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Provide appropriate treatment and care according to orders, resident?s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and resident, staff, and Nurse Practitioner interviews, the facility failed to ensure
physician orders for daily weights were implemented as prescribed for 3 of 3 residents reviewed with
orders for daily weights (Residents #9, #11, and #12).Findings included:1. Record review revealed
Resident #12 was originally admitted to the facility on [DATE], with diagnoses of Type 2 diabetes
mellitus and congestive heart failure. A discharge Minimum Data Set assessment dated [DATE],
documented Resident #12 as cognitively intact. Resident #12 was readmitted to the facility on
[DATE]. Record review revealed Resident #12 had a physician's order initiated on 3/28/2026,
directing staff to obtain a daily weight at 7:00 AM and to report to the physician if the resident
experienced more than a two-pound weight increase for monitoring congestive heart failure. Resident
#12 had an additional physician's order initiated 3/28/2026 for 20 milligrams of furosemide (diuretic)
to be administered as two tablets by mouth one time a day for fluid retention. A care plan focus area
initiated on 3/30/2026, identified Resident #12 as being at risk for nutritional decline related to
congestive heart failure and diabetes mellitus, with an intervention directing staff to obtain weights
as ordered. During an interview conducted on 5/6/2026 at 12:05 PM, Resident #12 stated he had a
history of congestive heart failure since 2020 and denied current shortness of breath. Resident #12
reported it had been approximately one month since his weight had last been taken at the facility and
that he had only been weighed monthly since admission. Review of the March, April, and May 2026
electronic Medication Administration Records revealed no documentation that daily weights were
obtained for Resident #12. Additional record review showed that Resident #12 had a recorded weight
of 191.6 pounds on 3/28/2026. The next documented weight was 217.9 pounds on 4/2/2026. There
was no further documentation of any weights obtained after 4/2/2026 for Resident #12. An interview
with the previous interim Director of Nursing on 5/6/2026 at 3:33 PM, revealed that when the
physician's order for daily weights for Resident #12 was entered into the electronic record, a required
selection box was not activated, resulting in the order not populating onto the electronic Medication
Administration Record (MAR). The interim Director of Nursing confirmed the nurse who entered the
verbal order into the electronic medical record should have selected the box to have the order
populate into the electronic MAR. The interim Director of Nursing stated that if the order had appeared
on the MAR, nursing staff would have known to complete the daily weights on Resident #12. During an
interview on 5/6/2026, at 12:26 PM, Nurse Practitioner (NP) #1 stated it was clinically indicated for
Resident #12 to have daily weights obtained due to congestive heart failure. NP #1 acknowledged it
was a problem that the daily weights were not completed and that the physician's order was not
followed, as the absence of weight data made it impossible to determine whether the resident
experienced fluid-related weight gain. 2. Resident #11 was originally admitted to the facility on
[DATE] with a diagnosis of congestive heart failure. A care plan focus area revised on 12/11/2025,
identified Resident #11 as having an increased nutritional and hydration risk related to congestive
heart failure and diuretic use, which could promote significant weight fluctuations. The care plan
included an intervention directing staff to monitor weights as ordered. An annual Minimum Data Set
assessment dated [DATE], coded Resident #11 as cognitively intact and able to independently stand
(continued on next page)
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from a seated position and transfer to and from a chair or the side of the bed. Resident #11 had a
physician's order dated 4/14/2026 for 20 milligrams of torsemide (diuretic) to be administered as one
tablet by mouth every 24 hours as needed for a weight gain of 3 to 5 pounds for congestive heart
failure. Resident #11 had an additional physician's order dated 4/14/2026 for 60 milligrams of
torsemide to be administered as three 20 milligrams tablets by mouth two times a day for fluid
retention. Resident #11 had a physician's order dated 4/16/2026 that directed staff to obtain a daily
weight at 6:00 AM and to notify the physician of a three-pound weight gain in a 24-hour period as an
indicator of fluid retention. During an interview on 5/6/2026 at 8:25 AM, Resident #11 reported that
the facility's floor weight scale had been broken for approximately a month. Resident #11 stated she
had an active physician's order for daily weights due to congestive heart failure and fluid retention.
Resident #11 denied shortness of breath but reported feeling as though she was retaining fluid.
Resident #11 stated she had been offered the option of being weighed using a mechanical lift but
declined because the lift caused shoulder pain due to an injury she sustained. Resident #11 reported
she was able to stand on a floor scale but had been told her weight could not be obtained until the
scale was repaired. Review of the April 2026 Medication Administration Record (MAR) for Resident
#11 revealed multiple dates on which daily weights were not obtained, including April 16, 17, 18, 19,
20, 23, 24, 25, 26, 27, 28, and 30, with entries marked as blank, not applicable, or coded as 9 -
other/see progress notes. Corresponding medication administration progress notes documented
repeated statements that the scale was broken or unavailable, including entries on April 18 ( unable to
weigh. Scale is waiting to be fixed), April 19 ( weigh scale waiting to be fixed), April 24 ( resident
refused to be weighed by mechanical lift), April 25 ( unable to assess weight due to inoperable scale),
April 26 ( scale unavailable), April 27 ( unable to obtain scale unavailable), and April 30 ( unable to
obtain weight scale inoperable). No explanatory comment was documented for April 28.Review of the
May 2026 MAR for Resident #11 showed additional missed weights on May 1, 2, 3, 4, and 6, with
medication administration progress notes stating on May 1 that the scale [was] broken and on May 6
that the scale [was] broken [and the resident] did not want a lift weight due to shoulder pain.During
an interview on 5/6/2026, at 11:19 AM, Unit Supervisor #2 reported the floor scale had been broken
for several weeks, though she was unsure of the exact duration. She stated the mechanical lift scale
was operational, but Resident #11 declined its use. Unit Supervisor #2 confirmed that the Medical
Director and Nurse Practitioner (NP) #1 were aware that the scale was non-operational and that daily
weights for Resident #11 were not being recorded. She also confirmed the physician's order for daily
weights had not been placed on hold despite the inability to obtain weights.During an interview on
5/6/2026 at 3:33 PM, the previous interim Director of Nursing (DON) stated she had been informed
during a risk-management meeting the prior week that the scale had been broken for approximately
one month. She stated the physician's order for daily weights should have been placed on hold for
residents unwilling to be weighed on the mechanical lift scale while the floor scale was being
repaired. In an interview on 5/6/2026, at 12:26 PM, Nurse Practitioner (NP) #1 confirmed he had been
made aware that daily weights were not being completed for residents with physician orders requiring
them due to the floor scale being non-operational. He stated it was a significant problem that daily
weights were not obtained for Resident #11, as they were clinically indicated for monitoring
congestive heart failure. Although the resident was not experiencing shortness of breath, NP #1
stated the failure to follow physician orders created a potentially unknown problem regarding whether
the resident was experiencing fluidˆrelated weight gain. 3. Resident #9 was admitted to the facility on
[DATE] with a diagnosis of congestive heart failure. A care plan focus area initiated on 7/5/2024
identified Resident #9 as being at risk for complications secondary to diuretic use related to
congestive heart failure, with an intervention directing staff to monitor for weight loss and weight
gain. Resident #9 had a physician order initiated 11/27/2025, which directed staff to obtain a daily
weight on every day shift. A quarterly Minimum Data Set assessment dated [DATE], coded Resident
#9 as cognitively intact and able to independently stand from a seated position and transfer to and
(continued on next page)
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from a chair or the side of the bed.During an interview on 5/6/2026, at 12:15 AM, Resident #9 stated
he had congestive heart failure and shortness of breath and therefore had a physician's order for daily
weights. The resident reported the scale had been broken and believed he had been weighed four or
five days prior, though he was unsure of the exact date.Review of Resident #9's April 2026 Medication
Administration Record (MAR) revealed multiple dates on which daily weights were not obtained,
including April 18, 19, 21, 22, 23, 25, 28, and 30, with entries coded as 9 - other/see progress notes.
The medication administration progress notes documented repeated statements that the scale was
broken or not working, including entries on April 21 ( scales for repair all parties), April 22 ( scale not
working), April 23 ( scale broken), April 28 ( scale not working), and April 30 ( scale broke). No
explanatory comment was documented for April 25.Review of Resident #9's May 2026 MAR revealed
additional missed weights on May 1 and May 3, with administration progress notes stating on both
dates that the scale [was] not working.During an interview on 5/6/2026 at 11:19 AM, Unit Supervisor
#2 reported the floor scale had been broken for several weeks, though she did not know the exact
duration. Unit Supervisor #2 reported that the mechanical lift scale was operational, and Resident #9
was willing to be weighed on that scale sometimes. Unit Supervisor #2 stated that, in addition, there
was a resident who had a personal scale in her room that was used to weigh other residents, and this
might be how weights in the electronic record were obtained for Resident #9, after the floor scale
became non-operational. Unit Supervisor #2 stated that the Medical Director and Nurse Practitioner
(NP) #1 were aware that the floor scale was non-operational and that daily weights for Resident #9
had not been consistently completed. Unit Supervisor #2 confirmed that the order for daily weights for
Resident #9 was not put on hold when the weight scale was identified as broken. During an interview
on 5/6/2026, at 3:33 PM, the previous interim Director of Nursing (DON) stated she had been informed
during a riskˆmanagement meeting the prior week that the scale had been broken for approximately
one month. The interim DON stated the physician's order for daily weights should have been placed on
hold while the scale was being repaired, or that the mechanical lift scale should have been offered as
an alternative.In an interview on 5/6/2026, at 12:26 PM, Nurse Practitioner (NP) #1 confirmed he had
been made aware that daily weights were not being completed for residents with physician orders
requiring them. He stated it was a significant problem that daily weights were not obtained for
Resident #9, as they were clinically indicated for monitoring congestive heart failure. Although the
resident was not experiencing shortness of breath, NP #1 stated that the failure to follow physician
orders created an issue in determining whether the resident was experiencing fluidˆrelated weight
gain.
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