. She often

smelled of urine.

161. Inspectors from DOH have also found that Mansion violated state and federal

nursing home regulations by failing to provide Basic Care. For example:

(2)

(b)

On June 6; 2008, the facility received a deficiency when a double amputee
was left on a bedpan for three hours. Staff said the previous shift had not
told them he was still on the bedpan. He told surveyors it was a physically
uncomfortable situation.

On June 6, 2008, the facility also received a deficiency for not answering
call bells in a timely manner. Surveyors observed a resident activate his
call bell. A registered nurse assessment coordinator, two LPNs, and a

CNA heard the call bell, but no one answered it until ten minutes after the
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(©)

(d)

resident activated it. The resident told surveyors he had rung the call bell
because he needed help getting back into bed. A surveyor also observed a
resident waiting 12 minutes for a response to a call bell, during which time
the Assistant Director of Nursing, social services director, an LPN, and a
CNA were nearby but did not check on the resident. One resident tried to
get out of her wheelchair unassisted while waiting. Another resident rang
her call bell, and was ignored by staff until 12 minutes after it was
activated. A resident told surveyors she often waits a long time for staff to
answer call bells. She waited in the bathroom once for 40 minutes, until a
staff member assisted her off the toilet.

On July 24, 2009, the facility received a deficiency for not providing
adequate incontinence care. One resident’s care plan did not include
several needed measures to promote continence even though the resident
was assessed as a fair candidate for restorative bladder training. The
resident was repeatedly diagnosed with urinary tract infections. She told
surveyors that, when they have time, staff sometimes try to toilet her
before she has an incontinent episode, but that they are usually busy. The
resident’s buttocks were “excoriated (abrasion/skin erosion resulting from
persistent exposure of perineal skin to urine and/or feces).” The resident
was in a great deal of pain from a dime-sized bleeding area on her
buttocks.

On June 4, 2010, the facility received a deficiency for failing to provide

safety interventions to prevent falls. Two residents had fallen, and
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(e)

9]

surveyors found that fall prevention measures had not been implemented
for them. They also observed that another resident’s fall prevention
measures were not in place in the bathroom; the resident said staff had
removed them about a year before. The facility received a separate
deficiency for falsely documenting that these interventions were in place.
On July 15, 2011, the facility again received a deficiency for not providing
safety interventions to prevent falls. One resident fell after ordered fall
prevention measures were not taken. Another resident was supposed to be
helped by two staff members to use the bathroom because he was unsteady
during toilet use. However, he fell when he was taken to the bathroom by
only one CNA. Another resident’s care plan ordered two people to help

with transfers and toileting, and that a chair sensor be on her chair to alert

‘staff to her attempts to rise and walk alone. She was found on her

bathroom floor bleeding from her head. Staff had left her in the Bathroom
unattended.

On July 12, 2013, the facility received a deficiency for not providing
restorative nursing care. A resident’s care plan showed she was to wear a
hand splint for four hours twice per day, and an anti-contracture boot at all
times in bed. Her treatment record showed that staff applied the splint
four times per day, for 10-15 minutes per application, and the boot three
times per day, for 10-15 minutes per application. Surveyors saw the

resident in bed, but her splint and boot were sitting on her wheelchair.
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162.  The omissions of Basic Care described by witnesses and documented in DOH

deficiencies at Mansion are, on information and belief, representative of typical conditions at this

facility, based on the OAG’s analysis of Mansion’s self-reported staffing data.

K.

Omissions of Care at Golden LivingCenter — Monroeville

163.  Confidential Witness #7 worked as a CNA at Monroeville from 2009 to 2011.

She usually worked the 3 p.m. to 11 p.m. shift, and she was usually responsible for 15-18

residents.

164.  According to Confidential Witness #7:

(2)

(b)

(©)

Residents got upset because their call lights were not answered fast
enough. Some would become incontinent while waiting for the call light
to be answered. Others would try to go to the bathroom or get into bed by
themselves and would fall.

Facility policy was for residents to be repositioned every 2 hours. She saw
residents waiting longer than 2 hours to be repositioned; some were
repositioned every 3-4 hours during the shift, if at all. She would see
residents lying in the same position at 6 p.m. as they had been at 3 p.m.
Residents sometimes missed meals because there was no one available to
feed them. CNAs would sometimes take trays to the residents’ rooms and
leave them there, without helping the residents eat. She thinks this
happened a few times a week. Other residents received their meals and
assistance eating, but they had to wait to be fed. Residents were also left
incontinent during meal time, because the CNA who was assigned to assist

residents with toileting would not answer call lights.
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165.

(d)

©

Some of the residents were continent, but they were forced to wear diapers
anyway. She remembers one resident who was continent, but who took
medication that caused her to need the bathroom frequently. The other
CNAs told Confidential Witness #7 that this resident had to wear a diaper,
rather than her underwear, because she went to the bathroom too often. If
residents were sick and had diarrhea, CNAs would put them in diapers
instead of taking them to the bathroom, even if they were continent. Some
were left for a long time in soiled diapers.

Confidential Witness #7 always knew that DOH was coming for a survey
before they arrived. On days when surveyors were there, there were more
people working than usual, and she was able to get help with her tasks
from her coworkers and supervisors. The building was also clean on

inspection days.

Confidential Witness #8 worked as a CNA at Monroeville from 2011 to 2013.

She usually worked the 3 p.m. to 11 p.m. shift and was responsible for 12-13 residents when the

facility was fully-staffed. However, the facility was usually short-staffed, and when this

happened, she was responsible for 16-17 residents.

166.

According to Confidential Witness #8:

(@)

(b)

Monroeville was usually short-staffed, and she did not have enough time
to finish her work.
The CNAs were supposed to reposition residents every 2 hours. However,

the CNAs were usually only able to reposition residents once per 8-hour
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(c)

(d)

(e)

)

shift because they were too busy. A number of residents at the facility had
pressure sores — some of them were wide, open wounds.

Staff members were supposed to respond to resident call lights within 3
minutes. However, in reality, residents frequently waited at least 30
minutes for a response. Residents had to wait even longer if they needed
the assistance of two staff members. One time, a resident who needed a
two-person assist rang his call light. Confidential Witness #8 responded,
but she had to wait an hour until another CNA was available to help her
with the resident.

The CNAs were very rushed when feeding the residents who required full
eating assistance. These residents did not get enough to eat at meals
because the CNAs did not have enough time to finish feeding them.

The CNAs were supposed to do ROMs on a daily basis with residents.
However, they rarely had time to do so. Confidential Witness #8 was only
able to do ROMs a few times a week. Several of her residents were
supposed to be walked up and down the hall each day, but she only had
time to walk them to the bathroom and back.

Incontinent residents were supposed to be checked and changed every 2
hours, but there was not enough time to do this. Residents were usually
changed only twice per 8-hour shift, but sometimes they were not changed
at all during a shift. The residents who were more vocal and outspoken
got changed more frequently than the residents who were not able to

communicate.
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(2) On DOH inspection days, the administrators helped out on the floor. But
once the inspectors left, the administrators went back into their offices and
stayed there.

167.  The omissions of Basic Care described by witnesses and documented in DOH
deficiencies at Monroeville are, on information and belief, representative of typical conditions at
this facility, based on the OAG’s analysis of Monroeville’s self-reported staffing data.

L. Omissions of Care at Golden LivingCenter — Mt. Lebanon

168.  Confidential Witness #9 worked as a CNA at Mt. Lebanon from 2007 to 2009 and
in 2011. She usually worked the overnight shift, from 11 p.m. to 7 a.m. When she worked at the
facility in 2011, they had decreased their staffing levels since her prior employment there, and
she was typically responsible for 24 residents.

169.  According to Confidential Witness #9:

(a) There was not enough time to do all of her assigned tasks when she was
responsible for 24 residents. Management would say that the residents
were just sleeping on the night shift, but this was not true. Many residents
had Alzheimer’s or dementia and did not sleep. The work was non-stop
all night.

(b)  Residents were supposed to be repositioned every 2 hours, but she was
only éble to reposition them three times in an 8-hour shift.

(©) Most of the residents were incontinent. She sometimes arrived for her
shift to find residents reeking because the staff on the previous shift had
not changed them.

(d) She had to get at least 3 residents up, give them bed baths, and get them

dressed for the day before her shift ended at 7 a.m. It took at least 30
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(e)

minutes to care for each resident, so she had to start waking residents up at
5 a.m. Sometimes she did not have enough time to give bed baths, so
instead she would take a washrag and just clean the residents’ faces,
underarms, genital areas and bottoms.

The facility always knew when a DOH survey was coming. They would
increase staffing on inspection days by bringing in staff who usually
worked other shifts. Managers would put up a sign-up sheet in the facility
for staff members to sign up to work on inspection days. They also
sometimes mandated that CNAs work a double-shift when they thought an

inspection was coming.

170.  Inspectors from DOH also have found that Mt. Lebanon violated state and federal

nursing home regulations by failing to provide Basic Care. For example:

(a)

(b)

The facility received a deficiency on May 13, 2011 for having a musty
urine odor on the first floor nursing unit. The musty odor was confirmed
by several residents and a resident family member.

On August 11, 2011, the facility received a deficiency due to a resident
being transferred (for example, from bed to wheelchair) with the
assistance of only one CNA, when assessments and physician orders
indicated the assistance of two CNAs was required. This practice put

resident at a risk of injury and actually resulted in the injury of the

resident.
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171.  The omissions of Basic Care described by witnesses and documented in DOH
deficiencies at Mt. Lebanon are, on information and belief, representative of typical conditions at
this facility, based on the OAG’s analysis of Mt. Lebanon’s self-reported staffing data.

M. Onmissions of Care at Golden LivingCenter — Murrysville

172. Confidential Witness #27 is the daughter of a woman who resided at Murrysville
from 2011 to 2013. She visited her mother every day, both before work and in the evening for 2-
3 hours, as well as on the weekends, during which time she was able to observe her mother’s
condition and the care she was receiving. She did not visit as often when her mother first came
to the facility, but she started visiting more often because she became concerned that her mother
was not getting the care she needed.

173.  According to Confidential Witness #27:

(a) Her mother needed help with all activities of daily living during most of
her stay. At first, she could eat on her own, but then her breathing got
worse and it was hard for her to eat.

(b) She was continent when she arrived at the facility, but she was not able to
get enough assistance going to the bathroom. If Confidential Witness #27
was not there visiting, her mother would usually wait around 2 hours, but
sometimes waited as long as 4 hours, for a response to her call light. The
facility later put her in diapers because it was easier for them. Sometimes,
when Confidential Witness #27 visited in the evenings, her mother’s
diaper would be saturated with urine and feces.

(c) Her mother always seemed to be in the same position when she visited, so
she did not think repositioning was being done. After her mother

developed a pressure sore, Confidential Witness #27 purchased a gel
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(d)

(e)

¢

pressure sore mattress to relieve the pressure on her mother’s skin. Her
mother later got sick and had to be sent to the hospital for a few days, and
Confidential Witness #27 discovered at that time that the gel mattress was
soaked and had fungus growing on it from material leaking from her
feeding tube and urine and feces from her diaper. It had to be thrown
away. After her mother returned from the hospital, she had to sleep on a
regular mattress for 8 months until the facility got her a new gel mattress,
during which time she acquired a terrible pressure ulcer on her tailbone
that she had until she died. By the time she died, the pressure sore was so
serious that you could see down to the bone.

Confidential Witness #27 provided nearly all of her mother’s bathing and
grooming herself, because her mother was fragile and needed to be
handled gently. Facility staff were supposed to shower her every three
days, but they did not always get to her, so Confidential Witness #27,
would perform the shower herself. Confidential Witness #27 also
sometimes gave her sponge baths.

Staff did not walk her mother or provide any range-of-motion exercises,
and she became bedridden soon after she stopped receiving physical
therapy.

Staffing levels seemed very low to her. She only ever saw one or two
CNAs at the facility, and she sometimes talked to CNAs in the evenings

who were there alone with 20-30 residents.
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(2

She complained to supervisors at the facility about problems with her
mother’s care. However, nothing changed after complaining. When she
complained about slow responses to call bells, they would say her mother
was just confused and that the light had only been on for 5 minutes, but

this was not true.

174.  Confidential Witness #28 resided at Murrysville for around two months in 2015.

She was recovering from a broken femur and needed help with bathing, dressing, toileting, and

getting around.

175.  According to Confidential Witness #28:

(2)

(b)

©

The CNAs were too busy to give her bed baths or to get her up and
dressed for the day, so the occupational therapy staff often helped out.
However, on the days when the CNAs had to help her, she had to wait
until much later in the day—more like 2 p.m.—before she was cleaned
and dressed for the day. She would have preferred to take a shower, but
she needed the assistance of two staff members, and there were never two
staff members available to help.

She waited 15 minutes or more for a response to her call light, sometimes
waiting as long as an hour.

She could get to the bathroom with assistance, but there was not enough
staff to get her to the toilet in time, so she had to use a bedpan. She also
had to wait for a long time after calling for the bedpan. Sometimes she
urinated on herself while waiting, and this was embarrassing. During a

period of time when she was taking a medication that caused her to urinate
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(d)

(©)

frequently, staff would place a diaper underneath her, without fastening it
around her properly, in case no one came to help her in time.

She had to ask to be repositioned. She could move herself during the day,
but at night, she was tired and afraid of falling, so she would call for
assistance. She usually waited an hour for someone to come assist her.

A State DOH inspection occurred while she was there. She heard a page
over the PA system for a certain “doctor,” but she knew this was a bogus
page, because the CNAs said that the State was in the building when they
heard it. She noticed that the call light response times improved while the

State was there.

176.  Inspectors from DOH have also found that Murrysville violated state and federal

nursing home regulations by failing to provide Basic Care. For example:

(a)

(b)

On March 13, 2014, the facility received a deficiency for failing to serve
food at palatable temperatures. The November 2013, December 2013, and
March 2014 resident council meeting minutes revealed that residents
complained about food being served cold, and residents told surveybrs that
hot foods were being served cold. Surveyors observed that lunch tray
service took around 45 minutes between the food leaving the kitchen and
the last tray being passed.

On February 26, 2015, the facility received a deficiency for not providing
fingernail care to two residents. One resident’s fingernails were
excessively long with ragged edges and a brown substance underneath.

During an interview at 2:02 p.m. on one day of the survey, the resident’s
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CNA confirmed she had not yet provided morning care to the resident.
Another resident was seen with excessively long, dirty fingernails. The
resident complained to surveyors that his/her fingernails were too long and
in need of care.
177. The omissions of Basic Care described by witnesses and documented in DOH
deficiencies at Murrysville are, on information and belief, representative of typical conditions at
this facility, based on the OAG’s analysis of Murrysville’s self-reported staffing data.

N. Omissions of Care at Golden LivingCenter — Phoenixville

178.  Confidential Witness #10 worked as a CNA at Phoenixville from 2009 to 2014.
She usually worked the 3 p.m. to 11 p.m. shift, and she was typically responsible for 13 residents
when the facility was fully staffed. However, the facility was frequently short-staffed, and then
she was responsible for 18-19 residents.

179.  According to Confidential Witness #10:

(@) CNAs were too busy to reposition residents every 2 hours, like they were
supposed to. Confidential Witness #10 repositioned residents 2-3 times
per 8-hour shift, depending on how busy she was.

(b) She was responsible for assisting residents with changing their clothes for
bed. When the facility was short-staffed, she had to rush with this task.
The result was that the more independent residents — who could have
changed themselves with assistance — were not able to do so. The CNAs
could change them more quickly than they could change themselves, so
that is what they did when there was not enough time. However, this took

away the residents’ independence.
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(©)

(d)

()

The CNAs did not have enough time to check the incontinent residents
and, if needed, change them every two hours, as required by Golden
Living policy. Instead, they checked and changed them 2-3 times per 8-
hour shift. Confidential Witness #10 frequently found residents who were
soaking wet, covered in feces, or had puddles of urine under their
wheelchairs.

The facility was frequently short on briefs. When this happened, the
CNAs had to go to different floors looking for more briefs. This took up
additional time, when the CNAs were already rushed.

The CNAs frequently complained to administrators about the lack of staff.
But the administrators said they were staffing according to the census.
Sometimes they even sent CNAs home if they thought there were too

many staff on duty.

180.  Inspectors from DOH also have found that Phoenixville violated state and federal

nursing home regulations by failing to provide Basic Care. For example:

(a)

(b)

The facility received a deficiency on August 27, 2009 for failing to dress
and groom residents in a dignified manner. The surveyor observed one
resident’s fingernails to be long and unclean. Two other residents had
their stomachs exposed. Another resident was lying on his bed in full
view of the hallway dressed in only a shirt and incontinence briefs.

The facility received another deficiency on the same date for repeatedly
failing to apply a protective cream to the perineal areas of several residents

on each shift and after each incontinence episode over numerous days, as
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(c)

(d

directed by their physician orders. Records also reflected that regular skin ‘
assessments were not performed for one of these residents.

On January 2, 2013, the facility received a deficiency for failing to
investigate an incident of neglect. An evening shift CNA had found a
resident soaked through to the mattress with urine, according to the
nurse’s notes. However, no steps had been taken to investigate this
allegation of neglect.

On September 11, 2014, the facility received a deficiency for failing to
provide a restorative program — assistance ambulating with a rolling
walker — as ordered by a physician for a resident. Records showed that the
resident did not receive this care on 14 of the scheduled days in June, 18

of the scheduled days in July, or 4 of the scheduled days in August.

181.  The omissions of Basic Care described by witnesses and documented in DOH

deficiencies at Phoenixville are, on information and belief, representative of typical conditions at

this facility, based on the OAG’s analysis of Phoenixville’s self-reported staffing data.

0.

Onmissions of Care at Golden LivingCenter — Reading

182.  Inspectors from DOH have found that Reading violated state and federal nursing

home regulations by failing to provide Basic Care. For example:

(a)

On May 11, 2007, the facility received a deficiency for failing to ensure
food was served at appropriate temperatures. Based on resident council
meeting minutes and resident interviews, there was an ongoing concern
that hot breakfast foods were served cold. Residents also told surveyors
that soup was often cold. Surveyors observed that during breakfast,

service began at 7:40 a.m., and the last tray was passed at 8:50 a.m.
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(b)

(©

Surveyors tasted the food, finding that the eggs, hot cereal, and toast were
lukewarm or cold to taste.

On May 13, 2010, the facility was given a deficiency for failing to provide
proper staff assistance and supervision to one resident identified as a fall
risk, and for failing to implement safety measures for two residents to
prevent skin injuries and elopement. One resident was not provided
assistance by two people as ordered for all transfers and care. A CNA did
not follow the care plan and took the resident to the bathroom by herself.
The resident fell, breaking her leg, and was admitted to the hospital. The
facility did not follow elopement protocol with another resident known to
exhibit wandering behavior. Staff also failed to ensure that ordered geri-
sleeves and Geri-legs to prevent skin tears were applied to another
resident. The resident was to wear them at all times, but needed extensive
staff assistance with dressing and personal hygiene. Surveyors saw the
resident without the Geri-sleeves and Geri-legs on multiple occasions over
the course of the survey.

The facility received another deficiency on May 13, 2010 for failing to
develop comprehensive care plans. One resident was assessed as needing
a restraint to prevent him from getting up on his own and walking. His
current care plan did not include a restraint. Another resident known to be
at risk of falling and elopement had no care plan in place to adequately
provide supervision. Another resident’s initial assessment on January 12,

2010, showed a need for urinary incontinence to be addressed in the care
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(d)

(e)

plan. As of May 11, 2010, the facility had not developed a care plan for
urinary incontinence. The facility received a separate deficiency for not
addressing this resident’s incontinence even though the resident was a fair
candidate for a restorative bladder program when first assessed.

On June 10, 2011, the facility received a deficiency for failing to provide
personal care and grooming in a manner that enhanced residents’ dignity.
One resident’s fingernails were long, jagged, yellowed, and dirty. The
resident’s thumbnails were at least a half inch above the skin. The resident
had a significant amount of facial hair that was dirty. Another resident
was seen by surveyors sitting in her reclining chair in a corridor for three
hours wearing a shirt stained with fruit punch from breakfast.

On July 27, 2012, the facility was given a deficiency for failing to
adequately supervise two residents at risk for falls, and for failing to
follow safety interventions for another resident. One resident’s care plan
included a number of fall precautions as of February 2012, including
moving his room closer to the nurses’ station for increased supervision.
However, the resident had ten falls from February 6, 2012, to July 24,
2012, when the resident sustained an injury that required a trip to the
emergency room. The staff had still not moved the resident’s room closer
to the nurses’ station for increased supervision. Another resident was
admitted with a history of falls. The care plan specified several fall-
prevention measures. However, the resident fell sixteen times between

admission to the facility on March 13, 2012, and the date of the survey
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(July 27, 2012). Surveyors found that the precautions specified in the care

plan had not been consistently taken. On May 26, 2012, the resident fell

and hit his head after asking a CNA for help repositioning and being told

to “wait a minute.”

On June 7, 2013, the facility received a deficiency for failing to

thoroughly investigate falls to ensure that safety interventions were

functioning and for failing to evaluate the need for increased supervision

for two residents. One of these residents fell foﬁr times between December

16,2012, and March 5, 2013.

On June 18, 2015, the facility received a number of deficiencies relating to

failures to provide adequate Basic Care, including:

o Not ensuring that care plans were revised in a timely manner to
reflect four residents’ current needs, including Basic Care
needs. For example, one resident’s care plan showed the resident
was to receive a mechanical soft diet, needed assistance with
walking, and was receiving physical therapy, occupational therapy,
speech therapy, and psychiatric services. The resident had not
received these services for an extended period of time, could only
handle a pureed diet, and had not been able to walk since at least

November 2014;

. Failing to keep accurate and complete clinical records. One
resident’s CNA records were missing documentation regarding

safety devices and measures, urinary incontinence care, skin care,
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and meal supervision. Additionally, ‘staff erroneously documented
that there were two fall mats in place when there was only one, that
there was an air mattress on the bed when there was not, and that
incontinence checks were done every two hours when, in reality,

incontinence care was provided only every three hours;

Failing to implement safety measures to prevent falls and skin

injuries for three residents;

Failing to thoroughly assess and provide care to residents to
maintain as much bladder function as possible. Three residents
were frequently incontinent of urine, but the facility could not
demonstrate that bladder assessments had been completed for

months, and no interventions had been developed or implemented,;

Failing to follow physician and therapist orders to help with range
of motion. Staff did not apply and remove hand splints at the

correct times;

Failing fo assist two residents with eating. Staff served one resident
lunch without using the ordered lip plate and lidded mug. The
resident also had visible food spillage on the front of her clothing.
Staff did not assist another resident to drink from her lidded cup,
even though she had upper extremity limitations in range of

motion.
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183.  The omissions of Basic Care documented in DOH deficiencies at Reading are, on

information and belief, representative of typical conditions at this facility, based on the OAG’s

analysis of Reading’s self-reported staffing data.

P.

Omissions of Care at Golden LivingCenter — Rosemont

184. Confidential Witness #29 is the sister of a woman who has resided at Rosemont

from late 2014 through the present. She visits her sister at least twice a week, during which time

she is able to observe her sister’s condition and the care that she receives.

185.  According to Confidential Witness #29:

(a)

(b)

(d)

Her sister needs assistance with bathing, dressing, getting around,
performing personal hygiene, and getting to the bathroom. She could
walk with the assistance of a person when she entered the facility, but her
mobility has declined significantly since then.

She has attended several care plan meetings with facility staff, where they
explained what care would be provided to her sister. However, the facility
does not provide the care described in the care plan.

Staff rarely respond to the call light, so instead, her sister yells out when
she needs help. Staff members get to her when they can, and she often
waits a long time. She often tries to do things on her own, because she is
waiting so long, and she has suffered several falls as a result.

Her sister wears diapers, and it seems like everyone in the facility wears
diapers as well. Her sister can get to the bathroom with assistance, but
staff members do not come and help her in time. A nurse once proposed
that she be given toileting assistance every 2 hours as a measure to prevent

her falls. However, this does not seem to be happening. She also gets
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(e)

®

upset because she has to wait a long time for staff to change her when she
has an accident. There is often an overpowering smell of urine and stool
from her diaper. Many times, her clothes are soaking wet as well, because
she is sitting in her wheelchair in a wet diaper.

Her sister only receives beverages at mealtimes. There is no cup or
pitcher of water in her room at other times of the day. She is able to eat on
her own, without assistance, but there are sometimes only two staff
members on the entire floor during mealtimes. Sometimes no staff
members are available to assist residents who need help eating their meals.
Her sister often appears to be overmedicated when Confidential Witness
#29 visits. She has arrived to the facility for a visit on several occasions
and found her sister drooling and slouched over, with her eyes fluttering.
This is not her sister’s normal baseline condition. She Believes that they
overmedicate her sister so that staff members do not have to provide her

with care.

186. Inspectors from DOH have also found that Rosemont violated state and federal

nursing home regulations by failing to provide Basic Care. For example:

(2)

On June 4, 2010, the facility received a deficiency because a care plan had
never been developed to address a resident’s incontinence. The resident
was not being monitored, nor was a plan being developed to promote
continence. The staff were aware of his incontinence but were not

consistent in meeting his needs.

94



(b)  On August 9, 2010, the facility received a deficiency for failing to
supervise residents. Two residents with a history of wandering left the
building; the police department called forty minutes after they were last
seen to inform the facility that they had been found on the street five
blocks away. One of the residents had to be admitted to the hospital for
loss of consciousness.

(©) On April 26, 2012, the facility received a deficiency because a resident’s
fingernails had not been trimmed as requested by the resident.

(d) On April 11, 2014, the facility received a deficiency for failing to provide
special eating equipment and utensils to residents who need them.

187.  The omissions of Basic Care described by witnesses and documented in DOH
deficiencies at Rosemont are, on information and belief, representative of typical conditions at
this facility, based on the OAG’s analysis of Rosemont’s self-reported staffing data.

Q. Omissions of Care at Golden LivingCenter — Scranton

188.  Confidential Witness #30 is the son of a woman who resided at Scranton from
2013 to 2015. Sometimes he was able to visit a couple of times each week; other times, there
may have been a few weeks between visits. He visited at varying times of the day and stayed
around an hour at each visit, during which time he was able to observe his mother’s condition
and the care being provided to her.
189.  According to Confidential Witness #30:
(a) His mother was wheelchair-bound and unable to communicate, and she
needed assistance with all activities of daily living.
(b) When Confidential Witness #30 visited, his mother was always in the day

room, with around 6 to 10 residents. CNAs would come in and out of the
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(©)

(d)

(e)

room periodically. His mother was usually sitting alone, by the window.
She did not have water available to her in the day room. Even if there was
a pitcher of water in the day room, she would not have been able to use it
to refill her cup. Sometimes, when he arrived for a visit, she would be
chewing on an empty plastic cup.

His mother was often not kept clean. Her wheelchair, Velcro belts, and
clothes were often caked with food and crumbs. Her hair was often greasy
and unclean.

When she was wearing her dentures, they were filthy. Eventually, staff
members left her dentures out of her mouth. After that, her food had to be
pureed. At meal times, CNAs would puree her food, put it in a cup, and
leave the cup in her hand. She would put the cup to her mouth to try to
drink it, but much of the food would run down her front onto her clothes
and wheelchair. She also received nutrient drinks to help make up for
missing nutrients, but she needed help drinking these as well.

Confidential Witness #30 does not think CNAs always stayed with his
mother throughout her meal, because there were too few staff on duty to
help her. He worries that she did not get enough food. She lost over thirty
pounds during her two years at the facility.

His mother was supposed to receive oxygen 24 hours per day. Several
times, when he visited, he would discover that her oxygen tanks were
empty. Later, the facility started using an oxygen machine, which could

run constantly without the need for tanks. However, he noticed several
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times that the machine’s filters were filthy. It was easy to clean the filters,
but apparently this was not done. Once, when he visited, he found his
mother chewing on the oxygen machine’s electrical cord. It was not
plugged in at the time, so she was not in danger of electrocution, but this
also meant she was not receiving oxygen.

190.  Confidential Witness #31 is the daughter of a woman who has resided at Scranton
from 2013 to the present. She visited 3-4 times per week in the beginning, and she now visits
weekly. She usually visits for 2-3 hours in the evenings, and she is able to observe her mother’s
condition and the care she receives.

191.  According to Confidential Witness #31:

(a) Her mother needs assistance with bathing, dressing, and getting to the
bathroom. She could walk independently and go to the bathroom
independently when she entered the facility, but now she is wheelchair-
bound and has been placed in a diaper. She is not incontinent—she can
use the bathroom if someone assists her—but she has been in diapers for
several months.

(b) The facility does not seem clean when Confidential Witness #31 visits.
There is a strong odor throughout the facility. She has complained to the
DOH about the cleanliness of the facility before, and the facility was
spotless for a couple of weeks after their investigation. However, soon
afterwards, it went back to the same unclean state as before.

(©) Her mother is a fall risk and has fallen a number of times while at

Scranton. However, staff do not consistently implement her fall
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(d)

(e)

®

€:9)

(b

precautions. She is supposed to have an alarm clipped to her shirt, but it is
not clipped on half the time. The alarm on her wheelchair is often
switched off or has the batteries hanging out of it. At least one time, when
she visited, the floor mat next to her bed was not there, and she had to ask
for it to be put back in place.

Her mother is not provided with water at night. She could drink a glass of
water on her own, without needing help, but there is no pitcher of water
available to her at night.

Confidential Witness #31 never sees staff provide assistance to residents
with eating their meals, even when they need assistance. She sees staff
place meal trays in front of residents, provide no assistance to help them
cat, then come back later and take the trays away even though the
residents have been unable to eat. She has seen this at least a couple of
times per month since her mother has been staying there. She has never
observed staff assisting residents at mealtime in the dining hall.

She has observed call lights on for up to three hours, on occasion, without
a response from staff.

Confidential Witness #31 does not believe her mother ever received any
walking exercises or assistance walking with a walker. She could
ambulate on her own when she was admitted, but she has declined, and
she is now wheelchair-bound.

Her mother’s appearance is usually not tidy when she visits. She

sometimes has stuff on her face or crumbs on her clothes, her shirt is dirty,
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and her nails are dirty underneath. Her dentures are not brushed or cared
for. She is supposed to be showered twice per week, but this is not
enough; Confidential Witness #31°s sister used to come in and give her
mother extra showers, but the facility will not allow this anymore.

(1) Her mother often suffers injuries—bruises, gashes on her head, and black
eyes—which the facility says are the result of falls. She does not
understand why her mother falls so much, and she has repeatedly asked
Golden Living to provide physical therapy to her mother to address this.
Recently, her mother hurt her ankle, and it was swollen and turning dark
red. Confidential Witness #31 asked staff to seek treatment, but they said
it was not an infection. Her mother did not receive treatment until
Confidential Witness #31’s sister—who works at a hospital where the
Golden Living doctor also works—contacted the doctor directly to get
assistance. Confidential Witness #31 is sometimes afraid to leave her
mother there, because of the injuries she has sustained.

192.  Inspectors from DOH have also found that Scranton violated state and federal
nursing home regulations by failing to provide Basic Care. For example:

(a) On October 26, 2007, the facility received several deficiencies. The
facility was cited for not providing sufficient nursing staff, which was
demonstrated by several incidents. One resident was supposed to be
supervised and helped at breakfast, but was seen by surveyors alone in his
room eating breakfast. The facility did not assist two residents with

personal hygiene; one had long fingernails that left indentations on the
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(b)

(©)

(d)

©

palm of his left hand. Another resident fell out of bed during incontinence
care. A CNA turned the resident on her side, removed her soiled brief,
turned to throw it away and left the resident on her side; the resident fell
out of bed and hit her head on the floor, bruising her forehead and left eye,
and had to go to the emergency room. Further investigation showed that
the facility had not provided the number of staff this resident needed for
bed care and bed mobility, which was the direct cause of her fall from the
bed.

The facility received another deficiency on October 26, 2007 for not
devising a repositioning and care plan to prevent skin breakdown for a
resident.

On February 22, 2008, the facility received a deficiency for failing to
maintain adequate grooming, hygiene, and a dignified personal
appearance. The surveyors discovered that the resident did not receive a
shower or tub bath twice weekly, even though it was facility policy.

On May 15, 2008, the facility received é deficiency for failing to
consistently provide range of motion exercises for two residents. The
facility also received a deficiency for failing to provide adequate staff
supervision to prevent a resident from falling even though she was known
to repeatedly go to the bathroom alone.

On July 11, 2008, the facility was given a deficiency for not providing

adequate personal hygiene and grooming services for three residents. Two
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(h)

residents were seen with dirty, long, and jagged fingernails, and the third
resident was observed with facial hair on her chin.

On July 11, 2008, the facility received a deficiency for not consistently
providing pressure-reducing measures. CNAs were supposed to use heel
pillows for a resident when she was in bed and put the resident on a
pressure-reducing cushion when out of bed. Surveyors saw the resident in
her wheelchair in the dining room without the cushion in place.

On November 14, 2008, the facility was given a deficiency for failing to
consistently provide a resident with planned pressure reducing measures
and skin protection devices. Throughout the survey, the resident was either
in his bed or wheelchair without his ordered elbow protectors, and his
mattress was not programmed to the correct setting based on the resident’s
weight. The facility received another deficiency because a resident’s
toileting schedule was not being followed. The resident was supposed to
be offered the toilet or a bedpan before breakfast, midmorning, before
lunch, mid-afternoon, after dinner, 11 p.m., 12 a.m., and every two hours
through 6 a.m. if awake and upon request. Surveyors saw the resident on
November 12, 2008, between 10:30 a.m. and 12:40vp.m., and on
November 13, 2008, between 9:45 a.m. and 12:40 p.m. The resident was
not offered toileting during these times. The DON confirmed that the
resident was not being toileted as scheduled.

On November 14, 2008, the facility received a deficiency for not

adequately supervising a resident to prevent a fall for one resident and
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failed to implement an identified safety intervention for another. Both
residents had a history of falls and were known to be fall risks. The first
resident had been identified as a fall risk and had a history of falls during
the late evening and early morning hours. There was no evidence that the
facility provided sufficient supervision during those time periods, when
CNAs were responding to call lights or making rounds, to prevent falls. As
a result, the resident was without direct supervision in the dining room
during the early morning hours of October 8, 2008, and fell, sustaining
serious injury. The other resident had a history of falls and his care plan
was updated to ensure he was not left alone in his Geri Chair.’ Surveyors
observed him on multiple occasions alone in his room seated in his Geri
Chair.

(1) On October 2, 2009, the facility was given a deficiency for failing to
provide adequate supervision to a resident at risk for repeated falls, relying
instead solely on alarms to prevent falls.

(0)  On April 20, 2010, the facility received a deficiency because a resident
was not fed or dressed. The resident’s lunch tray was left uncovered for
over an hour after it was delivered at 12:15 p.m., and he had not been,
helped to eat it. He was not yet dressed for the day, as of 1:07 p.m. A
CNA who was collecting trays noticed that the resident was sleeping in his
hospital gown and his uncovered meal tray was untouched. She said he ate

better when he was up, dressed, and in the dining room, so she dressed

? A “Geri Chair” is a geriatric recliner — a reclining chair on wheels often used by elderly or
mobility-limited residents.
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him and took him to the dining room at 1:15 p.m. The meal tray was not
reheated, nor was a new meal tray gotten for the resident.

On October 22, 2010, the facility was given a deficiency for failing to
adequately train CNAs to perform ROM exercise programs. CNAs said
they did not feel comfortable doing restorative tasks because they were not
trained to do so and could not demonstrate competency in restorative
nursing as required, and a resident was losing the use of both legs because
the restorative nursing program exercises were not done on a daily basis.
The facility received another deficiency when one resident was seen
without ordered hand splints. The facility also received a deficiency for
not providing safety measures and enough staff supervision to prevent
repeated falls and injuries for two residents.

On December 20, 2012, the facility received a deficiency because there
was no documentation to show that toileting was being offered to a
resident. The facility was also missing documentation of the rationale
behind the resident’s toileting schedule to ensure incontinence care
coincided with the resident’s bladder habits and was timed at intervals to
prevent incontinent episodes. The facility received another deficiency
when a resident’s repositioning records showed that staff did not
document repositioning on 57 occasions in October 2012, 59 occasions in
November 2012, and 19 occasions in December 2012. There was no
evidence to suggest staff had repositioned the resident at those times.

Another resident’s records were missing 65 occasions of repositioning.
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Another resident’s CNA records were missing documentation on several
occasions that the resident’s side rails for repositioning were in place, bed
alarm was in place when in bed, chair clip alarm was in place when in her
wheelchair, pressure-reducing cushion was on her chair, pressure
redistribution mattress was used, protective barrier cream was applied
after every incontinent episode, or non-skid socks were placed on her feet
at all times.

On May 7, 2013, the facility received a deficiency for not maintaining a
clean environment, leaving residents at risk of infection. A urine collection
device was seen on top of a toilet shared by three residents. The toilet in
another resident bathroom was soiled with feces in and around the bowl,
and a pair of used gloves was on the floor.

On November 1, 2013, the facility received a deficiency for not following
planned pressure sore interventions, including using a pressure-reducing
wheelchair cushion, repositioning every two hours, and a pressure
reducing mattress. The wheelchair cushion was to be checked for proper
inflation. The resident’s family reported that the staff was not checking the
cushion or repositioning the resident when he was uncomfortable, nor
were they using the “communication book” consistently. The resident does
not speak, and uses a special “communication book/board” to convey his
needs and symptoms. A CNA told surveyors she did not‘ know how to use

the “communication book.”
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193. The omissions of Basic Care described by witnesses and documented in DOH

deficiencies at Scranton are, on information and belief, representative of typical conditions at this

facility, based on the OAG’s analysis of Scranton’s self-reported staffing data.

R.

Omissions of Care at Golden LivingCenter — Shippenville

194.  Confidential Witness #32 is the daughter-in-law of a man who resided at

Shippenville on and off for several years, including the full year prior to his death in 2014. She

and her family visited him at least twice per week for most of that year, during which time she

was able to observe his condition and the care that he received. For the last week and a half of

his life, her family provided around-the-clock care for him.

195.  According to Confidential Witness #32:

(@)
(b)

(c)

(d)

Her father-in-law needed assistance with all activities of daily living.

He was unable to dress himself, and whenever they visited, he was always
in the same clothes. On nearly every visit, she and her husband cleaned
him and changed his clothes.

He could have used the bathroom with assistance from staff, but instead
they gave him urine bottles to use in his bed. Most of the time, he had two
or three completely full urine bottles sitting on his dresser when they came
to visit. The facility started putting him in diapers as well, later in his stay.
When they visited, he was often soaked from his mid-chest down to his
toes, indicating to them that he had been lying in wet briefs for a long
time.

There was rarely water in his room. The facility gave him a mug with a
lid, but it was usually empty. Confidential Witness #32’s husband would

go get ice for his father when they visited and found the mug empty.
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(e)

¢

She does not think the' facility ever showered her father-in-law; they just
gave him sponge baths every two weeks or so. He did not seem clean
when they visited. His face and ears were dirty, and he had build-up on
his skin. Family members had to cut his nails for him. Staff members did
not clean his dentures properly, brushing them while they were still in his
mouth.

When he was nearing the end of his life, the family decided to provide
much of his care themselves. Confidential Witness #32’s sister was an
experienced CNA, and she came in to assist them. When she took his
dentures out to clean them, they saw that the build-up of material in his
mouth was terrible. It was a half-inch thick, and the smell was so bad that
everyone in the room gagged. When they bathed him, big clumps of dirty
material would come off of him, and the smell was terrible. She does not

think facility staff had even been wiping him down prior to that.

196.  Confidential Witness #33 is the daughter of a man who resided at Shippenville for

three months in 2014. She and her family members visited him nearly every day, for many hours

per day, during which time they were able to observe his condition and the care that was

provided to him.

197.  According to Confidential Witness #33:

(a)

(b)

Her father suffered from a degenerative disease and needed assistance
with all activities of daily living.
After observing how deficient the care was during his first two weeks at

the facility, Confidential Witness #33 and her mother and sister
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(©)

(d)

(e)

determined that a family member needed to be present at the facility
constantly to make sure he was cared for. Among the three of them, they
were able to make sure that someone was there with him several hours
each day.

Family members provided essentially all of his Basic Care: washing his
face, shaving him, using a washcloth to clean his back and arms, cutting
his hair and nails, and applying deodorant. Confidential Witness #33 went
to the linen room herself to get supplies so she could change him into a
clean gown and change his towels and pillow cases. Family members
were not able to take him to the toilet, however. For most of his stay, he
could stand with assistance, but not walk. Even standing became more
difficult, and he needed tov be moved with a Hoyer lift. The family felt
they should not be operating the lift. Thus, they relied on staff for this.

On a handful of days, no one from the family was able to visit. When they
arrived the next day, they found that he was not shaved, his teeth had not
been brushed, his hair had not been brushed, and his face was not washed.
Confidential Witness #33 does not believe the facility provided any Basic
Care on the days when they did not come in and do it themselves.

Because of his condition, her father had good days and bad days. On good
days, he could say when he needed to go to the bathroom, and his family
could use the call bell to seek assistance from staff to take him. However,
they had to wait so long for a staff member to respond to the call bell, he

often became incontinent.
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On average, they waited around 30 minutes for staff to respond to the call
bell. However, sometimes they waited as long as an hour. They usually
went out to look for a staff member after waiting for 10 minutes or more,
but they typically had to wait even after finding someone until that person
was available.

Family members also made sure he had water to drink, because staff never
came in to see if he needed water. Family members fed him his meals at
lunch and dinner once his condition declined and he could no longer eat
on his own. They got him Ensure supplement drinks when he had not

eaten well. Staff did not help with any of these things.

198.  Inspectors from DOH have also found that Shippenville violated state and federal

nursing home regulations by failing to provide Basic Care. For example:

(2)

(b)

On August 8, 2008, the facility received a deficiency for waking residents -
up during the 11 p.m. — 7 a.m. shift to perform skin assessments. Residents
had complained during Resident Council meetings and directly to
surveyors about being awakened in the middle of the night.

On July 19, 2013, the facility received a deficiency for failing to reassess a
resident after a significant decline. The resident declined from limited to
extensive assistance with eating, urinary function declined from
occasionally incontinent to frequently incontinent, and the resident had a
change in his/her range of motion. The facility received another
deficiency for failing to complete bowel and bladder assessments to try to

help maintain or improve continence. Two residents’ assessment forms
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(c)

(d)

were incomplete and did not indicate how the facility would develop a
plan to treat the levels of incontinence.

On June 6, 2014, the facility received a deficiency for failing to provide
proper hygiene care for a resident with an indwelling urinary catheter.
Staff was to provide care to clean around the resident’s catheter every
shift: cleansing the perineum with soap and warm water, taking care to
wash from front to back, cleansing well at the catheter insertion area, and
rinsing. Surveyors observed a CNA apply a “no-rinse” soap to a warm
wash cloth and intermittently wipe from back to front, putting the resident
at risk of a urinary tract infection.

The facility received another deficiency on June 6, 2014 for not providing
planned restorative nursing. A resident was supposed to wear a splint on
the right hand after morning care for four hours, then staff was to move
the splint to the left hand for four hours, with the process repeating.
Surveyors saw resident in bed at various times without the splint applied

on either hand, as ordered. '

The omissions of Basic Care described by witnesses and documented in DOH

S.

deficiencies at Shippenville are, on information and belief, representative of typical conditions at

this facility, based on the OAG’s analysis of Shippenville’s self-reported staffing data.

Omissions of Care at Golden LivingCenter — Stenton

Confidential Witness #11 worked as a CNA at Stenton from 2004 to 2010. She

usually worked the daytime shift, from 7 a.m. to 3 p.m., and she was typically responsible for 11-
12 residents. However, when the facility was short-staffed, which happened frequently, she was

responsible for as many as 15 residents on that shift.
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201.

According to Confidential Witness #11:

(a)

(b)

(c)

(d)

(e)

She was supposed to have all the residents up and ready in time for
breakfast by 8 a.m. However7 this was impossible, because she had so
many residents to take care of. Residents had to eat breakfast in their
rooms in their pajamas, instead of going to the dining room for breakfast.
CNAs were expected to dress each resident in 10 minutes, but in reality, it
took about 30 minutes to dress each one. Because the CNAs were so
rushed when getting the residents dressed, their clothing sometimes didn’t
match, or the CNAs did not have time to put residents’ socks on.
Confidential Witness #11 was not able to get all the residents up and
dressed for the day until around 2 p.m. each day.

Stenton was constantly short on supplies — typically briefs and soap.
When the facility was short on briefs, CNAs would have to go looking for
briefs that would fit their residents in other rooms and on other halls.
Residents usually had to wait around 20 minutes for a response to a call
light. Confidential Witness #11 often found residents in distress because
they had activated their call lights and waited too long for a response. She
remembers one incident when she responded to a call light, and the
resident was very upset because she had waited too long and had gone to
the bathroom on herself.

It was very difficult to reposition residents every two hours, as she was

trained to do. Confidential Witness #11 and other CNAs frequently used
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Hoyer lifts' to reposition residents by themselves, even though they were
supposed to get a second person to help, because they were not able to
wait for help. Confidential Witness #11 occasionally found residents who

did not seem to have been repositioned or checked on for an entire shift.

202. Confidential Witness #12 worked as a CNA at Stenton from 2009 to 2011. She

usually worked the 7 a.m. to 3 p.m. shift, and she was responsible for 13-16 residents.

203.  According to Confidential Witness #12:

(a)

(b)

(©)

She did not have enough time to finish everything she was supposed to
finish. There was no time to chat with a resident or even wish them a
happy birthday. She once got in trouble for spending 15 minutes with one
resident; the administrator told her this was too much time to spend.
Confidential Witness #12 felt that because many residents were in their
last days, they needed more comfort than this.

She was supposed to reposition residents every two hours, but she was not
able to do this. Heavy residents who required two CNAs to reposition
them would only be moved once, if at all, during a shift. Other residents
were moved, at most, twice per shift. She remembers residents getting
pressure sores.

Most of her residents were incontinent. According to facility policy, these
residents were supposed to be changed every hour and a half, but

Confidential Witness #12 was not able to change them that often; she

10 “Hoyer lifts” are devices used to lift and transfer residents in and out of bed. They must
be operated by two people to be safely used. However, CNAs sometimes use Hoyer lifts by
themselves when another CNA is not available to assist, risking injury to themselves and to

residents.
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thinks they may have waited as long as 5 hours between changes. There
were several times when she found residents who had not been changed
for an entire shift. Once, during a day shift, a CNA found a resident at 11
a.m. who had not been changed since 1 a.m. — the resident was lying in a
soiled diaper for 10 hours.

(d) She wrote down in resident records that she finished tasks she did not
really finish. She was not told to do this, but she and the other CNAs lived
in fear of the administrator. They would be written up if they did not
finish all their work, but there was no way they could finish everything.

(e) DOH inspections happened around the same time every year, and the
facility knew when they were coming. The facility would get more staff
for the inspection, and the nurses would help out more than usual on the
floor.

204. Confidential Witness #13 worked as a CNA at Stenton from 2009 to 2012. He
usually worked the 7 a.m. to 3 p.m. shift and the 3 p.m. to 11 p.m. shift, and he was responsible
for 13-15 residents on both shifts. He sometimes worked the overnight shift (11 p.m. to 7 a.m.),
and he was responsible for as many as 23 residents on that shift.

205.  According to Confidential Witness #13:

(a) He was supposed to get the residents up and dressed by 8 a.m., but this
was impossible. There was no way to get 13-15 residents up and dressed
in one hour. Instead, he got the residents who needed assistance eating up

and dressed, and took them to the dining room. The rest of the residents
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(b)

(d)

()

had to eat breakfast in their rooms. The residents were usually all up and
dressed by 10:30 a.m.

Confidential Witness #13 regularly found residents saturated in urine
because they had not been changed in hours. This usually happened when
he arrived in the morning, because there was not enough staff on the
overnight shift to change the residents.

The facility was routinely short on supplies — mainly shampoo, wash
cloths, and diapers. When they were short on shampoo, CNAs would use
soap to wash the residents’ hair. When they were short on wash cloths,
the CNAs would rip towels or sheets apart to make wash cloths. When
they were short on diapers, the CNAs would look for diapers to borrow
from other residents to fill the gaps, or placé extra linens underneath the
residents for extra padding. One day, in 2012, the facility had only one
box of diapers (containing 24 diapers) for 94 residents. DOH came to -
investigate a few days later, but by then, the facility had enough supplies.
CNAs frequently went off-site with residents for appointments, and they
would be gone for 1-4 hours. When this happened, the facility did not
place an additional CNA on the floor, so the CNAs who remained had to
care for even more residents than usual.

Administrators knew ahead of time when a DOH inspection was about to
take place. They would hold a meeting right before each inspection and |
say that they had heard the facility would be inspected in a few days, and

that the staff should get the facility clean. On inspection days, everything
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was clean and perfect, everyone was helpful, and supplies were fully
stocked. The Administrator would even put out new socks for the
residents. There were also more staff on duty on inspection days. The
facility would bring in CNAs who were part-time or who usually worked
other shifts. Because everyone helped out on inspection days, the CNAs

would only have to be responsible for about 7-8 residents each.

206. Inspectors from DOH have also found that Stenton violated state and federal

nursing home regulations by failing to provide Basic Care. For example:

(2)

(b)

(©)

During the annual licensure survey completed on September 26, 2008, a
resident who was totally dependent upon staff for hygiene and bathing was
not clean shaven over the three days that surveyors were at Stenton.

On October 23, 2008, during a survey in response to an incident, Stenton
received a deficiency for failing to adequately supervise a resident who
was identified as a risk for falling, and who sustained a fracture and
required surgery after falling when left unattended in a bathroom. The
resident required extensive assistance with transferring, walking, dressing,
hygiene, and incontinence care. The resident was to receive incontinence
care every two hours and as needed, and a mechanical lift and the
assistance of two staff members were required when transferring this
resident.

Stenton was given a deficiency during a complaint survey on June 8, 2009,
for failing to maintain hygiene and dignity of residents. During a tour of

the facility, two residents told surveyors they were upset because bed
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(d)

(e)

sheets were being used instead of incontinence briefs because no briefs
were available. Surveyors looked in the rooms of seven residents who
used incontinence products, and none was available. The supply room
only had one pack each of the three sizes of briefs. An employee said that
those were the only briefs in the facility until the next delivery day.
During the annual licensure survey on September 20, 2011, the facility
received a deficiency for failing to provide adequate eating assistance. A
resident requiring one-on-one assistance with eating and a specific eating
method was observed with his tray of food between 12:30 and 1:00 p.m.,
but with no assistance.

On November 17, 2011, surveyors conducted a survey in response to two
complaints and a revisit for deficiencies found during the annual licensure
survey on September 20, 2011. Several deficiencies were found, including
the failure to provide an adequate number of bath towels to residents on all
living areas. The first floor nursing unit only had six large bath towels for
42 residents; the second floor nursing unit only had five large bath towels
available for 52 residents. A laundry aide showed the surveyor a bath
towel that had been cut in half and was being used to dry residents.
Several CNAs told sufveyors that the bath towel supply had been an
ongoing issue for several weeks and that residents had not been able to get
showers because bath towels were not available. Nine residents were

interviewed and were frustrated that they were not able to receive showers
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on scheduled shower days and that they had to use wash cloths to dry
themselves.

The facility received a deficiency on November 29, 2012 due to a resident
elopement that went unnoticed for hours. A resident went missing from
Stenton on October 6, 2012. The Director of Nursing was interviewed
during this éuwey and was unsure of the times, but believed that the
resident left the facility at 10:00 a.m. on October 6, and it was not until a
family member called the facility at 4:00 p.m. that they learned the

resident had left the facility.

207.  The omissions of Basic Care described by witnesses and documented in DOH

deficiencies at Stenton are, on information and belief, representative of typical conditions at this

facility, based on the OAG’s analysis of Stenton’s self-reported staffing data.

T.

Omissions of Care at Golden LivingCenter — Summit

208.  Inspectors from DOH have found that Summit violated state and federal nursing

home regulations by failing to provide Basic Care and failing to keep accurate records. For

example:

(a)

During the annual licensure survey completed May 2, 2008, Summit
received deficiencies for dehydration of residents and late delivery of
meals and drinks. The dietitian and administrator told surveyors that
meals were not served consistently as scheduled, and not within 15
minutes of the posted meal times. A resident told surveyors that he was
not always provided with ice water, nor did he receive cranberry juice at
breakfast as ordered by his physician to prevent urinary tract infections.

The medication administration record said the resident had been provided
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with cranberry juice at each meal, but surveyors noted that there was no
evidence to indicate the resident actually received and consumed
cranberry juice.

(b) Surveyors found on a complaint survey on March 12, 2009 that Summit
had failed to ensure that each resident received the appropriate treatment
and services to restore as much normal bladder function as possible. A
resident, prior to admission to the facility, used the toilet and was
continent of both bowel and bladder. After surgery for leg amputations, a
Foley catheter was used for a while, and then discontinued. The resident
told surveyors she feels embarrassed when the staff changes her briefs
because she cannot get to the bathroom without the assistance of two staff
members now and is frequently incontinent. Surveyors found that there
was no evidence that after the Foley catheter was removed that any efforts
were made to restore as much normal bladder function as possible through
bladder retraining. Another resident, who required assistance of two staff
members for toileting, was incontinent of urine occasionally, but was a
candidate for a bladder retraining program to restore as much bladder
function as possible. However, no such program had ever been
implemented for this resident.

() The facility was cited again on April 23, 2009 for failing to correct these
deficiencies from the March 12 survey and for the unjustified use of a

catheter for a third resident.

117



(d)

(e)

The April 23, 2009 survey also revealed failure to implement pressure sore
interventions at Summit. A resident with a Stage II pressure sore and who
required extensive assistance with mobility and repositioning was to be
repositioned at least every two hours, per facility policy and the resident’s
individual care plan. A CNA noticed a small open area on the resident’s
buttocks on March 20, 2009, but the pressure sore was not described in
any nurse’s notes on the ’lfollowing days. The resident’s repositioning
documentation showed that on March 20, 2009, from 1:30 p.m. — 5:00
p.m., the resident was not repositioned off her back. Summit was given a
deficiency based on the inconsistencies in the resident’s record and the
failure to follow protocol to prevent pressure sores.

Eight of the ten residents interviewed during the annual licensure and
complaint survey completed on May 28, 2010 said that it is not
uncommon to wait in excess of 10 minutes for assistance to be provided.
One resident said that staff frequently will respond to her call bell, turn it
off, say they will come back to help but do not come back. Another
resident said she doesn’t bother to use her call bell during certain times of
the day (i.e., change of shift, morning showers, meal times) because in her
experience, it is no; answered and assistance is not provided promptly.
Untimely response to call bells was a topic of discussion at several
Resident Council meetings: December 4, 2009; January 4, 2010; March

26, 2010; and May 7, 2010.
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(2)

(h)

During the survey on May 28, 2010, Summit was again given a deficiency
for failing to restore bladder function. A resident’s records contained
conflicting notes and assessment conclusions regarding a toileting
schedule. They contained no indication that the resident's bladder
incontinence was tracked to see if there was a pattern of incontinence, and
there were no individualized interventions put in place to maintain or
restore this resident's bladder function.

During a visit to the facility for a complaint on March 31, 2011, at 2:00
p.m., a surveyor observed a call bell light was lit and audibly sounding
throughout the corridors. Five minutes later, the bell was still sounding.
An RN and two LPNs were nearby, within hearing distance of the call bell
alarm. The call bell continued to ring for a further 15 minutes, when a
central supply employee went into the resident’s room and came back to
tell the nurses that the resident was requesting a bed pan. It was then that
one of the nurses left the nurse station to assist the resident with the
request for a bedpan, approximately 20 minutes after first observing the
resident's call light. The surveyor interviewed the resident at 2:30 p.m. and
the resident said, “It always seems long for someone to come when you
need the bedpan.”

During an annual licensure survey on April 15, 2011, the facility received
a deficiency for failing to maintain accurate resident records. One
resident’s clinical record showed that computerized nursing progress notes

were identical, word for word, on thirteen different occasions between
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)

September and October 2010. Documented blood pressures were identical
at the same time for three days in September 2010, even though the
Medication Administration Record for the same dates and times showed
different blood pressures. A different resident’s record also repeated the
same wording in multiple nursing entries. A third resident’s records
contained a detailed record of how many times the resident had voided on
several dates; however, this resident was unable to void due to the removal
of both the resident’s kidneys.

An inspector, while on a complaint survey on March 25, 2013, found that
a resident’s family member had filed a grievance stating that during his
visit, the resident was left in a wet and soiled brief. Another grievance
stated that a resident’s bed sheets were covered with dried feces and there
was a strong smell of urine. The surveyor found that the facility had not
addressed this grievance, nor fully resolved the concerns of the family
member.

Summit was given a deficiency during an annual licensure survey and
complaint survey on April 5, 2013 for not addressing the residents’
grievances about call bell responses. Resident Council meeting minutes
held from October 2012 through March 2013 showed residents
complaining about call bells not being answered and staff refusing to
provide care unless they were assigned to the particular resident. The
facility responses to these meeting minutes did not resolve the problems.

November 2012°s meeting minutes showed five out of eleven residents at
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(k)

the meeting said residents wait too long for call bells to be answered.
Surveyors interviewed seven residents, all of whom said they often wait
for thirty minutes or more for call bells to be answered. Two reported they
have had incontinent accidents waiting for. call bells to be answered. One
said she often uses the bathroom unassisted because she has to wait too
long for the call bell to be answered. Four residents said that staff had
walked by their rooms when the call bells were sounding, and told
residents they were too busy to help residents who were not assigned to
their care. One resident said she had waited more than thirty minutes for
her call bell to be answered, and on one occasion she waited for over an
hour.

The facility received another deficiency during this survey for failing to
document that Basic Care had been provided. One resident was to receive
passive ROM exercises twice a day, but the restorative nursing record for
January 2013 showed the resident did not receive the exercises on the 3
p.m. to 11 p.m. shift for the entire month. The resident did not receive the
exercises twice a day the entire month of February, and most of the month
of March. Another resident’s record was missing documentation that
restorative ambulation was provided on three shifts, or that the resident
was repositioned every two hours, as required. Records showed that
repositioning had not been performed on 17 occasions throughout March

2013. Yet another resident’s record showed he was to be turned and
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repositioned every two hours, but on fourteen occasions in March, it was
not documented as completed.

The facility received another deficiency relating to slow responses to call
bells during the annual licensure survey completed on May 15, 2014.
Resident Council meeting minutes and grievances from. several months in
2013 and 2014 showed that call bells were not being answered in a timely
manner, especially in the afternoon hours, and Summit had not addressed
the problem. Call bell audits were not performed consistently. One
resident interviewed said that two days after he was aamitted, he
experienced an incontinence episode and rang his call bell. Staff answered
the call bell and said they would be right back to help him, but the staff
member did not return for an hour. After he filed a grievance, he did not

hear anything from the facility regarding his complaint.

The omissions of Basic Care documented in DOH deficiencies at Summit are, on

U.

information and belief, representative of typical conditions at this facility, based on the OAG’s

analysis of Summit’s self-reported staffing data.

Omissions of Care at Golden LivingCenter — Tunkhannock

Confidential Witness #14 worked as a CNA at Tunkhannock from 2009 to 2010.

She usually worked the 7 a.m. to 3 p.m. shift. She typically was responsible for 10-12 residents,

but she often was responsible for as many as 17 residents.

According to Confidential Witness #14:

(a)

After she arrived for her shift each day, she was supposed to get 6 — 7
residents up and ready to go to the dining area for breakfast in one hour.

This meant bathing, changing, dressing, and toileting each resident in ten
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(b)

(©)

minutes. Often, residents’ bedding was soaked with urine and also had to
be changed when she arrived for her shift. It was very difficult to get all
of this done, and she frequently had to feed residents in their rooms
because she did not have enough time to get them ready to go to the dining
room. She was also unable to do a good job getting residents ready for the
day. For example, sometimes she skipped oral care in the morning. She
did not have time to provide care properly.

She was supposed to reposition residents every two hours, but there was
not enough time to do it tha;c often. She also skipped ROM exercises due
to not having enough time. She was told to count getting the residents
dressed as ROM exercises, so this is what she did.

Management knew when DOH surveyors were coming. Employees with
office jobs would come out of their offices and help on the floor on
inspection days. In her opinion, the State did not get an accurate picture of

rea] life at the facility.

212. Confidential Witness #15 worked as a CNA at Tunkhannock from 2011 to 2014.

She usually worked the 6 a.m. to 2 p.m. shift, and she was frequently responsible for as many as

18 residents. All of these residents required total care.

213.  According to Confidential Witness #15:

(a)

She had only an hour and a half in the morning to dress all of her
residents. First, she dressed the residents who required assistance eating,
because they had to eat in the dining room. Next, she would pick other

residents to dress before breakfast so they could eat in the dining room.
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(b)

(c)

(d

(e)

She was only able to dress around 9 residents before breakfast, and the rest
of the residents were not dressed until after breakfast. These residents had
to eat breakfast in their rooms, unless they were at risk of choking, in
which case they would eat in the dining room without being dressed for
the day.

Approximately ninety percent of her residents were incohtinent, and the
CNAs were supposed to check them every hour to see if they needed to be
changed. She frequently found residents who were soaking wet and
needed a complete bed change. This usually happened at the shift change.
Most of these residents had not been changed in a long time; Confidential
Witness #15 could tell this because the urine on the bed was cold.

The facility was often short on supplies — especially briefs. When this
happened, and there were not enough briefs in one resident’s room,
Confidential Witness #15 had to search for residents with the same size
briefs so she could borrow from their rooms. This took up extra time.
Residents’ call lights were supposed to be answered in 1-2 minutes.
However, residents usually waited 10-20 minutes for a response.
Residents were frequently upset about waiting too long, but there were too
many residents for the CNAs to care for to get to them more quickly.
CNAs frequently went off-site with residents to accompany them fo
appointments. When this happened, the floor was down a CNA, and the
other CNAs had to take on additional residents. Sometimes, CNAs were

gone for an entire shift.
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€9)

Resident charts were not very accurate. CNAs got in trouble if they left
the charts blank, so she and the other CNAs would just check off
information about the residents to get the charting finished. She estimates
she was able to accurately chart only about 50% of the time.

On dajs when DOH inspections took place, everything was perfect. All of
the managers and administrators helped out on the floor. There were also
additional staff members working on inspection days. Confidential
Witness #15 thought these additional staff members were CNAs who
usually worked other shifts and agency CNAs who were hired for the day

so the facility would appear to have enough staff on duty.

214.  Inspectors from DOH have also found that Tunkhannock violated state and

federal nursing home regulations by failing to provide Basic Care. For example:

@)

(b)

On March 25, 2008, the facility received a deficiency for failing to
consistently implement pressure-relieving devices for three residents who
were at risk of developing pressure sores. Each of these residents’ care
plans or physician orders specified that certain pressure-relieving devices
be applied regularly, but resident records did not show that these measures
had been consistently taken.

The facility received a deficiency on September 4, 2008 for failing to
adequately manage a resident’s incontinence and to restore or maintain her
bladder function. The resident had been evaluated and was found to be a
good candidate for a toileting program, but the evaluation process was

never completed and the program was never implemented.
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(©)

(d)

(e)

®

The facility received a deficiency on November 25, 2008 for failing to
address repeated resident concerns about slow responses to call lights.
Resident Council meeting minutes from September, October, and
November of that year included concerns about slow responses to call
lights. One resident complained of ringing the call bell for two hours after
lunch, seeking assistance getting back into bed.

On April 29, 2010, at a survey conducted by DOH in response to a
complaint, the facility received a deficiency for failing to maintain
adequate hygiene and grooming for 9 residents dependent on staff for
personal grooming assistance. The surveyor observed the residents’
fingernails to be long and jagged.

The facility received a deficiency on July 21, 2010 for failing to
adequately address resident and family member concerns about slow
response times to call bells. Residents complained that they waited in
excess of thirty minutes for a response at times. Some residents also

complained that staff would answer a call bell, would say they would

return, but then would not do so, or that staff members placed call bells

out of reach of the residents.
The facility received a deficiency on October 14, 2011 for failing to
adequately groom residents. Two residents were found to have long, dirty

fingernails.
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(g) On August 6, 2014, the facility received a deficiency for failing to specify
in a resident’s care plan that she required the assistance of two staff
members for repositioning. |

215.  The omissions of Basic Care described by witnesses and documented in DOH
deficiencies at Tunkhannock are, on information and belief, representative of typical conditions
at this facility, based on the OAG’s analysis of Tunkhannock’s self-reported staffing data.

V. Omissions of Care at Golden LivingCenter — Uniontown

216. Confidential Witness #34 is the daughter of a woman who lived at Uniontown
from 2011 to 2013. She visited her mother daily, during which time she was able to observe her
mother’s condition and the care she received.

217.  According to Confidential Witness #34:

(a) Her mother was at Uniontown for rehabilitation after she broke her hip.
She could not walk, so she needed assistance from staff with getting to the
bathroom, bathing and dressing, and getting around.

(b) Her mother waited up to 45 minutes or longer for a response to her call
light, and she often became upset because she waited so long.

() She was able to use the bathroom if someone assisted her. However, she
started having accidents while waiting for assistance to the bathroom, and
staff began putting her in diapers. She was constantly getting urinary tract
infections, and Confidential Witness #34 could tell her mother was often
sitting in soiled diapers.

(d) Sometimes, when Confidential Witness #34 visited around 10 a.m., her

mother still would not be dressed for the day.
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218.

219.

(e)

Her mother sat in a chair all day next to her bed, or sometimes staff left
her in bed all day. Confidential Witness #34 does not think they
repositioned her regularly. She had a pressure sore when she entered the

facility, and she still had it when she left the facility two years later.

Confidential Witness #35 resided at Uniontown for one month in 2014.

According to Confidential Witness #35:

(a)

(b)

(©)

She came to Uniontown after suffering strokes, and she needed assistance
with many activities of daily living, including bathing, dressing,
grooming, oral care, toileting, and walking.

She had a catheter, but she was able to use the bathroom for bowel
movements. However, the CNAs did not want to take her to the
bathroom, especially at night, when there was usually only one person for
the whole wing of 30-40 rooms. She was supposed to have two people
assist her, but it was hard for the CNAs to find a second person to help.
They always tried to get her to take herself to the bathroom using her
walker, or to use the bedpan. However, the bedpan was very painful for
her, and she was unable to go to the bathroom while on it. And although

she had a walker, no one ever taught her how to use it, and the left side of

“her body was very shaky.

The first night she was there, a CNA left her on the toilet but never came
back when she called for her using the call bell. When no one responded

to the call bell, she finally stood up herself and tried to lean out the door to
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(d)

(e)

call for help. Two other staff members did finally come in response to
that and helped her.

She received physical therapy while she was at Uniontown, but staff did
not do any range-of-motion exercises with her outside of that.

The assistance she got with grooming was inadequate. Her nails were
done only once in the month that she was there. Her armpits were only
shaved once. Once or twice, she got two baths a week, but the rest of the
time she got one bath and one sponge bath per week. She went one whole
week without receiving a bath at all. She had her boyfriend wash her face

for her and help her dress for bed.

220. Inspectors from DOH have also found that Uniontown violated state and federal

nursing home regulations by failing to provide Basic Care. For example:

(a)

(b)

On June 13, 2008, the facility was given a deficiency for failing to
maintain a safe, clean, and homelike environment in both of two shower
rooms. One toilet chair had brown stains, and another had dark yellow
liquid in the pot. The base of a toilet had a crack, which was surrounded
by a brown stain.

On June 11, 2009, the facility was given a deficiency for not incorporating
range of motion exercises into resident care plans. Two residents had
limited range of motion, though their assessments and care plans did not

reflect it or plan to correct it.
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() On May 25, 2012, the facility received a deficiency for failing to maintain
an effective call bell/light system. Surveyors saw that there was no visual
way for staff to know a resident was calling.

(d) On June 27, 2013, the facility received a deficiency for failing to provide
assistance with meals. The facility had failed to incorporate nutritional and

~occupational assessments into resident care plans to ensure that needed
mealtime assistance would be provided. One resident had a physician’s
order not to use straws because of a risklof aspiration. A CNA and the
Assistant Director of Nursing told surveyors that the resident used straws
all the time. Another resident was unable to handle cups and other utensils
without spilling due to shakiness and hand tremors from Parkinson’s. The
resident’s assessment reflected his need for extensive assistance with
eating, but his care plan did not reflect this need nor did he receive the
assistance he needed. A surveyor observed the resident in bed attempting
to self-feed; the resident’s clothing protector was covered with breakfast
food. The resident asked the surveyor for help positioning a coffee cup
and spilled the coffee.
221.  The omissions of Basic Care described by witnesses and documented in DOH
deficiencies at Uniontown are, on information and belief, representative of typical conditions at
this facility, based on the OAG’s analysis of Uniontown’s self-reported staffing data.

W.  Omissions of Care at Golden LivingCenter — Western Reserve

222. Confidential Witness #16 is the wife of a man who resided at Western Reserve for
two weeks in 2010. She visited her husband daily and spent most of the day with him.

223.  According to Confidential Witness #16:
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(a)

(b)

(©

(d)

Her husband was completely ignored by staff members. When he first
entered the facility, he could sit up on his own and use his walker to go to
the bathroom. Over two weeks at the facility, however, his condition
declined dramatically.

Staff placed his water on his nightstand, out of reach. She regularly filled
his water pitcher for him when she visited, because he was so thirsty. By
the end of his two weeks at the facility, his urine had turned brown in
color.

Staff brought in his food tray at meal times, placed it at the other side of
the room, and left it there. At first, he could get the food on his own. But
as his condition declined, Confidential Witness #16 had to start feeding
him breakfast and lunch, because no staff member helped. At dinnertime,
Confidential Witness #16 went home to care for their pets, then returned
to the facility after dinner. Upon her return, she would find her husband’s
dinner uneaten and cold, sitting across the room from her husband,
because he could not feed himself and no staff member came to feed him.
After she saw this for a few days, she started cooking him dinner at home,
bringing it in, and feeding it to him, so he could have a warm dinner.

Her husband needed help getting dressed and undressed. Because no one
assisted him, Confidential Witness #16 tried to dress him in the mornings
and undress him in the evenings. However, after a few days, she realized
she could not do this by herself. After that, her husband was left in his

dressing gown day and night.
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224,

(e)

®

His call light was not within his reach. When he needed something,
Confidential Witness #16 would ring the call light for him. They would
wait up to 30 minutes for a response. She eventually got fed up and went
to the nurse’s station to get help. The staff said they were all busy, buf
they would get to him as soon as they could.

After her husband was at Western Reserve for about two weeks,
Confidential Witness #16 came to visit one day and saw him being loaded
onto an ambulance to go to the emergency room. Facility staff told her he
needed immediate medical attention. At the hospital, they learned that he
had urinary sepsis, was severely dehydrated, and had suffered a drug

overdose.

Confidential Witness #17 is the daughter-in-law of a woman who resided at

Western Reserve from 2009 until her death in 2011. She spent the first year on the rehabilitation

floor, but she was subsequently moved to the long-term care floor, where the care was much

worse. Confidential Witness #17 and her husband visited once or twice each week, and other

family members visited several additional times each week.

225.

According to Confidential Witness #17:

(a)
(b)

(©)

Her mother-in-law was neglected and ignored.

One day, she and her husband went to the facility to visit and saw that her
mother-in-law’s mouth and teeth were dirty, and she did not appear to
have had her teeth brushed in some time. She was also very thirsty.

Her mother-in-law needed assistance getting &ressed for the day. One

time, she visited and noticed that her mother-in-law was wearing the same
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clofhes that she had been wearing during a visit two weeks prior. She
checked with other family members who had visited during the two-week
period, and they all said that she was wearing the same outfit when they
saw her. They became concerned that she had been left in the same
clothing for two weeks.

(d) They did not know how often her mother-in-law received showers, but she
was always dirty and unkempt looking. She looked as if her hair had not
been brushed for days.

(e) Her mother-in-law was able to feed herself. However, staff never took her
to the dining room for meals, so she ate alone in her room. She be‘gan to
eat less and less, and she lost around 50 pounds from the date she was
admitted to Western Reserve to the date she died.

H When her mother-in-law entered the facility, she was completely
continent. However, after she was moved to the long-term care floor, she
started wearing diapers. She asked her why she was wearing »diapers, and
her mother-in-law said she did not know, because she could still use the
bathroom.

(2) After her mother-in-law moved to the long-term care floor, staff ignored
her. She sat in a geriatric chair all day, and staff never walked or
repositioned her.

226. Inspectors from DOH have also found that Western Reserve violated state and

federal nursing home regulations by failing to provide Basic Care. For example:
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(a)

(b)

(d)

Western Reserve received a deficiency during a complaint survey on July
9, 2008, for failing to provide hygiene care. As of a complaint survey
conducted on July 9, 2008, a resident’s bathing records showed the
resident had not received a shower since July 2. The resident told the
surveyor that a shower had been scheduled for July 4, but it still had not
happened.

On October 17, 2008, Western Reserve received a deficiency for failing to
restore or maintain bladder function. A resident was assessed as usually
continent of bladder in July 2008, and in September had become
frequently incontinent. In September the resident was determined to be a
good candidate for a bladder retraining program to improve bladder
function and reduce incontinent episodes. As of the annual licensure
survey at Western Reserve completed on October 17, 2008, a bladder
retraining program had not been started.

Western Reserve received a deficiency at a survey on September 25, 2009
for failing to provide restorative nursing program interventions for eating
for four residents. A resident’s records included a restorative dining
program to help try to restore eating independence. Surveyors noted that
CNAs feeding four residents were either not aware of or did not comply
with the residents’ individual eating plans.

The facility received a deficiency on May 7, 2010 for lack of hydration
care. While conducting a complaint survey, the inspector observed several

residents from 9:30 a.m. to 10:45 a.m. without access to water. Four
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residents had no water at the bedside; two residents had water on a table
away from the bed, where they were unable to independently reach the
water. One resident told the inspector, “They don’t take care of me at all.”

(e) Western Reserve received a deficiency for failing to provide incontinence
care during an annual licensure survey on October 7, 2010. The surveyor
heard a resident’s call bell sounding at 9:00 a.m. At 9:16 a.m., a CNA
entered the resident’s room and provided a blanket, but told him he would
have to wait for the CNA assigned to him to providé incontinence care.

At 9:45 a.m., incontinence care had still not been provided. When
interviewed by the surveyor at that time, the resident said, “’I’m still wet,”
45 minutes after pressing his call bell.

63 The facility received a deficiency on January 12, 2011 for failing to
provide care to restore bladder function. A resident was assessed to be a
good candidate for a restorative program for bladder control over several
months in 2010, but the plan to increase bladder function was never made.
During a survey conducted in response to two complaints, surveyors noted
that from 9:45 a.m. through 1:40 p.m. on January 11, 2011, the resident
was not assisted to the toilet or provided with incontinence care during the
four hours of observation.

227.  The omissions of Basic Care described by witnesses and documented in DOH
deficiencies at Western Reserve are, on information and belief, representative of typical
conditions at this facility, based on the OAG’s analysis of Western Reserve’s self-reported

staffing data.
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228.

X.

Omissions of Care at Golden LivingCenter — West Shore

Confidential Witness #36 is the daughter of a woman who resided at West Shore

for three months in 2014. She visited her mother daily, so she was able to observe her mother’s

condition and the care she received. She dropped her father off in the mornings so he could stay

with her mother all day, and she rejoined them in the afternoons and evenings for several hours.

229.

According to Confidential Witness #36:

(a)

(b)

(©)

(d)

Her mother suffered from dementia and needed assistance with all
activities of daily living, including bathing, dressing, grooming, brushing
her teeth, and going to the toilet. She spent 2-3 weeks in the short-term
care / therapy unit of the facility, and was then moved to the long-term
care unit for the remainder of her stay.

Her condition declined significantly over her three-month stay at the
facility. When she entered West Shore, she was a feisty woman who
could walk with a small cane. Within a month after entering the facility,
she was confined to a wheelchair, and by the time she left, she rarely
moved or spoke.

Confidential Witness #36 and her father provided much of her mother’s
care, including helping her eat, helping her to the bathroom, clipping her
fingernails, and making sure she had clean clothes. Her father spent the
whole day with her mother each day; she visited for several hours in the
afternoons and evenings.

She ate in her room and needed assistance with her meals. However,
CNAs sometimes forgot to drop off her meal tray, and they did not

provide her with assistance eating. Instead, Confidential Witness #36 and
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her father always helped feed her. She believes that if they had not done
this, her mother would not have gotten fed.

(e) Staff frequently said her mother was refusing showers, and they once went
five weeks Wifhout showering her. Confidential Witness #36 does not
believe her mother refused showers for five weeks straight. She was
supposed to receive a bed bath every day. However, in the long-term care
unit of the facility, she was lucky to receive bed baths three times per
week.

® Facility staff never brushed her mother’s teeth. She and her father
purposefully noted the position of the toothpaste and toothbrush, so they
could tell they never moved in between their visits.

(g) Confidential Witness #36 and her father never saw staff reposition her
mother. She just sat in her wheelchair all day.

(h) Her mother had to wait at l?ast a half hour for a response to her call bell.
The wait was longer during mealtimes, because only one CNA stayed on
the hall. She could have gone to the bathroom with assistance, but she
always waited too long for anyone to come. When Confidential Witness
#36’s father was there, he would help her to the bathroom. But she was
often wet when he arrived in the mornings, so he knew she was not being
helped or changed when he was not there.

230.  Confidential Witness #37 is the sister of a man who resided at West Shore for

around two years between 2011 and 2013. She usually visited the facility 3-4 times per week for
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several hours, during which time she was able to observe her brother’s condition and the care he

received.

231.  According to Confidential Witness #37:

(2)

(b)

(c)

(d)

(@)

Her brother suffers from “locked in syndrome,” a condition that causes
him to be paralyzed and unable to speak, although he is fully aware and
can communicate by pointing to letters on a chart. He requires assistance
with all activities of daily living.

When he was admitted to the facility, staff told her that he would be kept
near the nurse’s station to be monitored at all times, that he would be
taken out of bed every day and receive lots of attention, and that he would
receive the oral care and bathing that he needed. These things did not
happen.

His room was frequently dirty, with the handrails and frame of his bed
covered in feces, dried food from his feeding tube on the floor, and his
roommate’s bed pan full of urine.

Confidential Witness #37 frequently found her brother wearing a hospital
gown when she came to visit, despite the fact that she brought him
clothing and asked staff to dress him. During her visits, she would have to
find a CNA and ask that they dress him. She does not think he was
dressed at all on days when she did not visit.

The facility did not bathe him frequently enough. He told Confidential
Witness #37, using his communication board, that he was not being

bathed, and she thinks he got one or two showers per month. He always
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(2

(h)

)

appeared dirty, with ear wax coming out of his ears, dried food caked up
around his feeding tube, and mucus, skin flakes, and other debris in his
beard. He had a beard because facility staff did not shave him, even
though she purchased an electric razor and asked them to. His fingernails
were always dirty, and the facility did not cut them. Once, she complained
to the Administrator that her brother’s nails were too long, and the
Administrator told her that clipping his nails and shaving him were
Confidential Witness #37’s responsibilities.

Her brother needed to have his mouth swabbed several times per day,
because his mouth is constantly dry because he does not eat and drink like
most people. However, staff did not do this. He often had material caked
around his mouth, and his teeth declined while he was at the facility. He -
had to have six teeth extracted after he left West Shore.

Every time she visited her brother, his diaper was full—sometimes so full
that feces leaked out of it. She always had to ask for a staff member to
come change him. She also frequently saw other residents at the facility
with wet spots on their pants, and the residents’ wheelchairs in the dining
room and activities room often had fresh puddles of urine on them.

CNAss frequently failed to put her brother’s glasses on. The only two
things he could do for enjoyment were visiting with guests and watching
TV, and he could not watch TV without his glasses.

Her brother’s physical and mental condition declined significantly while

he was at West Shore. After many hospitalizations, she was eventually
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able to move him to a different nursing home, and with better care, he has

significantly improved.

232.  Inspectors from DOH have also found that West Shore violated state and federal

nursing home regulations by failing to provide Basic Care. For example:

(2)

(b)

(©

(d)

On February 29, 2008, the facility received a deficiency for failing to
reposition a resident. The resident’s records had dozens of missing entries
documenting repositioning. The resident told surveyors that staff did not
turn her every two hours unless she asked them to.

On July 10, 2008, the facility received a deficiency for failing to treat
residents with dignity. One resident rang her call bell at 9:30 a.m.; a CNA
responded to her room at 11:40 a.m., laid the resident on her bed, removed

the covers without pulling the privacy curtain and left the room again until

11:55 a.m. The resident later activated her call light again, because she

needed to be changed. A CNA came to her room to ask the resident what
she wanted for lunch, but said she could not provide care while passing
lunch trays. She did not assist the resident with incontinence care until an
hour later.

On September 12, 2008, the facility was given a deficiency for failing to

adequately supervise residents. A resident who needed the assistance of

~ two CNAs for care was receiving care in bed from only one CNA, and fell

out of bed, face down, with injuries to nose and hips.
On November 13, 2009, the facility received a deficiency for failing to

prevent a decrease in range of motion for one resident. The resident was
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(e)

4]

(g

supposed to wear a splint on her left ankle to prevent further decline in
range of motion and help her to walk. Surveyors observed the resident
several times throughout the survey without the ankle splint.

The facility received another deficiency on November 13, 2009 for failing
to document repositioning. A resident was supposed to be repositioned
every two hours, for toileting, meals, and supervised activities every shift.
The resident’s records for September 2009 did not have repositioning
documented for the 7 a.m. — 3 p.m. shift for 10 out of 30 days, and no
documentation of repositioning whatsoever for the other two shifts. For
October and November 2009, there was no documentation of repositioning
at all.

On February 23, 2010, the facility received a deficiency for failing to
develop an updated care plan for a resident who experienced a significant
decline in bowel and bladder continence. The resident’s care plan for
January and February 2010 did not include urinary incontinence as a
problem area, nor were any interventions planned to address the decline in
the resident’s continence.

On October 21, 2010, the facility was given a deficiency for failing to
ensure that call bells were accessible to six residents. Three residents’ call
bells were lying on the floor beside their beds, one resident’s call bell was
behind her pillow, and two residents’ call bell cords were wrapped around

the side rail of their beds. Three of the residents told the surveyors they
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(h)

1)

(k)

did typically use their call bells, but they could not reach their call bells at
that time.

On January 20, 2011, the facility received a deficiency for failing to keep
a resident safe. A resident on Hospice care with end stage dementia was
left by a CNA in the dining room in her wheelchair near a heater for over
two hours. The resident was sent to the emergency room, where she was
treated for first and second degree burns.

On May 15, 2013, the facility received a deficiency for not providing
adequate supervision to prevent accidents. A resident who was a fall and
elopement risk was “found off unit” on at least one occasion and fell five
times between October 20, 2012 and April 12, 2013. The resident was to
be closely supervised and kept in view at high risk times, such as change
of shift. On April 12, 2013, around the change of shift at 3 p.m., another
resident reported to the nurse that the resident was lying on the ground
outside her window. The resident was found outside, face down, bleeding
from her face.

On May 15, 2013, the facility received another deficiency for not treating
residents with dignity by providing personal grooming services. Two
female residents had thick facial hair above their mouths and under their
chins. The Clinical Director said the residents are groomed twice per week
on shower days, but CNAs should remove facial hair immediately.

On January 22, 2014, the facility received a deficiency for failing to

provide oral care to one resident and apply TED hose (compression socks
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which help relieve leg and foot pain and promote blood circulation) to
another. A resident was to receive mouth care every shift, but there was
no documentation of mouth care having been provided on 14 shifts in
December 2013, and 11 shifts between January 1 and 22, 2014. The
resident was also to use a lip plate with all meals, but there was no
documentation of its use for 13 meals in December 2013, and 11 meals
between January 1 and 22, 2014. Another resident had physician’s orders
to wear TED hose all day, applied in the morning and removed in the
evening. Surveyors saw the resident during the survey between 11:30 a.m.
and 1:30 p.m. not wearing the TED hose. A CNA assigned to the resident
told surveyors she did not know why he did not have them on, nor did she
know where they were or if he had more than one pair.

)] On September 11, 2014, the facility was given a deficiency for not
providing showers to a resident who needed staff assistance. The resident
was supposed to have a shower twice a week and was totally dependent on
staff for bathing. The bathing report showed the resident had only been
given a shower on three days between August 12, 2014 and September 11,
2014. The facility could not explain why she was not showered regularly.

233.  The omissions of Basic Care described by witnesses and documented in DOH
deficiencies at West Shore are, on information and belief, representative of typical conditions at
this facility, based on the OAG’s analysis of West Shore’s self-reported staffing data.

Y. Omissions of Care at Golden LivingCenter — York Terrace
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234. Confidential Witness #18 worked as a CNA at York Terrace from 2007 to 2011.

She started on the 3 p.m. — 11 p.m. shift, but later moved to the 7 a.m. to 3 p.m. shift. She was

typically assigned to care for 15 residents.

235.  According to Confidential Witness #18:

(a)

(b)

(©)

(d)

Some CNAs never changed residents’ diapers, and residents frequently
went without being changed for an entire shift or were changed just once a
day. Confidential Witness #18 tried her best to get to the residents as
often as she could, but she was usually only able to change them once a
shift. She was just too busy and there were too many residents.

She cut corners on dressing and bathing by only doing a quick wipe down
of the resident. Some CNAs would only dress residents and do no
washing at all. The CNAs had to cut corners or they would never get their
work done. Residents were supposed to get showers twice a week, but
sometimes there was no time for showers. This occurred a lot on the 3
p.m. to 11 p.m. shift, because they were often short staffed on that shift.
Some residents had to wait a long time to get fed, and the food would be
cold by the time the CNAs got to them. CNAs handed out ice water in the
morning, but sometimes they could not get around to doing a refill later in
the shift. She remembers a few residents who got dehydrated and needed
treatment.

Resident records were not always accurate. Managers would tell the

CNAs to write down that they had provided care even if it was not done.
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(e)

Additionally, when residents fell, the nurses didn’t always chart what
happened or report it like they were supposed to.

Managers knew when DOH inspections were coming, and they would
rush to make sure everything was set for the inspection. They also got
extra staff for inspection days. In her opinion, the facility should have had

this level of staff all of the time.

236. Confidential Witness #19 worked as a CNA at York Terrace from 2012 to 2014.

She usually worked the overnight shift, from 11 p.m. to 7 a.m., and she was typically responsible

for 21-22 residents.

237.  According to Confidential Witness #19:

(a)

(b)

(c)

She did not have enough time to finish her work because there was not
enough staff.

Confidential Witness #19 did not do ROMs with the residents because
there was not enough time, but she charted that she did. CNAs were told
to chart that they did ROMs with residents, because the Director of
Nursing said that lifting the residents’ arms and legs whil¢ dressing them
constituted ROMs.

She had to give showers to 2-3 residents during her shift. The CNAs were
told that they had 15 minutes to shower residents. However, even when
she rushed through showers, it took her 20-25 minutes, and then she spent
at least an additional 10 minutes dressing the residents. She was
sometimes unable to provide residents with oral care, and she always had

to skip putting skin cream on their bodies after their showers. She had to
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238.

(d)

(©)

start waking residents up around 4:30 a.m. to begin showers so that she
could get everything done before her shift ended at 7 a.m.

Call lights were supposed to be answered within two minutes, but CNAs
were usually too busy to get to them on time, so residents had to wait up to
30 minutes for a response. A few residents’ family members started
staying overnight with the residents to time how long it took to get a
response to the call lights. When the administrators found out about this,
they told the CNAs to answer call lights from the residents whose family
members were present first, no matter what they needed, and then answer
the rest of the call lights.

Residents who were aware of their surroundings and who could
communicate received better care than the residents who could not
communicate, because they could complain to their family members, who

complained to the administrator.

Inspectors from DOH have also found that York Terrace violated state and federal

nursing home regulations by failing to provide Basic Care and failing to keep accurate records.

For example:

@

During an annual licensure survey completed on October 2, 2008,
surveyors found two deficiencies related to Basic Care. One resident was
supposed to have splints to prevent further range of motibn decline. The
resident’s record said they were applied, but surveyors observed that the
resident did not have them on during the documented days and

times. Another resident was also seen without physician-ordered splints.
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(b)

(d)

York Terrace received a second deficiency at this survey for not following
a resident’s feeding plan. The resident was supposed to be put in a
wheelchair for meals, and have extensive supervision and instruction.
Surveyors saw the resident in her room in bed, and saw an aide leave the
resident’s breakfast tray on her table and leave the room. Twenty minutes
later, the resident was picking at her food with her fingers but was unable
to feed herself. She said, “I am hungry but can’t do it.”

During the annual licensure survey of October 21, 2010, York Terrace
received a deficiency for failing to help residents maintain range of
motion. Splints were supposed to be applied every morning to prevent
contractures. Surveyors observed the resident throughout the morning
without splints.

York Terrace received a deficiency for failing to develop a comprehensive
care plan during the annual licensure survey completed on September 27,
2013. Surveyors found there was no plan in place for a resident admitted

with incontinence and with a history of falls.

The omissions of Basic Care described by witnesses and documented in DOH

deficiencies at York Terrace are, on information and belief, representative of typical conditions

at this facility, based on the OAG’s analysis of York Terrace’s self-reported staffing data.

GOLDEN LIVING’S WILLFUL FAILURE TO PROVIDE ADEQUATE CNA

STAFFING

Defendants’ deceptive and misleading conduct — as alleged herein — is part of a

willful, calculated effort to recruit residents and secure payments for their care while not

providing the staffing necessary to meet their needs.
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241.  Golden Living marketing materials are, on information and belief, generated and
approved on a centralized basis by managers at the highest levels of the company.

242.  Bills for resident care are also generated by corporate-level employees on behalf
of the Golden Living Facilities.

243.  Because of their ownership of and ability to control the Golden Living Facilities,
the corporate-level managers also had the right to — and, on information and belief, actually did —
monitor and manage key details of the Golden Living Facilities’ operations, such as monitoring
daily census levels, controlling facility budgets, and mdnitoring DOH survey results.

244.  Asaresult, these corporate-level managers knew or should have known that the
CNA staffing levels at the Golden Living Facilities were far below what was required to provide
the care that residents needed and that had been promised to them.

245.  Facility-level managers were also aware that CNA staffing levels at their facilities
were well below what was required to provide the care that residents needed and that had been
promised to them. They were physically present on-site, and were therefore able to personally
observe conditions at the facilities. Furthermore, CNAs routinely complained to managers about
inadequate staffing.

246.  The conduct of facility-level managers during DOH surveys also demonstrates
their awareness that the facilities were inadequately staffed. They increased staffing levels
and/or personally assisted with Basic Care during DOH surveys. Had ordinary staffing levels
been adequate, these additional measures would not have been needed when DOH inspectors
were on-site.

247.  Both facility-level and corporate-level managers were or should have been aware

that the raw staffing numbers at the Golden Living Facilities were inadequate to meet the needs
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of residents. The Institute of Medicine — the health arm of the National Academy of Sciences —
has recommended that skilled nursing facilities provide a minimum of 2.8 hours of CNA care per
patient day (“PPD”) to provide Basic Care to residents. According to the labor data reported by
Golden Living to CMS during the period 2008 through 2014, all Golden Living facilities in
Pennsylvania provided, on average, 1.86 hours of CNA care per patient day. These CNA
staffing levels consistently fall well below the Institute of Medicine’s recommended minimum,
often falling short by as much as one hour of care per patient day.

VIII. LIABILITY OF GOLDEN LIVING PARENT ENTITIES

248. GGNSC Holdings LLC, Golden Gate National Senior Care LLC, GGNSC
Clinical Services LLC, and GGNSC Administrative Services LLC (hereinafter the “Golden
Living Parent Entities”) are responsible for both their own conduct, as alleged herein, and for the
actions and omissions of the Golden Living Facilities.

249.  GGNSC Holdings LLC (doing business under the name, and referred to herein as,
“Golden Horizons”) and its direct and indirect subsidiaries are a highly integrated family of
companies. Operating under the brand name “Golden Living,” Golden Horizons operates more
than 300 skilled nursing facilities in 21 states, including the Golden Living Facilities at issue in
this case.

250.  Many of the misrepresentations made to the Commonwealth and to Pennsylvania
consumers, as alleged herein, were made, upon information and belief, directly by one or more
of the Golden Living Parent Entities. For example:

(a) Brochures and other marketing materials disseminated at
www.goldenliving.com.
(b) Reimbursement requests submitted to the Commonwealth for the per diem

rate for residents in the Medical Assistance Program.
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251.  To the extent that other misrepresentations were made by employees of the
individual Golden Living Facilities, the Golden Living Parent Entities are also responsible for
this deceptive and misleading conduct under a theory of alter ego or vicarious liability. The
Golden Living Parent Entities are also responsible for the Golden Living Facilities’ breach of
their Nursing Facility Provider Agreements with the Commonwealth under a theory of alter ego
or vicarious liability. |

252.  Golden Horizons directly or indirectly owns each of the other Golden Living
Parent Entities as well as each of the Golden Living Facilities.

253.  On information and belief, Golden Horizons exercises pervasive, day-to-day
control over the operations of the Golden Living Facilities through the actions of its other
subsidiaries, the other Golden Living Parent Entities.

254.  Golden Gate National Senior Care LLC (doing business under the name, “Golden
Living”) is owned by Golden Horizons. It provides administrative services to the Golden Living
Facilities and is the recipient of significant sums of money from the Golden Living Facilities
each year in exchange for these services. For example, between 2008 and 2013, the following
sums of money were paid by several Golden Living Facilities to Golden Gate National Senior

Care LLC in “Home Office” administrative costs:

Facility Payments 2008-2013
Clarion $256,484
Gettysburg $278,370
Lancaster $344,308
Scranton $334,850
Stenton , $254,364
Summit $322,005
Tunkhannock $336,402
Western Reserve $363,303

150




On information and belief, similar amounts were paid in “Home Office” administrative costs to
Golden Gate National Senior Care LLC by Golden Living’s other skilled nursing facilities in

Pennsylvania.

255.  GGNSC Clinical Services, LLC is, in turn, owned by Golden Living (which, as
noted above, is owned by Golden Horizons). It provides administrative, nursing-related, dietary-
related, and social service-related services to the Golden Living Facilities and is the recipient of
significant sums of money from the Golden Living Facilities each year. For example, between
2008 and 2013, the following sums of money were paid by several Golden Living Facilities to
GGNSC Clinical Services, LLC in administrative, nursing-related, dietary-related, and social

service-related costs:

Facility Payments 2008-2013
Clarion $349,972
Gettysburg $367,715
Lancaster $475,350
Scranton $452,612
Stenton $356,370
Summit $442,096
Tunkhannock $484,087
Western Reserve $475,624

On information and belief, similar amounts were paid in administrative, nursing-related, dietary-
related, and social service-related costs to GGNSC Clinical Services, LLC by Golden Living’s

other skilled nursing facilities in Pennsylvania.

256. GGNSC Administrative Services LLC (doing business under the name, and
referred to herein as, “Golden Ventures”) is owned by Golden Horizons. It provides
administrative services to the Golden Living Facilities, including compiling and submitting each

facility’s required Medical Assistance Program cost report to the Commonwealth and compiling
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and submitting claims for reimbursement for resident care under the Medical Assistance
Program. It is also the recipient of significant sums of money from the Golden Living Facilities
each year. For example, between 2008 and 2013, the following sums of money were paid by

several Golden Living Facilities to Golden Ventures in administrative costs:

Facility Payments 2008-2013

Clarion $2,019,195
Gettysburg $2,178,601
Lancaster $2,696,142
Scranton $2,589,868
Stenton $1,986,053
Summit $2,514,990
Tunkhannock $2,624,782
Western Reserve $2,825,330

On information and belief, similar administrative costs were paid to Golden Ventures by Golden

Living’s other skilled nursing facilities in Pennsylvania.

257. However, the relationship between each of the Golden Living Facilities and
Golden Gate National Senior Care LLC, GGNSC Clinical Services LLC, and Golden Ventures is
not a typical arm’s length relationship, in which one business contracts with another to provide
services at its direction. On information and belief, the Golden Living Facilities do not provide
direction to or exercise any measure of control over Golden Gate National Senior Care LLC,
GGNSC Clinical Services LLC, or Golden Ventures, nor do the Golden Living Facilities direct
the services that these entities provide to them. Rather, these Golden Living Parent Entities
exercise pervasive day-to-day control over the Golden Living Facilities — at the direction of the
ultimate parent company, Golden Horizons. The Golden Living Facilities are then, in turn,
required to pay each of these Golden Living Parent Entities for these services.

258.  The Golden Living Parent Entities exercise control over the Golden Living

Facilities by, for example:
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(a)

(b)

(c)
(d)

(e)

®

(g)

Restricting the ability of the Golden Living Facilities” managers to
increase staffing levels;

Supervising — and in some cases, overriding — the personnel decisions of
the Golden Living Facilities;

Visiting facilities, observing care, and enforcing corporate-level policies;
Preparing and submitting requests for reimbursement and required cost
reports under the Medical Assistance Program in Pennsylvania;

Creating and implementing company-wide policies and incentive
programs;

Requiring centralized reporting of key data points — such as daily
reporting of census information — from the Golden Living Facilities to the
Golden Living Parent Entities;

Maintaining a company-wide Customer Compliance Hotline for residents
to call if they have raised a concern with facility staff but still feel that

their concern has not been addressed to their satisfaction.

259. Payments made by the Golden Living Facilities to the Golden Living Parent

Entities also provide one mechanism by which the significant profits of the Golden Living

Facilities are siphoned out of the facilities and transferred to Golden Horizons and likely,

ultimately, to the ultimate owner of the company: Fillmore Capital Partners.

260. The Golden Living Facilities are enormously profitable. For example, the

following is a summary, by year, of the net revenue and profit or loss reported to the

Commonwealth by several of Golden Living’s facilities in Pennsylvania from 2008 —2013:

Nursing Home Year Net Revenue Profit or (Loss)

Clarion

2008 | $5,183,579 ($28,651)
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2009 | $5,745,112 $270,781
2010 $6,514,627 $564,068
2011 $6,875,169 $922,100
2012 $6,157,217 $59,575
2013 | $5,863,177 ($111,109)
TOTAL | $36,338,881 $1,676,764
Gettysburg 2008 $7,794,720 $559,256
2009 $8,650,685 $980,313
2010 $8,732,576 $787,138
2011 $8,736,378 $559,198
2012 $8,460,002 $431,568
2013 $8,141,098 ($59,473)
TOTAL | $50,515,459 $3,258,000
Kinzua 2008 $7,387,142 $943,912
2009 $8,324,437 $1,796,902
2010 $8,378,299 $1,550,617
2011 $8,841,806 $1,514,866
2012 $8,780,292 $1,295,242
2013 $8,365,833 $1,083,473
TOTAL | $50,077,809 $8,185,012
Lancaster 2008 $8,940,558 $798,359
2009 $9,172,379 $807,100
2010 $10,652,070 $1,638,621
2011 $10,853,278 $1,074,698
2012 $10,524,233 $126,326
2013 $10,036,734 ($946,396)
TOTAL | $60,179,252 $3,498,708
Scranton 2008 $10,801,522 $1,295,149
2009 $10,179,529 $1,101,442
2010 $10,015,457 $407,041
2011 $10,841,845 $498,180
2012 $9,914,985 ($162,039)
2013 | $10,171,814 ($47,126)
TOTAL | $61,925,152 $3,092,647
Stenton 2008 $8,549,500 $1,530,798
2009 $9,273,245 $1,515,048
2010 $9,857,329 $1,661,734
2011 $10,622,990 $2,019,566
2012 | $8,726,671 $847,594
2013 $8,152,110 ($556,572)
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| TOTAL | $55,181,845 | $7,018,168
Summit 2008 $9,422,514 $898,345
2009 $9,035,250 $519,192
2010 $10,189,757 $1,053,269
2011 $9,903,447 $712,450
2012 $9,875,811 $309,321
2013 $9,295,822 $296,959
TOTAL | $57,722,601 $3,789,536
Tunkhannock 2008 $9,954,592 $1,556,995
2009 $9,654,008 $1,038,996
2010 $9,458.,369 $506,132
2011 $9,985,253 $677,410
2012 $10,251,448 $708,938
2013 $10,322,771 $963,111
TOTAL | $59,626,441 $5,451,582
Western Reserve | 2008 $11,153,732 $1,555,422
2009 $11,821,071 $1,849,452
2010 $10,931,919 $1,053,707
2011 $11,680,940 $1,329,914
2012 $11,240,769 $838,815
2013 $11,207,095 $867,853
TOTAL | $68,035,526 $7,495,163
William Penn 2008 $9,742,491 $1,887,746
2009 $9,870,170 $1,779,599
2010 $10,280,767 $1,708,994
2011 $11,064,088 $1,874,094
2012 $11,369,979 $1,469,276
2013 $11,595,490 $1,694,914
TOTAL | $63,922,985 $10,414,623

These figures reflect the profits as stated in annual cost reports submitted by the facilities to the
Commonwealth. However, these calculations of profit do not take into account certain
adjustments made to the reported expenses in these cost reports. On information and belief, each

facility’s true profitability is significantly higher — as much as double the reported profits.
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261. Despite these large profits, each facility’s cash balance at year-end is trivial. This
fact, in combination with other transactions recorded on the balance sheets in these cost reports,
indicates that significant resources are often transferred out of these facilities.

262.  On information and belief, these transfers of resources out of the facilities
increased in the years 2011 through 2013 — at roughly the same time that many of the facilities
began reporting lower profits than they had in previous years. On information and belief, these
lower reported profits do not actually reflect a decrease in the profitability of these facilities.
Rather, they reflect an increase in the use of accounting mechanisms to transfer assets — such as
accounts receivable — out of the facilities and into the hands of the Golden Living Parent Entities
and/or their investors.

263.  On information and belief, no consideration was provided by the Golden Living
Parent Entities in exchange for these transfers of assets out of the Golden Living Facilities.

264. In addition to siphoning assets out of the Golden Living Facilities, the Golden
Living Parent Entities also failed to respect the corporate boundaries of their subsidiaries in other
ways. For example, the Golden Living Facilities do not own the real property at which their
facilities are located, but according to the cost reports they submit to the Commonwealth, they
pay the real estate taxes for these properties and record depreciation on their balance sheet for
these properties.

IX. CLAIMS FOR RELIEF

A. Count I: Violations of the Unfair Trade Practices and Consumer Protection
Law, 73 P.S. §§ 201-1-201.9.3

265. The Commonwealth incorporates by reference the allegations contained in the

preceding paragraphs as if fully set forth herein at length.

156




266. The Golden Living Facilities and Golden Living Parent Entities willfully made
representations to Pennsylvania consumers that they would provide the Basic Care required by
their residents when the Golden Living Facilities did not, as a matter of practice, provide staff
adequate to meet the needs of their residents and did, in fact, fail to provide a significant
percentage of the care required by their residents.

267. These deceptive, misleading, and unfair representations were made in:

(a) marketing of skilled nursing services on Defendants’ websites to
Pennsylvania consumers;

(b) marketing materials;

(c) care plans shared with residents that outlined the care that the Facilities
promised to provide; and

(d) billing statements that included a per diem charge leading recipients to
believe that all services had been provided.

268. These deceptive, misleading, and unfair representations were of the type that

“would create a likelihood of confusion or misunderstanding for Pennsylvania consumers and
were particularly misleading to the elderly and infirm residents and their families, who often
faced an urgent need for skilled long-term care.

269. The Golden Living Facilities additionally made deceptive and misleading
representations to the Commonwealth in the Minimum Data Sets (MDSs) that were submitted to
the Commonwealth on a quarterly basis (or more frequently) for each resident covered by
Medicaid and monthly billing statements submitted for Medicaid payments. These MDSs and
billing statements created the impression that the Golden Living Facilities had provided, and

would continue to provide, a level of care that was not provided.

157



270. The Golden Living Facilities” deceptive, misleading, and unfair statements and
practices are in violation of:

(a) 73 P.S. § 201-2(4)(v), which prohibits representing that goods or services
have sponsorship, approval, characteristics, ingredients, uses, benefits or
quantities that they do not have;

(b) 73 P.S. § 201-2(4)(ix), which prohibits advertising goods or services with
intent not to sell them as advertised;

() 73 P.S. § 201-2(4)(x), which prohibits advertising goods or services with
intent not to supply reasonably expectable public demand, unless the
advertisement discloses a limitation of quantity; and

(d) 73 P.S. § 201-2(4)(xxi), which prohibits engaging in any other fraudulent
or deceptive conduct which creates a likelihood of confusion or
misunderstanding.

271.  The Consumer Protection Law empowers the Court to impose a civil penalty not
exceeding $1,000 for each willful violation of the Act and a penalty not exceeding $3,000 for
each violation where the victim is sixty years of age or older. The Commonwealth therefore asks
that the Court assess a civil penalty for each violation of the Act.

272. The Commonwealth also seeks injunctive relief and restitution or restoration, as
authorized under § 73-201-4 and § 73-201-4.1, including monies which were paid by consumers
and the Commonwealth in the form of per diem payments and acquired by Defendants by means
of the alleged violations of the ConSumer Protection Law.

WHEREFORE, the Commonwealth respectfully requests that the Court enter an order

granting permanerit injunctive relief prohibiting Defendants from engaging in the
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deceptive and unlawful conduct described herein, and enter judgment against the
Defendants for the services not performed or improperly performed in an amount to be
proven at trial, restitution, restoration, civil penalties, costs of suit, attorneys’ fees,
interest, and such other relief as the Court deems proper.

B. Count II: Breach of Contract

273. The Commonwealth incorporates by reference the allegations contained in the
preceding paragraphs as if fully set forth herein at length.

274.  The Golden Living Facilities agreed to provide Medicaid-funded services to
Medicaid-eligible Pennsylvanians in accordance with all applicable state and federal laws and
regulations, and the regulations and standards of the Pennsylvania Medical Assistance Program.
Under the express terms of the Nursing Facility Provider Agreements, the Golden Living
Facilities agreed to bill the Commonwealth only for services provided.

275. The Golden Living Facilities, at all times material hereto, breached their Nursing
Facility Provider Agreements by submitting billings for care not rendered, or for care rendered in
a manner that was substantially inadequate when compared to generally recognized and legally
mandated standards within the discipline or industry.

276.  As adirect and proximate result of the Defendants’ submission of billings for
services not rendered, or rendered in a manner that was substantially inadequate when compared
to generally recognized and legally mandated professional standards within the discipline or
industry, the Commonwealth has been damaged by the Golden Living Facilities’ breach of
contract in an amount to be proven at trial.

277.  The Commonwealth is entitled to recover the value of all contracted services not

performed, or improperly performed, under the Nursing Facility Provider Agreement, in an
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amount to be proven at trial, together with costs of suit, attorneys’ fees, interest, and such further
relief as the Court deems proper.
WHEREFORE, the Commonwealth resioectfully requests that the Court enter an order
declaring the Golden Living Facilities in breach of their contracts with the
Commonwealth, and enter judgment against the Defendants for the services not
performed or improperly performed in an amount to be prdven at trial, interest, and such
other relief as the Court deems proper.

C. Count III: Unjust Enrichment

278. The Commonwealth incorporates by reference the allegations included in the
preceding paragraphs as if fully set forth herein at length.

279.  The Golden Living Parent Entities and GGNSC Equity Holdings LLC were
unjustly enriched through the actions of each of the Golden Living Facilities. The Golden Living
Facilities submitted billings to the Pennsyivania Medical Assistance Program for care not
rendered or for care rendered in a manner that was substantially inadequate when compared to
generally recognized and legally mandated standards within the discipline or industry. The
Commonwealth reimbursed the Golden Living Facilities for the per diem rates claimed on these
billings. The Golden Living Facilities did not, however, provide all of the care that should have
been covered under the per diem rate and thereby benefited from receipt of the Commonwealth’s
payments.

280.  On information and belief, the Golden Living Facilities acted at the direction of,
under the control of, and for the benefit of the Golden Living Parent Entities and GGNSC Equity
Holdings LLC, and profits wrongfully attained, at the Commonwealth’s expense, were

transferred to the Golden Living Parent Entities and GGNSC Equity Holdings LLC.
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281. The Golden Living Parent Entities and GGNSC Equity Holdings LLC have been
unjustly enriched at the expense of the Pennsylvania Medical Assistance Program and the
Commonwealth. This Court should find that the Golden Living Parent Entities ahd GGNSC
Equity Holdings LLC have been unjustifiably enriched and order them to disgorge all monies
received as a result of their unlawful actions.

WHEREFORE, the Commonwealth respectfully requests that the Court enter an order
declaring the Golden Living Parent Entities and GGNSC Equity Holdings LLC unjustly
enriched, and enter judgment against the Golden Living Parent Entities and GGNSC Equity
Holdings LLC in an amount equal to the monies received by them from the Golden Living
Facilities, interest, and such other relief as the Court deems proper.

Demand for Jury Trial

The OAG demands trial by jury in this action of all issues so triable.

Respectfully Submitted,
KATHLEEN G. KANE
Attorney General

Bruce R. Beemer
First Deputy Attorney General

James A. Donahue, 111
Executive Deputy Attorney General
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Date: September 8 , 2015

By: ‘7’ d{&a ’%( M

Thomas M. Devlin

Chief Deputy Attorney General
Health Care Section

Public Protection Division
Office of Attorney General
Attorney L.D. No. 34993

14™ Floor, Strawberry Square
Harrisburg, PA 17120
Telephone: (717) 705-6938
Facsimile: (717) 787-1190
Email: tdevlin@attorneygeneral.gov

Victoria S. Nugent (admitted pro hac vice)
Johanna M. Hickman (admitted pro hace vice)
COHEN MILSTEIN SELLERS & TOLL PLLC
1100 New York Avenue, NW, Suite 500 East
Washington, DC 20005

Telephone: (202) 408-4600

Facsimile: (202) 408-4699

Email: vnugent@cohenmilstein.com

jhickman@cohenmilstein.com
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by law o agree Lo certain cunditiops as a prerequisite to cnrollmont as providers tn
the Medueal Assistance Program, and

Whereas Beverly Healthcare - Blus Ridge Mountaln , (hereafler, the Facility), wishes to enroll as a
pravider in the Medical Assistance Progrem;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

i That the submission by, or on behalf of, the Facility of any claim, either by hard copy or electronic means, shall be
certification that the services or items for which payineat is clarmed actually were provided to the person identified
as 2 medical assistance resident by the person or entity identificd ag the Facility on the dates indicated.

2 (s) To keop records neeessary to fully disclose the extent of services provided to
medical assystance residents.

(b) To provide information, 45 requested, to the Department of Public Welfare, the U.S,
Depertment of Health and Human Serviees, and the Medicad Fraud Control Unit, or
thew agents, and o provide any additional information necded regarding payments
the Facility has claimed,

(c) To provide such information as may otherwise be required by state or federal law,

3. That the Facility's coroliment, when approved by the Department of Public Welfare, is effective op
04/01/06 ___ and will continue until potified that its enrofiment is teminated or otherwise affected
by lawful actions undertaken by state or federal officials.

4. That the Facility’s enrollment may be terminated by the Facility upon thirty (30) days prior written notice to the
Depariment of Public Weifare; aud, may be terminated by the Department of Public Welfare immediately for
failure 1o comply with terms of (his agreement or, as otherwise may be provided by law now and hereafler,

s. That the Facility's pacticipation in the Medical Assistange Program 1s subject 10 the Jaws and regulations ctfective
as 10 the penod of participation, Including all of those that may be effective after the date of the agrecinent and that
the Facility has the responsibility to know the kaw with respect to participation i the Medical Assistance Program.

Vice President and Assistant Secretary, on
behalf of GGNSC Harrlshurg GP LLC

Bevarly Healthcare - Blus Ridge Mountain (General Partner of GGNSC Harrlsburg LP)
Nuyfsing Facility Name tle ){
A5, S
' gate [ Signature et
11/232005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers arc required by law o agree to certam condibions us & prerequisite to enrollment as providers In
the Medical Assistance Program; and

Whercas Beverly Heallhcare - Gambridge-Springs (hereafier, the Facility), wishes to enroll as a
provider in the Mcdical Assistence Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

L. That the submission by, or on behalf of, the Facility of any claim, cither by hard copy or clecironic means, shall be
certification that the services or items for which payment is claimed actually were provided to the person identtfied
as 8 medical assistance resident by the person or entity identificd as the Facility on the dates indtcated.

2. (2) To keep records nccessary to fully disclose the extent of services provided to
medical assistance residents,

(b) To provide mfonmation, as requested, to the Department of Pubhe Welfare, the U.S.
Department of Health and Human Services, and the Medicaid Fraud Control Umit, or
their agents, and to provide any additional information needed regarding payments
the Facility has claimed.

() To provide such jaformation as may otherwise be required by state or federal law.
3. That the Facility's enrollment, when approved by the Department of Public Welfare, is cffective on

04/01/06 and will continue until notified that its encollment 1s terminated or otherwise affecied
by lawful actions undertaken by stato or federal officials.

4, That the Facility’s enrollment may be terminated by the Facility upon thirty (30) days prior written notice to tho
Department of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
farlure to comply with terms of this agreement or, as otherwise may be provided by law now and herealter,

s, That the Facility's paticipation in the Medical Assislance Program is subject lo the laws and regulations effective
as {o the period of participation, including all of those that may be effective aficr the date of the agreemont and that
the Faeility has the respansibility to know the law with respect to participation in the Medical Assistance Program,

Vice President and Assistant Secretary, on behalf
of GGNSC Cambridge Springs GP LLC (General

Baverly Healthcare - Cambridge Springs Parinef ol GGNSC Cambridge-Siprings LP)
Nt sing/acxlity Name & L’hy
b bme/ . [ Signuture
11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by law to agree lo cerlain conditions as a prerequisite to enroliment as providers in the
Medical Assistance Program; and

Whercas Q\\M\m\(}\‘“\\& \\)‘ \f\s\% Q\‘b W\t | (hereaRer, the Facility), wishes to enroll as a provider in
the Medical Assistance Program; N )\awf)\\\) GNks [
S \

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1. That the submission by, or an behalf of, the Facility of any claim, either by hard copy or electronic means, shali be
certification that the services or jtems for which payment is claimed actually were provided lo the person identificd as a
medical assistance resident by lhe person or entity identified as the Facility on the dates indicated.

2. (a) To keep records necessary fo fully disclose the extent of services provided to
medical assistance residents.

(6)) To provide information, as requested, to the Depariment of Public Welfare, the 1.8,
Department of Health and Human Services, and the Medicaid Fraud Control Unit, or
their agents, and to provide any additional information needed regarding payments
the Facility has ¢laimed.

©) To provide such information as may otherwise be required by state or federal law.
3. That the Facility's enrollment, swhen approved by the Department of Public Welfare, is effective on
IRERRER TR and will continue until notified that its enroliment is terminated or otherwise affected by

lawful adtions'undertaken by state or federal officials,

4, That the Facility's enrollment may be terminated by the Facility upon thirty (30) days prior written
notice to the Department of Public Welfare; and, may be terminated by the Department of Public
Welfare immediately for failure to comply with terms of this agreement or, as otherwise may be
provided by law now and hereafier.

5. That the Facility's participation in the Medical Assistance Program is subject to the laws and regulations effective as to
the period of participation, including all of thosc that may be effective after the date of the agreement and that the Facility
has the responsibility to know the law with respect to participation in the Medical Assistance Program.

ENTNA R S AITAN SN A Maalesr

Nursing Fecility Naie Ny Loy Ceakop kL(’L)\ IM/&
'\l\\’)\\\ QA '

Date " Signatifre
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COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF PUBLIC WELFARE
OFFICE OF LONG TERM LIVING

BUREAU OF PROVIDER SUPPORT

SPECIAL PROVIDER AGREEMENT

WHEREAS, the Department of Public Welfare administers the Pennsylvania Medical
Assistance Program; and

WHEREAS, pursuant to 55 Pa. Code § 1101.43(b)(3), when nursing facility providers
change owners, the new owner may not be enrolled as a provider until the conditions in the
regulations are complied with; and

WHEREAS, an application for enroliment has been made by the below-signing applicant;
and

WHEREAS, the below-signing applicant is the new owner of a nursing facility which was
an enrolled provider prior to the change In ownership; and

WHEREAS, the below-signing applicant wishes to enroll In the Medical Assistance
Program prior to the former owner meeting the condition of 55 Pa. Code § 1101.43(b) (3) (ill); and

WHEREAS, the Depariment of Public Welfare is willing to permit such an exception to its
reguiations in consideration of the new and former owner entering Into this agreemenit; and

WHEREAS, the former owner and tha below-signing applicant wish to enter into this
agreement in order ta finalize the transfer as between them and as necessary consideration to
thelr bargain;

NOW, THEREFORE, in corisideration of the foregoing and of the following, the pariies
agree and witness that;

1. The Department of Public Welfare shall not consider 55 Pa. Code
§1101.43(b)(3)(iii) in determining whether the below-signing applicant is eligible for eproilment as
a provider, however, all ather regulatory criteria will continue to be applicable and the Depariment
may, in ils discretion, refuse to enroll the below-signing applicant.

2. The below-signing applicant warrants that it is seeking the enrollment of one
specific licensed nursing facility

3, The below-slgning applicant hereby expressly assumes any and all liability and
rights of former owner with respect to overpayments made to the former owner by the Department
for services o Medical Assistance residents; however, the former owner shall continue to have
the duty to maintain documents, provide access to documents, and file cost reports, with respect

Copy from DPW PEAP system Exhibit A to Amended Complaint Page 4
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to its period of ownership, and shall remain liable for any penalties, damages, or fines for any
abuse or misconduct during such periods; and the Department shall remit any underpayments
only to the order of the former owner.

4, The former owner shall hold the below-signing applicant harmless from any liability
assumed in Paragraph 3, above, including the gosts of litigation, and it shall have the right to
control the defense against any liability which the Department seeks to Impose on the below-
signing applicant as to periods of operation by the former owner.

5, The below-signing applicant shall have the right to offset against any debt due from
it to the former owner the amount of any liability, including any costs of litigation incurred by it
because of the former owner's unreasonable fallure to defend, as a result of Paragraph 3, above.

8. All audit reports and settlements issued hereafter shall be sent by the Department
of Public Welfare to the below-signing applicant at its latest address of record with the Division of
Provider Services, if and only if it is in fact enrolled as a provider.

\u

WHERETO, the parties agree this X day of _\ea, mpy 2000

GGNSC Cambridge Springs GP LLC, on
behalf of GGNSC Cambridge Springs LP

(36\% v e G - Copr s\t\t QQ(\(\S) Camordes Diveas Ve L iwitn Nurs- 00y
Name of Facilily (currentfformer namav New Name bf Fadility (it applicable) Conye ~

(“‘&(\(N\ x& AV D

FormérOwner $ignature

ﬁkﬁm\%&\}ﬁﬁm 3 N

Entity Cvin | L\ C

Holly A. Rasmugsen—Jones, Secretary i ]
Printed Name/Title of Former Owner Signature of Applicant (new owner)

N v one A NS }\/\3,9\'\\9{{"
Printed NamefTille of Applicant (new owner)

l"f;{)/}wmmx - “’J\ wff{ll‘»& Sy

Office of Long Tefm Lving \Representative
Bureau of Provider Support

Revised 4/09
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by law 10 agree to certain conditions as & prerequistte to enrollment as providers in
the Medicat Assistance Program; and

Whercas Beverly Healthcare - Gamp Hill , {hercafter, the Facility), wishes to curoll as a
provider in the Medical Assistance Prograny,

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1. That the submission by, or on behalf of, the Facility of any claim, either by hard copy or electronic means, shall be
certification that the services or items for which payment is claimed actually were provided to the person identilied
as 8 mcdical essistance resident by the person or cntity dentified as the Facility on the dates indicated.

2. (@ To kecp records necessary to fully disclose the extent of services provided to
medical agsistance residents.

() To provide information, as requested, to the Department of Public Welfare, the U.S.
Department of Health and Human Services, and the Medicaid Fraud Control Unit, or
their agents, and to provide any additional information nceded regarding payments
the Facility has claimed.

(©) To provide such information as may atherwise be required by state or federal law.
3 That the Facility's enrollment, when approved by the Department of Public Welfare, 15 cffective on

Q4/Q1/06 and will continue until notificd that ats enrollment 1s terminated or otherwise affected
by lmwiul actions nnderlaken by state or federal officials.

4, That the Facility's enroliment may be terminated by the Facility upon thirty (30) days prior wnitten natice o the
Department of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
farlure to comply with terms of this agreement or, as otherwise may be provided by law now and hercafter,

5, Thal tho Factlity's participation in the Medical Assistance Program is subjeet to the laws and regulations eficctive
as to the period of panticipation, wcluding all of those that may be ef{ective after the date of the sgreement and that
the Facilily bas the responsibility to know the law with respect to participation 1o the Medical Assistance Program.

Vice President and Asaistant Secretary, on bahalf
of GGNSC Camp Hilt il GP LLC {General Partner

Beverly Healthcare - Camp Hill of GGNSC Camp HIl Il LP)

U Date Siguatire

11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by law to agree to certain conditions as a prerequisite fo enrollment as providers 1n
the Medical Assistance Program; and

Whereas Peverly Healthcare - Canonsburg , (hercafter, the Facility), wishes to cnroll as a
provider in the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAWY, THE FACILITY HEREBY AGREES:

1, That the submission by, or on behalf of, the Facility of any claim, either by hard copy or clectronic means, shall be
cenification that the services or items for which payment 1s claimed actually were provsderd to the person identified
as 2 medical assistance resident by the pereon or entity identified as the Facility on the dates mdicated.

2 (a) To keop records necessary to fully disclose the extent of services provided to
medical assistance residents.

®) To provide information, us requested, to the Department of Public Welfure, the U8,
Department of Healtly und Humen Services, and the Medicaid Fraud Coatro} Unit, or
their agents, snd to provide any additional informution needed regarding payments
the Facility has clarmed

(<) To provide such information as may otherwise be required by state or federal law.
3. ‘That the Faciltty’s onrollment, when approved by the Department of Public Welfare, is effective on

Q4010086 and will continue until notificd that its enrollinent is terminated or otherwise aflected
by lawful nctions undertaken by state ot federal officials,

4, That the Facility's encollment may be terminated by the Facility upon tharty (30) days prior written notice fo the
Department of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
failure to comply with terms of this agreement or, as otherwise may be provided by law now and hereafler.

5. That the Facihity's participation in the Medical Assistance Program is subject to the laws and regulations cffective
as to the period of participation, inchiding al} of those dut may be effective after Ihe date of the agreement and that
the Facility has the respousibility to Rnow the law with respect to participation in the Medical Assistance Program.

Vice President and Assistant Secretary, on
behall of GGNSC Canonsburg GP L.LC (General
Baverly lpalthcare - Canonsburg Pariner of GGNSC Canonsburg LP)

Nurgin 7?acility ame M—/
[
Q( R / ;Q Z -

Pae [ ¢ / Signatuce

11/23R2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whercas providers are required by law to agree Lo certain conditions as a prerequisite to enrollment as providers in
the Mcdical Assistance Program; and

Whereas Beverly Healthcare - Clarion , (hercafler, the Facility), wishes to enroll as a
provider m the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

i That the submission by, or on behalf of, the Facility of any claim, cither by hard copy or clectronic means, shall be
certification that the services ar items for which payment is claimed actually were provided to the person identified
as a medical assistance rosident by the person or entity identified as the Facility on the dates indicated.

2. (a) To keep records nccessary te fully disclose the extent of services pravided to
mcdical assistance residents.

) To provide information, as requested, to the Department of Public Welfare, the U.S.
Department of Health and Human Services, and the Medicaid Fraud Control Umt, or
their agents, and to provide any additional information needed regarding payments
lhe Facility has claimed.

(c) To provide such mformation as may otherwise be requircd by state or federal law.
3. That the Facility'’s enrollment, when approved by the Department of Public Welfare, is cffective on

Mm1/08 and will continue until notificd that its enrollment 1s tcrminated or otherwise affected
by lawful actions undertaken by state or federal officials.

4, That the Facility's enrollment may be terminated by the Facility upon thirty (30) days prior written notice to the
Department of Public Welfare; and, may be terminated by the Department of Public Weifare immediately for
failure to comply with terms of this agreement or, as otherwise may be provided by law now and hereafter.

5. That the Facility's participation in the Medical Assistance Program is subject to the laws and regulations effective
as to the pentod of participation, including all of those that may be effective after the date of the agreement and that
the Facility has the responsibility to know the law with respect to participanon in the Medical Assistance Program.

Vice President and Assistant Secretary, on
behalf of GGNSC Clarion GP LLC (General

Beverly Healthcars - Clarion Partner of @GNSC Clarion LP}
Nursing facilily Name Tii}e/)}%
4; 3 o f///k [
U Dmel /7 / Signature
11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by law to agree to certamn conditions as a prerequisite to enrollment as providers in
the Medical Assistance Program; and

Whereas Doylestown Manor . (hereafter, the Facility), wishes to caroll as a
provider m the Medical Assistance Program; :

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

I That the submission by, or on behalf of, the Facility of any claim, either by hard copy or electronic means, shall be
certification that the services or items for wuch payment 1s claimed actually were provided to the person identified
as 3 medical assistance resident by the person or entity 1dentificd as the Facility on the dates indicated,

2, (a) To keep records nscessary to fully disclose the extent of services provided to
medical assistance residents,

{b) To provide information, as reqaested, to the Department of Public Weifare, the U.S,
Department of Henlth and Human Services, and the Medicaid Fraud Control Usit, or
their agents, and to provide any additional information necded regording payments
tbe Facility has claimed,

(©) To provide such imformation as may otherwise be required by state or foderal law,
3. That the Facility's enrollment, when approved by the Department of Public Welfare, is cffective on
04/01/086, and will conhinue unti] notified that its enrollmeot is termunated or otherwise affected

by lawful actions undertaken by state or federat officials,

4, That the Facibity’s enrollment may be terminated by the Facility upon thirty (30) days prior written notice to the
Department of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
failure to comply with terms of this agreement or, as otherwise may be provided by law now and hereafter,

S, That the Pacility's participation i the Mcdical Assistance Program 15 subject o the laws and regulations effective
as to the poriod of participation, including all of thosc that may be effective after the date of the agrcement and that
tho Facility has the responsibility to know the Jaw with respect to participation i the Medical Assistance Prograrn.

Vice Presldent and Asslstant Secratary, on
behalf of GGNSC Doylestown GPLLC
(General P[armer of GGNSC Doylostown LP)

I\ ‘
[j
r”‘-r«

/ Signature

Doylastown Manor
Nursing Facjlity Name

As)0,
{ 4

Date

11/23/2005 7:57 AM Page 16 0of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by law 1o agree to certain conditions as a prerequisite to enroliment as providers in
the Medica) Assistance Program; and

Whercas Beverly Healthcare - East Mountain , (hereafler, the Facility), wishes to cnroll as a
provider in the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1 That the submission by, or on behalf of, the Facility of any claim, either by hard copy or electronic means, shali be
certification that the services or items for which payment s claimed actually were provided to the person dentified
as a medical assistance resident by the person or entity identified as the Facility on the dates indicaled.

2. (a) To keep records necessary 1o fully disclose the extent of services provided to
mcdical assistance rcsidents,

(o) To provide information, as requested, to the Departmont of Public Welfare, the U.S.
Department of Health and Human Services, and the Medicaid Fraud Control Unit, or
their agents, and to provide any additional information needed regarding paymeaols
the Facility has claimed.

(c) To provide such information as may otherwise be required by state or federal law.
3 That the Facility's emrollment, when approved by the Dcpattment of Public Welfare, is cffective on

04/01/06 and will continue until notified that its cnroliment 1s terminated or otherwise affected
by lawful actions undertaken by stato or federal officials.

4, That the Facility's enrollment may be terminated by the Facility upon thirty (30) days prior writen notice to the
Department of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
failure to comply with terms of this agresment or, as otherwise may be provided by law now and hereafler.

5. That the Pacility's participation in the Medical Assistance Program is subject to the laws and regulations effective
a8 fo the period of participation, inctuding all of those that may be effectve after the dato of the agreement and that

the Facility has the responsibility to know the law with respest to participation in the Medical Assistance Propram.
Vico Prasidont and Assisiant Secratary, on bebwli

of GGNSC Wilkes-Barre East Mountaln GP LLC
(General Partner of GGNSC Wilkes-Barre East

Beverly Healthcare - East Mountain Mountain LP)
Hursipg Faclity Name f)jy @‘itlc
oo, ) P
T / Dafe /- SigRature
11/232005 7:57 AM ’ Page 16 of 18
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NURSING FACILITY PROVIDER AGREEVENT

Whereas providers ate required by law to agree to certain conditions us a prerequisite to enrollment as providers in
the Medioal Assistance Program; and

Whereas Beverly Heallthcare - Erle , (hereafter, the Facility), wishes to enroll as a
provider in the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAWY, THE FACILITY HEREBY AGREES:

L. That the submission by, or on behalf of, the Facility of any claim, eithor by hacd copy or elecironic means, shall be
certification that the services or items for which payment 15 ¢iaimed actually wese provided to the person identified
as a medical assistance resident by the person or entity rdentified as the Facilily on the dates mdscated,

2. (a) To keep records necessary to fully discloss the extent of setvices provided to
nedical assistance residents,

(b) To provide information, as requested, to the Department of Public Welfare, the U.S.
Department of Health and Human Services, and the Medicaid Fraud Control Unit, or
their agents, and to provide any additional information needed regarding payments
the Facility has claimed.

(c) To provide such information as may otherwiso be required by state or federal law.
3. That the Facility's enrollment, when approved by the Department of Public Welfare, is effective on

04/01/06. and will continue until notified that its cnroilment is terminated or otherwise affected
by lawful actions undertaken by statc or federa! offictals, '

4, That the Facility's enrolliment may be terminated by the Facility upon thuty (30) days prior wrilten notice to the
Department of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
failure to comply with torms of this agreement ot, as otherwise may be provided by law now and hereafter.

S, That the Facility's participation in the Medical Assistance Program is subject to the laws and regulalions effective
as to the pericd of participation, including all of those that may be cffective after the date of the agreement and that
the Facility has the responsibility to know the Jaw with respect to participation in the Medical Assistance Program.

Vice President and Assistant Secretary, on
behalf of GGNSC Erie {} QP LLC (General
Baveriy Healthcare - Erle Partner of GGNSC Erle Ii LP)

NursipgyFaciifty Name

130, M/ /// /f\N

! ‘tht:{ - F Signature

11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by faw to agree fo certain conditions as a prerequisile to enrollment as providers in the

Medical Assistance Program; and

Whereas _Golden LivingCenter - Walnut Creek , (hercalier, the Facility), wishes to enroll as 4 provider in

the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

That the subrmission by, or on behalf of, the Facility of any claim, either by hard copy or electronic means, shall be
certification that the services or items for which payment is claimed actually were provided to the person idenlified as a
medical assistance resident by the person or entity identified as the Facility on the dates indicated.

(a) To keep records necessary (o fully disclose the extent of services provided lo
medical assistance rosidents,

{b) To provide information, as requested, to the Departinent of Public Welfare, the U.S,
Department of Heallh and Human Services, and the Medicaid Fraud Control Ubit, ot
their agents, and to provide any additional information needed regarding payments
the Facility has claimed.

(c) To provide such information as may otherwise be required by state or federal law.
That the Facility's enrollment, when approved by the Department of Public Welfore, is effective on

11/23/20089 and will continue until notified that its enrollment is terminated or otherwise affected by
{awful actions undertaken by state or federal officials.

That the Facility's enrollment may be tenninated by the Facility upon thirty (30) days prior written
notice to the Depurtment of Public Welfare; and, may be terminated by the Department of Public
Welfare immediately for failure to comply with terms of this agreement or, as otherwise may be
provided by law now and hereafter,

That the Facility's participation in the Medical Assistance Program is subject to the laws and regulations effective as to
the period of participation, including all of those that may be effective afier the date of the agreement and that the Facility
has the responsibility to know the law with respect to participation in the Medical Assistance Program,

Golden LivingCenter - Walnut Creek Secretary

Nursing Facility Name : Title

1210212009 A\ ). B
Ny y ]’

Date - (S}gﬂa fure

IS
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COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF PUBLIC WELFARE
OFF|CE OF LONG TERM LIVING
BUREAU OF PROVIDER SUPPORT

SPECIAL PROVIDER AGREEMENT

WHEREAS, the Depariment of Public Welfare administers the Pennsylvania Medical
Assistance Program; and

WHEREAS, pursuant to 65 Pa, Code § 1101.43(b)(3), when nursing facility providers
change owners, the new owner may not be enrolled as a provider until the conditions in the
regulations are complied with; and

WHEREAS, an application for enrollment has been made by the balow-signing applicant;
and

WHEREAS, the below-signing applicant Is the new owner of a nursing facility which was
an enrolled provider prior to the changs in ownership; and

WHEREAS, the below-signing applicant wishes to enroll In the Medical Assistance
Program prior to the former owner meeting the condltion of 55 Pa. Code § 1101.43(b) (3) (iif); and

WHEREAS, the Department of Public Walfars is willing to permit such an exception to its
regulations in consideratlon of the naw and former owner entering into this agreement; and

WHEREAS, the former owner and ihe below-signing applicant wish to enter into this
agreement in order to finallze the transfer as between them and as necessary consideration fo
their bargain;

NOW, THEREFORE, In consideration of the foregoing and of the following, the parties
agree and witness that:

1. The Department of Public Welfare shall not consider 55 Pa. Code
§1101.43(b)(3)(ili) In determining whether the below-signing applicant is eligible for enroliment as
a provider, however, all other regulatory criterta will continue to be appiicable and the Department
may, In its discretion, refuse to enroll the below-signing applicant,

2, The below-sighing applicant warrants that it Is sesking the enroliment of one
speclfic licensed nursing facility

3. The below-signing applicant hereby expressly assumes any and alt liability and
rights of former owner with respact to overpayments made to the former owner by the Department
for services to Medical Assistance residents; however, the former owner shall continue to have
the duty to maintain documents, provide access to documents, and file cost reports, with respect
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to its period of awnership, and shail remain liable for any penalties, damages, or fines for any
abuse or misconduct during such periods; and the Department shall remit any underpayments ‘ . i

only to the order of the former owner.

q, The former owner shall hold the below-signing applicant hammless from any liability
assumed in Paragraph 3, above, Including the costs of litigation, and it shall have the right lo
control the defensé against any liabllity which the Depariment seeks to impose on the below-
signing applicant as to periods of operation by the former owner.

5. The below-signing applicant shall have tha right to offset against any debt due from

it to the former owner the amount of any labllity, Including any costs of iitigation incurred by It
because of the former owner's unreasonable failure to defend, as a result of Paragraph 3, above.
6. All audit reports and settlements Issued hereafter shall be sent by the Depariment

of Public Welfare to the below-slgning applicant at its latest address of record with the Division of §
Provider Services, if and only if it is In fact envolled as a provider. |

WHERETO, the pariles agres this 16th

day of December 20 09

Golden LivingCenter - Erie

Golden LivingCenter - Wainut Creek

020 D

Name of Facllity (curren!}fc}maime)

New Name of Facllity (if applicable)

Erie Operating LLC

Folther Owner Signature |~

N
Holly Rasmussen-Jones, Secretary

Name of Applicant/Legat Entity \
(LK((:}\:J (i, {5

Printed Name/Tille of Former Owner

Copy from DPW PEAP system

Signatire of Abplicant (R Prmer)

gnature { p ijﬁ
Holly Rasmussen-Jones, Secretary
Printed Name/Title of Applicant (new owner)

/ 77 /
“;A:u 78 \e;%{?:mé{{éw ﬂft/ S R Z . //,u,e_
Oifica ¢f Long Term Living - Roprasentative
Bureau of Provider Support

Revised 4/09
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by Jaw to agree to certain conditions as a prerequisite to enroliment as providers n
the Medical Assistance Program; and

Whereas Beverly Healthcare - Gettysburg , (hereafter, the Facility), wishes to enroll as a
proyider in the Medical Assistance Program,

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1. That the submission by, or on behalf of, the Facility of any claim, either by hard copy or clectronic means, shall be
certification that the scrvices or items for which payment is claimed actually were provided to the person identified
as a medical assistance resident by the person or entity 1dentified as the Facility on the dates indicated.

2. (2) To keep records necessary to fully disclose the extent of services provided to
medical assistance residents.

) To provide infurmation, as requested, to the Department of Public Welfare, the US,
Department of Health and [Human Services, and the Medicnid Fraud Control Uit or
their agents, aud 1o provide any additional information necded regarding payments
the Facility has claimed

() To provide such information as may otherwise be required by state or federal law.
KN That the Facility's enrollment, when approved by the Department of Pubic Weclfare, is effective on

Q4/01/08 and will continue until notified that its enrollment 13 terminated or otherwise aftected
by lawful actions undertaken by state or federal officials,

4. That the Facility's enroliment may be terminated by the Facility upon thirty (30) days prior written notice to the
Department of Public Welfare; and, may be terminated by the Department of Public Welfare immedately for
failurc to comply with terms of this agreement or, as otherwise may be provided by law now and hercafter.

5. That the Facility's participation in the Medical Assistance Program is subject to the laws and regulations effective
as to the period of participation, including all of those that may be effective after the date of the agreement and that
the Facility Jras the responsibility to know the Jaw with respect to paticipation in the Medical Assistance Program.

Vice President and Assistant Secretary, on
behalf of GENSC Gettysburg GP LLC (General

Beverly Healthcare - Gettysburg Partner of GGNSC Getlysburg LP)
Nursing Fuciligy Name Title
213100 e o=
" bawe ! { ] Signature ‘
11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by law to agree to cenain conditions as a prerequisile to enrotlment as providers in
the Medical Assistance Program; and

Whereas Beverly Heallhcare - Halda , (hereafter, the Facility), wishes 10 enroll as a
provider in the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY. HEREBY AGREES:

1. That the submission by, or on behalf of, the Facility of any claim, either by hard copy or ¢lectronic means, shall be
certification thot the services or items for which payment is claimed actually wére provided to the person ideutified
as a medical assistance resident by the person or eatity identified as the Facility an the-dates mdicated.

2, (a) To keep records necessary to fully disclosc the extent of services provided to
medical assistance resulents,

L) To provide information, as requesied, to the Department of Public Weifare, the us,
Departmicnt of Health and Human Services, and the Medieaid Fraud Control Unit, or
their agents, and to provide any additional information necded regarding pryments
the Facility has claimed.

(c) To provide such information as may otherwise be required by state or federal law.
3. That the Facility'’s enroliment, wheo approved by the Department of Public Welfare, is effective on

04/01/06 and will continue until notified that its crrollment 1s terminated or othenwise affected
by lawful actions undertaken by state or federal officials.

4, That the Facility's enrollment may be terminated by the Facility upon thirty (30) days prior witten notice to the
Depariment of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
failure to comply with terms of this agreemont ar, as otherwise may be provided by law now and hereaftor.

5. That the Facility's participation in he Medical Assistance Progsam is subject to the Jaws and regulations effective
as o the poriod of participation, ncluding all of those that may be effestive afier the date of the agreement ang that
the Fnoulity has the respensibility to know the law with respect o participetion in the Medical Assistance Program.

Vice President and Assistant Secretary,-on
behalf of GGNSC Hastings GP LLC (General

Beverly Healihcare - Haida Partner of GENSC Hastings LP)
Nuxs)ﬁi?xkity ame e
2 )0 Y
/0 s
ale | 1 / Sigaalire (.
11/23£2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Wheseas providers are requircd by law to agree to cenain conditions ns a prerequisite to enrallment as providers in
the Medical Assistunce Program; and ’

Whereas Boverly Healthcare - Hillview , (hereafier, the Facility), wishes to enroll as a
provider in the Medical Assistanec Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1. That the submission by, or on behalf of, the Facility of any claim, cither by hatd copy or electronic means, shall be
certification that the services or items for which payment 15 claimed actually werc provided to the person identified
as & medical assistance resident by the person ot entity identtficd as the Facihity on the dutes indicated,

2. (a) To keep records necessary to fully disclose the extent of services provided to
rocdical assistance residents.

®) To provide information, as requested; to the Department af Public Wellure, the U.8.
Department of Heaolth and Human Services, and the Medicaid Fraud Conrol Unit, or
their agents, and (o provide any additional informution needed regarding paymoenis
the Facility has claimed.

) To provide such informetion as may otherwise be required by state o federal law,
3. That the Facility's enrollment, when approved by the Department of Public Welfare, 15 effective on

Q4/01/08 and will continue until notified that its curoliment is termunated of otherwise affected
by lawful actions undertaken by state or federn! officals.

4. That the Facility's enrollment may be terminated by the Facility upon thuty (30) days prior written notice 1o the
Department of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
faslure to comply with terms of this agreement or, as otherwise may be provided by law now and hereafter,

s. That the Facthity’s partictpation in the Medical Assistance Program is subjest to the laws und repulations effective
as to the perind of participation, including all of those that may be effective after the dute of the-agreement and thal
the Facility has the responsibility o know the lnw with respect to participation in the Medical Assistance Program.

Vice President and Assistant Secretary, on behail
of GGNSC Altoona Hiliview GP LLC (General

Bevarly Healtheare - Hillview Pariner of GGNSC Altoona Hiliview LF}
Nursin[7ci17Name Title / Zﬁg
413/4 L4l /% /\
Y hate { / Signature T,
11/23/2005 7:57 AM Page 16 0f 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are requircd by law to agree to centain conditions as a prerequisite to enroliment as providers in
the Medical Assistance Program, and

Whereas Beverly Manor of Lancaster | (hereafter, the Facility), wishes to enroll as 2
provider in the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAV, THE FACILITY HEREBY AGREES:

1. That the submission by, or oo behalf of, the Facility of any claim, eithcr by hard copy or electronic means, shall be
certification that the services or iterns for which paymoent is claimed actually were provided to the person idennficd
as & medical assistance resident by the person or entity identified as the Facility on the dates indicated.

2. (a) To keep records necessary to fully disclose the extent of services provided to
medical assistance rcsidents.

) To previde mformation, as requested, to the Department of Public Welfare, the U.S.
Depariment of Health and Human Services, and the Medicaid Fraud Control Unat, or
their agents, aad to provide any additional information needed regarding payments
the Facility has claimed.

(c) To provide such information as may otherwise be requircd by statc or federal law
3. That the Facility's enrollment, when epproved by the Department of Public Welfare, 1s effective on

04/01/06 and will continue unti! notified that its enrollment is terminated or otherwise affected
by lawful actions undertaken by state or federal officials.

4. That the Facility's enrollment may be terminated by the Facility upon thirty (30) days prior written notice to the
Department of Public Welfare; and, may be termmated by the Department of Public Welfare immediatety for
failure to comply with termas of this agreement or, as otherwise may be provided by law now and hereafier.

5 That the Facility's participation in the Medical Assistance Program 1s subject to the laws and regulutions cffective
as to the period of participation, ncluding all of those that may be effective after the datc of the agrecmeat and that
the Facility has the responsibility to know the law with respect to participation in the Medical Assistance Program.

Vice President and Assistant Secretary, on
behalf of GGNSC Lancaster GP LLC (General

Partner of GGNSC Lancaster LP)
Beverly Manor of Lancaster ‘

Nr-xrsi ; Fagility Name / @ ‘f ’
ol Y0, LU /j (—"

Dat " Signatore

11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers arc required by law to agree to certain conditions as a prerequistte 1o enroliment as providers in
the Medical Assistance Program; and

Wheseas Beverly Healthcare - Lansdale » , (hereafier, the Facility), wishes 1o enroll as a
provider in the Mcdical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGRELS:

1. That the subnussion by, ot on behalf of, the Facility of any claim, either by hard copy or electronic means, shali be
certification that the services or items for which payment is claimed actually were provided to the person identified
as a redical assistance residont by the person or entity identified as the Facility on the dates indicated,

2. (a) T'o keep records necessary lo fully disclose the extent of services provided to
- modical assistance rosidents,

(b To provide inforination, as requested, to the Department of Public Welfare, the U.S.
Department of Health and Buman Scrvices, and the Medicaid Fraud Control Unit, or
their agents, and to provide any edditional information needed regarding paymenis
the Facility has claimed.

(e) Te provide such nformation s may otherwise be required by state or federal faw,
3. That the Facility's enrollment, when approved by the Department of Public Welfare, is effective on

04/01/06 . and will continue until notified that its enrollment is terminated or otherwise affected
by lawful actions undertaken by state or federal officials

4, That the Facility's entollment may be termmated by the Facility upon thurty (30) days poor wntten nouce to the
Deportment of Public Welfare; and, may be tenmnated by the Department of Public Welfare immedhately for
Tailure to comply with terms of this agrecment or, as othetwise may bo provided by law now and hereafter,

5. That the Facility's participation w the Medical Assistanco Program iy subject (o the laws and regulations effective
as to the penod of participation, includmg all of those that may be eftective afier the date of the agreement and that
the Facihty has the responsibility to know the law with respect to participation in the Medseal Assistance Program.

Vice President and Asslstant Secretary, on
behalf of GGANSC Lansdale GP LLC (General

Baverly Healthcare - Lansdale Partner of GGNSC Lansdate LP)
« Nusing Faeshty Name Title
! v ()] 19 el .
e | / Signature
11/2312005 7557 AM Page 16 of 18
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NURSING FACILITY PROYIDER AGREEMENT

Whreas providers are required by law Lo agree to certain condihons s a prerequisite to enrollment as providers in
the Medical Assistance Program; and

Whereas' Manslon Nursing and Convalescent Home , (hereafer, the Facility), wishes to ensoll as a
provider in the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY ACREES;

1. That the submission by, or on behalf of, the Facility of any claim, cither by hiard copy of clcetronic means, shall be
certification that the services or items for which peyment is claimed actnally wers provided 1o the person identificd
as a medical assistance resident by the person or entity identificd as the Facility an the dates fndicated.

2, (a) To keep records necessary to fully disclose the extent of services provided to
medical assisiance residents,

{v) To provide information, as requested, o the Department of Public Welfare, the U.S.
Department of Health and Human Serviees, and the Medicaid Fraud Conirol Unit, or
their agents, and to provide any additiona] information necded regarding payments
the Facility has claimed.

(c) To provsde such information as may othenwise be required by state or federal law,
3. That the Faciliy's cnrollment, when approved by the Department of Public Welfare, is effective on

0410106 and will continue until notified that its enrollment 18 terminated or otherwise affected
by Jawful actions nndertaken by state or federal officials,

4, That the Facility's enrollment may be lorminated by the Facility upon thirty (30) days prior writfen notice 1o the
Department of Public Welfare; and, may be terminated by the Department of Pulbilic Welfare immediately: for
failurc 1o comply with terms of this agreement or, as otherwise may be provided by law now and hereatter.

S. That the Facility's participation in the Medical Assistance Program is subject to the laws and regwlations effcetive
2s 1o the periad of participation, inchuding all of those that may be effective afer the date of the agroement and that
the Facility bhas the responsibility to-know the law with respect to participation in the Medical Assistance Program.

Vice President and Assistant Secretary, on
pehalf of GGNSC Sunbury GP LLC (General

Mansion Nursing and Convalescent Home Partner of GANSC Sunbury LP)

Norsing Facilily Name Qgtc
M50, /(///i ~ 7

' baw[ s / V' Signature e

11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whercas providers are required by law to agree to certuin conditions as a prerequisite to enrollment as providers i
the Medical Assistance Program, and

Whereas Boverly Healthcars - Mayersdale , (hereafler, the Facility), wishes to enroll as a
provider in the Medical Assislance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1. ‘'hat the submission by, or on behalf of, the Facility of any claim, either by hard copy or clectronic means, shall be
certification that the scrvices or items for which payment is claitned actually were provided to the person identified
as o medical assistance resident by the person or eatity identificd as the Facility on the dates indicated.

2. (a) To keep records nocessary to fully disclose the extent of services provided to
medical assistance residents,

() To provide information, as requested, lo the Department of Public Welfare, the US,
Department of Health and Human Services, and the Medicaid Fraud Control Unit, o
their agents, and to provide any additional information needed regarding payments
the Facility hos claymed.

(c) To provide such mformation as may otherwise be required by state or fedcral law,

3. That the Facility's enrollment, when approved by the Department of Public Welfare, is cffoctve on
04/01/06 and will continve uat] notified that its crroliment is terminated or otherwise affected
by lawful actions undertaken by statc or federal officials. '

4. That the Facility’s enrollment may be terminated by the Facility upon thirty (30) days prior written notice to the
Department of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
failure to comply with terms of this agreement or, as otherwise may be provided by law now and hereafter.

5. That the Facility's participation i the Medical Assistance Program 15 subject to tho laws and regulations effective
as to the period of participation, including all of those that may be effectuve sfter the date of the agreement and that
the Facility has the responsibility to know the Jaw with respect to participation it the Medical Assistance Program.

Vice Presidant and Assistant Secretary, on
nohalf of GGNSC Meyersdale GF LLC (General

Beverly Healthcars - Meyersdalo . Pariner ¢f GANSC Meyersdale LP)

A5l s

“Date [ Sipnature

11/23/2005 7:57 AM -Page 16 of 18

Copy from DPW PEAP system Exhibit A to Amended Complaint Page 21



| ASTT5) 0= oo

NURSING FACILITY PROVIDER AGREEMENT

Wherteas providers are required by law 10 agree 1o cortain conditions as a prerequisite to enroliment as providers in
the Medical Assistance Progrum; and

Whereas Beverly Heallhcare - Monroaville , (hereafler, the Facility), wishes to enroll as a
provider in the Medical Assistence Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1. That the submission by, or on behalf of, the Facility of any claim, either by hard copy or clectronic means, shall be
certification that the services ot iterns for which payment is claimed actually were provided fo the person 1dentified
as a medical assistance resident by the person or entity identified as the Facility on the dates indicated.

2. (0) To keep records necessary to fully discloso tho extent of services provided to
medical assistance residents.

®) To provide information, as requested, 16 the Depariment of Public Welfare, the US.
Department of Health and Human Services, and the Medicaid Fraud Controt Unit,-or
their agents, and to provide any addittonal wformation needed regarding payments
the Facility has claimed,

(c) To provide such information as may otherwise be required by state or federal law,

3. That the Facility's enroliment, when approved by the Departrnent of Public Welfare, is effective on
04/01/08 and will continue vntil notified that its enroliment is terminated or otherwise affected
by lawfu! actions undertaken by state or federal officials,

4, That the Facility's cnrollment may be terminated by the Facility upon thuty (30) days prior watten notice to the
Department of Public Welfare; and, may be torminated by the Department of Public Welfarc immediately for
failure to comply with terms of this agreement or, as otherwise may be provided by law pow aod hereafier,

5. That the Facility's participation 1n the Medical Assistance Program is subject to the Jaws and regulations offcclive
as to the perod of participation, including at} of those that may be effective after the date of the agresment and that
the Facility has the rosponsibility to know the Jaw with respect to participation in the Medical Assistance Program,

Vice Presidant and Assistant Secretary, on
behalf of GGNSC Monroeville GP LLC (General

Beverly Healthcare - Monroeville Partnsr of GGNSC Manrgeville LP}
Nursing Faeility Name Title A}
12110 M //Z
Ddte | / Signatuce

11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whercas providets ure vequired by law to agree to certain conditions as & prorequisite to cnrollment as providers 1
the Medical Assistance Program; and

Whereas Baverly Healthcare - Mt, Lebanon , (herenfter, the Facility), wishes to enroll as a
provider in the Medica) Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1. That the submission by, or on behalf of, the Facility of any claim, cither by hard copy or electronic means, shall be
cerlification that the services or items for which paymént is claimed actually were provided lo the person identificd
as a medical assistance rosident by the person or entity identificd as the Facility on the dates indicated.

2. (a) To kecp records necessary to fully disclose the extent of services provided to
medical assistance residonts,

) To provide mformation; as requested, fo the Department of Public Wollare, the U.S.
Department of fHeaith and Humun Services, and the Medicaid Fraud Control Unit, or
their agents, end 1o provide any ndditional information needed regarding payments
the Facility has claimed.

(©) To provide such information as may otherwise be required by state or federal law.
3. That the Facihity's enrollment, when approved by the Dcpertment of Public Welfare, is effective on

04/Q01/06 and will continue unt) notified that its enroliment ts terminated or othenwise affected
by lawful actions undertaken by state or federal officials,

4. That the Facility's enrollment may be terminated by the Facility upon thirty (30) days prior wnitten notice ta the
Departinent of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
fauure 1o comply with termas of this agreement or, as otherwise may be provided by law now and hereafter,

5. That the Facility's participation in the Medical Assistance Program is subject ta the laws and regulations effective
as (o the period of participation, including el of thosc that may be effective after the date of the agreemeat and that
the Facility has the responsibility to know the law with respeet 1o participation in the Medical Assistance Program.

Vice President and Assistant Secretary, on bohalf
of GGNSC Mt. Lebanon GP LLC (General Partner
Beverly Healthcare - Mt. Lebanon of GGNSC ML, Lebanon LF)
Nussing Facility Name Tl

¥

A“/?/(»Lp -

Date / Signawre

11/2312005 7:57 AM Page 16 0f 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers ate required by law to agree 1o certain conditions as a prerequisite to enrollment as providers in
the Medical Assistance Program; and

Whereas Beverly Heallhcars - Murrysvills . (herealter, the Facility), wishes to enroll as a
provider in the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

L That the submission by, or on behalf of, the Facihity of any claim, either by hard copy or electionic means, shall be
certification that the servicos or tems for which payment is claimed actually were provided to the persou identificd
as a medical assistance resident by the person or entity identified as the Facility on the dates indicated.

2. (a) To keep records nccessary to fully disclose the extent of services provided to
medical assistance residents.

(b) To provide information, as requested, to the Department of Public Welfare, the U.S,
Depariment of Health and Human Services, and the Medicatd Fraud Control Unit, or
thoir agents, and to provide eny additional information needed regarding payments
the Facility has claimed.

(0) To provide such information as may otherwise be required by state or federal law.
3. That the Facility's emrollment, when approved by the Department of Public Welfare, is effective on
04/01/08 and will continye until nontified that its enrollment is terminated or otherwise affected

by lawful actions undertaken by state or federal officials,

4. Thal the Facility's entollment may be terminated by the Facility upon thirty (30) days prior written notice to the
Department of Public Welfare; and, may be terminated by the Department of Public Welfaro immediately for
failure to comply with terms of this agreement or, as otherwisc may be provided by law now and hereafter.

5. That the Facility's participation in the Medical Assistance Program is subject o the laws and regulations effective
as 10 the period of participation, eluding all of those that may be effective afier the dale of the agreement and that
the Facility has the responsibility to know (he law with respect to participation in the Medical Assistance Program,

Vice President and Assistant Secretary, on
behalt of GGNSC Murrysvllle GP LLC

Beverly Healthcare - Murrysville (General Partnerlot GGNSC Mur/rysﬂﬂe LP)
Nursivg Falility Name Title
' D:fté’ “ / Signamre
11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by law to ogree to certain conditions as a prerequisite 1o enrellment as providers
the Medical Assistance Program; and

Whercas Beverly Healthcare - Oakmont , (hercafier, the Facility), wishes to entoll as a
provider in the Medical Assistance Program,

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES: :

1. That the submission by, or on behalf of, the Facility of nny claim, exther by hard copy or electronic means, shal) be
certification that the services or items for which payment is claimed actually were provided to the person identified
as b medical assistance resident by the person or enhity identificd as the Facility on the dates indicated.

2. (2) To keep records necessary to fully disclose the extent of services provided to
medical assistance tesidents.

(b) To provide information, as requested, to the Department of Public Welfare, the U.S.
Department of Health and Human Services, and the Medieald Fraud Control Unit, or
their agents, and to provide any additional ynformation needed regarding payments
the Facility has claimed.

(©) To provide such information as may otherwise be required by state or federal law,

(9%

That the Facllity's enrollment, when approved by the Dcpartment of Pubiic Welfare, 15 effecuve on
04/01/06 and will continue until notified that its enrollment is terminated or otherwise affected
by lawful actions undertaken by statc or federal officials,

4, That the Facility's enrallment may be terminated by the Facilty upon thirty (30) days prior written notice to the
Departiment of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
failure to comply with terms of this ngreement or, as otherwise may be provided by law now and hereafter.

5. That the Facility's participation in the Medical Assistance Program is subject to the laws and regulations cffective
as 1o the period of participation, mncluding all of those that may be effective after the date of the agreement and that
the Facility has tle responsibility to know the law with respect to participation in the Medical Assistance Progeam.

Vice Prasident and Assistant Secratary, on
behalf of GGNSC Qakmant GP LLC (General

Bavarly Healthcars - Oakmont Partner pf GANSC Oakmont LP)
Nursizv Facility Name Ti\7M
"UDatet 7 { Signature
11/23/2005 7:57 AM Page 16 of 18
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COMMONWEALTH OF PENNSYLVANIA
DEPARTMENT OF PUBLIC WELFARE
OFFICE OF LONG TERM LIVING
BUREAU OF PROVIDER SUPPORT

SPECIAL PROVIDER AGREEMENT

WHEREAS, the Depariment of Public Welfare administers the Pennsylvania Medical
Assistance Program; and

WHEREAS, pursuant to 55 Pa. Code § 1101.43(b)(3), when nursing facllity providers
change owners, the new owner may not be enrolled as a provider until the cendilions in the
regulations are complied with; and

WHEREAS, an application for enrollment has been made by the below-signing applicant;
and .

WHEREAS, the below-signing applicant is the new owner of a nursing fagility which was
an enrolled provider prior to the change in ownership; and

WHEREAS, the below-signing applicant wishes to enrall In the Medical Assistance
Program prior to the former owner mesting the condition of 55 Pa, Code § 1101 .43(b) (3) (iii); and

WHEREAS, the Department of Public Welfare is willing to permit such an exception to its
regulations In conslderation of the new and former owner entering into this agreement; and

WHEREAS, the former owner and the below-signing applicant wish to enter into this
agreement in order to finalize the transfer as between them and as necessary consideration to
their bargain;

NOW, THEREFORE, in considaration of the foregoing and of the following, the parties
agree and witness that; ‘ ‘

1, The Department of Public Welfare shall not consider 55 Pa. Code
§1101.43(b)(3)(ili) in detarmining whether the below-signing applicant is eligible for enrollment as
a provider; however, all other regulatory criteria will continue to be applicable and the Department
may, In its discretion, refusé to enroll the below-signing applicant.

2. The below-signing applicant warrants that it Is seeking the enroliment of one
specific licensed nursing facillty

3 The below-signing applicant hereby expressly assumes any and all liability and
rights of former owner with respect to overpayments made lo the former owner by the Department
for services to Medical Assistance residents; however, the former owner shall continue to have
the duty to maintain documents, provide access to documents, and file cost reports, with respact
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers ar¢ required by Jaw to agree to cerigin conditions as & prerequisite (o enroliment as providers in the
Medical Assistance Program; and

Whereas Qakmont Center for Nursing & Rehabilltation _ (hereafer, the Facility), wishes o enoll as a provider in
the Mcdical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

I That the submission by, or on behalf of, the Facility of any claim, cither by hard copy or electronic means, shall be
certification that the services or items for which payment is cleimed actually were provided to the person identified as a
medical assistance resident by the person or entity idenlified as the Facility on the dates indicated.

2, (a) To keep records necessary (o fully disclose the extent of services provided to
medical assistance residents,

(b) To provide information, as requesicd, to the Depariment of Public Wetfaro, the U.S,
Department of Health and Human Services, and the Medicaid Fraud Control Unit, or
their agents, and to provide any addmonul information needed regarding payments
the Facility has claimed.

(c) To provide such information as may otherwise be required by staic or federal law.

KN That the Facility's enrollment, when approved by the Department of Public Welfare, is effeclive on
©3-01-\1Y4 and will continue until notified that its enrollment is terminated or otherwise affected by
tawfl actions undenaken by state or federal officials.

4, That the Facility's enrollment may be terminated by the Facility upon thirty (30) days prior written

_notice to the Department of Public Welfare; and, may be terminated by the Depariment of Public

Welfare immediately for failure to comply with terms of this agreement or, as otherwise may be
provided by law now and hereafier,

S, That the Facility's participation in the Medical Assistance Program is subject to the laws and regulations effective as 1o
the period of pasticipation, including all of those that may be effective after the date of the agreement and that the Facility
has the responsibility to know the taw with respect to participation in the Medical Assistance Program.

Qakmont Center for Nursing & Rehabllitation /77& thorizad: #rern fioy7.
Nursing Facility Name Titte
/ /) y A 0% /)z/ ///
Date zgmuurc
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by law to agree to certain conditions as a prerequisite to enrollment as providers in

the Mcdical Assistance Program; aud

Whereas Beverly Healthcare - Ol Clty , (hereafter, the Facility), wishes 1o enroll as a

provider in the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAY, THE FACILITY HEREBY AGREES:

That the submission by, or on behalf of, the Facility of any claim, cither by hard capy or electronic means, shall be
certification that the services or items for which payment {s claimed actually were provided to the person identified
us 2 medical assistance tesident by the person or entlty identsticd as the Facility on the dates tndicated.

(a) To keep records necessary to fully disclose the extent of services provided to
medical assistance residents.

(b) To provide informatton, as requested, to the Department of Public Welfare, the U.S,
Department of Health and Human Sorvices, and the Medicaid Fraud Contrel Unit, or
their agents, and to provide ony additional information needed regarding payments
the Facility has claimed.

(e) To provide such information as may otherwise be required by state or federal law,
That the Facility's enrollment, when approved by the Department of Public Welifare, is effective on

04/01/08 and will continuc unti) notificd that its cnrollment (s terminated or otherwise affected
by lawful actions undertaken by state or federal officials.

That the Facility's corollment may be termtinated by the Facility upon thirty (30) days prior wrilten notice to the
Department of Public Welfare; and, may be terminated by the Dcpartment of Public Welfare immediatcly for
failure to comply with lerms of this agrecment or, as otherwise may be provided by law now and hereafter,

That the Facility's participation in the Medical Assistance Program is subject to the laws and regulations effective
as to the period of participation, including ail of those that may be cffective after the date of the agreement and that
tho Facility has the responsibility 10 know the law with respect to participation in the Medical Assistance Program,

Vice President and Assistant Secretary, on
behalf of GGNSC Off City GP LLC (General

Beverly Heaitheare ~ Ol City Partner of GGNSC Ol City LP) L

Uate Signature

e /v [/

11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers arc required by law o agree to certan conditions as a prerequisite 1o enroliment as providers in
the Medical Assistance Program, and

Whereas Boverly Healthcara - Phoenixville , (hereafler, the Facthty), wishes to cnroll as a
provider in the Medical Assistance Programn;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1, That the submission by, or on behalf of, the Facility of any claim, erther by hard copy or clectronic means, shall be
certification that the services or ttems for which payment 1s claimed actually were provided to thie person identified
as 2 inedical assistanco ressdent by the purson or entity 1dentified as the Facility on the dates indicated

2. (a) Ta keep records necessary to fully disclose the extent of services provided to
medical assistance residents

(b) To provide information, as requested, to the Department of Public Welfare, the U.S.
Department of Health and Hurman Secvices, and the Medicuid Fraud Control Unit, or
thelr agents, and to provide any additional mformation needed regarding payments
the Facility has claimed.

© To pravide such information as may othcrwisc be required by state or federal law.
3 That the Fucility's cnrollment, when spproved by the Depariment of Public Weifare, 1s effective on

04/01/06 and will continue wntil notified that its caroliment is terminated or otherwise affected
by lawful actions undertaken by state or federal officials.

4. That the Facility's enrollinent may be terminated by the Facifiy upon thurty (30) days prior wrilten notice to the
Department of Public Welfare; and, may be termmated by the Depariment of Public Welfaro nnmediately for
failure to comply with terms of tlus agreement or, as otherwise may be provided by law now and horcaticr.,

5. That the Fac:!ityé participation 1n the Medical Assistance Program 13 subject 1o the laws and regulations effective
as to the period of participation, including all of those that may be offective afior the date of the agrcement and that
the Facility has the responsibility 10 know the Inw with respect to participation in the Medical Assistance Program,

Vice President and Assistant Secretary, on
behalf of GGNSC Phoenixville Il GP LLC

Beverly Healthcare - Phoenixvilie (General Partner of GENSC Phoenixvilie 1l LP)
Nursing Facility Name / Title %
e % L
Y bate | Signature
11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whoreas providers are required by law fo agree to certain conditions as a prercquisite to enrollment as providers in
the Medical Agsistance Program; and

Whereas Beverly Healthcare « Reading , (hercafter, the Facility), wishcs 1o caroll as a
provider in the Medical Assistance Program;

NOW, THEREBFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1. That the submission by, or on behalf of, the Facility ofany claim, either by hard copy or clectronic means, shalf be
certification that the services or items for which payment is claimed nctually were provided to the person identified
as a medical assistance resident by the person or entity identified as the Facility on the dates indicated.

2 (a) To keep records nceessary lo fu]ly disclose the extent of services provided to
medical assistance residents.

1)) To provide information, 4 requested, o the Department of Fublie Welfare, the U.S.
Department of Health and Human Services, and the Medicaid Fratud Conteol Uit or
their agents, and to provide any additional information necded rug,nrdmg, payments
lhe Facility has claimed.

(c) To provide such information as may otherwise be required by state or federal law.
3. That the Facility's enrollment, when approved by the Department of Public Welfare, is effective on

04/01/06 and will continue unti) notified that 1ts enrollment is terminated or otherwise affected
by lawful actions undertaken by state or federal officials.

4, That the Facility's cnrollment may be terminated by the Facility upon thirty (30) days prior written notice to the
Departwent of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
failure to comply with terms of this agreement or, as otherwise may be provided by law now and hereafter.

S. That the Faclity's participation in the Medical Assistance Program is subject to the Jaws and regulations effective
as o the period of participation, including alf of those that may be cffective after the date of the agreement and that
the Facility has the responsibility to know the law wath respect to participation in the Medical Assistance Program.

Vice President and Assistant Secretary, on
behalf of GGNSC Mount Penn GP LLG

Bevarly Healthcare- Reading {General Partner of GGNSC Moum Penn LP)
Nursing Fagility Name
Dae Signature
11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers arc required by law to agree ta certamn conditions s a prerequisite to enroltment as providers in
the Medical Assistance Program; and

Whereas Beverly Healthcare - Richland ’ , (hereafier, the Fucility), wishes to enroll as a
provider in the Medical Assistance Prograny;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

L That the submission by, or on behalf of, the Facility of any claim, cither by hard copy or clecironio means, shall be
certification that the services or items for which payment 1s claimed actually were provided to the person identified
as a medical assistance resident by the person or catity identified as the Facility on the dates indicated.

2 () To keep records necessary to fully disclose the extent of services provided to
medical assistance residens,

) To provide infarmation, as requested, o the Department of Pubhic Welfare, the U.S.
Department of Health and Human Services, and the Medicald Fraud Contro] Unit, or
their agents, and to provide any additional information needed regarding payments
the Facility has claimed,

{c) To provide such information as may otherwise be required by state or federal law,
3 That the Facility's enroliment, when approved by the Depariment of Public Welfare, is effective on

04/01/06 and will contiue unlil notified that its cnroltment is terminated or otherwise affected
by lawful actions undertaken by state or federal officials,

4. That the Facility's enrolliment may be terminated by the Facility upon thirty (30) days prior writlen notico to the
Department of Public Welfare; and, may be terminated by the Depariment of Public Welfare immediately for
farture to comply with terms of this agreement or, as otherwise may be provided by law now and hercafter.

5, That the Facility's participation in the Medical Assistance Program is subject to the laws and regulations effective
as (o the period of participation, meluding all of those that may be effective after the date of the agreement and that
the Facility has the responsibility to know the law with respect to patticspation in the Medical Assistance Program,

Vice President and Asslstant Secrstary, on
behalf of GGNSC Jahnstown GP LLG

Beverly Heallhcare - Richland (General Par ner of GGNSC Johnstown LP)
X“ s Facility Name M M &Q
" Datg! VSignniute
11/23/2005 7.57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whercas providers are required by law to agree to certmn condifions os o prerequisito to enrollment as providers m
the Medical Assistanco Program, and

Whereas Beverly Healthcare - Rosemont . (hereafter, the Facility), wishes to enro)} as a
provider in the Medical Assistance Prograny;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGRUES;

8 That the submussion by, or on behall of, the Facility of any clavm, cither by hard copy or clectronie means, shall be
certification that the services or stems for which payment 1s claimed actually were provided to the porson dentified
as a medical ysistance resident by the person or entity identificd as the Facility on the dates indicated,

2. (a) To keep records necessary to futly disclose the extenl of services provided to
medical assisiance residents.

(b) 'To pravide mformation, as requosted, to the Department of Public Welfare, the U.S,
Department of Health and Fluman Seivices, and the Medicaid Fraud Control Unit, or
their agents, and to provide any additional information needed regarding payments
the Facility has clanmed.

(c) To provide such information as may otherwise bo required by state or fedcral law,
3. Thal the Facility's enrollment, when approved by the Department of Public Welfare, is effective on
Q4/01/06 and will continue unhl notified that ts enroliment is ferminated or otherwise affected

by lawful actions undertaken by statc or federal officuals,

4, That the Facility's enrollment may be termunated by the Facility upon thirty (30) days prior written notice to the
Department ol Public Welfare; and, may be terminated by the Department of Public Welfare immedsately for
failure to comply with tenns of this agreement or, as othcrwise may be provided by law now and hereafler,

5, That the Facility's participabion i the Medical Assistance Program is subject to the laws and regulations effective
as 1o the perlod of participotion, meluding atl of those that may be effective aficr the date of the agreement and that
the Facility has the responsibility to know the law with respect to patticipation in the Medical Assistance Prograin.

Vice Presldent and Secretary, on behalf of
GGNSC Rosemont GP LLC (General Partner

Baverly Healthcare - Rosemont of GENSC Rosemont LP)
Nuriing Facility Name ﬁ%@c
310, gl
U Date ( = / Signature
11/23/2005 757 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers aic required by law to agree to certain conditions as a prerequisite to enroflment as providers n
the Medica) Assistance Program; and

Whereas -Baverly Healthcare - Scranton . (hereafter, the Facility), wishes to envoll s
provider mn the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1, That the submission by, or on behalf of, the Facility of any claim, cither by hard copy or electronic means, shall be
certification that the services or 1tems for which payment is claimed actually were provided to the person identified
as & medical assistance resident by the person or entity dentified as the Facility on the dates indicated.

2. (a) To keep records necessary to fully disclose the extent of services provided to
medical assistance residents,

(b) To provide information, as requested, 1o the Departient of Public Welfare, the U.S.
Department of Health and Hurnan $Services, and the Medicaid Fraud Contro! Unit, or
their agents, and to provide any additional information needed regarding payments
the Facility has claimcd.

() To provide such information as may otherwise be required by state ar federal law.
3. That the Facility's enrollment, when approved by the Department of Public Welfare, is cffcctive oo

04/Q1/36 and will continue until notified that its enrollment is terminated or otherwise affccted
by lawful actions undertaken by state or federal officizls.

4. That the Facility's enrollment may be terminatcd by the Facility upon thirty (30) days prior written notice to the
Department of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
failure to comply with terms of this agreemeat or, as otherwise may be provided by law now and hereafter,

5. That the Facility's participation in the Medical Assistance Program js subject to the laws and regulations effective
as to the period of participation, including all of those that may be effective after the date of the agreement and that
the Facility has the respousibibty to know the law with respect to participation in the Medical Assistance Program.

Vice President and Assistant Secretary, on
( behalf of GGNSC Scranton GP LLC (General
Beverly Healthcare - Scranton Partner of GGNSC Scranton LP)

Nursiyg Facility Name

Aro/’{b

U page ™ T/ Signawre

11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by law to agree to certain conditions as a prerequisite to enrollment as providers jn
the Medical Asststance Program: and

Whereas Beverly Healthcara - Shippenville . (hereaRer, the Facility), wishes to enroll as a
provider in the Medical Assistance Program;

NOW, THERLFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1, That the subnussion by, or on behalf of, the Facitity of any claim, either by hard copy or clectronic means, shall be
certification that the services or items for which payment is claimed actually were provided to the person identified
as a medical ossistance resident by the person ot entity identified as the Facility on the dates indicated.

2. (a) To keep recards necessary to fully disclose the extent of scrviees provided o
medical assistaiice residents,

(b} To provide wformation, as requested, to the Depariment of Public Welfare, the U.S,
Department of Health and Human Services, and the Medicaid Fraud Control Unit, or
their agents, and to provide any additional infonmation needed regarding payments
the Tacility has claimed,

5

{c) To provide such information as may otherwise be required by stnte or federal law.
3, That he Facility's envollment, when approved by the Department of Public Welfare, 1s cffective on
04/01/06 and will continue until notified that ts enrollment is terminated or otherwise affected

by lawful achions undertaken by state or federal offictals.

4, That the Facility's onrollmont may be terminated by the Facility upon thirty (30) days prior wntten notice to the
Department of Publhic Welfare; and, may be termmated by the Department of Public Welfare immediately for
failurc to comply with terms of this agreement or, as otherwise may be provided by law now and hereafter.

5. Thaot the Facility's participation m the Medical Assistance Program is subject to the laws and regulations effective
as to the period of participation, including all of those that may be effective aftor the date of the agreement and that
the Facility has the responsibility 1o know the law with respeet to participation o the Medical Assistance Program.

Vice President and Assistant Secretary, on
behalf of GGNSC Shippenville GP LLC
Bavarly Healihcara - Shinpanville {General Parner of GGNSC Shippenville LP)

U Date

/ Signature

11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas praviders arc required by law to agree 10 certain conditions as a prerequistie to enrollment as providers in
the Medical Asststance Program; and

Whereas Beverly Healthcars - Stenton . (hereafier, the Facility), wishes to enroll as a
provider in the Mcdical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGilEES:

1. That the submission by, or on behalf of, the Facility of any claim, either by hard copy or clectronic means, shall be
certification that the services or items for which puyment is clammed actually were provided to the person identified
as a medical assistance resident by the person or entity identified as the Facility on the dates tndicated.

2. (a) To keep records neccssary to fully disclose the extent of services provided to
medical assistance residents,

) To provide information, as requested, to the Department of Public Welfare, the U.S,
Depwtment of Health and Human Sgrvices, and the Medicaid Fraud Control Unit, or
their agents, and to provide any additional information needed regarding payments
the Facility has claimed.

©) To provide such information as may othcrwisc be required by state or federal law.
3. That the Facility's enrojlment, when opproved by the Department of Public Welfare, is effective on

04/01/06 and will continue until notitied that its enrollment is termunated or otherwise affected
by lawful actions undertaken by statc or federal officials,

4. That the Facility's enrollment may be tcrminated by the Facility upon thirty (30) days prior written notice to the
Department of Public Wclfare; and, may be terminated by the Department of Public Weifare immediately for
fatture to comply with terms of this agreement or, as otherwisg may be provided by law now and hereafter.

S. That the Facility's participation in the Mcdical Assistance Program 1s subject to the laws and regulations cffective
as to the period of participation, including zll of those that may be effecttve after the datc of the agreement and that
the Facility has the responsibility to know the law with respect to participation in the Medical Assistance Program.

Vice President and Assistant Secretary, on behalt
of GGNSC Philadeiphia GP LLC (General Partner
Beverly Healthcare - Stenton of GGNSC Philadelphia LP)

Nursing Facility Name

A3 51,

e Dzm:]’ ! f “ Sigoature
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by law to agree to certain conditrons as a prerequisiic to enrollment as providers m
the Medical Assistance Program; and

Whereas Beverly Healthcare - Stroud __, (hereafler, the Facility), wishcs to enroll as a
provider in the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:;

1. Thal the submission by, or on behalf of, the Facility of any claim, cithier by fiard copy or tlectronic means, shall be
cerbfication that the services or iteims for which payment is claimed aciually were provided to the person identified
a5 a medical assistance resident by the person or entity identified a8 the Facility an the datos indicated.

2, (a) To keep records necessary to fully disclose the extent of services provided to
medical assistance residents,

(b) To provide information, as requested, to the Department of Public Welfare, the U.S.
Department of Health and Human Services, and the Medicaid Fraud Contro! Unit, or
their agents, and to provide any additional information needed regarding payments
the Facility has claimed.

(c) To provide such information ns may otherwise be required by state or federal law.
3, That the Facility's enroliment, when approved by the Department of Public Welfare, is cffective ou

D4/01/06 and will continue until notified that 1ts enroliment is terminated or otherwise aflected
by lawful actions undertaken by state or federal officials.

4, That the Faciliy's onroliment may be terminated by the Facility upon thirty (30) days prior written notice to the
Department of Public Welfare; and, may be termingted by the Depnrtment of Public Welfare immediately for
failure to comply with terms of this agreement or, ag otherwise may be provided by law now and hercafier.

5. That the Facility's participation in the Medical Assistance Program is subjcct to the laws and regulations effective
as to the period of participation, including all of those that may be offective aftet the date of the agreement and that
the Facility has the responsibility to know the law with respect to particspation in the Medical Assistance Frogram.

Vice Prosident and Assistant Secratary, on behalf
of GGNSC East Stroudsburg GP LLC {Qeneral

Bavarly Healtheara - Stroyd Pariner of GGNSC East Siroudsburg LP)
Nmszg Vagility Name ’i'it%
e
i % &P /ﬁ/[ //Q,...
De U / Signature
11/23f2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers nro required by law to agree 1o certain conditions as a prerequisite 10 enrolliment as providers in
the Medical Assistance Program; and

Whereas Summit Health Care Center , (hereafter, the Facility), wishes to enroll as a
provider in the Medical Assistance Prograny;

NOW, THEREFORE, AS REQUIRED BY LAW, THEFACILITY HEREBY AOREES:

1. That the submission by, or on behalf of, the Facility of any claim, either by hard copy or eleetronic means, shall be
cortification that the services ot items for which payment is claimed actually were provided to the person idenuficd
a8 & medical assistance resident by the person or entity identified as the Facility on the dates indicated.

2, (a) To keep records necessary to fully disclose the extent of services provided to
micdical assistance residonts,

(b) To provide information, as requested, to the Department of Public Welfare, the U,S,
Depariment of Health and Humay Scrvices, and the Medicaid Fraud Control Unit, or
thewr agents, and to provide any #dditional information nceded regarding paymeots
the Facllity has claimed.

(©) To provide such information as may otherwise be required by state or federal law.

3, That the Facility's cnroliment, when approved by the Department of Public Welfare, is offcctive on
- Q41106 and will coutinue until notificd that its enrolment is terminated or othetwise affected
by lawful actions undertaken by state or federal officials.

4, That the Facility's enrollment may be termunated by the Facility upon thirty (30) days prior written nolice to the
Department of Public Welfare; and, may be terminated by the Department of Public Welfarc immediately for
failure to comply with terms of this agreement or, as otherwise rmy be provided by law now and hereafier,

5. That the Facility's participation in the Medical Assistance Program is subject to the juws and regulations offcetive
as to the period of participation, inchuding alf of those that may be effective after the date ol thie ageeoment and that
the Facility has the responsibility to know the Isw with respecl to participation in the Medical Assistance Program.

Vica Prasident and Asslstant Secretary, on behalf of
GGNSC Wilkes-Barra Hl GP LLC (General Partner

Surnmit Heallh Care Center of GGNSC Wilkes-Barre Il LP)
Nussing ?Icihiy Name Thw&*
f y s
Date | { / Signature '

11/23/2005 7:57 AM Page 16 of 18
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NURSING FACILITY PROVIDER AGREEMENT

Wharcas proviters are required by law to agree to certam condshons as a prerequisite (o enrofiment as providers n
the Medical Assistance Program, and

Whereas Beverly Healihcars - Thusviile , (hereafter, the Facility), wishes to enroll as a
provider in thc Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1. That tho submission by, or on behalf of, the Facility of any claim, esther by haed copy or electronjc mcans, shall be
certification that the services ot steins for which payment 15 claimed actually werc provided to the person dentified
gs  medical assistance resident by the person or enlity identified ay the Facility on the dates indicated.

2, () To keep records necessary to fully disclose the extent of services provided to
medical assistance residents,

& To provide information, as requested, 1o the Department of Public Welfare, the U.S.
Dopartment of Health and Fluman Services, snd the Medicaid Froud Control Untt, or
their agents, snd {o provide any udditional information heeded regarding payments
the Facility bas claimed,

(c) To pravide such information as may othorwise be required by state or federal law.,
3 That the Facility's earollmeat, when approved by the Depariment of Public Welfare, is effecuve on

04/01/08 and will continue until notificd that its enrollment is temunated or otherwise affected
by lawful actions underiaken by state or federal officials.

4, That the Facility's enroliment may be terminated by the Facility upon thirty (30) days prior written notice to the
Department of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
faslure to comply with terms of this agreement or, ag otherwise may be provided by law now and hereafter,

5. That the Facility’s participation in the Medical Assistance Program is subject to the laws and regulations cffective
as to the pertod of participation, including all of those that may be effcctive after the date of the agreement end that
the Facility has the responsibility to know the law with respect 1o participation in the Medical Assistance Program,

Vice President and Assistant Secretary, on
behall of GGNSC Titusville GP LLC {Generat

Baverly Healthcare - Titusville Partner of GGNSC Titusvllle LP)

Nursing Facility Name Rilg d
3 /0(p e

Pate | r / Signature
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers arc required by law to agree to certain conditions as a prerequisite to cnrollment as providers 1n
the Mcdical Assistance Prograim; and

Whercas Beverly Healthcare . (hereafter, the Facility), wishes to enroll as a
providet in the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1. That the submussion by, o on behalf of, the Facility of any claim, either by hard copy or electronic means, shall be
certification that the services or items for which payment 1s claimed actually were provided to the person identified
as a medical assistance resident by the person or catity rdentificd as the Facility on the dates indicated,

2. (a) To keep records necessary o fully disclose the extent of secvices provided to
mcdical assistance residents.

(b) To provide information, as requested, to the Depariment of Public Welfarc, the U.S.
Department of Health and Human Scrvices, and the Medicaid Fraud Control Unit, or
their agents, and to provide any additional information necded regarding payments
the Facility has claimed.

(c) To provide such information as may otherwise be requircd by state or federal law.
3, That the Facility's enrollment, when approved by the Department of Public Welfare, is effective on
04/01/08 and will coptinue until notified that 1ts enrollment is terminated or otherwise affected

by lawful actions undertaken by state or federal officials.

4, That the Facility's enrollment may be terminated by the Facility vpon thirty (30 days prior written notice to the
Departmeat of Pubhic Welfare; and, may be terminated by the Department of Public Welfare imraediately for
fatlure to comply with terms of this agresment or, as otherwise may be provided by law now and hereafter,

s, That the Facility's participation i the Medical Assistance Program is subject to the Juws and regulations effcetive
as 1o the perod of participation, meluding all of those that may be effective after the date of the agreement and that
the Facility has the responstbility (0 know the Jaw with respect 1o participotion in the Medical Assistance Program.

Vice President and Assistant Secretary, on behalf of
GGNSC Tunkhannock GP LLC (General Partner of
GGNSC Tunkhannock LP)

Bevarly Heallhcare

Norsing Factliyy Name V% 'ﬂW\
4 30 e

"Date / " Sigpature
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NURSING FACILITY PROVIDER AGREEMENT

Wheorcas providers are required by law to agree to certain condittons as a prerequisite to carollment as providers in
the Medical Assistance Program; and

Whereas Baverly Healthcare - Unlontown , (hercafier, the Facility), wishes to enroli as &
provider in the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAV, THE FACILITY HEREBY AGREES:

1, That the submussion by, or on behalf of, the Facility of any claim, cither by hard copy or electronic means, shall be
certification that the scrvices or stems for which payment 1s claimed actually were provided to the person ideatified
g5 a medical assistance resident by the person or entity identified as the Facility on the dates mdicated.

2. (o) To keep records nccessary to fully disclose the extent of services provided to
medical assistance residents,

(b To provide information, as requested, to the Department of Public Welfare, the us.
Department of Fleali and Fumen Secvices, and the Medicaid Fraud Contral Unit, or
their agents, and to provide any additional mformation necded regarding paymenty
the Facility has claimed,

() To provide such information as may otherwise be required by stato or federel law,
3. That the Facility's cprolment, when approved by the Department of Public Welfare, Is effective on

04/01/06 and will continue uani notified that its enrollment is terminated or otherwise affccted
by fawtu] actions undertaken by state or fedoral officials,

4. That the Facility's caroliment may be terminated by the Factlity upon thirty (30) days prior wrntten notice lo the
Depariment of Public Welfare; and, may. be termunated by the Departmeni of Public Welfare immediately for
faiture to comply with terms of this agrecment or, as otherwise may be provided by law now and hereafler,

5. That the Facility's participation iu the Medicel Assistance Program 1s subject to the laws and regulations cffective
88 to the period of pacticipation, Jncluding all of those that may bo cffective afier the date of the agreement and that
the Facility has the responsibility to know the law with respect to participation fn the Medical Assistance Program,

Vice President and Asslistant Secretary, on
behalf ot GANSC Uniontown GP LLC

Beverly Healthcare - Unlontown (General Partngr o @GNSErlontown LP)
Nurstifg Faclity Name KQD W/
© UDate] Signature
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers arc required by law to agree to certoin conditions as a prerequisite to enrollment as providers in
the Medical Assistance Program; and

Whereas Beverly Healthcare - Waynesburg . (hereafter, the Facility), wishes to enrolt as a
provider in the Mcdical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREDY AGREES:

1. That the submission by, or on behalf of, the Facility of any claim, cither by hard copy or electronic means, shall be
certification that the services or items for which payment is claimed actually were provided to the person identified
as a medical assistance restdent by the person or cntity identificd as the Facility on the dates indicated.

2 (a) To keep records necessary to fully disclose the extent of services provided to
medical assistonce residents.

®) To provide mformation, as requested, lo the Deparunent of Public Wolfare, the U.S.
Department of Health-and Human Services, and the Medicaid Fraud Control Unit, or
their agents, and to provide any additional information needed regarding payments
the Facility has claimed.

(c) To provide such information ns may otherwise bo required by state or federal law.
3. That the Facility's cnrollment, when approved by the Department of Public Welfore, is effective on

04/01/06 and will continue until notified that its enroliment Js termmated or otherwise affected
by lawful uctions underiaken by state ot federal officials,

4, That the Facility's enrollment may be terminated by the Facility upon thirty (30) days prior wnitten notice 1o the
Department of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
faiture to comply with terms of this agreement or, as otherwise may be provided by law now and hereafter.

5. That the Facility's panticipation in the Medical Assistance Program is subjeet to the Jaws and regulations ¢ffective
as to the period of participation, including all of those thal may be cffective afler the date of the agreement and that
the Facility has the responsibility to know the faw with respect to participation in the Medical Assistines Program.

Vice Presldent and Assistant Secretary, on
behalf of GGNSC Waynasburg GP LLC

Baverly Healthcara - Waynesburg (General Partner of GGNSC Waynasburg LP)
Nursnyg Facility Nome Z/ 7@\
A% o ML

Date &gmmw
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providery are required by law to agree to certain conditions as a prevequisite to enrollment as providers in
the Medical Assistance Program, and

Whereas Beverly Healthcare - Warren . (horeafler, the Faeility), wishes fo cnroll as o
provider in the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

IR That the submission by, or ot behalf of, the Facility of any claim, either by hard copy or electronic means, shall be
cerification that the services or jtems for which payment 1s cleimed actually wore provided to the person identified
as a medical assistance resident by the person ot entity identified as the Facihity on the dates indicated.

2. (8) To keep records necessary to fully disclose the extent of sarvices provided to
medical assistanco residents.

(b) To provido information, as requested, to the Departiment of Public Welfare, the U.S.
Department of Health and Human Services, and the Medicaid Fraud Control Unit, or
their agents, and to provide any additional wyfurmation needed regarding payments
the Facility has claimed.

() To provide such information as may otherwise be required by state or federal law.

3. That the Facility's cnroliment, when opproved by the Department of Public Welfare, is effective on
04/01/06 and will continue until notified that its enrollment is terminated or otherwise affected
by Tawful netrons undertaken by state or federal officials,

4, That the Facility's earoliment may be terminated by the Facility upon thirty (30) days prior written notice to the
Department of Public Welfare; and, may be terminated by the Depantment of Pubfic Welfare jmmediately for
failure to comply with terms of this agreement or, as otherwise may be provided by law now and hereafter.

S. That the Facility's participation in the Medical Assistance Program is subject to the Taws und regulations effectve
ag to the pertod of pariicipation, weluding all of those that may b cffective afler the date of the agrecment and that
the Facility has the rospansibility to know the law with respect to participation in the Medical Assistance Progrom.

Vice Presldent and Asslstant Secretary, on
behalf of GGNSC Warren Il GP LLC {General

Beverly Healthcars - Warren Partner of GGNSC Warren Il LP) M

Nursing Eacility Name Title
™bue [ 7 { Signature
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COMMONWEALTH OF PENNSYLVANIA
DE T OF PUBLIC WELFARE
OFFICE OF MEDICAL ASSISTANCE PROGRAMS

LONG TERM CARE P.0. BOX 8025 717-772-2571
PROVIDER SERVICES : HARRISBURG, PENNSYLVANIA 17105-8025 www dpw.state.pa.us/omap
CERTIFIED MAIL: 7099 3400 0012 4367 4102 December 24, 2007

Ms. Cheryl Gruber
Administrator

Golden LivingCenter-Central PROMISe No.: 1015584350001
121 Central Avenue Medicare No,: 39-5924
Warren, Pennsylvania 16365 LSCU NO.: 2304-02

Dear Ms. Gruber:

On December 18, 2007, we received notification from the Department of Health,
Division of Nursing Care Facliities that your facility consisting of 46 beds voluntarily
closed on November 14, 2007.

Therefore, effective November 14, 2007, the MedIcal Assistance Provider
Agreement issued to your facllity is null and void.

In addition, effective November 14, 2007, you may no longer recsive payments
under the Medical Assistance Program for nursing care and services provided to
medical assistance residents.

If there are any questions, please contact Kim Luciano at 717-772-2571.

Sincerely,

Bonnie L Rose

Director
BLR/KRL/erb
bee:  Mr. Bordner Ms, Weidman
Mr. Pezzuti Ms, Lay
Mr. Williamson Ms. Luciano
Ms. Rose Ms. Chavez/M&S
Ms, Nolen Warren CAO-MA Nsg. Hm. Supvsf.
Ms. Rowe File
Ltr. 18
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by law 1o agree o certain conditions as a prerequisite to enrotiment as providers in
the Medical Assistance Program; and

Whereas Beverly Healthcara - Western Reserve _, (hereafier, the Facility), wishes to enroll as a
provider in the Medical Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1. That the submission by, or on behalf of, the Facilily of any claim, either by hard copy or elecironic meaus, shall be
centification that the services or items for which payment is clauned actually were provided to the person identitied
as & medica! assistance resident by the person or entity identified as the Facility on the dates indicated.

2. (®) To keep records necessary to fully disclose the extent of services provided to
medical assistance residents.

()] To provide infornation, as requested, fo the Department of Public Welfare, the U.S,
Pepariment of Health and Human Services, and the Medicaid Fraud Control Unit, o
their agents, and to provide any additional information needed regarding payments
the Facility has claimed,

(c) To provide such information a5 may othcrwise be required by state or federal law,
3, That the Facility's cnrollment, when approved by the Department of Public Welfarc, is effective on

n4/n1/08 and will continue until notfied that its enrollment is terminated or otherwise affected
by lawful actions undertaken by state or federal officials. :

4. Thal the Facility's cnroliment may be terminated by the Facility upon thirty (30) days prior written notice to the
Dcpartment of Pubhc Welfare, and, may be terminated by the Department of Public Welfare immediately for
failure to comply wath terrus of this agreement o, as otherwise may be provided by law now and hercafter,

5. Thot the Facility's participation in the Medical Assistance Program is subject to the laws and regulations effeclive
as to the pericd of participation, including all of those that may be cffective after the date of the agreement and that
the Facility has the responsibility to know the Jaw with respect to participation in the Medical Assistance Program,

Vice President and Assistant Secretary, on behaif of
GGNSC Erie Wastern Reserve QP LLC (General

Beverly Healthcare - Western Reserve Pariner ot GGHSC Erle Western Reserva LP)
Nursing Bacilify Name TitJe
2y i /
473 »
{ bate! ° / Signature
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by law 10 agree to certain conditions as a prerequisitc to enrollment as providers in
the Medical Assistance Program: and

Whereas West Shore Health and Rehabilitation Center _, (hercafter, tho Facility), wishes to enroll as a
provider in the Medlca] Assistance Program;

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

1. That the submission by, or on behalf of, the Pacility of any claim, either by hard copy or clectronic means, shall be
certification that the services or ttems for which payment 1s claimed actually were provided to the person 1denufied
as a medica! assistance resident by the person or entity identified as the Facility on the dates mdicated.

2. (a) To keep records necessary to fully disclose the extent of services provided to
medical assistance residents.

(b) To provide information, as requested, to the Department of Public Welfare, the U.S.
Department of Health and Human Services, and the Medicaid Fraud Control Unit, or
their agents, and to provide any additiona} information needed regurding payments
the Facility has claimed,

(c) To provide such information as may otherwise be required by state or federal law,
3, That the Facility's cnroilment, when approved by the Depariment of Public Welfere, is effective on
04/01/06 and will continue until notified that its enroliment is lerminated or otherwise affected

by lawful actions undertaken by state or federal officials.

4, 'That the Facility's onrcliment may be terminated by the Facility upon thirty (30) days prior wrilten notice to the
Department of Public Welfare; and, may be terminated by the Department of Public Welfare immediately for
farlure to comply with tenns of this agreement or, as otherwise may be provided by law now and hereafter,

S. That the Facility’s participation in the Medical Assistance Program is subject to the laws and regulations effective
as to the period of participation, including all of those that may be effective after the date of the agreement and that
the Facility has the responsibility to know the law with respect to participation in the Medical Assistance Program,

Vice Prasident and Assistant Secretary, on
behalf of GABNSC Camp Hlll West Shore GP
LLC (General Pariner of GGNSC Camp Hilt

Was!t Shore Health and Rehabliltation Centsr WestShora LPY
Nurging Facility Name Xiﬁlw
7 ate | /" / Signatere o
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NURSING FACILITY PROVIDER AGREEMENT

Whereas providers are required by law to agree to certain conditions as a prerequisite to enroliment as providers in
the Medical Assistance Program; and

Whereas Beverly Healthcare - York Terrace , (hereafter, the Facihity), wishes {o enrol} as a
provider m the Medical Assistance Program; '

NOW, THEREFORE, AS REQUIRED BY LAW, THE FACILITY HEREBY AGREES:

. That the submission by, or on behalf of, the Facility of any claim, either by hard copy or clectronic means, shall be
certification thal the services or items for which payment is claimed actually were provided to the person identified
as a medical assistance resident by the person or entity 1dentified as the Facility on the dates indicated.

2. (a) To keep records necessary to fully disclose the cxtent of services provided to
medical assistance residents.

(b) To provide information, as requested, to the Departinent of Public Weifare, the U.S.
Department of Health and Human Services, and the Medicaid Fraud Control Unit, or
their agents, and to provide any additiona) iformation needed regarding paymenis
the Facility has ¢taimed.

(c) To provide such information as may othcrwise be required by state or federal law,

[

That the Facility's enrollinent, when approved by the Depariment of Public Welfare, is effective on
04/01/06 and will continue unuil notified that tts enroliment is terminated or otherwise affected
by lawful actions undertaken by state or federal officials.

4. That the Facility's cirollment may be terminated by the Facility upon thirty (30) days prior writien notice to the
Deparhnent of Public Welfarc; and, may be terminaicd by the Depariment of Public Welfare immediately for
failure to comply with terms of this agreement or, as otherwise may be provided by law now and hereafter,

5. That the Facility's participation 1n the Medical Assistaice Program is subjoct 1o the laws and regulations effective
as o the period of participation, including all of those that may be effcctive afier the date of the agreemenl and that
the Facility has the responsibility to know the law with respect to participation in the Medical Assistance Program.

Vice President and Assistant Secretary, on
behalf of GGNSC Pottsville GP LLC (General

Beverly Healthcare - York Terrace Pariner of GGNSC Potisville LP)
Nursing Facitity Name ()(z/ [itlc
4"/%/0‘(9 g ﬁw P
Dute 1 / N Rignature
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IN THE COMMONWEALTH COURT OF PENNSYLVANIA

COMMONWEALTH OF PENNSYLVANIA
Acting by Attorney General.
KATHLEEN KANE,

Plaintiff,
V.

GOLDEN GATE NATIONAL SENIOR CARE LLC;
GGNSC Holdings LLC; GGNSC Administrative Services
LLC; GGNSC Clinical Services LLC; GGNSC Equity
Holdings LLC; GGNSC Harrisburg LP; GGNSC
Harrisburg GP, LLC; GGNSC Camp Hill III LP; GGNSC
Camp Hill Il GP, LLC; GGNSC Clarion LP; GGNSC
Clarion GP, LLC; GGNSC Doylestown LP; GGNSC
Doylestown GP, LLC; GGNSC Wilkes-Barre East
Mountain LP; GGNSC Wilkes-Barre East Mountain GP,
LLC; GGNSC Gettysburg LP; GGNSC Gettysburg GP,
LLC; GGNSC Altoona Hillview LP; GGNSC Altoona
Hillview GP, LLC; GGNSC Lancaster LP; GGNSC
Lancaster GP, LLC; GGNSC Lansdale LP; GGNSC
Lansdale GP, LLC; GGNSC Sunbury LP; GGNSC
Sunbury GP, LLC; GGNSC Monroeville LP; GGNSC
Monroeville GP, LLC; GGNSC Mt. Lebanon LP; GGNSC
Mt. Lebanon GP, LLC; GGNSC Murrysville LP; GGNSC
Murrysville GP, LLC; GGNSC Phoenixville II LP;
GGNSC Phoenixville I GP, LLC; GGNSC Mount Penn
LP; GGNSC Mount Penn GP, LLC; GGNSC Rosemont
LP; GGNSC Rosemont GP, LLC; GGNSC Scranton LP;
GGNSC Scranton GP, LLC; GGNSC Shippenville LP;
GGNSC Shippenville GP, LLC; GGNSC Philadelphia LP;
GGNSC Philadelphia GP, LLC; GGNSC Wilkes-Barre 11
LP; GGNSC Wilkes-Barre II GP, LLC; GGNSC
Tunkhannock LP; GGNSC Tunkhannock GP, LL.C;
GGNSC Uniontown LP; GGNSC Uniontown GP, LLC;
GGNSC Erie Western Reserve LP; GGNSC Erie Western
Reserve GP, LLC; GGNSC Camp Hill West Shore LP;
GGNSC Camp Hill West Shore GP, LLC; GGNSC
Pottsville LP; GGNSC Pottsville GP, LLC,

Defendants.



VERIFICATION
I, Rebecca M. Bloom, Consumer Protection Agent Supervisor of the Commonwealth of
Pennsylvania, Office of Attorney General, Health Care Section, have reviewed the attached
Commonwealth’s Amended Complaint And Petition For Injunctive Relief 1 hereby verify that
the factual allegations contained in the attached Amended Complaint are true and correct to the
best of my knowledge, information, and belief. However, the language and style of averments is
provided by legal counsel. I make this verification subject to the penalties under 18 Pa. C.S.

§4904 relating to unsworn falsification to authorities.

Dated: September __ 8 . 2015

Consumer Protection Agent Supervisor
Health Care Section

Public Protection Division

Office of Attorney General



IN THE COMMONWEALTH COURT OF PENNSYLVANIA

COMMONWEALTH OF PENNSYLVANIA
Acting by Attorney General.
KATHLEEN KANE,

Plaintiff,
V.

GOLDEN GATE NATIONAL SENIOR CARE LLC;
GGNSC Holdings LLC; GGNSC Administrative Services
LLC; GGNSC Clinical Services LLC; GGNSC Equity
Holdings LLC; GGNSC Harrisburg LP; GGNSC
Harrisburg GP, LLC; GGNSC Camp Hill III LP; GGNSC
Camp Hill III GP, LLC; GGNSC Clarion LP; GGNSC
Clarion GP, LLC; GGNSC Doylestown LP; GGNSC
Doylestown GP, LLC; GGNSC Wilkes-Barre East
Mountain LP; GGNSC Wilkes-Barre East Mountain GP,
LLC; GGNSC Gettysburg LP; GGNSC Gettysburg GP,
LLC; GGNSC Altoona Hillview LP; GGNSC Altoona
Hillview GP, LLC; GGNSC Lancaster LP; GGNSC
Lancaster GP, LLC; GGNSC Lansdale LP; GGNSC
Lansdale GP, LLC; GGNSC Sunbury LP; GGNSC
Sunbury GP, LLC; GGNSC Monroeville LP; GGNSC
Monroeville GP, LLC; GGNSC Mt. Lebanon LP; GGNSC
Mt. Lebanon GP, LLC; GGNSC Murrysville LP; GGNSC
Murrysville GP, LLC; GGNSC Phoenixville II LP;
GGNSC Phoenixville II GP, LLC; GGNSC Mount Penn
LP; GGNSC Mount Penn GP, LLC; GGNSC Rosemont
LP; GGNSC Rosemont GP, LLC; GGNSC Scranton LP;
GGNSC Scranton GP, LLC; GGNSC Shippenville LP;
GGNSC Shippenville GP, LLC; GGNSC Philadelphia LP;
GGNSC Philadelphia GP, LLC; GGNSC Wilkes-Barre 11
LP; GGNSC Wilkes-Barre 11 GP, LLC; GGNSC
Tunkhannock LP; GGNSC Tunkhannock GP, LLC;
GGNSC Uniontown LP; GGNSC Uniontown GP, LLC;
GGNSC Erie Western Reserve LP; GGNSC Erie Western
Reserve GP, LLC; GGNSC Camp Hill West Shore LP;
GGNSC Camp Hill West Shore GP, LLC; GGNSC
Pottsville LP; GGNSC Pottsville GP, LLC,

Defendants.



VERIFICATION
I, Maryann E. Walsh, Senior Civil Investigator of the Commonwealth of Pennsylvania,
Office of Attorney General, Antitrust Section, have reviewed the attached Commonwealth’s
Amended Complaint And Petition For Injunctive Relief 1 hereby verify that the factual
allegations contained in the attached Amended Complaint are true and correct to the best of my
knowledge, information, and belief. However, the language and style of the averments is

provided by legal counsel. I make this verification subject to the penalties under 18 Pa. C.S. §

4904 relating to unsworn falsification to authorities.

Dated: September 8 2015 /W‘“f”"“ g M

Maryanrd E. Walsh

Senior Civil Investigator
Antitrust Section

Public Protection Division
Office of Attorney General




CERTIFICATE OF SERVICE

I hereby certify that on September _ 8 , 2015, I did cause to be served a true and

—_—

correct copy of the Commonwealth’s Amended Complaint And Petition For Injunctive Relief

upon the following respondents service method via email as set forth below:

Christopher John Mauro Laura Morrison Kessler
Email: christopher.mauro@dechert.com Email: laura.kessler@dechert.com
Dechert, LLP Dechert, LLP
504 South 12™ Street Cira Centre
Philadelphia, PA 19147 2929 Arch Street
Suite 2235

Philadelphia, PA 19103

Thomas H. Lee, 11, Esquire
Email: Thomas.lee@dechert.com
Dechert, LLP

Cira Centre

2929 Arch Street

Philadelphia, PA 19104-2808

Dated:  September 8 2015

_



