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Provide the required documentation or notification related to the resident's needs, appeal rights, or
bed-hold policies.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to provide a bed hold notice for 4 of 4 residents
(Residents 1, 2, 3, & 4) and failed to provide a written transfer/discharge notice to the residents
and/or their representative for 1 of 4 residents (Resident 4), reviewed for discharge process. These
failures placed the residents at risk of not having opportunities to make informed decisions about
transfer/discharge.Findings included.Review of the facility's policy titled, Bed-Holds and Returns,
revised in October 2022, showed, All residents/representatives are provided written information
regarding the facility and state bed-hold policies, which address holding or reserving a resident' bed
during periods of absence (hospitalization or therapeutic leave). Residents, regardless of payer
source, are provided written notice about these policies at least twice: a. notice 1: well in advance of
any transfer (e.g. [for example], in the admission packet); and b. notice 2: at the time of transfer (or,
if the transfer was an emergency, within 24 hours).Review of the facility's policy titled, Transfer or
Discharge, dated in 2001, showed, Upon notice of transfer or discharge, the resident is provided with
a statement of his or her right to appeal the transfer or discharge, including: a. the name, address,
email, and telephone number of the entity which receives such requests; b. information about how to
obtain, complete, and submit an appeal form; c. how to get assistance completing the appeal process;
and d. the facility bed-hold policy.BED HOLD NOTICE<RESIDENT 1>Review of a progress note dated
04/13/2026, showed that Resident 1 was unresponsive and was transferred to the hospital.Review of
Resident 1's discharge Minimum Data Set (MDS- an assessment tool) dated 04/13/2026 showed that
they were discharged to a short-term general hospital. In an interview on 06/23/2026 at 1:10 PM,
Resident 1 stated that they were not provided with a bed hold notice when they were transferred to
the hospital on [DATE]. Review of Resident 1's Electronic Health Record (EHR- progress notes and
miscellaneous files) showed no documentation that a bed hold notice was provided to Resident 1
and/or their representative. <RESIDENT 2>Review of a progress note dated 01/23/2026 showed that
Resident 2 was transferred to the hospital. In an interview on 06/23/2026 at 3:19 PM, Resident 2
stated that they were not provided with a bed hold notice when they were transferred to the hospital
on [DATE]. Review of Resident 2's EHR showed no documentation that a bed hold notice was
provided to Resident 2 and/or their representative. <RESIDENT 3>Review of Resident 3's progress
note dated 06/12/2026 documented, Send resident to [the] ER [Emergency Room] for evaluation and
treatment. Review of Resident 3's discharge MDS dated [DATE] showed that they were discharged
to a short-term general hospital. Review of Resident 3's EHR showed no documentation that a bed
hold notice was provided to Resident 3 and/or their representative. <RESIDENT 4>Review of a
progress note dated 06/03/2026 showed that Resident 4 was transferred to the hospital for
evaluation. Review of Resident 4's discharge MDS dated [DATE] showed that they were discharged
to a short-term general hospital. Review of Resident 4's EHR showed no documentation that a bed
hold notice was provided to Resident 4 and/or their representative. In an interview on 06/24/2026 at
9:35 AM, Staff C, Registered Nurse, stated that when a resident was transferred to the hospital they
would talk about the bed hold notice with the resident and that they had a form that they used. Staff D
(continued on next page)
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stated that they would document in the progress notes if the resident signed it or not. Staff D further
stated that depending on the situation, if the resident was not able to sign the bed hold notice, the
Social Worker or facility management would follow up with the resident and/or their representative. In
an interview and joint record review on 06/24/2026 at 12:45 PM, Staff D, Licensed Practical Nurse,
stated that they would provide the bed hold notice to the resident and that if they signed it, they
would give the original copy to the resident, and a copy would be given to Medical Records to be
scanned. Staff D stated that it should be documented in the progress notes that the bed hold notice
was provided and if the resident had accepted or declined. A joint record review of Resident 1,
Resident 2, and Resident 4's EHR showed no documentation that a bed hold notice was provided to
them and/or their representative. Staff D stated that they were not able to find that a bed hold notice
was provided to Resident 1, Resident 2 and Resident 4. Staff D further stated that they should have
been provided with a bed hold notice. In a follow up joint record review of Resident 3's EHR and
interview on 06/29/2026 at 1:15 PM with Staff D showed no documentation that Resident 3 was
provided a bed hold notice when they discharged to the hospital on [DATE]. Staff D further stated
that they could not find one and that they should have provided a bed hold notice to Resident 3. In an
interview on 06/29/2026 at 1:28 PM, Staff B, Assistant Director of Nursing, stated that a bed hold
notice was given when residents were leaving to go to the hospital and that it was part of the
resident's discharge packet. If the resident was not in a position to sign or say anything, they would
call the next of kin or emergency contact and offer them a bed hold. Staff B further stated that
Residents 1, 2, 3, and 4 should have been provided with bed hold notices. TRANSFER/DISCHARGE
NOTICE<RESIDENT 4>Review of Resident 4's EHR showed no documentation that a
transfer/discharge notice was provided to Resident 4 and/or their representative when they
discharged to the hospital on [DATE]. In an interview on 06/29/2026 at 12:30 PM, Staff E, Regional
Social Services Support, stated that nurses who sent the resident out to the hospital provided the
resident with the transfer/discharge notice. When Staff E was informed that Resident 4 was not
provided with a transfer/discharge notice, Staff E stated that they would ask Medical Records for it.
In an interview on 06/29/2026 at 1:41 PM, Staff F, Medical Records Coordinator, stated that they did
not have a copy of the transfer/discharge notice form on file for Resident 4. Staff F stated that the
Social Worker would complete the transfer/discharge notice form, scanned a copy to them and that
they would upload it [to their computer system.]In a follow-up phone interview on 06/29/2026 at 2:27
PM, Staff E stated that if residents transferred to the hospital, staff should be completing a bed hold
notice and a transfer/discharge notice and provided to the residents. In an interview on 6/29/2026 at
2:51 PM, Staff A, Administrator, stated that when residents were discharged to the hospital, they
expected staff to provide documents required by their policy. Staff A stated that they would have
expected staff to provide a bed hold notice to Resident 1, Resident 2, Resident 3 and Resident 4. Staff
A further stated that Resident 4 should have been provided with a transfer/discharge notice.
Reference: (WAC) 388-97-0120 (2)(a-d)(4).
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