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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This Citation 
Pertains to Intake Numbers: 2575687, 2577971, and 2580349. Based on interview and record review, the 
facility failed to develop and implement policies and procedures to ensure effective and appropriate 
communication and documentation for transfer to the hospital and failed to ensure readmission to the facility 
for one (#701) of three Residents reviewed for discharge rights and planning. Findings include: Review of 
documentation revealed three separate intakes with allegations pertaining to the facility refusing to readmit 
Resident #701 back to the facility after being in the hospital. Per the intake information, Resident #701 had a 
legal Guardian, was a long-term Resident of the facility, and was not provided with a bed-hold policy and/or 
eviction notice prior to being transferred to the hospital. An interview was completed with Resident #701's 
Guardian Representative Witness A on 8/12/25 at 10:38 AM. Witness A was queried regarding Resident 
#701's transfer to the hospital on 7/22/25 and revealed they received a phone call from the facility 
Administrator the day after Resident #701 had been sent to the hospital. When asked why they were not 
informed prior to the Resident being transferred, Witness A stated, They often forget to call. It is what it is. 
Witness A added that the facility did not call their cell phone or their office and did not leave a message. 
When queried what the Administrator told them when they called, Witness A replied, (The Administrator) said 
(Resident #701) was petitioned and (the hospital) decided they were not going to keep (Resident #701) and 
sent them back (to facility) but then (Resident #701) eloped. When queried why Resident #701 was 
petitioned and sent to the hospital, Witness A responded they were told that (Resident #701) was aggressive 
and wouldn't get off the elevator. Witness A then stated, I think (Resident #701) had some aggression and I 
don't know if they were trying to leave or something but it didn't seem like something that was really 
petition-able but I did not argue with them (facility staff). Witness A revealed the hospital evaluated Resident 
#701 and determined the Resident did not need inpatient mental health treatment and discharged them back 
to the facility via a transportation van. Witness A stated, (Resident #701) got mad and out (of the transport 
van) in the middle of [NAME]. When asked what happened after Resident #701 got out of the back of the 
van, Witness A stated, (Resident #701) went missing. Witness A continued, They (Administrator) called me 
to tell me (the Resident) was missing but that it wasn't their fault because they discharged (Resident #701) 
and that was the (transport companies) fault. Witness A verbalized they were only concerned with finding the 
Resident and bringing them back to the facility. When queried what happened, Witness A stated, So like 12 
hours later, (Resident #701) was found on the side of the road with a crack pipe, passed out. With further 
inquiry, Witness A stated, The Administrator called me and said they found (Resident #701) and the police 
wanted them to just take (the Resident) back to the facility. Witness A verbalized they told the Administrator 
they wanted the Resident to go to the hospital be checked out and that Resident #701 could return to the 
facility after that. Witness A stated the Administrator responded, We discharged (Resident #701) and 
Witness A said they told the Administrator, I understand but, in the morning, you can do a readmit and (the 
Administrator) said we'll get (the Resident) to the hospital to be checked out. Witness A verbalized they did 
not know what the concern was as the Administrator agreed Resident #701 should be evaluated at the 
hospital. When asked about the Administrator telling them Resident #701 had been discharged , Witness A 
responded that they understood that to mean that the Resident was discharged from the computer when 
they were sent to the hospital and would need to be readmitted which is difficult to do during the night shift. 
When queried why Resident #701 did not return to the facility, Witness A revealed Resident #701 was 
evaluated in the Hospital ER and medically cleared to return to the facility but when the hospital called the 
facility to send the Resident back, the facility informed the hospital they were not taking (Resident #701) 
back. When queried why the facility would not take Resident #701 back, Witness A revealed they contacted 
the facility and the facility refused to take (Resident #701) back. Witness A verbalized they told the facility 
staff they were dumping (Resident #701) and they said that was not what they were doing. Witness A 
continued, I said (Resident #701) doesn't have a place to do and lives with you guys. Witness A stated they 
told the facility that not taking Resident #701 back did not seem right. When asked how the facility staff 
responded, Witness A verbalized the Director of Nursing (DON) told them that the facility discharged 
(Resident #701) to the hospital and we (guardian) were okay with that. Witness A reiterated they were not 
notified of the Resident's transfer and specified they were fine with the Resident going to the hospital ER for 
treatment not as a new placement. Witness A said they told the DON, It wasn't like you discharged (Resident 
#701) to the emergency room forever. That's not an appropriate discharge. When asked, Witness A revealed 
Resident #701 ended up being in the hospital for several days without a medical reason to be there because 
the facility would not readmit them and the hospital had to find a different long-term care facility for the 
Resident to go. Witness A stated, Now (Resident #701) is down in Detroit and revealed Detroit was far from 
their home and family as they were from [NAME]. A list of residents who were sent to the hospital and did not 
return was requested from the facility Administrator and Director of Nursing (DON) on 8/12/25 at 11:00 AM. 
An interview a review of the list of discharged Residents who did not return to the facility was completed with 
the Administrator on 8/12/25 at 1:30 PM. When queried regarding the disposition of the transferred 
Residents on the list, the Administrator stated, I can tell you the only one who we did not take back was 
(Resident #701) because they were discharged . Record review revealed Resident #701 was originally 
admitted to the facility on [DATE] and readmitted on [DATE] with diagnoses which included Alzheimer's 
disease and schizoaffective disorder: bipolar type. Review of the Minimum Data Set (MDS) assessment 
dated [DATE] revealed the Resident was moderately cognitively impaired, was independent with ambulation 
using a wheelchair or walker, and displayed no behaviors. Review of Resident #701's Census 
documentation detailed the Resident was discharged on 7/22/25 and did not return. However, the MDS 
assessment dated [DATE] specified discharge with return anticipated. Further review of Resident #701's 
Electronic Medical Record (EMR) revealed the Resident had a court appointed full legal guardian. Review of 
progress note documentation in Resident #701's EMR revealed the following: - 7/22/25 at 9:30 AM: 
Psychiatry Follow up. When this provider arrived to the facility today police were at the facility for this patient 
and EMS were on their way. The patient was in the process of being PIT (petitioned)/Certed (certified)by the 
social worker and medical director for a psych eval at (Hospital). Apparently, staff reported the patient was 
not feeling well this morning and when medical PA (Physician Assistant) arrived at the floor to evaluate. 
(Resident #701) was on the elevator; when they attempted to redirect (Resident) off the elevator they would 
not leave. When (Medical PA) asked if (Resident) was feeling weak or lethargic they started to jump around 
and play box to show was feeling okay however then (Resident #701) stated I will F all of you up. At that 
point (Resident #701) began to become more aggressive towards staff when they tried to redirect and 
encourage them to leave the elevator. Apparently, (Resident #701) also made several delusional statements 
towards staff, such as stating that was a white man. (Resident) is African American. referred to (themselves) 
as a white police officer and as an RN (Registered Nurse). The patient was in a very delusional and agitated 
state. This provider met with (Resident #701) on way to the ambulance when the police officer was present 
to talk with them for a bit and to make sure they stayed calm. (Resident #701) stated had meatballs for 
dinner last night and it made them very jumpy and could not sleep and has just felt out of sorts since that. 
After (Resident #701) left via EMS. provider called the charge nurse in the ER . talked at length regarding the 
medication regimen, patient's noncompliance, patient's past and current delusions. As well as aggression, 
and aggression being new as patient has a history of delusions however not normally aggressive. Explained 
that the plan would be to take patient off of Risperdal (atypical antipsychotic medication) . start on 
paliperidone long-acting injection (Invega - atypical antipsychotic medication) . Later in the afternoon, a 
social worker. called from the behavioral care team (at hospital) . explained that (Resident #701) had been 
calm the whole afternoon while in the hospital and (hospital behavioral health services) felt that Rexulti 
(atypical antipsychotic medication) by mouth would be appropriate for (Resident #701). due to a diagnosis of 
Alzheimer's, regardless of his schizophrenia. - 7/22/25 at 10:00 AM: Nurses Notes. DON was called to 3rd 
floor to speak with (Resident #701). Upon arrival, (Resident #701) was on the elevator. stated, ‘I am going 
home to Oklahoma. I have a house there and I don't belong in this State Run Hospital. has intermittently 
been refusing mental health medications. Managing PA and Psych NP aware. exhibiting flight of ideas today. 
Multiple different staff attempted multiple times to redirect and encourage (Resident #701) to leave the 
elevator. (Resident #701) replied I am never leaving this elevator unless you call the police and arrest me. 
Physician and PA attempted on 2 separate times to intervene and redirect. Police arrived and were able to 
successfully get (Resident #701) off the elevator and into the ambulance. He was PIT/Certed per Dr Cherry 
for psych eval. Sent to (Hospital). -7/22/25 at 6:50 PM: Nurses Notes. Approx 6:50 pm, ambulance service 
called regarding resident stating res left out of ambulance and started walking. They followed (Resident 
#701) while on phone with this facility and while waiting for police. They somehow lost resident when police 
arrived. Police stated there was nothing they could do without resident being petitioned. Meanwhile nursing 
updating administrator of situation. Resident's family was called and informed. - 7/22/25 at 7:54 PM: Social 
Services Note. Resident was attempting to leave assigned floor, and when staff and provider attempted to 
redirect back agitated and swung at the provider. Resident appeared very delusional. When Police arrived, 
(Resident) told the police was waiting for the police and did not believe that was actually the police. Resident 
exhibited paranoia. PCP completed Clinical Cert. SW completed Petition for Mental Health Evaluation. 
Resident was petitioned to (hospital) for psych eval. - 7/23/25: Health Care Provider Note Date of Service: 
7/23/25. Follow up. Patient . being seen today for increased behaviors. Patient was upset this AM 
complaining of an internal chill and is shaking upper torso like. shivering ever since he ate the meatballs for 
dinner last night. Patient admits to increased agitation and is exit seeking. walking around the unit with a bag 
packed, stating. is leaving and going home. Patient is arguing with nursing staff this morning and will not get 
off of the elevator to be redirected. [NAME] police contacted the patient was petitioned out by SW (Social 
Worker), MD today. Patient willingly went with [NAME] police to [NAME] for further management of 
symptoms after arguing for extended period of time with staff and police. - 7/29/25 at 8:00 AM: Health Care 
Provider Encounter. Date of Service: 7/29/25. Visit Type: Others. After being hospitalized with mental illness, 
patient was being transported back to (facility), via the transportation service, being ran (sic) from the 
providers after exited from the automobile. guardian was contacted. was later found by the police, then 
transported back to the hospital. Review of Assessment/Evaluation documentation in Resident #701's EMR 
revealed the Resident did not have a change in condition, transfer and/or discharge assessment completed 
prior to being transferred to the hospital ER on [DATE]. A care plan entitled, (Resident #701) has a potential 
for verbal aggression yelling/screaming and become combative. R/T (Related To): Dx (diagnoses): 
Schizophrenia, Manic Episode without Psychotic Symptoms, Delusional Disorders, Schizoaffective Disorder, 
Bipolar Type. observed washing my clothes in my room per my preference. will refuse to shower at times. 
often say I want to go home and when I am told I have a guardian who makes my decisions, I get agitated 
and do not like this answer and become argumentative . at times is not able to be redirected. had a verbal 
altercation with a fellow resident. (Initiated: 10/27/22; Revised: 6/27/25) was active at the time Resident #701 
was transferred to the hospital emergency room. The care plan included the interventions:- Anticipate and 
meet needs (Initiated: 10/27/22; Revised: 1/11/23)- Avoid changes in environment and confrontation 
(Initiated: 10/27/22)- Document behaviors, and resident response to interventions (Initiated: 10/27/22)- 
Observe behavior episodes and attempt to determine underlying cause. Consider location, time of day, 
persons involved, and situations. Document behavior and potential causes (Initiated: 10/27/22)- Offer 
reassurance, support, redirections and diversionary activities as needed (Initiated: 10/27/22)- Provide gentle 
redirection (Initiated: 10/27/22) A second care plan entitled, (Resident #701) requires 24-hour care/LTC 
placement at this time related to (diagnosis/condition). (sic) Resident/family/legal decision maker has 
verbalized acceptance of plan to remain in the facility (Initiated: 12/2/21; Revised: 3/14/22) Review of 
Resident #701's Documentation Survey Report for July 2025 revealed the only documented behavior 
demonstrated by the Resident was rejection of care during the day shit on 7/5/25. A review of the scanned 
documentation section in Resident #701's EMR revealed no documentation that a bed hold policy was 
provided the Resident and/or guardian. The following was noted in the scanned documentation section of 
Resident #701's EMR:- Petition for Mental Health Treatment form dated 7/22/25. The Petition form was 
completed by SW B and specified Resident #701 was experiencing Paranoia, delusions and they were 
requesting a combination of hospitalization and assisted outpatient treatment.- Report on Examination and 
Clinical Certificate form completed by Physician C. The form specified Physician C spent 15 minutes with 
Resident #701 on 7/22/25 beginning at 10:05 AM and determined they required treatment and 
hospitalization. The Clinical Certificate Facts in Support detailed, Patient has a history of schizophrenia and 
delusional disorders. Patient is delusional and not in touch with reality.On 8/12/25 at 3:25 PM, an interview 
was completed with Nurse G. When queried if they were working when Resident #701 was transferred to the 
hospital on 7/22/25, Nurse G revealed they did not recall. When asked about Resident #701, Nurse G 
revealed the Resident was typically pleasant, did not always want to take their pills and would walk around 
all the time. When asked why Resident #701 did not return from the hospital when they went on 7/22/25, 
Nurse G revealed they did not know. An interview was conducted with Nurse H on 8/12/25 at 3:30 PM. When 
queried regarding Resident #701, Nurse H verbalized the Resident was never mean but wanted to do their 
own thing. When asked why Resident #701 did not return from the hospital when they went on 7/22/25, 
Nurse H was unable to provide a reason.An interview was completed with CNA J, CNA K and CNA I on 
8/12/25 at 3:40 PM. When queried regarding Resident #701, all three CNA staff verbalized the Resident was 
nice, pleasant, and liked to walk around the facility. An interview with Transportation Company Staff D was 
completed on 8/13/25 at 11:50 AM. When queried regarding Resident #701, Staff D confirmed their company 
provided non-emergency transport from the hospital to the facility in a wheelchair can on 7/22/25. When 
asked what happened, Staff D verbalized the Resident exited the van and the police were notified. Staff D 
revealed there was nothing else in the record due to being a wheelchair transport. An interview was 
conducted with Social Worker (SW) E on 8/13/25 at 3:20 PM. When queried regarding Resident #701, SW E 
replied, (Resident #701) was here a couple of years, had a guardian, and was open to psych services. When 
queried regarding behaviors, SW E responded that the Resident could have behaviors and delusions. SW E 
was asked if the Resident was in the facility for long term care and replied they were and that they had a 
guardian. SW E stated, (Resident #701) didn't understand that they had a guardian and would say they 
didn't. When asked what happened on 7/22/25 when Resident #701 was transferred to the hospital, SW E 
revealed they were the Social Services staff member assigned to Resident #701 but were not working the 
day the Resident was transferred to the hospital. When queried why the Resident did not return from the 
hospital, SW E stated, From my understanding, the facility did not deny them coming back. When asked if 
Resident #701 had a planned discharge, SW E stated, No, (Resident #701) was long term. There was no 
plan for them to go anywhere. When queried if the Resident was a good fit for the facility and was able to 
receive all the care they needed, SW E replied, Yeah, I would say they were. On 8/13/25 at 3:41 PM, an 
interview was completed with SW B. When queried what occurred on 7/22/25 when Resident #701 was 
transferred to the hospital, SW B replied, (Physician C) and the NP (Nurse Practitioner) were there. 
(Resident #701) was very delusional and wouldn't get off the elevator. They called me to come up to fill out a 
petition for a psych eval. SW B revealed the police came and were able to convince the Resident to go to the 
hospital. When queried why it was a concern that the Resident would not get off the elevator, SW B replied, 
(Resident #701) had a wander guard on and the elevator won't move with the alarm going off. SW B was 
then asked if Resident #701 said what they wanted and replied, (Resident #701) said they didn't want to be 
here and has been here to long. When asked what interventions were attempted prior to calling the police, 
SW B indicated several staff had attempted to get Resident #701 to get out of the elevator. SW B then 
stated, Our psych NP was here, and they spoke to the hospital a few times and recommended to the ER that 
(Resident #701) have an injection to calm behaviors. When asked why Resident #701 did not return to the 
facility, SW B replied, There was no reason that (Resident #701) couldn't come back when we sent them out. 
An interview was conducted with the DON on 8/13/25 at 3:52 PM. When queried why Resident #701 did not 
return to the facility from the hospital ER, the DON replied, (Resident #701) didn't want to come back. When 
queried what the Resident's legal guardian wanted, as the Resident was unable to make their own decisions, 
an explanation was not provided. The DON was asked to explain what occurred and stated, We sent 
(Resident #701) to (hospital ER) for eval. (Resident #701) left the ER and (the hospital ER) put (Resident 
#701) in a wheelchair van. (Resident #701) got out of the van and walk to the area of [NAME] they wanted to 
be. With further inquiry, the DON stated, Found (Resident #701) a day or two later and then they went back 
(Hospital ER). The DON continued, (Resident #701) wanted to go live with a friend. A staff member saw him 
lying under a tree. The DON was asked if the Hospital contacted them for the Resident to return after the 
Resident was found laying under a tree in [NAME] and confirmed they had. When asked why the facility did 
not readmit the Resident, the DON stated, We meet as a team and decided that it was not our responsibility 
to take (Resident #701) back. When queried if a nursing assessment/evaluation transfer form should be 
completed when a Resident is transferred to the hospital, the DON replied, Should be. A review of Resident 
#701's EMR was completed with the DON and the DON confirmed a transfer assessment/evaluation form 
was not completed. When asked the reason the documentation was not completed, an explanation was not 
provided. When queried if a bed hold form was completed and provided to Resident #701 and their 
Guardian, the DON stated, I don't know that one was done. When asked if Resident #701's guardian was 
notified prior to the transfer, the DON verbalized there was no documentation of communication with the 
Resident's legal guardian prior to and/or immediately following the transfer to the hospital ER. When queried 
how facility bed hold information is communicated to the Resident/guardian, the DON stated, I don't know. 
Let me review the policy. When queried Resident #701 had personal items at the facility and if the items 
were still at the facility, the DON replied, I don't know. A copy of the facility policy/procedure related to 
transfers and bed holds were requested at this time. An interview was completed with the Administrator and 
DON on 8/14/25 at 10:41 AM. The timeline of events involving Resident #701's transfer was discussed. Per 
the Administrator and DON, Resident #701 left the building on 7/22/25 at 10:38 AM. On 7/22/25 at 6:50 PM, 
the transportation company called to notify the facility that the Resident had exited their vehicle. Resident 
#701's guardian was notified on 7/22/25 at 7:22 PM that the Resident was missing and facility staff looked for 
the Resident until approximately 11:00 PM and included homeless shelters. Facility staff continued to look for 
the Resident on 7/23/25. Facility Staff M found Resident #701 on 7/23/25 at 7:58 PM on King Street in 
downtown [NAME] under a tree and the Resident was sent back to the Hospital ER at this time. The 
Administrator and DON were asked when the facility was contacted by the Hospital ER related to readmitting 
Resident #701 and the Administrator verbalized the referral was received from the hospital on 7/24/25. When 
asked if the Hospital contacted them prior to 7/24/25, the Administrator revealed the hospital services called 
them on 7/23/24. The Administrator exited the room. The DON was asked if the Hospital contacted the 
facility after 7/24/25 and stated, On 7/25/25, (hospital) discharge planning called, and I told them no because 
I got that directive from Regional. The DON then revealed they had checked and Resident #701 did still have 
personal items at the facility. An interview was attempted to be completed with Hospital SW F on 8/14/25 at 
12:35 PM. SW F was not currently working and a message with return phone number was left. On 8/15/25 at 
8:53 AM, a return phone call was received from Hospital SW F and an interview was completed. When 
queried regarding Resident #701, SW F stated, (Resident #701) was seen the day before in ER for a psych 
eval. SW F revealed the Resident was evaluated and it was determined they did not need inpatient 
psychiatric treatment and were discharged back to the facility on 7/22/25 at 6:37 PM via a medical 
transportation company in a van. When asked what happened after the Resident left the hospital, SW F 
stated, At a stop light (Resident #701) got out of the (transport) van, went and did drugs and came back (to 
the ER) that night. SW F was asked when Resident #701 returned to the ER and stated, 7/23/25 at 9:30 PM. 
SW F verbalized the Resident was medically cleared to return to the facility on 7/23/25. SW F stated, We 
(hospital) tried to send (Resident #701) back (to the facility) on 7/23/25 and they would not take (the 
Resident) back because they had to wait to talk to the DON. SW F was queried if they knew who was 
contacted at the facility and the time and replied, At 11:41 PM (on 7/23/25), spoke to the (Administrator). 
(The Administrator) said (Resident #701) was discharged from the facility on 7/22/24 per documentation. SW 
F revealed they returned to work on 7/24/25 and tried to discharge Resident #701 back to the facility again. 
SW F stated, I spoke to (Resident #701's) guardian and (the facility) were trying to not take (the Resident) 
back. When asked if they spoke to anyone at the facility, SW F revealed they spoke to the DON and stated, 
(Facility DON) said (Resident #701) was discharged to (Hospital ER), and they were not taking (the 
Resident) back. SW F continued, They didn't provide 24-hour or 30 day discharge notice and you can't 
discharge a long-term patient to the ER. When queried if Resident #701 wanted to return to the facility, SW F 
stated, (Resident #701) lived there and had a legal guardian who wanted them returned there. SW F 
revealed Resident #701 had to be held in the hospital for several days before an appropriate alternate 
placement was able to be found. Review of Resident #701's hospital documentation revealed the following:- 
7/22/25 at 10:49 AM: ED Provider Note. Psych was consulted, and they recommended no inpatient psych 
admission, and as soon as patient is medically clear can de-certify and discharge. determined medically 
clear. safe for discharge home.- 7/23/25 9:17 PM: ED Provider Note. At-risk Social Status. discharged 
yesterday, staff from facility stated was supposed to be brought to them yesterday by (transport company) 
after discharge, patient ran out of (transport) van and has been missing. [NAME] PD had a [NAME] (Be on 
Lookout) for them from the facility and dropped (Resident #701) off here today after finding them on the side 
of the road with a crack pipe. ED Course.:. Social work service was consulted regarding disposition 
recommendations. They contacted (facility) who states that patient is prohibited from returning to the facility 
at this time due to their behavior. Review of facility provided policy/procedure entitled Discharge Planning 
(Last Revised: 9/2023) revealed, The facility will develop and implement an effective discharge planning 
process that focuses on the resident's discharge goals, the preparation of the resident to be an active partner 
in their care. 4. The discharge plan will be discussed with the resident and/or the resident representative.
Review of facility policy/procedure entitled, Notification of Change (Last Revised: 2/14/24) revealed, The 
facility must inform the resident. and notify, consistent with his or her authority, the resident representative (s) 
when there is a change in status.
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