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F 000 | INITIAL COMMENTS Fooo| Windward Gardens provides this
plan of correction without
On 1/2/25 and 1/3/25, on-site visits were admitting or denying the validity or
conducted at Windward Gardens for the purpose eX|S_t?nce‘_ of the'alleged
of investigating complaint #ME00050121. ltwas | deficiencies. This Plan of |
determined that Windward Gardens is not in _ Correction is prepared and |
substantial. compliance with 42 CFR 483, executed as evidence of the
SuQ—p_art B Requirements for Long Term Care facility's continued‘compliance
Facilites. , _ with State and Federal Regulations
F 580 | Notify of Changes (Injury/Decline/Room, etc.) F 580
$5=D | CFR(s): 483.10(g)(14)(i)-(iv)(15) This practice has the potential to
§483.10(g)(14) Notification of Changes. affect all residents.
(i) A facility must immediately inform the resident; .
consult with the resident’s physician; and notify, ‘ The event§ for resident #1
consistent with his or her authority, the resident happened in the past and cannot

representative(s) when there is- be corrected.
(A) An accident involving the resident which
results in injury and has the potential for requiring

hvsician int ¢ All residents were reviewed for
pnysician intervention,

decreased meal intake and

(B) Asignificant change in the resident's physical, sianificant weight loss 2/12/25
mental, or psychosocial status (that is, a 9 e 9 )
deterioration in health, mental, or psychosocial Notlf!cgtlons were made to
status in either life-threatening conditions or Physician and R/P for those
clinical complications); identified.
(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of All licensed staff re-educated
treatment due to adverse consequences, or to regarding appropriate and timely
commence a new form of treatment); or notifications following decreased
(D) A decision to transfer or discharge the meal intake and significant
_resident from the facility as specified in . |
§483.15(c)(1)(ii). weight loss.
(i) When making notification under paragraph (g)
(14)(i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)(2)
is available and provided upon request to the
physician.
(iii) The facility must also promptly notify the
resident and the resident representative, if any,
LABORATORY DIBECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (x6) DATE
75 = Hwinrsbrele r 202078

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 580 | Continued From page 1 F 580 DON/Designee will conduct
) when there is- regular audits to ensure
(A) Achange in room or roommate assignment notifications following decreased
as specified in §483.10(e)(6); or meal intake and significant
(B) A change in resident rights under Federal or weight loss occur timely. Audits

State law or regulations as specified in paragraph

| (e)(10) of this section. i
(iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident
representative(s).

will be conducted weekly x 4
weeks and monthly x 3 months.

Audits will be reviewed by QAPI
committee for further review and
recommendations.

§483.10(g)(15)

Admission to a composite distinct part. A facility
that is a composite distinct part (as defined in
§483.5) must disclose in its admission agreement ‘
its physical configuration, including the various
locations that comprise the composite distinct '
part, and must specify the policies that apply to
room changes between its different locations |
under §483.15(c)(9). |
This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
-failed to notify the physician of significant change
in condition when a resident was noted to have a
change in meal intakes and significant weight
A loss for 1 of 3 residents reviewed during a
complaint investigation (Resident #1).

<

| Findings:

Review of policy "Change of Condition" dated
7/1/24 states "A Center must immediately inform
the patient, consult with the patient's physician,
and notify, consistent with their authority, the
patient's representative, where there is: ...A
significant change in patient's physical mental, or |
| psychosocial status (that is a deterioration in
health, mental or psychosocial status in either
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life-threatening conditions or clinical
complications). A need to alter treatment
significantly (that is, a need to discontinue or
change and existing form of treatment due to
adverse consequences, or to commence a new
forma of treatment) .."

Resident #1 was admitted on 12/18/24 and has
diagnoses to include recent Urinary tract
infection, congestive heart failure, dementia,
severe anxiety, and delirium.

| Review of Resident #1's provider orders revealed

order with start date of 12/18/24 for "Weight:
Daily” for Congestive Heart Failure. Review of
Resident #1's documented weights between
12/18/24 through 12/30/24 (13 days) revealed
daily weights were only obtained 3 times during

this stay.

Review of Resident #1's "Weights" revealed
admission weight dated 12/18/24 for 188.4 Ibs.,
on 12/25/24 weighed 167.6 pounds, and on
12/28/24 weighted 165.4 pounds, indicating a 23
pound weight loss. (12.20% weight loss). Further
review of Resident #1's clinical record lacked
evidence a provider was notified of this significant
weight change.

Review of Resident #1's meal intakes between
12/18/24 and 12/19/24 revealed he/she ate 50%
of breakfast and lunch, no documented intake for
diner, 12/20/24 25 % of breakfasts and 50% of
lunch and dinner, on 12/21/24 consumed 0% of
breakfast, and 25% of lunch. There is no
documented intake for diner. 12/22/24. 12/22/24
consumed 0% of breakfast and lunch and there
are no documented intakes for diner. Review of
Resident #1's clinical record lacked evidence that
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a provider was notified of the above concerns.
.|
| Review of Resident #1's "Review of Resident #
1's "Nutritional Assessment dated 12/26/24
states: "Person completing the assessmentis:
| Dietitian: ...Most recent weigh 167.6 on 12/25/24;
= | BMLE 32.7. Admitted for continuing care.
| Hospitalized with UTI, spinal stenosis, heart
| failure, anxiety, depression medical history. Per
hospital notes + for appetite change ... States her
[ mother/father] likes most foods, denied any food
dislikes. Recorded weights 12/18-188.4#
12/15-167.6 40 mg Lasix started on 12/19.
Weight status: Resident has significant/severe
loss/gain: [blank]; Resident has a weight loss/gain
trend: [blank]; Resident BMl is less than 19 or
equal to or greater than 25: yes; Intake: Most
meals since admission</= 50% Dependent for
feeding. Resident intake meeting needs
compared to calculated needs: no;
Evaluation/Nutrition Plan: [blank]; Is there a
nutrition problem: yes, Nutrition Prescription:
House shakes BID liquid protein x 1 /day ..."
Further review of Resident #1's clinical record
lacked evidence the Dietitian consulted with
medical provider regarding the above concerns.

Review of provided "Provider Communication:
dated 12/21/24 states "Daughter is mildly
concerned about patients' drowsiness. Patient
didn't eat [his/her] breakfast and was sleepy most
of the time:

Review of Resident #1's "After Hours Telehealth
Consult" dated 12/28/24 at 00:00 states
"Fallfagitation” ... Daughter concerned about
intake: Daughter concerned that patient has not
been eating or drinking. She is agitated and |
refusing fluids..." Further review of Resident #1's |
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F 580 | Continued From page 4

entire clinical record lacked evidence that a
provider was notified of these ongoing nutritional
| concerns until 12/28/24.

| During an interview with 2 surveyors on 1/2/25 at
12:01 p.m., Medical Doctor (MD) indicated it is his
expectation that the provider be notified is a
resident has not been eating appropriately as
soon as possible. And would expect to be notified
within 24-48 hours if someone isn't getting
weights as ordered. At this time MD indicated he
was only notified that Resident #1 had missed 1
meal when first admitted but had not been made
aware of any further nutrition concerns, nor had
he been made aware of any weight loss.

During an interview on 1/2/24 at 2:28 p.m., Unit
Manager (UM)1 indicated that the provider should
be notified when a resident has weight loss or
has not been eating well.

During an interview on 1/2/24 at 1:08 p.m., Nurse
Practitioner (NP) indicated that she had not been
made aware of Resident 1's lack of nutrition
intake or weight loss.

During a telephone interview with 2 surveyors on
1/3/24 at 2:27 p.m., Registered Dietitian (RD) RD
indicated the facility had not notified her that
Resident #1 has not been eating adequately and
wasn't receiving daily weights until she reviewed
the clinical record on 12/25/24 and 12/26/24. RD
further indicated she ordered a supplement, but
did not notify a medical provider of the above
concerns.

During an interview with 2 surveyors on 1/3/24 at
2:26 p.m., the above was discussed with Director
of Nursing.

F 580
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necessary to properly care for a resident
including, but not limited to-

{A) Initial goals based on admission orders.
{B) Physician orders.

(C) Dietary orders.

(D) Therapy services.

(E) Social services.

(F) PASARR recommendation, if applicable.

§483.21(a)(2) The facility may develop a
comprehensive care plan in place of the baseline
care plan if the comprehensive care plan-
(i) Is developed within 48 hours of the resident's
admission.
(ii) Meets the requirements set forth in paragraph ,
(b) of this section (excepting paragraph (b)(2)(i) of
| this section).
|
§483.21(a)(3) The facility must provide the
resident and their representative with a summary
of the baseline care plan that includes but is not
limited to:
(i) The initial goals of the resident.
(i) Asummary of the resident's medications and
-dietary instructions.

X4y ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 655 | Baseline Care Plan F855| This practice has the potential to
§5=D | CFR(s): 483.21(a)(1)-(3) affect all residents.
§483.21 Comprehensive Person-Centered Care An audit of all resident records
Planning |
§483.21(a) Baseline Care Plans i was completed to ensure all
§483.21(a)(1) The facility must develop and | baseline care plans were
implement a baseline care plan for each resident | completed.
that includes the instructions needed to provide
effective and person-centered care of the resident The facility ensures that a
Epr?t ?eetl_professmr:al stamiards of quality care. comprehensive care plan which
IS DESEIRSEArEpian must N includes the minimum healthcare
(i) Be developed within 48 hours of a resident's information necessarv to I
admission. : >ary 10 properly | 2/12/
(ii) Include the minimum healthcare information care for a resident is developed 25

within 48 hours of admission. All '
licensed staff, IDT, and Dietitian |
will be re-educated to this |
process. |

|

DON/Designee will conduct
regular audits to ensure care
plans are created with necessary
information within 48 hours of
resident's admission. Audits will
be conducted weekly x 4 weeks,
then monthly x 3 months

Audits will be reviewed by QAPI
committee for further review and |
recommendations.
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(iiiy Any services and treatments to be
administered by the facility and personnel acting
on behalf of the facility.

(iv) Any updated information based on the details
of the comprehensive care plan, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on interviews, record review, and facility
policy, the facility failed to ensure a baseline care
plan was developed and implemented within 48
hours that included the instructions needed to
provide minimum healthcare information
necessary to care for 1 of 3 residents reviewed
during a complaint investigation (Resident #1).

Findings:

Review of policy "Person-Centered Care Plan"
dated 10/24/22 states" ... The Center must
develop and impiement a baseline
person-centered care plan within 48 hours of
admission/readmission for each patient/resident
that includes the instructions needed to provide
effective and person-centered care that meet
professional instructions needed to provide
effective and person-centered care that meet
professional standards of quality care. a baseline
care plan must be developed within 48 hours and
include the minimum healthcare information
necessary to properly care for a patient including,

but not limited to: initial goals based on admission

orders; physician orders; dietary orders; therapy
services; social services; PASRR
recommendation, if applicable ..."

Resident#1 was admitted on 12/18/24 for skilled

care services and has diagnoses to include heart
failure.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES | ID PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY) ‘
f
F 655 | Continued From page 6 F 655
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F 655 | Continued From page 7

Review of Resident #1's provider orders revealed
the following orders:

-Order with start date of 12/19/24 for "Furosemide |
. | Oral Tablet 40 MG (Furosemide) Give 40 mg
orally one time a day for fluid overload."

|
f
|
|
|

Review of Resident #1's baseline care plan dated |
12/18/24 lacked evidence of goal and
interventions in the areas of nutrition, or use of

| diuretic medications on admission.

During an interview on 1/2/24 at 2:26 p.m.,
| Director of Nursing (DON) indicated that it was

her expectation that baseline care plans were
completed within 48 hours of admission. At this
time DON reviewed Resident 1's care plan and
confirmed it did not contain goals and
interventions for the above concerns.

F 692 | Nutrition/Hydration Status Maintenance

88=D | CFR(s): 483.25(g)(1)-(3)

§483.25(g) Assisted nutrition and hydration.
(Includes naso-gastric and gastrostomy tubes,
both percutaneous endoscopic gastrostomy and
percutaneous endoscopic jejunostomy, and

' enteral fluids). Based on a resident's
comprehensive assessment, the facility must |
ensure that a resident-

§483.25(g)(1) Maintains acceptable parameters
of nutritional status, such as usual body weight or
desirable body weight range and electrolyte
balance, unless the resident's clinical condition
demonstrates that this is not possible or resident
preferences indicate otherwise;

§483.25(g)(2) Is offered sufficient fluid intake to
maintain proper hydration and health;

F 655

F692| This practice has the potential to
affect all residents experiencing
significant weight loss and
reduced meal intake.

Audit of resident records was
conducted to ensure appropriate
follow up was conducted to any 2/12/25
resident experiencing significant
weight loss or reduced meal
intake.

All licensed staff and the dietitian
re-educated regarding
appropriate nutrition/hydration
care and services.
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F 692 | Continued From page 8

|
§483.25(g)(3) Is offered a therapeutic diet when

| there is a nutritional problem and the health care
provider orders a therapeutic diet.

| This REQUIREMENT is not met as evidenced
by:

' Based on record review, interviews and facility
policy, the facility failed to follow-up on significant
weight loss, and reduced meal intake for 1 of 3

| residents reviewed during a compliant |

‘ investigation (Resident #1).

: Findings: |

Review of policy "Nutrition/Hydration Care and
Services" dated 2/1/23 states " ...Staff will provide
nutritional and hydration care and services to |
each patient, consistent with the patient's
comprehensive assessment ... Use the Diet

P Order and Communication Form to initiate
consult with Dietitian, when indicated. Obtain
orders per recommendations. Contact
physician/advanced practice provider (APP) to
convey the recommendations. Develop ...Plan of|
care for enhancing oral intake, promoting
adequate nutrition and hydration, and identifying
individualized goals, preferences, and choices.
Maintain fluid and hydration balance. Monitor
patient's weight as ordered... Address any
changes in condition that affect or potentially
affect the patient's nutritional status with Dietitian |
and physician/APP... Review Dietitian's progress
notes to identify ongoing progress and |
recommendations,

Resident #1 was admitted on 12/18/24 for skilled
care services and had diagnoses to include
recent history of urinary tract infection, congestive
3 heart failure (CHF), severe anxiety, depression,

F 692 DON/designee will perform

weight loss and reduced meal
intake is communicated and

times 3 months.
Audits will be reviewed by QAP

recommendations

committee for further review and

regular audit to ensure significant

followed up on appropriately and
timely. Audits will be conducted
weekly x 4 weeks, then monthly
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F 692 | Continued From page 9
and delirium.

Review of Resident #1's "Weights" revealed
on 12/25/24 weighed 167.6 pounds, and on

pound weight loss. (12.20% weight loss).

he/she consumed 25% for 8 of 25 documented

0%.

Resident #1 was seen by a provider on
12/19/24 12/20/24, and 12/26/24. There is no
evidence that weight loss or nutrition concerns
were addressed during these visits.

Review of Resident #1's clinical record reveled

Risk for Malnutrition, Morbid Obesity" was not
completed until 12/25/24 (7 days after
admiission).

dated 12/26/24 states: "Person completing the
assessment is: Dietitian: ...Most recent weigh
167.6 on 12/25/24; BMI: 32.7. Admitted for

change ... likes most foods, denied any food
dislikes. Recorded weights 12/18-188.4#
12/15-167.6 40 mg Lasix started on 12/19.
Weight status: Resident has significant/severe

trend: [blank]; Resident BMI is less than 19 or
equal to or greater than 25: yes; Intake: Most
meals since admission</= 50% Dependent for
feeding. Resident intake meeting needs

admission weight, dated 12/18/24 for 188.4 lbs.,

12/28/24 weighted 165.4 pounds, indicating a 23

Review of Resident #1's "Meal Intakes" revealed

meals, and 6 of 25 documented meal intakes of

Review of Resident #1's clinical record revealed

admission "Dietary Screening for Malnuftrition: At

Review of Resident #1's "Nutritional Assessment

‘continuing care... Per hospital notes + for appetite

loss/gain: [blank]; Resident has a weight loss/gain

F 692
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Continued From page 10

compared to calculated needs: no;
Evaluation/Nutrition Plan: [blank]; Is there a
nutrition problem: yes, Nutrition Prescription:
House shakes BID liquid protein x 1 /day ..."
Further review of Resident #1's clinical record
lacked evidence the Dietitian consulted with
medical provider regarding the above concerns.

During an interview with 2 surveyors on 1/2/25 at
12:03 p.m. Medical Doctor (MD) indicted it is his
expectation that all residents have a nutrition
evaluation completed on admission, a nutrition
care plan is established upon admission and he
or another provider should be notified of any
change in condition, weight loss/gain or lack of
food/fluid intake sooner than later. As far as he
can recall has only been notified of one missed
meal.

During an interview with 2 surveyors on 1/2/24 at
1:08 p.m., Nurse Practitioner (NP) indicated she |
had not been made aware of Resident 1's lack of |
nutrition intake or weight loss. |
During a telephone interview on 1/3/24 at 2:27
p.m., Registered Dietitian (RD) indicated that all
residents should be seen as soon as possible by
the dietary department upon admission and the
nutrition care plan should be initiated at that time.
Al this time, Dietitian confirmed she was not

aware of Resident #1's possible weight loss, or
decreased meal intake until she did the initial
record review on 12/25/24. RN further indicated
she did not consult/notify provider of the above
concerns. At this time RD confirmed above
findings.

During an interview with 2 surveyors on 1/3/24 at
2:43 p.m., the above was discussed with Director

F 692
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of Nursing.

During a telephone interview on 1/7/25 at 3:15
p.m., Emergency Room Doctor (ERD): stated

pressure was 50/20, was hypotensive, gray,
ashen and cold to touch. He/she was barely
him of what medication he/she had been

for water over and over again. Resident #1's
blood work suggested profound dehydration,

multi system organ failures. After receiving
muttiple liters of fluid, his/her labs did start to

been made, the discussion was made with

indicted he noticed Resident #1 had a fentanyl

fentanyl and it keeps building up because the
kidneys aren't working and can't flush it out.
States Resident #1 essentially died from

F 757

SS=D | CFR(s): 483.45(d)(1)-(6)

§483.45(d) Unnecessary Drugs-General.

drug when used-

§483.45(d)(1) In excessive dose (including
duplicate drug therapy); or

Resident #1 presented to Emergency Department
on 12/30/34 in a near death state. His/her blood
responsive. Resident #1's family member notified
receiving and after a couple of doses of Narcan,
Resident #1 became responsive and kept asking

severe enough that she was in renal failure with

improve, but due to the damage that had already
daughter, to put /him her on comfort care. ERD

patch on upon arrival and stated when someone
is in renal failure the body stops metabolizing the

dehydration, which could have been prevented ..."
Drug Regimen is Free from Unnecessary Drugs

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any

F 692 |

F 757

This practice has the potential to
affect all residents receiving
Psychotropic medications.

An audit was conducted to
validate all resident receiving
psychotropic medications were ’n
being monitored for sided effects
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,§483.45(d)(5) In the presence of adverse
consequences which indicate the dose should be
reduced or discontinued; or

R §483.45(d)(6) Any combinations of the reasons
stated in paragraphs (d)(1) through (5) of this
section.

This REQUIREMENT is not met as evidenced
by:

Based on record review, interviews, and facility
policy, the facility failed to monitor for side effects
of psychotropic medications for 1 of 3 residents
reviewed during a complaint investigation
(Resident #1).

Findings:

Review of policy "Medication
Monitoring/Medication Management” dated 1/24
states "...\When monitoring a resident receiving
psychotropic medications, the facility must
evaluate the effectiveness of the medications as
‘ well as look for potential adverse consequences

" | Resident #1 was admitted on 12/18/24 for skilled
care services and had diagnoses to include
severe anxiety, depression, and delirium.

Review of Resident #1's care plan initiated on
12/19/24 states "Resident is at risk for

X4 1D SUMMARY STATEMENT OF DEFICIENCIES 1D | PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
© TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
F 757 Continued From page 12 F 757| The facility ensures that residents
_ _ receiving psychotropic
§483.45(d)(2) For excessive duration; or medications are monitored for
. . side effects. All licensed staff will
§483.45(d)(3) Without adequate monitoring; or be re-educated to this process.
LS §483.45(d)(4) Without adequate indications for its . .
- use; or DON/Designee will perform |
regular audit of resident records 2/12/25

1o ensure all residents receiving
psychotropic medications are
actively being monitored for side
effects. Audits will be conducted
weekly x 4 weeks, then monthly x
3 months.

Audits will be reviewed by the
QAPI committee for further
review and recommendations.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:BPP611

Facility ID: 1305 If continuation sheet Page 13 of 21




[5EPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/14/2025
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

205180

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

c
01/03/2025

NAME OF PROVIDER OR SUPPLIER

WINDWARD GARDENS

106 MECHANIC ST

STREET ADDRESS, CITY, STATE, ZIP CODE

CAMDEN, ME 04843

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D | PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX

(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
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| complications related to the use of psychotropic
drugs : antipsychotic, anxiolytics, antianxiety
Goal: Resident will have the smallest most
effective dose without side effects throughout
review period Intervention: ...monitor for changes
in mental status and functional level and report to
MD as indicated.

Review of active orders for December 2024
revealed the following:

-Order with start date of 12/18/24 for anti-anxiety
medication "Buspirone HCL oral tablet 5 mg
(Buspirone HCL) Give 5 mg orally three times a
day for depression.”

-Order with start date of 12/19/24 for anti-anxiety
medication "Duloxetine HCL Oral Capsule
Delayed Release Particles 20 mg (Duloxetine
HCL) Give 40 mg orally one time a day for
anxiety." ‘
-Order with start date of 12/19/24 for anti-anxiety
medication "Hydroxyzine HCL Oral Syrup 10
mg/5ml (Hydroxyzine HCL) Give 5 ml orally three
times a day for anxiety- hold for sedation, notify
provider."

-Order with start date of 12/20/24 for anti-anxiety
medication "Lorazepam Oral concentrate 2 mg/ml
(Lorazepam) Give 0.5 ml by mouth every 4 hours
as needed for agitation."

-Order with start date of 12/21/24 for anti-anxiety |
medication "Lorazepam Oral concentrate 2 mg/mi
{Lorazepam) give 0.5 ml by mouth two times a

day for agitation. Lorazepam 1mg. "
-Order with start date of 12/19/24 for antianxiety |
medication "Duloxetine HCL Oral Capsule |
Delayed Release Particles 20 mg (Duloxetine
HCL) Give 40 mg orally one time a day for
anxiety."

-Order with start date of 12/19/24, 12/20/24,
12/23/24, and 12/26/24 for antipsychotic |

F 757
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medication "Olanzapine 2.5 mg tablet. Give 1
tablet twice daily for agitation.”
-Order with Start date of 12/18/24 "Is resident
free from side effects of psychotherapeutic |
medications?(if no, document side effects in |
[PN]Provider note) two times a day”
Review of Resident #1's entire clinical record
lacked evidence he/she was monitored for side
" | effects for the above medications.
During an interview with 2 surveyors on 1/2/23 at
2:28 p.m., the Director of Nursing reviewed
| Resident 1's entire clinical record and confirmed
- Resident #1 was not _belng r_nor!ltored for side This practice has the potential to :
. effects of psychotropic medications. -
F 842 | Resident Records - Identifiable Information Fs42| affectall residents.
'SS=E | CFR(s): 483.20(f)(5), 483.70(h)(1)-(5)
R#1 discharged on 12/30/2024,
§483.20(f)(5) Resident-identifiable information. Resident records complete and
(i) A facility may not release information that is accurate for resident#2 and
resident-identifiable to the public. resident #3.
(ii) The facility may release information that is
resident—identi_ﬂable to an agent only !n An audit was conducted to
-accordance with a contract under which the agent lidat dical d 2/12/25
agrees not to use or disclose the information valldate medica recpr S were
3 except to the extent the facility itself is permitted complete and contained accurate
% to do so. information in the areas of
weights, meal intake, Palliative
§483.70(h) Medical records. care, falls, and positioning.
§483.70(h)(1) In accordance with accepted
. professional standards and practices, the facility All CNAs and Licensed staff re-
rtr:ust maintain medical records on each resident educated regarding maintaining
) Ei)aés:r;l ete: complete and accurate resident
(i) Accurately documented; records.
(iii) Readily accessible; and
s (iv) Systematically organized
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. . DON/Designee will perform
§483.70(h)(2) The facility must keep confidential re uI/ar augit of resigent records
all information contained in the resident's records, g iah Lintak
regardless of the form or storage method of the to ensure weights, meal intake,
records, except when release is- Pa”@th? care, falls, gnd.
(i) To the individual, or their resident positioning information is
representative where permitted by applicable law; complete and accurate in the
(i) Required by Law; medical record. Audits will be
(iii) For treatment, payment, or health care conducted weekly x 4 weeks, then

| operations, as permitted by and in compliance |
with 45 CFR 164.506;

(iv) For public health activities, reporting of abuse,

neglect, or domestic violence, health oversight

activities, judicial and administrative proceedings, |

law enforcement purposes, organ donation

purposes, research purposes, or to coroners,

medical examiners, funeral directors, and to avert

a serious threat to health or safety as permitted

by and in compliance with 45 CFR 164.512.

§483.70(h)(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70(h)(4) Medical records must be retained
for-

(i) The period of time required by State law; or
(i) Five years from the date of discharge when
there is no requirement in State law; or

(iii) For a minor, 3 years after a resident reaches
legal age under State law.

§483.70(h)(5) The medical record must contain-
(i) Sufficient information to identify the resident;
(iiy Arecord of the resident's assessments;

(iiiy The comprehensive plan of care and services
provided;

(iv) The results of any preadmission screening

monthly x 3 months.

committee for further review
recommendations

Audits will be reviewed by QAPI

and

FORM €CMS-2567(02-99) Previous Versions Obsolete Event ID:BPP611

Facility 1D: 1305 If continuation sheet Page 16 of 21




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/14/202‘5
FORMAPPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

205180

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

Cc
01/03/2025

NAME ‘OF PROVIDER OR SUPPLIER

WINDWARD GARDENS

105 MECHANIC ST
CAMDEN, ME 04843

STREET ADDRESS, CITY, STATE, ZIP CODE

X4 ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 842 | Continued From page 16

and resident review evaluations and
determinations conducted by the State;

(v) Physician's, nurse's, and other licensed
professional's progress notes; and

(vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50.
This REQUIREMENT is not met as evidenced
by:

policy, the facility failed to ensure that clinical
records were complete and contained accurate
information in the area of weights for 2 of 3

3 of 3 Residents (Resident's #1, #2, and #3),
falls for 1 of 1 Resident (Resident #1), and
positioning for 1 of 1 Resident (Resident #2)

reviewed during a complaint investigation.

Findings:

Review of policy "Nutrition/Hydration Care and

nutritional and hydration care and services to
each patient, maintain fluid and hydration
balance. Monitor patient's weight as ordered.

and severe anxiety.

the following orders:

-Order with start date of 12/19/24 for diuretic
"Furosemide Oral Tablet 40 MG (Furosemide)
Give 40 mg orally one time a day for fluid
overload."

-Order with start date of 12/18/24 for "Weight:
| Daily" for Congestive heart failure. Review of -

Based on record review, interviews, and facility

Residents (Resident #1, and #2), meal intakes for

palliative care for 1 of 3 Residents (Resident #1),

Services" dated 2/1/23 states " ...Staff will provide

Resident #1 was admitted on 12/18/24 and has
diagnoses to include heart failure, and dementia,

Review of Resident #1's provider orders revealed

F 842
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Resident #1's documented weights between

‘ 12/18/24 through 12/30/24 (13 days) revealed
daily weights were only obtained 3 times during
this stay.

Review of Resident #1's" meal intakes" dated

| December 2024 lacked documentation of
breakfast intakes on 12/7/24 12/16/24, 12/17/24,
12/24/24 12/28/24 lunch intake on 12/8/24 and
12/15/24. 12/16/24, 12117/24,12/22/24, 12/25/24,
12/29/24, 12/30/24, and dinner on 12/8/24, and
12/28/24.

Review of Resident #1's clinical record revealed
"Hospital Discharge Summary" dated 12/18/24
states "Palliative care was discussed and the
patient's daughter expressed interest in outpatient
palliative care follow up ... Palliative care referral
has been placed and follow up may be helpful.”
Review of Resident #'1s entire clinical record
lacked evidence he/she was placed on palliative
care.

During an interview with 2 surveyors on 1/2/24 at
12:04 p.m., Medical Doctor (MD) indicated he
was aware that the hospital placed a referral for
palliative care for Resident #1, but it was not
followed through with at the facility.

Review of policy "Falls Management" dated
3/5/24 states " ...any patient who sustains an
injury to the head from a fall/or has a fall
unwitnessed by staff will be observed for
neurological abnormalities by performing
neurological check per policy ...The patient's
representative will be notified of the fall and any
| follow-up treatment needed.”

F 842

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:BPP611

Facility ID: 1305 If continuatio

n sheet Page 18 of 21




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/14/2025
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

205180

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

C
01/03/2025

NAME OF PROVIDER OR SUPPLIER

WINDWARD GARDENS

106 MECHANIC ST
CAMDEN, ME 04843

STREET ADDRESS, CITY, STATE, ZIP CODE

X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 842 | Continued From page 18

Review of policy "Neurological Evaluation" dated
2/1/23 states " ...When a patient sustains an
injury to the head or face and/or has an
unwitnessed fall, neurological evaluation will be
performed: everyl 15 minutes x two hours, then
every 30 minutes x two hours, then every 60
minutes four hours, then every eight (8) hours
until at least 72 hours has elapsed...”

| Review of Resident #1's "Revealed he/she had
an unwitnessed fall on 12/28/24 Review of
Resident #1's provided "Neurological Evaluation
Flow Sheet" dated 12/23/24 reveled initial
neurological exam was completed at 19:00. The
flow sheet further states, dates and times for
additional neurological exams, but the rest of the
sheetis blank. Review of Resident #1's provider
orders lacked evidence that an order was
obtained to discontinue neurological checks.

During an interview with 2 surveyors on 1/2/24 at
| 2:28 p.m., the Director of Nursing (DON)
indicated that she retrieved Resident #1's
"Neurological Evaluation Flow Sheet” out of the
shred bin located at the nurse's station, butitis
her expectation that neurological checks are
completed according to policy, unless a provider
gives an order to discontinue them. At this time
DON confirmed there is no evidence Resident #1
received neurological checks after this fall, nor is
there evidence that an order was obtained to
discontinue them.

2. Resident #3 was admitted on 5/2/23 and has
diagnoses to include Alzheimer's, dementia.

| Review of Resident #3's meal intakes dated
December 2024 lacked documentation of
| breakfast intake on 12/7/24 12/16/24, 12/17/24,

‘ F842¥
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12/24/24, 12/28/24 lunch intake on 12/8/24 and
12/15/24. 12/16/24, 12/17/24 12/22/24, 12/25/24,
12/29/24, 12/30/24, And dinner on 12/8/24, and
12/28/24.

3. Resident #2 was admitted on 11/27/24 and has
diagnoses to include Alzheimer's disease,
dementia, and heart failure.

Review of Resident #2's active provider orders
revealed the following;

- An order with a start date of 12/2/24 to "Weigh
every day shift every Sun for 4 weeks AND every
day shift every 1 month(s) starting on the 1st for 5
day(s)."

- An order with a start date of 11/28/24 for
"Furosemide 20mg tablet, Give 20 mg orally one
time a day for CHF [Congestive Heart Failure]."

Review of Resident #2's Medication

Administration Record (MAR) for December 2024
revealed Resident #2 was not weighed on ‘
12/8/24 and 12/15/24, and review of the nurse's
progress notes for each of these dates lacked |
documentation indicating why Resident #2 was

not weighed.

Review of Resident #2's Care Plan, updated
1212124, revealed, "[Resident #2] is at risk for
decreased ability to perform ADL(s) in: ...eating
| ...Interventions: ... Provide total assist of 1 for
eating ..."; " nutritional risk: due to Alzheimer's
dementia, ...10# wt [weight] loss over previous
month _."

Review of Resident #2's documented meal
intake(s) for December 2024 lacked
documentation of breakfast intake(s) on 12/24/24,
12/29/24, and 12/30/24; lunch intake(s) on
12/29/24 12/30/24; and dinner intake(s) on
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12121124, 12/24/24, 12/25/24, 12/26/24, 1227/24 ,
12/28/24,12/29/24, 12/30/24, and 12/31/24; and
documented drink intake for lacked evidence of
fluids being offered between meals on 12/21/24,
12/22/24, 12/27/24, 12/28/24, 12/30/24, and
12/31/24.

|
Review of Resident #2's clinical record revealed,
"Task, check and change resident after 2 hours."
Further review revealed that Resident #2's clinical
record lacked evidence that this was
completed/offered and/or refused on 12/21/24,
12125124, 12126124, 12127124, 12/28/24, 12129124,
12/30/24, and 12/31/24.

During a review of Resident #2's entire clinical
record, with 2 surveyors, on 1/2/25 at 3:04 p.m.,
Unit Manager (UM) #1 confirmed the above
findings, stating that documentation is a problem
and has been for a while.
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