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This report is the result of an unannounced ADDENDUM TO PLAN OF CORRECTION
Quality Indicator Survey conducted at Willow Submission of the Response and Plan of
Springs Care and Rehabilitation on 04/22/14, ioifecé'Op is not a '??a‘ a‘fr’:"ffr'l‘?”
04/23/14, 04/24/14, 04/25/14, 04/28/14, and a1 a deticiency exists or that this

; Statement of Deficiency was correctly
04/30/14. A sample of 35 residents was selected cited. and is also nat to be construed as

from a census of 61. The sample included 23 an admission of interest against the
: current residents and the records of 12 former facility, the Administrator or any

~and/or discharged residents. employees, agents or other individuals
who draft or may be discussed in this
Response and Plan of Correction. In
The survey was conducted by: addition, preparation and submission of
Refugia Botello, RN . ﬁac&h{e{% this Pran of Correction does not constitute
Lucy Fromherz, RN fakima RGE an admission or agreement of any kind by
Melly Thomps o’n RN ) the facility of the truth of any facts alleged

id pson. MAY -8 2014 or the correctness of any conclusions set

Liisa Johnson, RN forth in this allegation by the survey
agenay.

Accordingly, the Facility has prepared and
The survey team is from: I submitted this Plan of Correction solely
because of the requirements under state
and federal law that mandate submission

Department of Social & Health Services of a Plan of Correction within ten (10) days
Aging & Long-Term Support Administration ‘ of the survey as a condition to participate

. : . o . in the Title 18 and Title 18 programs. The
?gﬂd;w::] Igc?ari SSeJ;;g:g?)bDistnct 1, Unit D submission of the Plan of Correction within

; this time frame should in no way be
Yakima, WA 98902 considered or construed as agreement
with the allegations of non compliance or
Telephone: (509} 225-2800 admissions by the facility.

Fax: (509) 574-5597 '
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Any deficiency statement end’?’r’ng with an asterisk (*) denotes a deficiency which the institution mayﬁé excused from ce;re ting providing it is determined that
other safeguards provide sufficient protection o the patients. (See instructions.} Except for nursing homes, the findings-stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correctiors are disclosable 14
days following the date these documents are made available to the facility. If deficiencles are cited, an approved pian of correction is requisite to continued
program participation. .
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