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Riverview Health and Rehab Center North 18300 E Warren
Detroit, MI 48224

F 0626

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Permit a resident to return to the nursing home after hospitalization or therapeutic leave that exceeds 
bed-hold policy.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 47964

This citation pertains to intake MI00143701.

Based on interview and record review the facility failed to readmit one resident (R609) to the facility upon 
discharge from a hospital. 

Findings include:

Record review of the Electronic Medical Record revealed R609 initially admitted into the facility on [DATE]. 
R609 had a recent readmitted [DATE]. On 3/11/24, R609 was discharged to a hospital via a mental health 
petition for aggressive behavior.

According to the complainant's intake statement, submitted to the State Agency on 4/2/24, I have contacted 
the Admissions Director to confirm the discharge date for (R609). I was told the patient could not return to 
the facility because (R609) was a danger to himself and others. The Guardian was not informed neither did 
the facility go through the proper procedure. (R609) is abandoned at the hospital and will not accept him 
back to his home, the facility.

On 5/23/24 at 12:25 pm, Admissions Coordinator B was interviewed regarding the readmission policy and 
stated, When a resident goes to the hospital we have to take them back. At this time,

documentation was requested regarding the refusal to accept (readmit) R609 back to the facility after 
hospitalization . 

On 5/23/24 at 1:15pm the Interim Director of Nursing (IDON) A was interviewed and stated, We didn't accept 
the resident (R609) back because he was a danger to himself and other residents. During this interview it 
was explained that the previous Administrator and DON had made the decision not to readmit R609 back 
into the facility. 

On 5/23/24 at 1:45 pm the currect Business Office Coordinator (BOC) C who served as the previous 
Admission Coordinator was interviewed. The previous Admission Coordinator/BOC C explained there was 
no documentation of a resident assessment regarding refusal of readmission. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 5/23/24 at 3:05 pm, the Nursing Home Administrator (NHA) A was interviewed and agreed there needs to 
be a documented assessment in the EMR of why the facility is unable to care for the resident and justification 
for the refusal of readmission.

Review of R609's EMR revealed R609 was admitteed with diagnoses that included schizophrenia, epilepsy, 
and cerebral infarction. According to the annual Minimum Data Set (MDS) assessment, R609 had 
moderately impaired cognition and was independent with activities of daily living (ADLs). The MDS also 
documented the Resident and legal guardian participated in the discharge planning. There were no active 
discharge plans to return to the community and return to long-term care was anticipated.

22235476

08/01/2024


