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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review, the facility failed to comprehensively assess and monitor for signs and 
symptoms of fluid overload for 1 of 3 residents (R1) who had diagnoses of congestive heart failure (CHF), 
was administered diuretics, and required daily weights. This resulted in an Immediate Jeopardy (IJ) for R1 
who had 16-pound weight gain in 10 days, required hospitalization for diuresis then discharged home on 
hospice with acute renal (kidney) failure. The IJ began on 10/19/25, after the facility failed to 
comprehensively assess and notify the physician of nearly 7.5-pound weight gain which led to hospitalization 
on 10/23/25. The Administrator and director of nursing (DON) were notified of the IJ on 10/30/25 at 2:22 p.m. 
The IJ was removed on 11/4/25 at 3:00 p.m., but non-compliance remained at the lower scope and severity 
level D, which indicated no actual harm with the potential for more than minimal harm that is not immediate 
jeopardy.R1's face sheet dated 10/29/25, identified diagnoses of heart failure (heart does not pump blood as 
it should), hypertension (elevated blood pressure), and localized edema (swelling caused by fluid trapped in 
the tissues).R1's hospital Discharge summary dated [DATE], identified R1 was hospitalized for cellulitis (skin 
infection). The summary identified R1 was discharged to the facility on [DATE] with a new order for 
torsemide (diuretic medication) 80 milligrams (mg) daily to begin 10/14/25 (changed from previous diuretic of 
Furosemide 80 mg daily; summary did not include why this medication was changed). R1's first dose of the 
torsemide 80 mg was administered at the hospital. Diet orders included daily fluid intake of 2,000 milliliters 
(mL)/day.R1's physician orders dated 10/13/25, identified Torsemide 80 mg daily, fluid restriction of 2,000 
mL, and daily weights (no parameters identified).The facility standing orders dated 9/25/25, included under 
heart failure management to call for weight gain 3 pounds (lbs ) or greater in 24 hours or 5lbs. in one week, 
assess lung sounds, peripheral edema, and respiratory status daily unless directed otherwise. This order set 
was not transcribed into R1's electronic physician orders. R1's admission Minimum Data Set (MDS) dated 
[DATE], identified R1 had no cognitive deficits, no behaviors, and was dependent on staff to bring drinks to 
her mouth. R1's baseline care plan dated 10/13/25, identified a 2,000 mL fluid restriction, low sodium, and 
needs to be fed. R1's care plan identified on 10/19/25, interventions of daily wt., however there were no other 
interventions identified for the management of fluid volume status. Review of R1's weight (wt ) record in 
conjunction with fluid intake and urine output included the following recorded values between 10/13/25 
through 10/23/25, there was no indication comprehensive assessments were completed to determine if 
weight gain was fluid gains versus nutritional gains, no indication fluid intake was compared with urine output 
to determine adequate hydration needs and/or renal function status. On 10/13/25: 185.5 lbs., with intake of 
680 mL, and urine out was not recorded. 10/14/25: 183.9 lbs., with intake of 1,160 mL, and medium amount 
of urine output at 8:07 p.m.10/15/25: 187.6 lbs., with intake of 960 mL, and urine out was not recorded.
10/16/25: 188 lbs., with intake of 2,680 mL, and urine out was not recorded.10/17/25: 190.8 lbs., with intake 
of 1,380 mL, and urine out was not recorded.10/18/25: 189 lbs., with intake of 800 mL, and urine out was not 
recorded.10/19/25: 193 lbs., with intake of 860 mL, and urine out was not recorded.10/20/25: no weight 
recorded, with intake of 720 mL, and urine out was not recorded.10/21/25: 198.6 lbs., with intake of 1,540 
mL, and medium amount of urine output at 2:14 p.m.10/22/25: 200.4 lbs., with intake of 1,620 mL, and large 
amount of urine output at 1:59 p.m.10/23/25: 202.4 lbs., with intake of 300 mL, and urine out was not 
recorded. Review of R1's record between 10/13/25 through 10/18/25, did not identify physician notification of 
the 4 lbs. weight increase. Further, there was no indication the physician was made aware of R1's weight 
gains since admission to the facility on [DATE]. In addition, the record did not include any assessments 
and/or monitoring for signs/symptoms of fluid volume overload and renal failure. R1's physician visit dated 
10/18/25 directed staff to continue torsemide 60 mg daily every a.m., follow-up labs, continue daily weights, 
and consider discontinuing fluid restriction. (The visit note did not address weight gain of 4 lbs. since admit 
nor identify why R1's Furosemide was changed to Torsemide upon discharge from the hospital). During a 
phone interview on 10/30/25 at 9:02 a.m., physician assistant (PA)-A verified that the 60 mg was written in 
error, and he expected R1 to continue with torsemide 80mg daily. PA-A stated at the time of the visit he was 
not aware R1's weight had increased 4 lbs. since admission on [DATE]. During a phone interview on 
10/30/25 at 8:57 a.m., pharmacist (PC) stated torsemide is stronger than furosemide and that furosemide is 
usually discontinued and torsemide started if a person is not seeing results from furosemide. The 
combination of fluid restriction and high dose of torsemide would dehydrate R1. PC thought if the rounding 
physicians at the facility were aware of R1's wt. gain, they would have adjusted the diuretic.R1's medication 
administration record (MAR) dated 10/29/25, identified R1 received torsemide 80 mg daily every morning 
from 10/14/25-10/23/25.R1's nutrition assessment progress note dated 10/19/25 at 8:31 p.m., identified even 
though R1's recorded weight on 10/19/18 was 194 lbs. (increase of 7.5 lbs ) the assessment indicated R1's 
Current Body weight (CBW)-187.6 # (10/15/25). Additionally, R1 was at increased risk for malnutrition. No 
nutritional changes warranted at this time. Registered dietician to monitor intake, weights, vitals, 
signs/symptoms of dehydration, skin integrity. R1's record reviewed between 10/19/25 through 10/22/25 
there was no indication the physician was made aware of R1's weight gains since admission to the facility on 
[DATE]. In addition, the record did not include any assessments and/or monitoring for signs/symptoms of 
fluid volume overload and renal failure. R1's physician notification from the online patient portal dated 
10/22/25, at 11:50 a.m., facility updated R1's clinic with lab results. Physician Assistant (PA) responded on 
10/23/25 at 9:51 a.m., suspect R1 has acute kidney injury and sudden onset of dehydration. The note 
indicated R1's Creatinine level on 9/26/25 was 0.88 (baseline creatinine for females is 0.5-1.0) and current 
was 1.63, will plan to redraw labs next week.R1's occupational therapy (OT) treatment encounter note dated 
10/23/25, identified R1 was approached after lunch for therapy. R1 was asleep in recliner and reported 
feeling weak today, which was consistent with physical therapy assistants encounter with R1 during morning 
therapy session in which R1 was unable to complete stand at 4 wheeled walker and required maximum 
assistant to stand with a sit to stand machine and tolerance was one minute maximum. R1 was unable to 
successfully transfer from her recliner with the sit to stand machine and used the mechanical lift and stood 
for 2:00 minutes and 2:30 requiring increased time for rest between each set. Notable SOB (shortness of 
breath) and increased fatigue. Notified registered nurse (RN) who was monitoring R1's increased weight as 
well. Shortened treatment session due to increased fatigue. R1's progress note dated 10/23/25 at 4:01 p.m., 
identified OT reported that during therapy session R1 was weak and had shortness of breath (SOB). R1 had 
audible, labored breathing, pale skin, warm and dry. Noted to have 17 lbs. wt. gain since admission and 
notified nurse practitioner (NP). NP requested R1 be sent to the hospital for evaluation. R1 left via 
ambulance. At 7:50 p.m., R1 was admitted to the hospital with congestive heart failure (CHF) exacerbation 
(heart cannot pump blood effectively to meet body's needs).R1's hospital record dated 10/27/25, identified 
R1 was admitted on [DATE] with diagnoses of CHF, fluid retention, and acute kidney injury. R1 reported 
SOB for the past couple days that worsened in the last 24 hours and was not able to participate in therapy d/t 
increased SOB. Chest x-ray showed CHF and/or fluid volume overload. Bumex (diuretic) intravenous (IV) 
with total dose 8 mg since admission with suboptimal diuresis and kidney function trending worse, respiratory 
status and upper extremity edema with no improvement. R1 had mild distress with tachypnea and 2-3-word 
conversational dyspnea, rales, general 2+ edema, R1 decided to do comfort cares and discharged home on 
hospice on 10/27/25.During a phone interview on 10/29/25 at 9:36 a.m., R1's family member (FM)-A stated 
since R1's hospitalization R1 had not been able to move her arms and was totally dependent on staff to 
provide fluids. On 10/23/25, R1 told her she felt like she had a urinary tract infection and that she could not 
urinate. At 3:00 p.m., RN-A called FM-A and stated she had quite a bit of a weight gain and the physician 
wanted her to go to the hospital to diuresed. FM-A stated R1 is at home and dying of acute kidney and heart 
failure. R1 ballooned up so much in her abdomen, arms, fingers, and thighs at the hospital. At the hospital, 
R1 was on intravenous bumex (medication used to get rid of extra fluid in the body) and it was not effective 
with no urine output and nothing in her bladder.During an interview on 10/28/25 at 1:38 p.m., nursing 
assistant (NA)-A stated on 10/13/25, she assisted R1 with eating and R1's hands were very puffy. She did 
not report this to the nurse. During a phone interview on 10/29/25 at 11:57 a.m., NA-C stated she worked 
during the day on 10/23/25 and thought R1 looked very puffy in general-every part of her looked puffy. NA-C 
could not recall if she helped R1 to the bathroom on 10/23/25 or if she was short of breath.During a phone 
interview on 10/29/25 at 11:34 a.m., NA-G stated she worked night shift and R1 rarely used the bathroom 
when she worked. NA-G could not recall if R1 used the bathroom at all on 10/22/25, but did not think R1 did. 
NA-G was unable to recall what R1 looked like. During a phone interview on 10/29/25 at 11:13 a.m., NA-H 
stated she worked day shift on 10/23/25 with R1. NA-H recalled taking R1 to the toilet after lunch and R1 
urinated. NA-H did not recall R1 having shortness of breath or feeling weaker.During an interview on 
10/28/25 at 1:47 p.m., OT-A stated since admission, R1 had been showing progress in both therapies. On 
10/23/25, with both therapies, R1 complained of feeling weak, needing maximum assist to transfer, and had 
a hard time getting up. OT-A did not notice fluid in her extremities but did not examine them, noted shortness 
of breath and obtained 02 and pulse and they were unremarkable. OT-A treated R1 for about 15 minutes and 
she was very fatigued, so OT-A notified the floor nurse and RN-A of R1's weakness and SOB.During an 
interview on 10/28/25 at 1:15 p.m., licensed practical nurse (LPN)-A stated she did not recall R1 having 
edema, but also did not check for edema on R1, did not listen to R1's lung sounds, and did not notify family 
or physician of R1's wt. gain on any days that she worked. LPN-A thought R1's arms and wrists looked a little 
bigger than they were when she admitted on [DATE]. LPN-A stated she thought she mentioned R1's weight 
gain in passing to RN-A on 10/22/25, when the wt. was 200.4 lbs. LPN-A stated when the nurse puts the wt. 
in the resident's electronic medical record, they can look at the last wt. that was recorded, and they also can 
view the history of wts. that had been obtained. It would depend on if the wt. changed if the nurse would look 
at other wts. Usually, a physician would be notified if the wt. was 3 lbs. or more in one day or if there was a 
5% wt. change. LPN-A verified R1 was on a fluid restriction and daily wts. LPN-A worked and obtained wts. 
on R1 on 10/15/25 (3.7 lb. wt. increase in one day), 10/17/25, and 10/22/25 (wt. was 200.4 lbs.).During a 
phone interview on 10/29/25 at 8:34 a.m., LPN-B stated daily wts. are done to watch for fluid accumulation 
and if wt. was going up it meant the resident is probably retaining fluid. The floor nurse would keep an eye on 
the wt. and when the electronic record identified a significant wt. change, the floor nurse would notify RN-A. 
Usually, there were parameters of so many lbs. in one day or one week in the order. RN-A worked 10/13/25, 
10/14/25, 10/16/25, 10/18/25, 10/21/25 (up 5.6 lbs. since last wt.), and 10/23/25 (wt. up 16.4 lbs. since 
admission). Since admission, R1 had minimal edema, if any edema it was in her lower legs and no 
complaints or issues with shortness of breath, but LPN-A did not notice any edema on R1. R1 had some 
SOB with exertion, but that would be normal working with therapy. LPN-B did not listen to lung sounds, 
check edema, or notify the physician of R1's weight gain during any of the shifts she worked. On 10/23/25, 
LPN-A did a skin assessment on R1 and noticed no edema. LPN-A gave R1 her morning medications in the 
therapy room on 10/23/25, after PT had stated that R1 was short of breath and tired and did not think R1 
looked in distress while standing with the sit to stand machine.During an interview on 10/30/25 at 9:45 a.m., 
clinical coordinator RN-A stated the clinical coordinators complete the admission paperwork and care plans. 
Daily wts. were ordered to check for increase or decrease of wt. and usually fall into the increase of wt. gain. 
R1 did not have parameters to watch for or notify the physician with her daily wts., it only identified daily wts. 
in the medication administration record (MAR). There was no documentation in R1's chart to monitor for 
parameters of edema or location of edema. R1 was unable to drink on her own and relied on staff to give her 
fluids and did not come anywhere near her fluid restriction limits. RN-a completed the admission paperwork 
for R1 and then was on vacation and returned to work 10/21/25. RN-A stated she reviewed the facility 
reports at home on [DATE], which included review of wts. that would be out of range and did not notice 
anything flagged for R1. RN-A stated on 10/21/25 and 10/22/25, she played catch-up and did not have a 
chance to look at the report on 10/21/25 and did not notice the wt. gain on 10/22/25. RN-A thought LPN-A 
may have indicated R1's wt. was creeping up on 10/22/25 but it did not register with her. On 10/23/25, R1's 
wt. flagged in the computer system for having a 5% increase. RN-A saw R1 at lunch on 10/23/25, and did not 
notice any SOB but later that afternoon when R1 was sent in she was struggling to breathe.During an 
interview on 10/30/25 at 12:27 p.m., DON stated it was the expectation of staff to implement interventions in 
the care plan related to heart failure and to include edema management if appropriate. The staff should look 
in a progress note or maybe the MAR to identify where a resident's edema is located, and staff should 
monitor edema every shift. When wt. gain is identified, staff should check for edema, recheck wt., obtain a 
set of vital signs, assess for shortness of breath, and notify physician of symptoms. Typically, probably, the 
clinical coordinator and the floor nurse that entered the wts., should check the wt. to make sure the resident 
has not gained and is outside the parameters. The facility was going to implement putting baseline wt. in the 
daily order because sometimes, if the resident has been at the facility for a few weeks, it is laborious to go 
back to the admission wt. to see what the wt. expectation was.During a phone interview on 10/20/25 at 9:02 
a.m., PA-A stated huge weight differences can occur in days so if the facility can have a baseline weight or a 
goal weight that the facility goes against to check and notify the physician, it would be helpful. PA-A would 
have wanted to be notified of R1's wt. if it was 3-5 lbs. above baseline. If PA would have been aware of the 
wt. gain, he would have done a diuretic burst and ordered labs to see if that would have helped. It may have 
changed the outcome of hospitalization with exacerbation of CHF, acute kidney injury, and hospice. The 
facility Significant Weight Change policy dated 10/2025, identified the policy was to manage wt. gain/loss, 
typically defining a significant change as a 5% gain in one month or 10% in six months. The facility would 
conduct regular wt. monitoring to identify and document trends. If a resident experiences a significant wt. 
gain at any time, it must be assessed by a physician to determine the cause. When an out-of-range wt. is 
flagged upon electronic documentation, wt. gain should be addressed immediately to include re-weigh the 
resident for accuracy, contact physician with noted gain immediately, assess for edema and any symptoms 
of SOB, continue to monitor the resident for an adverse event.The IJ that began on 10/22/25, was removed 
on 11/4/25 at 3:02 p.m., when it was determined and verified the facility implemented the 
following:-identification of 23 like residents at-risk. Addition of baseline wt. to daily wt. orders along with 
parameters for wt. gain and to contact the physician for a 3 lb. increase in 24 hours or 5 lbs. increase in a 
week, edema assessments with baseline edema listed in physicians order, lung sounds added to 
interventions and care plans updated.-developed a new significant weight change policy and reviewed other 
applicable policies such as weight management, and vital signs.-developed a fluid restriction 
guideline/worksheet.-new admission order set created for residents admitting with diagnosis of CHF, edema, 
use of diuretics, and compression which includes daily edema checks, lung sounds, daily wts. with daily and 
seven-day parameter.-residents who have a diagnosis of heart failure and edema, but currently not at-risk, 
facility added baseline wts. on their weekly wt. assessment and edema checks with primary bath/skin checks 
of the week.-clinical coordinators are responsible for assessing and monitoring the resident for a change in 
condition with subsequent notification of medical provider.-staff completed review of newly developed 
significant weight change policy and procedure.-direct education reviewing how to assess for edema along 
with early recognition of heart failure symptoms completed before each licensed nurses next scheduled shift 
and availability of staff not regularly scheduled. Education also included in orientation of all newly hired staff.
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