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This report is the resuit of an unannounced
Quality Indicator Survey conducted at Columbia
Crest Center on 01/05/15, 01/06/15, 01/07/15,
01/08/15, 01/09/15, 04/12/15, 01/13/15 and

01/14/15. A sample of 30 residents was selected | “This Plan of Correction is prepared
from a census of 65. The sample included 25 and submitted as required by law. By
current residentsand the records of 5 former submitting this Plan of Correction,

and/or discharged residents. Columbia Crest Care Center does not

The following were complaints investigated as admit that the deficiency listed on this
part of this survey: form exist, nor does the Center admit
to any statements, findings, facts, or
conclusions that form the basis for the
alleged deficiency. The Center
reserves the right to challenge in legal

#3066542, #3057153, #3068577, #3066250

The survey was conducted by:

Lucy Fromherz, RN fw% and/or regulatory or administrative

Refugia Botetio, RN “ CRIVE}} proceedings the deficiency,

Liisa Johnson, RN [ JAN 97 9 ' statements, facts, and conclusions that

Fam roll, RN | s form the basis for the deficiency.”

Melly Thompson, RN 1 orm the Hasis tor 1 _ ¥
T

. S
The survey team is from:

Department of Social & Health Services
Aging & Long Term Support Administration
Residential Care Services, District 1, Unit D
3611 River Road, Suite 200

Yakima, Washéngton 984808
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Ay deficiency statement ending with an asferisk {"1 denotses a deficiency which the institution may be excused from correcting providing i is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
inliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pians of correction are disciosable 14
days following the date these documents are made available to the facllity. f deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

¥ (\ R84 CMS-2567(02-02) Previous Versions Obsolete Event 1 45011 Facility 1D WASZSE50 If continuation sheet Page 1ot 4







PRINTED: 01/16/2015

DEPARTMENT OF HEALTH AND RUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO_09838-0291
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/ICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
505320 B.WING 01/14/2015
NAME OF PROVIDER OR SUPPLIER STREET ABDRESS, CITY, STATE, ZIP CODE
1100 EAST NELSON ROAD
COLUMBIA CREST CENTER
MOSES LAKE, WA 98837
X4y D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
THG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROBRIATE DATE
5 DEEICENCY)
F 318 Continued From page 2 F 318
The 12/19/14 physician history and physical
documented the resident's contractures of her
extremities; both hands and feet. She had
required supportive care for 22 years.
The resident’s care plan dated 09/05/14 4. The Director of Nursing or designee

documented the resident’s need for passive
range of motion (PROM). The interventions
included: staff were to a) move the resident's joint

will audit, 4 PROM program charts
weekly x 4 weeks, then 4 charts

slowly, never forcing past resistance, b) avoid fast monthly x 3 months. Director of
movement or stretching, and ¢) provide support Nursing will bring the results of the
above and below the joint. ~+ audits to the QAPI meeting monthly

times 3 months or untii substantial

The resident’s record did not have documented . ..
compliance maintamned.

evidence of the PROM services during November
and Decemnber 2014 or January 2015,

On 01/12/14 at approximately 4:00 p.m ., Staff
Member B, and C, Nursing Assistants, stated they
perform leg lifts and arm stretches once during
the shifi. Both stated they had not heen provided
specific instructions cn how to perform the PROM
for the resident.

5. Administrator is responsible for

On 01/13/15 at approximately 1:45 p.m |, Staff Compliance

Member D, a NA  stated "l iry to move her arms
and iegs at least once a shift, | grab her arm and
move it to the sides and up and down, | am not Compliance date: 1/30/2015
sure how far to iift the arm.” She proceeded to
demonstrate how she performed the PROM. She
took the resident's right wrist, lifting the right arm
to approximately 40 degrees (without the needed
additional support}. She added she had not been
provided specific instructions on how far to lift the
resident’s arm. She concluded she had not been
decumenting the resident's PROM services,

On 01/13/15 at approximately 8:57 a.m., Staff
Member E, a NA, stated she had been hired
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approximately two months ago and was not
aware of the need {o provide PROM fo the
resident's extremities. She added she had not
seen the resident's PROM flow sheet.

On 01/13/15 at 16:00 a.m., Staff Member F, the
Rehabilitation Director, stated "hecause the

i resident's program has been in place for sucha |
long time, over 3 years, | do not know who trained |
the nursing assistanis.” She added the specific
restorative program instructions are to be placed
in the nursing assistant book so they know what
services to provide. "The nursing assistanis need
to know what to do since the resident is
non-verbal and can't say if she is experiencing
nain with the range of motion exercise.”

On 01/13/15 at approximately 9:08 a.m., Staff
Member A, the Director of Nursing Services
{DNS), stated he was responsible for the
restorative services being provided {o the
residents. He was not able to recall when the
nursing assistants were last provided specific
passive range of motion instructions for the
resident. He added he was not able o locate the
November, December 2014, or the January 2015
PROM fiow shaet.

On 01/13/15 at approximately 1:42 p.m., Staff
Member G, the Physical Therapist (PT), stated
the resident had last been assessed by PT in
December 2012, He added he completed an
evaluation of the resident today and " am
recommending PROM to all extremities.” He
concluded by staling "the faciiity does not have a
system in place to ensure new staff is trained.”
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