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Statement of Deficiency and proposes
A facility must use the resulis of the assessment the plan of correction to the extent that
to develop, review and revise the resident’s the summary of findings is factually
comprehensive plan of care, correct and in order to maintain
compliance with applicable rules and
The facilily must develop a comprehansive care the provision of quality care to
plan for each resident thal Includes measurable residents. The plan of correction is
objectivas and timetables to meet a resident's submitted as written allegation of
medical, nursing, and mental and psychosocial compliance
neads that are identified in the comprehensive )
assessmant. The below response to the Statement
The care plan musi describe the services that are of Deficiency and the plan of
to be furnished to atlaln or maintaln the resldent's correction does not denote agreement
highest practicable physical, mental, and with the citation by Haymount
psychosoclal well-belng as required under Rehabititation and Nursing Center,
§483.285; and any services that would atherwise The facility reserves the right to
he required under §483.26 bul are not prov[ded submit documentation to refute the
due to the resident's exercise of rights under stated deficiency through informal.
§433.10‘i égcfi%dil;‘g 4(ha right to refuse trealment appeals procedures and/or other
under §483.10(b)(4). administrative or legal proceedings.
This REQUIREMENT is not mef as avidenced .
by: ¥279
Based on observallon, interviews wili resident Resident #141 care plan was updated on pain 8713112
and siaff, and record reviews the facilily falied to ‘ ? P P
develop a comprehenslve care plan for paln for 1 Residents who have pain were identified
of 1 residents (resldent #114) with Identifled through the MDS. 8/13/12
moderate to severe pain in her lefl arm and . o sesidents identificd as havi
Ten percent of the restdents idenfitied as having
frequent use of as nesded pain medications. pain will have audits conducted by the MDS
. . Coordinator fo ¢nsure that a care plan is
Findings include: generated for all residents triggering for pain.
) ) Audits will be documented on Monthy Pain
Resident #114 was admilled 1o the facllily 4/25/12 Care plan Audit sheet. (8/13/12). 8/13/12
and readmitied 5/26/12, Her dlagnosas Included
end stage renal disease, n
i
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Any deficlency stateghent ending with an astersk () dﬁas a deflciency which the insitution may be excused from cofrecting providing Itis Jetermlnec’ that

olher safsguards pr

de/'sufficlent profectlon to the pailents. {See Instructions.} Exvepl for nursing homss, the findings stated above are disclesable 80 days

following lhe date of survey whether or nol a plan of correction Is provided. For nursing homes, tha abava findings and plans of corraction are disclosable 14
days following tha date lhese documents ara made avallable to the facllity. If deficlancles are cltad, an approvad plan of corraction Is raquisite 1o continued
program particlpation,
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The minimum data set (MDS) assassment daled . ]
62112 revealed resident #1114 was cogritively Al residents were reassessed *f"ij“‘“ by the
intact. She required limited one person DON and Unit Coordinator. Findings 8/13/12
Inkact. q p documented on Pain Assessment Sheet in each
assistance for bed mobillty, fransfers, walking, individual clinical record. (8/8/12; 8/9/12; and
dressing, toilel uss, bathing and persenal 8/13/12).
hyg[ene‘ She requlred sot up help Only for Licensed nurses were in-serviced on Pain
locomotion on the unit and eating. She was not Management and Assessment/ Care plans by the | 5/13/12
coded for pain or dialysls, DON and RN Desigice.
ASignEﬁGam change MDS as§essmen1 was . Licensed nurses nof in-serviced by the 8/16/12
compteled on 61112 and resident #114 remained completion date listed above will be in-serviced
coded as co gnitively Intach. Sha TBQU[FBd 2); IEG DON on or before next scheduled day of
extensive one persen assistance for bed mobllity, '
dressing, bathing and personal hyglens and one All findings will be submited to the QA .
parson limited asslIstance for transfers, walking, committes by the Py Coordinator monthly x3, &g
H € quarierty N2, Hien as necde: NErEaCT.

tocontollon on the unil, eatlng and tolleting, She Necessary changes will be implemented as on-
was coded o use pain medications on an as going

needed basis and to have moderate, occasional
pain. She was also coded for dialysis.

The care plan for resident #114 dated 6/4/12 did
not include pain,

A physiclan's order dated 6/25/12 read; Tylenol
660 milligrams (mg) by mouth every six hours as
neaded.

Raview of the May 2012 medication
adminlsiration racord (MAR) revealed resldent
#114 raceived Tylenol 850 mg once a day on
52612, 5127112, 5120112, 5120112, 6/30/12 and
5/31/12. She raceived Tylenol 850 mg lwice on
5128112,

Raview of the Juns 2012 medicalion
adminisiration record {(MAR) revealed resldent
#114 recelvad Tylenol 850 my once a day on

deemed necessary by the QA commmiltee and
licensed nursing staff will be re-in serviced by
DON or designes to the revised plan as needed,
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611112, 6/118/12, 6120112, 6/21112, 6122112,
6/25/12, 6/26/12, 6/28/12 and 6/30/12. She
recelved Tylenol 650 mg twice a day on 6/12/12,
6/13/12, 6115112 and /1912,

Review of the July 2012 medication
adminisiration record (MAR) revealad residant
#114 received Tylenol 650 mg once a day on
71212, T13/12, Ti6H 2, TI6112, 7110412, TH4/12,
11512, 7116142, THTNM2, 7123172 and 7/25H2.
She received Tylenol 650 mg twlce a day on
71012, 71112, 11212, 7113112, 7118112,
7149112, 7120012, 712412 and 712612,

On 7/26/12 at 8:50 AM the resident was
Interviewed, She staled her left arm had hurt
from her shoulder to her fingerilps dally since the
AV fistula procedure In early June. She described
her pain as "excruciating” at limes and said she
could only take Tylenol for the paln due to her
heart, She indicated that Tylenol helped
temporarily. Resident #114 sald her left arm paln
had negalively impacted her life. She said she felt
depressed and tirad &t the lime bscausa she did
nol steep well at night dus to the pain in her left
arm. She sald some days she cauld not brush her
halr or button her shirt due to ihe paln In her left
arm, She explained that she was left handed bul
has had fo learn o use her right arm fo feed
herself because her left arm was painful.
Residant #114 held both of her arms straight out
In front of her and made = fist with both hands.
The fist on the right hand closed tightly but the fist
on the left hand was not fully closed. She
reported i was too painful to make a light fist with
her left hand. She sald a lot of imas she just
deali with the pain on her own because she felt
no one had halped har.
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On 7/26/12 al 3:15 PM the MDS nurse was
interviewed, She sald she was responsible for
doing the significani change MDS. She recalled
that resident #114 had complained of moderate
pain and had received pain medicalion. The MDS
nurse sald resident #1114 should have had a care
: plan for pain.
F 3091 483.256 PROVIDE CARE/SERVICES FOR F308] w309
ss=p | HIGHEST WELL BEING
Resident #114 was rea{;scsscd for pain by the 106/12
Each resldent must receive and tha facility must DON and MD was notified of findings.
provide the necessary care and services {o aftain (1126/12)
or maintaln he highesl practicable physical, The shunt site for resident #114 was reassessed
mental, and pSYChOSOGH well-belng, In by the Unit Coordinator and findings reported to 726012
accordance wilh the comprehensive assessment the MD. (7/26/12).
and plan of care. Al residents with physician’s orders for dialysis
were identified as having a shunt site by the 12
DON. Two other residents were identified.
The shunt site of the 2 identified residents was
This REQUIREMENT Is not mst as evidenced reassessed by the Unit Coordinator. No negative 130/42
by: findings were noted.
Based on observation, interviews with resident . ‘ .
, All 3 resident with shunt sites will be assessed
and staff, and rgcord reviews the facilily falled lo daily for bruit and thrill by the charge nurse.
assess a dialysis access site after a procedurs Findings will be documented on the MAR daily 20712
and failed to assess conlinued complalnts of ieft by the charge nurse. (7/27/12)
arm paln for 1 of 1 sampled dialysis resident Resident #114 was reassessed by the PA for
(i’ asidenl #1’14). pain and effectiveness of pain medication. 107112
(7127/12)
Findmgs nclude Resident was ordered an additional PRN dose of 7126/12

Resident #4114 was admilted to the facility 4/25/12
and readmitted 5/26/12. Her dlagnoses Included
end stage renal disease.

The minimum data set {MDS) assessmant dated
5{2/12 revealed resident #114 was cognitively
intacl, She was not coded for impalrment for dally

pain medication.
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dscision making. She r gguired Himited one person Licensed nursing staff was in-serviced onthe
asslstance for bad mobility, iransfers, walking, PRN policy by the DON and RN supervisor of 8/15/12
dresslng' toilal use, baihmg and persona] medications and MD notification. (7/28/12,
hyglene. She requlred set up help only for 815/12)
locomotlon op the unit and eallng. She was not Care plan conference was held with resident
coded for paln or dlalysis, #114 and family to discuss plan of care with
emph'asis on Pain management and ADL care, §/14/12
Ahospltal consultalion note dated 5/17/12 Meating conducted by Interdisciplinary Team
revealed resident #114 had an arteriovenous (AV) '
fistula {a surgleal connection of an artery and vein Licensed nursing staff was in-serviced on the 8/15/12
for dialysis) placed in her left arm on 3/5/12 due notification to MD of significant changes by the
to stage four chronic kidney disease. When she RN supervisors and DON.
v{as adn‘_aitled to the hospital on 5/6/12 her chronic Licensed nurses were in-serviced on the Dialysis
kidney disease had progressed Into end stage Policy and the procedure for assessing bruit and 8/15/12
renal diseass and hemodialysis was thrill by the DON.
recommended. The fistuta In her left upper arm Licensed nurses will be in-serviced wpon hire
had not rpalu: ed for use so a cathelaer was and annually thereafter on the Dialysis Policy 8/16/12
Inserted in her chest for dialysis. Resldent #1114 and the procedure for checking bruit and thrill
was discharged to the facllity on 5/25M2 with by the DON and/RN designee.
orders for dialysls three fimes a week. Licensed nurses not in-serviced by the
completion date for in-service on Dialysis 8116712
A physician's order dated 5/25/12 read; Tylenol Policy and checking of bruit and thrill by the 6
650 milligrams (mg) by mouth every six hours as ggﬁﬁ;’dgf‘g“‘"‘ prior to next scheduled
nesdad, '
100 % audit will be conducted on residents with
A signiﬁcani Change MDS assessment was a shunt site will be conducted by the DON §17/12
complated on 8/1/12 and resldent #114 romained weckly x4, then monthly thereafier.
coded as cognltively Imac.t- She required ‘ Findings will be taken to the QA committee by
exlensive one parson assistance for bad mobility, the DON monthly x3, then quarterly x2, then as
dressing, bathing and personal hyglene. She needing, Any negafive findings will be reviewed
required one person limited assislance for D i e e gt will bo made
transfers, walking, locomotion on the unit, eating Commiltee. Staff will be re-in serviced by DON | 8/17/12
and toileting. She was coded fo use pain or designee as needed.
medications as needed and to have moderals,
occaslonal paln. She was also coded for dialysls.
The care plan for resident #114 dated 6/4/12
identified the following; "l require ranat dlalysls.”
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The goal read; | will suffer no complications due
to dialysis through 9/2/12. Interventions included;
"Monitor my shunt for patency, thrill (a vibration
that is felt over an artery and caused by turbulent
blood flow), bruit (the sound blood makes as it
moves through arteries)."

A physician's order dated 6/5/12 indicated
resident #114 was scheduled to have a
fistulogram (an X-ray taken of a fistula after a
contrast medium has been injected) of her left
arm AV fistula on 6/6/12.

A hospital procedure note for resident #114 dated
6/6/12 revealed the left arteriovenous fistulogram
demonstrated a moderate degree of stenosis
(abnormal narrowing) in the proximal portion of
the left upper extremity possibly resuiting in the
lack of thrill. Balloon angioplasty was performed
and there was good result with only minimal
residual narrowing. Good flow was seen
throughout the entire graft with no focal narrowing
or blockage. Resident #114 was discharged back
to the facility on 6/6/12. The procedure discharge
instructions read; "Left arm restriction; No tight
clothing, blood pressure or needle sticks in left
arm. Report or call for bleeding, swelling or
severe pain in left arm.”

Anurse's note dated 6/6/12 indicated resident
#114 returned from her procedure with the
bandage on her left upper arm dry and intact, with
no complaints of pain, and no swelling noted.

Anurse's note on 6/7/12 read; "resident states left
arm tender to touch."

There were no assessments documented of
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resident #114's left arm or left AV fistula site on
6/7/12, 6/8/12 or 6/9/12.

Anurse's note on 6/10/12 read; "shunt bruted
thrill to touch."

A nurse's note on 6/13M2 indicated resident #114
complained of "left arm site pain” and she was
medicated with Tyvienol.

Anurse's note on 6/15/12 revealed resident #114
complained of pain in her "left arm fistula site but
not severe" and she was medicated with Tylenol.

Anurse's note on 6/18/12 revealed resident #114
was medicated with Tylenol for complaints of left
arm soreness.

A nurse's note on 6/20/12 indicated resident #114
was medicated with Tylenol for complaints of left
arm pain.

A dialysis note from the nephrologists dated
6/20/12 indicated the left arm AV fistula was not
developing well and resident #114 may be
referred back to the surgeon.

There were no assessments documented of
resident #114's left arm or left AV fistula site from
6/11/12 through 6/20/12.

A nurse's note on 6/21/12 read; "Permacath site
and fistula site in left arm are both good no
bleeding noted.”

A nurse's note dated 6/22/12 indicated resident
#114 complained of left arm pain and was
medicated with Fylenol.
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There were no assessments documented of
resident #114's left arm or left AV fistula site on
6/22/12, 8/23/12 or 6/24/12.

A nurse's note on 6/25/12 indicated the left AV
fistula site was; "clear with no bleeding noted.”

A dialysis note on 6/27/12 from the nurse
practitioner at the dialysis center read; "Will have
patient scheduled to see {surgeon} due to pain in
left AVF since angiogram and no thrill or bruit
noted during rounds."

A nurse's note on 6/29/12 read; "resident went to
dialysis today came at 530pm with order to go
see {physician) d/t (due to) c/o (complainis of)
pain in Lt (leff) arm access Monday July 2, 2012."

There were no assessments documented of
resident #114's left arm or left AV fistula site from
6/26/12 through 6/30/12.

Review of the June 2012 medication
administration record (MAR) revealed resident
#114 received Tylenol 650 mg once a day on
6/11/12, 6/18/12, 6/20/12, 6/21/12, 6/22112,
62512, 8/26/12, 6/28/12 and 8/30/12. She
received Tylenol 650 mg twice a day on 6/12/12,
6/13/12, 6/15/12 and 6/19/12.

There were no assessments of resident #114's
pain level in the June 2012 nurse's notes or on
the June 2012 MAR.

Review of the "Dialysis Visit Findings and Orders"
communication sheets for June 2012 revealed no
concerns of left AV fistula pain or left arm pain
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discussed between the facility and the dialysis
center.

A physician’s progress note from the surgeon's
assistant dated 7/2/12 revealed resident #114's
left AV fistula was "not working," there was no
bruit or thrill. She planned to discuss the findings
with the surgeon for a possible procedure to
declot {(remove the clot in) the AV fistula.

A nurse's note dated 7/2/12 indicated that
resident #114 had returned from her doctor's
appointment and quoted the physician assistant’'s
note that the fistula was not working and there
was no bruit or thrill.

Anurse's note dated 7/6/12 indicated the resident
was medicated for complaints of AV fisiula site
pain.

Nurse's notes on 7/11/12 and 7/13/12 revealed
resident #114 was medicated with Tylenol for left
arm pain.

A nurse's note on 7/20/12 indicated resident #114
was medicated for left hand and left arm pain.

There were no assessments documented of
resident #114's left arm or left AV fistula site in
July 2012,

Review of the July 2012 medication
administration record (MAR} revealed resident
#114 received Tylenol 650 mg once a day on
712112, 71312, 715112, 716112, 7/10/12, 7/14/12,
7M5M12, 71612, 7117/12, 7/23/12 and 7/25/12.
She received Tylencl 650 myg twice a day on
719412, 711112, TM2/12, 7113/12, 7/18/12,
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7119/12, 7/20/12, 7/24/12 and 7/26/12.

The national Instifute of Health numerical pain
scale classlfied pain from 4-6 as moderate and
7-10 as severe. Review of the July 2012 MAR
revealed resident #114 complained of severe pain
on 7/16/12 and 7/17/12 and moderate pain on
719M2, 7110M2, 7111112, THM2/12, 7/18/12,
7912, 772012, 7/24/12, 7/25/12 and 7/26/12.
Pain was not assessed and the site of the pain
was not documented every time Tylenol was
administered.

Review of the "Dialysis Visit Findings and Orders"
communication sheets for July 2012 revealed no
concerns of lsft AV fistula pain or left arm pain
discussed betwesn the facility and the dialysis
center.

On 7/24/12 at 2:20 PM resident #114 was
observed in bed in her room. She frowned as she
rubbed her left arm and shoulder. She said her
left arm had hurt since early June when she had
a procedure on her AV fistula. She indicated she
received Tylenol for pain almost every day but it
did not help much.

On 7/25/12 at 4:30 PM the dialysis center nurse
was interviewed. She indicated resident #114
received dialysis through a catheter in her chest
and the AV fistula in her left arm was not used for
dialysis. The nurse reported that resident #114
had complained of left arm pain on several
occasions and she {the nurse) had reported the
left arm pain to the nurse practitioner at the
dialysis center but could not recall when.she
reported the pain. The dialysis center nurse said
the left AV fistula was assessed each time she
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was at dialysis but she could not recall when the
AV fistula was found to be without a bruit or thrill.
The nurse reported that the resident had an
appointment scheduled July 30, 2012 with the
surgeon for the left AV fistula. The dialysis nurse
indicated that resident #114 received Tyleno! for
her left arm discomfort and reported to the siaff at
the dialysis center that the Tylenol was effective.
She said the facility and the dialysis center
communicated by the written "Dialysis Visit
Findings & Orders" sheet and by phone. She
could nofi recall specifically any concerns she had
calted to the facility for resident #114.

On 7/25/12 at 4:45 PM the nurse praciitioner (NP)
at the dialysis center was interviewed. She
reported that she made rounds weekly and
assessed the AV fistula site for resident #114.
She said resident #114 had complained of pain in
her left arm since she had the balloon angioplasty
procedure in early June. The NP reviewsd her
notes and indicated on 6/7/12 following the
fistulogram there was a faint bruit and thrill at her
left AV fistula site. She noted that on 6/28/12,
there was no bruit or thrill. She would have the
resident see the surgeon for follow up. The NP
said resident #114 was scheduled to see the
surgeon on July 30, 2012.

On 7/26/12 at 8:50 AM the resident was
interviewed. She stated her left arm had hurt
from her shoulder to her fingertips daily since the
AV fistula procedure in early June. She described
her pain as "excruciating” at times and said she
could only take Tylenc! for the pain due to her
heart. She indicated that Tylenol helped
temporarily. Resident #114 said her left arm pain
had negatively impacted her life. She said she felt
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depressed and tired all the time because she did
not sleep well at night due to the pain in her left
arm. She said some days she could not brush her
hair or button her shirt due to the pain in her left
arm. She explained that she was left handed but
has had to learn to use her right arm to feed
herself because her left arm was painful.
Resident #114 held both of her arms straight out
in front of her and made a fist with both hands.
The fist on the right hand closed tightly but the fist
on the feft hand was not fully closed. She
reported it was too painful to make a fight fist with
her left hand. Resident #114 said no one at the
facility had palpated her left arm to assess for a
thrill or listened to her fistula to assess for a bruit
even after she complained of pain and asked for
Tyvienol. She said she could not recall that any
nurse had asked her to rate her pain prior to
Tytenol or after to see if it had helped. She said a
lot of fimes she just dealt with the pain on her
own because she felt no one had helped her,

On 7/26/12 at 10:37 AM nurse #1 was
interviewed. She indicated that resident #114
was alert and oriented and cognitively intact.
When asked about the resident's left arm pain
she stated "something was done to her left arm,
was not sure what had been done." Nurse #1 said
when the resident had complained of left arm
pain she had only "looked" at the left arm but did
not lock at it every time and she had never
palpated or listened to the left arm AV fistula. She
indicated the facility communicated with the
dialysis center via paper sheet and via phone but
was not aware of any concerns with the AV
fistula. She said resident #114 had received
Tylenol for pain almost daily but she had never
called the physician. She said she had reported

FORM CMS-2567(02-99) Previous Verslons Obsolete Event ID: WSNU11 Facility 1D; 823149 if continuation sheet Page 12 of 15 E




PRINTED: 09/18/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
345414 B WiNG 07/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2346 BARRINGTON CIRCLE
HAYMOUNT REHABILITATION & NURSING CENTER, ING FAYETTEVILLE, NC 28303
X4 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (%5}
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 309 | Continued From page 12 F 309

the resident's left arm pain to the unit supervisor
but could not recall when she reported it. Nurse
#1 said she had never assessed the left AV fistula
for bruit or thrill because someocne had told her it
didn't work. Nurse #1 could not recall who had
totd her the AV fistula did not work or when they
had told her. Nurse #1 said she was not aware of
resident #114 being unable to perform tasks with
her left hand.

On 7/26/12 at 11:56 AM nurse #2 was
interviewed. She said she worked second shift
and was often the nurse who received resident
#114 back from dialysis. She said the resident
received dialysis through her chest site. When
asked about resident #114's left arm pain, nurse
#2 said the resident usually complained of pain
around a level 8 and she had assessed the
resident's left AV fistula each day she had worked
with her and could "feel a thrill but there had not
been a bruit." Nurse #2 said she was not sure
why she had not documented her abnormal
findings. When nurse #2 was read the NP note
from 6/28/12 that there was no thrill or bruit she
said she had never felt a bruit or thrill in the AV
fistula and could not explain why she had not
documented the abnormal findings. She said she
did not notify the physician because he was
already aware of the resident's left arm pain and
that the fistula was not working. Nurse #2 also
stated "last week" resident #114 complained of
left hand numbness and said she did not notify
the physician. Nurse #2 could not explain why
she did not document the left hand numbness or
notify the physician or why she did not document
any of her assessments of resident #114's left
arm.
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On 7/26/12 at 12:25 PM nurse #3 was
interviewed. She said she worked weekend days
with resident #114, She sald the resident
occasionally complained of left arm pain and that
she assessed the left arm AV fistula each time
she worked with the resident. She said she last
assessed the AV fistula "this past weekend" (July
21 and 22) and the fistula was "normal." When
Nurse #3 was read the NP note from 6/28/12 that
there was no thrill or bruit she said that she "may
have gotten busy last weekend and not assessed
the AV fistula," Nurse #3 could not explain why
she did not document any of her assessments.

On 7/26/12 at 1:05 PM the unit supervisor was
interviewed. She said her expectation was that
an active dialysis access be assessed daily and
or before and after dialysis for bleeding, signs of
infection, bruit and thrill. She said she expected a
non-active site to be assessed weekly. If a site
had a recent procedure or a resident complained
of pain in a fimb with a dialysis access she
expected the site to be assessed daily and at
each complaint of pain. The unit supervisor also
expected the staff to document the assessment.

On 7/26/12 at 2:40 PM the Director of Nursing
{DON) was interviewed. She said she expected
staff to assess an AV fistula daily. If the site had
a recent procedure she expected the AV fistula to
be assessed every shift. The DON also indicated
she expected the staff to document the
assessment. The DON stated the facility did not
have a policy or procedure for dialysis residents
or the assessment of dialysis access sites.

On 7/26/12 at 3:11 PM resident #114 was
observed in activites. She used her right arm and
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hand to perform the activity.

On 7/26/12 at 3:45 PM the certified occupational
therapy assistant (COTA) was interviewed. She
recalled that resident #114 complained of left arm
pain and the pain did impair her ability to dress
herself and brush her hair with her lsft arm at
times. The COTA indicated she told the nurse
however she did not document it and could not
recall who she told or the date resident #114 had
complained.

On 7/26/12 at 6:19 PM resident #114 was
observed in bed in her room. She used her right
arm to hold a news paper, her left arm was folded
across her abdomen.

On 7/27/12 at 11:10 AM the facility physician was
interviewed. He said he could not recall or find
documentation that anyone from the facifity had
nolified him of resident #114's left arm pain. He
indicated that resident #114 should have had an
order written to assess the left arm AV fistula and
the order should have included the frequency of
the assessment. The facility physician said he
expected the facility to have a procedure in place
for assessment of dialysis access sites. He said
he expected that residents #114's left arm would
have been assessed for each complaint of pain.

Unsuccessful attempts were made to contact the
surgeon and the nephrologists for interview.
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