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505080 09/11/2025

Life Care Center of Kennewick 1508 West Seventh Avenue
Kennewick, WA 99336

F 0580

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to provide notification of discharge to the Resident's 
Representative (RR) for 1 of 3 residents (Resident 1) reviewed for notifications. This failure placed the 
residents at risk of not having their representatives involved in their health care decisions, and a delay in 
care and services. Resident 1 Review of the medical record showed Resident 1 was admitted to the facility 
on [DATE] with diagnoses including follow-up care for a surgical procedure, heart failure and dementia (a 
progressive disease that destroys memory and other important mental functions). The cognitive assessment 
dated [DATE] showed Resident 1 had a severely impaired cognition. Record review of a discharge summary 
progress note dated 08/31/2025, showed Resident 1 was discharged to another facility. During an interview 
on 09/11/2025 at 2:45 PM, Staff A, Licensed Practical Nurse, stated they had Resident 1 sign the 
discharge/transfer documentation for their transfer. Staff A stated Resident 1 was then picked up by the 
transfer van and taken to another facility. Staff A stated later in the day the RR arrived at the facility and 
inquired where Resident 1 was. Staff A stated they told the RR they were transferred to another facility. Staff 
A stated the RR became upset and stated they had not been notified Resident 1's discharge. Staff A stated 
they assumed they had been notified. During an interview on 09/11/2025 at 3:00 PM, Staff B, Director of 
Nursing Services, stated when a resident has an altered mental status the facility was to discuss and/or 
inform the residents' representatives of transfers or discharges, and for Resident 1 the process was not 
followed. During a telephone interview on 09/12/2025 at 9:19 AM, the RR verified they had not been notified 
of Resident 1's transfer to another facility. Reference WAC: 388-97-0320(1)(d)
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