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Provide or get specialized rehabilitative services as required for a resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and document review, the facility failed to provide physical therapy and
occupational therapy as ordered for 5 of 5 residents (R2, R8, R13, R25, R26) reviewed for
rehabilitation and restorative services.

Findings include:

R2's face sheet printed 6/4/26, indicated diagnoses of acute heart failure, chronic pain syndrome, and
kidney disease.

R2's care plan dated 2/17/26, indicated acute and chronic pain related to lower leg ulcers and chronic
pain syndrome with interventions of non-medicated pain relief measures such as massage, physical
therapy, and strengthening and stretching exercises.

R2's physician's orders dated 5/29/26, indicated occupational and physical therapy eval and treat.

R2's quarterly Minimum Data Set (MDS) assessment dated [DATE], indicated intact cognition,
rejection of care one to three days, use of wheelchair, dependent on staff for toileting hygiene, lower
body dressing, and personal hygiene.

R8's face sheet printed 6/4/26, indicated diagnoses of dysphagia (difficulty swallowing), hemiplegia
and hemiparesis following cerebral infarction affecting right dominant side (right side impairments
due to stroke).

R8's care plan dated 4/14/26, indicated activities of daily living (ADL) assistance needed for
transfers due to recent stroke, with intervention on one assist for transfers and occupational and
physical therapy to eval and treat.

R8's physician's orders dated 4/14/26, indicated occupational, physical, and speech therapy eval and
treat.

R8's admission MDS assessment dated [DATE], indicated moderately impaired cognition, no
behaviors, use of wheelchair, dependent on staff for bathing, toileting hygiene, and dressing.

R13's face sheet printed 6/4/26, indicated diagnoses of end stage kidney disease, heart failure, and
diabetes mellitus.

R13's care plan dated 9/26/25, indicated desire to go home after meeting goals in therapy with
interventions of evaluating and discussing the prognosis for independent or assisted living.
(continued on next page)
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R13's physician's orders dated 5/29/26, indicated physical and occupational therapy eval and treat.

R13's admission MDS assessment dated [DATE], indicated intact cognition, no behaviors or rejection
of care, use of wheelchair, dependent for transfers and dressing, set up for personal hygiene.

R25's face sheet printed 6/4/26, indicated diagnoses of surgical aftercare following skin surgery,
diabetes mellitus, kidney disease, and obesity.

R25's care plan dated 5/27/26, indicated desire to return home following short term rehabilitation
with interventions of evaluating motivation to return to community with assistance on home care.

R25's physician's orders dated 5/26/26, indicated occupational and physical therapy eval and treat.

R25's admission MDS was not yet completed.

R26's face sheet received on 6/4/26, included diagnoses of polyarthritis (arthritis affecting five or
more joints at the same time), chronic obstructive pulmonary disease, or COPD (lung disease that
restricts airflow making it hard to breathe), obesity and history of falling.

R26's admission MDS assessment dated [DATE], indicated intact cognition, clear speech, could
understand and be understood. R26 required supervision or partial assistance with activities of daily
living (ADLs), required substantial assistance moving from chair to bed, was dependent upon staff for
dressing, and did not walk distances due to medical condition or safety concerns. R26 used a
wheelchair for mobility.

R26's care area assessment for ADLs indicated R26 was admitted for short term rehabilitation
following hospitalization. The goal was to improve functional abilities and return to prior living
situation.

R26's admission orders from the hospital dated 5/20/26, included occupational and physical therapy
evaluation and treatment. Meaning occupational and physical therapy professionals would meet with
R26 and evaluate therapy needs and establish a treatment plan.

R26's care plan dated 5/20/26, indicated an ADL self-care deficit related to weakness/illness and
chronic pain related to osteoarthritis of both knees causing joint pain which could lead to impaired
physical mobility and inability to care for herself. R26 was considered a moderate risk of falling due to
deconditioning, gait and balance problems.

During interview on 6/2/26 and 2:39 p.m., R2 stated he had recently been hospitalized and returned to
the facility. R2 stated he was supposed to be doing therapy, but there was no therapy available at the
facility. R2 further stated he chose to return to the facility because he had been living there
previously and didn't want to go anywhere else. R2 stated he was fine with waiting for the facility to
get new therapy services.

During interview on 6/2/26 at 3:00 p.m., R8 stated he was at the facility for therapy and planned to go
home when done. R8 stated he was informed that therapy was not available anymore and wanted to
go to a facility in a different town. R8 stated the facility was helping him get that arranged.

During interview on 6/2/26 at 4:10 p.m., R13 stated she had recently been readmitted from the
(continued on next page)
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hospital and was supposed to be getting therapy services. R13 stated the facility told her they didn't
have therapy right now, but she wanted to remain in the facility and wait until they hired new
therapists.

During interview on 6/3/26 at 10:40 a.m., R25 stated he was supposed to be doing therapy at the
facility but didn't think he really needed it. R25 further stated he wanted to be in the facility and didn't
want to go anywhere else. R25 stated he was going to remain at the facility until they got new
therapy services.

During an interview on 6/2/26 at 3:34 p.m., R26 stated she was there for short term rehabilitation but
didn't get walked in the hall, adding she had arthritis in both knees and needed to get stronger so she
could go home.

During record review, a handwritten progress note dated 5/29/26 at 4:00 p.m., written by the director
of nursing (DON) indicated R26 had been informed of therapy services being discontinued at the
facility. The note indicated the DON had met with R26 and explained options including moving to
another facility to receive therapy services. The note indicated R26 had been concerned she was
getting kicked out of the facility and was informed she could stay if she desired, but if she wanted to
continue therapy services, she could transfer to a facility in another town. R26 stated she wanted to
think about it and would let the DON know.

During record review, R26 had received a Notice of Medicare Non-Coverage form indicating her
therapy services were ending on 5/31/26. The form had been signed by R26 on 5/29/26. The form
indicated R26's Medicare provider and/or health plan had determined Medicare would probably not
pay for current skilled services after the effective date of 5/31/26, and that R26 may have to pay for
any services received after that date.

During record review, a progress note dated 6/3/26 at 1:38 p.m., written by social service designee
(SSD)-A indicated there had been a meeting with R26, family member (FM)-A, county case worker
(CW)-G, the DON and SSD-A. CW-A had explained R26's options and if she were to stay long term,
what her finances would look like. R26 agreed to continue therapy services at the facility and once
graduated, would potentially stay long term.

During a telephone interview on 6/3/26 at 9:58 a.m., medical director (MD)-D, stated he learned the
facility no longer had therapy services (physical, occupational and speech therapy) when doing rounds
at the facility on 5/28/26. MD-D stated he had not been brought into discussions about the reason
therapy services had been discontinued nor the plan going forward to provide services to residents.
MD-D stated it was a significant issue, and residents and families needed to be informed of alternate
options for receiving therapy services. MD-D stated there was concern for residents declining in
strength and potentially developing pneumonia or pressure sores. MD-D stated he would have
expected leadership staff to have informed him of the changes in therapy services as soon as they
became aware in order for him to lend guidance and be part of developing alternate plans.

During an interview on 6/3/26 at 10:33 a.m., the director of nursing (DON) stated she learned about
therapy services discontinuing services via an email on 5/28/26. Prior to that, the DON stated in an
email dated 5/20/26, therapy services had informed the facility they would no longer be providing
in-person therapy and would be switching to services via telehealth. The DON stated this came as a
surprise as there had been no prior communication about changing or discontinuing services. Then in
an email on 5/28/26, therapy services indicated everything was on hold, including services via
(continued on next page)
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telehealth. The DON stated the administrator asked her to reach out to MD-D to ask about sharing
therapy services with the hospital he was affiliated with. In the meantime, the DON stated she and
social worker designee (SSD)-A had started talking to residents and families who were affected by
therapy services, offering assistance to receive services off-campus or moving to a different facility.

During a telephone interview on 6/3/26 at 11:44 a.m., chief executive officer (CEO)-E of corporate
services stated he became aware therapy services had discontinued services on 5/28/26, due to a
significant outstanding balance owed to therapy services. CEO-E stated it had taken about seven to
nine months to accumulate the bill and during the first four or five months had been working with
therapy services about a payment plan. Time went by without communication from therapy services,
and then recently (last week), the two parties had worked out a payment plan and had set up
automatic bank withdrawal. Following that, therapy services discontinued all services. CEO-E stated
decisions about which bills to pay came down to residents' safety and care was #1, which included
electricity, water, gas. Paying food vendors was #2, and payroll was #3. Beyond that, we pay what we
can to outstanding vendors with cash on hand.

During an interview on 6/3/26 at 12:03 p.m., the regional director of skilled nursing facility operations
(RD)-F stated she first learned of changes to therapy services when on 5/20/26, someone at a sister
facility had been informed therapy services would be changed to telehealth visits. From 5/21/26 to
5/29/26, RD-F stated she had attempted to reach out to therapy services via phone, email and text
but received no response. RD-F stated therapy services pulled their services without providing notice.
RD-F stated she had been aware the facility owed therapy services a significant amount of money
and knew CEO-E had been trying to work something out.

During an interview on 6/3/26 at 1:02 p.m., the administrator stated she learned therapy services
were being discontinued via an email on 5/28/26. The administer had been aware therapy services
initially moved to telehealth therapy from in-person visits before discontinuing services altogether.
The administrator had been aware a payment plan with therapy services had been set up. The
administrator stated right away, the DON started looking at the possibility of utilizing therapy
services at a nearby hospital but nothing had been determined.

During an interview on 6/4/26 at 8:40 a.m., the DON stated therapy services had last been in the
facility providing services on 5/22/26, and it was business as usual. The DON stated therapy
services, either occupational therapy or physical therapy, were in the building Monday through Friday.
An email from therapy services dated 5/20/26, indicated they would be conducting therapy visits via
telehealth, then on 5/28/26, the facility received an email that telehealth was on hold until further
notice. The DON stated she had informed MD-D about this change on 5/28/26, when doing rounds.
The DON admitted she had not asked MD-D to see and/or talk to affected residents and their families,
or to review therapy orders of affected residents to determine an interim course of action. The DON
stated she had not thought to do that and acknowledged the potential risk for residents to decline
without a plan for continued therapy.

During an interview on 6/4/26 at 8:54 a.m., the assistant administrator stated she became aware of
therapy services discontinuing services when the State survey team arrived on site on 6/2/26. She
had been aware therapy services initially moved to telehealth therapy from in-person visits. The
assistant administrator stated facility leadership discussed therapy services at their daily IDT
(interdisciplinary team) meetings on 5/21/26 and 5/26/26. They had discussed details of the
situation, why it was happening, a way to expedite payment to therapy services and the role of nurses
to facilitate the process of therapy via telehealth until things could be sorted out. The assistant
(continued on next page)
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administrator acknowledged leadership did not think to bring MD-D into the discussion to inform him
of what was happening and why, and how to determine a course of action to prevent residents from
declining without therapy services.

During a telephone interview on 6/4/26 at 11:47 a.m., RD-F stated she had met with a local therapy
group who had agreed to provide therapy services, and would be signing a contract on 6/4/26, or on
6/5/26, and services would start sometime the following week.

During record review, an email dated 5/20/26 at 8:58ˆp.m., from therapy services indicated due to
ongoing lack of payment, therapy services would be implementing a reduction in services effective
5/25/26. All therapy services would be delivered via telehealth, with sessions being facilitated by a
facility employee. Treatments would be 15 minutes in length and require a designated facility
employee present. Services would be limited to specific days of the week and times. Services would
be limited to skilled residents only. When current long-term care clients came off therapy, they would
not be adding new part B therapy clients. Therapy services had enjoyed providing care to the facility;
however, this was how therapy services must move forward due to payment issues while still trying
to meet clients' immediate skilled needs.

During record review, an email dated 5/27/26, at 6:04ˆp.m., from therapy services indicated no
telehealth therapy would be provided tomorrow (5/28/26), and therapy services would not be
rescheduling appointments. Someone would get back to the facility about on-going plans. According to
the DON, that was the last communication received from therapy services.

Review of agreement between facility and therapy services entered into on 5/11/23, and signed by
both parties on 5/18/23, indicated therapy services (known as Contractor) may terminate the
agreement upon ten (10) days' written notice to the facility (known as HCP or health care provider), if
HCP failed to pay Contractor any fee, expense or other sum of money when due; provided, however, if
HCP has defaulted three (3) times in the performance of its payment obligations during any twelve
(12) month period, the Contractor may provide notice of termination, effect immediately, on the first
day after the date of such written notice is given to HCP, and an opportunity to cure shall not be
granted unless explicitly permitted in writing by the Contractor.

Facility assessment dated 5/2026, indicated the facility offered both inpatient and outpatient therapy
and rehabilitation services. Therapy services offered a wide variety of therapy services for residents,
including physical therapy, occupational therapy and speech therapy. Therapy services were provided
under contract and included licensed physical and occupational therapists and speech-language
pathologists.

Facility Therapy Evaluation policy dated 2025, indicated the licensed therapist would perform an
initial resident evaluation upon physician referral and any reevaluation where indicated. The
rehabilitation department would be notified when a physician order was written for therapy evaluation
and treatment. The licensed therapist would perform a chart review and initiate the evaluation.
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