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Section Q: Intent

The items in Section Q are intended to record th
participation and expectations of the resident,
family members, or significant other(s) in the
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overall goals.






New Opportunities for Discharge
Planning Collaboration

A Meaningfully engages residents in their discharge planning
goals.

A Directly asks the resident if they want information about long
term care community options.

A Promotes linkages and information exchange between nursing
homes, ADCR, and communiigised longerm care providers.

A Promotes discharge planning collaboration between nursing
homes and ADRC for residents who may require medical and
supportive services to return to the community.



New Requirements for Discharge
Planning Collaboration

A Nursing home staff expected to contact ADRC for those
residents who express a desire to learn about possible
transition back to the community and what care options and
supports are available.

A ADRC expected to respond to NH staff referrals by providing
Information to residents about available community based LTC
supports and services.

A NH staff and ADRC expected to meaningfully engage the
resident in their discharge and transition plan and
collaboratively work to arrange for all of the necessary CB LT(
Services.
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Q0100: Participation In
Assessment
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SECTION Q: PARTICIPATION IN ASSESSMENT AND
GOAL SETTING

Intent: The items in this section are intended to record the participation and expectations of the
resident. family members. or significant other(s) in the assessment, and to understand the
resident’s overall goals.

QO0100: Participation in Assessment «

Q0100. Participation in Assessment

EnterCode | A. Resident participated in assessment
0. No
1. Yes
B. Family or significant other participated in assessment
0. No
1. Yes
9. No family or significant other

Enter Coda

C. Guardian or legally authorized representative participated in assessment
0. No
1. Yes
9. No guardian or legally authorized representative

Enter Code

Item Rationale

DEFINITIONS
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Coding Instructions for Q0100A, Resident GUARDIAN/LEGALLY
Participated in Assessment AUTHORIZED

Record the participation of the resident in the assessment process. | REPRESENTATIVE

A person who Is authorized,

under applicable law, to

make decisions for the

« Code 1, yes: if the resident actively and meaningfully resident, including giving and

participated in the assessment process. withholding consent for
medical treatment.

« Code 0, no: if the resident did not actively participate in
the assessment process.

Coding Instructions for Q0100B, Family or
Significant Other Participated in Assessment

Record the participation of the family or significant other in the assessment process.

« Code 0, no: if the family or significant other did not participate in the assessment
process.

« Code 1, yes: if the famuly or significant other(s) did participate in the assessment
process.

« Code 9, no family or significant other: if there is no family or significant other.
Coding Tips

*  While family. significant others, or, if necessary, the guardian or legally authorized
representative can be involved, if the resident 1s uncertain about his or her goals, the
response selected must reflect the resident’s perspective if he or she is able to express it.

. » Significant other does not include nursing home staft.
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Expectation
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expectations and goals for nursing home stay.

A The resident should be asked about his or her own

expectations regarding returning to the community
and goals for care.

A The resident may not be aware of the option of
returning to the community and that services and
supports may be available in the community to meet
long-term care needs.
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Q0300
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whether they are realistic or not realistic.




i MDS_3.0_Chapter_3

Section_Q_V1.05_May_2011.pdf - Adobe Reader =T
*»

File Edit Wiew Document Tools Window Help

B8 6 esClivieemnl o @l

&

3 QO0300: Resident’s Overall Expectation
Complete only when AO310E=1.

Q0300. Resident's Overall Expectation
Complete only if AO310E=1
A. Resident's overall goal established during assessment process

1>

Enter Code
1. Expects to be discharged to the community
2. Expects to remain in this facility
3. Expects to be discharged to another facility/institution
9. Unknown or uncertain
Entor Code B. Indicate information source for Q0300A

1. Resident
2. If not resident, then family or significant other

3. Ifnotresident, family, or significant other, then guardian or legally authorized representative
9. None of the above

Item Rationale

This 1tem 1dentifies the resident’s general expectations and goals for nursing hon
resident should be asked about his or her own expectations regarding return to th
and goals for care. The resident may not be aware of the option of returning to tk
and that services and supports may be available in the community to meet long-t

Some residents have very clear and directed expectations that will change little
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Q0400: Discharge Planning

A Some nursing home residents may be able to return
to the community with appropriate support.

A Residents have the right to receive services in the
east restrictive and most integrated setting.

A Important progress has been made so that individual:
nave more choices, care options, and available
supports.
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Rationale: Ms. K. 1s able to respond and says she would like to go back to the group
home but 1s unable to make decisions about her medical and other care needs. When the
legal guardian was told that Ms. K. 1s medically stable and would like to go back to the
community, she decided that 1t 1s in Ms. K.’s best interest to be transferred to a group
home.

QO0400: Discharge Plan

Q0400. Discharge Plan
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EnterCode | A. Isthere an active discharge plan in place for the resident to return to the community?
0. No
1. Yes — Skip to Q0600, Referral =
EnterCode | B. What determination was made by the resident and the care planning team regarding discharge to the community?
D 0. Determination not made
1. Discharge to community determined to be feasible—» Skip to Q0600, Referral
2. Discharge to community determined to be not feasible —» Skip to next active section (V or X}
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Q0400: Discharge Plan (cont.)
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Q0400B

A What Determination was made by the resident and
the care planning team regarding discharge to the
community?

A The NH team should not assume that any particular
resident is unable to be discharged. The NH should
code as nafter they have fully explored the
NEA&ARSY(1Qa LINEFSNBYyOSa |
services/options.

A Most likely, this will require consultation with

communiti resource experts at the ADRC.



Discharge Planning

A Section Q has been broadened beyond the traditiona
definition of discharge planning for stazute
residents to encompass long stay residents including
the elderly, disabled, intellectually challenged, and
younger nursing home residents. In addition to home
health and other medical services, discharge plannin
may include expanded resources such as assistance
with locating housing, employment, and social
engagement opportunities.
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NH+ADRC Collaboration




Discharge Planning: Steps
for Assessment

A Review care plan and clinical progress notes: nursing
MD, SS, and therapy.

A The resident, interdisciplinary team, and the ADRC
(when a referral has been made) should determine
the services and assistance that the resident will nee
postdischarge (and make appropriate referrals).

A Assess eligibility for financial assistance.
A Determine level of family support posischarge.



Minimum Discharge Instructions

A Personal identification and contact information,
Including Advance Directives

A The name and contact information of primary care
physician, chosen by the resident, pharmacy, and
community care agency including personal care
services (if applicable)

A Formal and informal supports that will be available
A Brief medical history



Minimum Discharge Instructions

A Current medications, treatments, therapies, allergies
A Arrangements for durable medical equipment
A Arrangements for housing

A Contact information at the nursing home if a problem
arises during discharge

A A followrup appointment with the designated primary
care provider in the community and other specialists
(as appropriate)




Minimum Discharge Instructions

A Medication education

A Prevention and disease management education,
focusing esp. on warning symptoms for when to call
the doctor

A Who to call in case of an emergency or if symptoms ¢
decline occur
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Your
Discharge
Planning
Checklist:

For patients and their caregivers

or other health care setting

preparing to leave a hospital, nursing home, :
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Pleaseﬂllnu!:the foﬂowingform ‘{oucamotsavedatatyped into thlsform
: your completed Form if you would like a copy For your records.

Local Contact Agency:

(if you prefer to call them yourself) Your Right
to cet INformation
sbout Returning

to the

Nursing Home Social Worker/
Discharae Planner:

Your Local Ombudsman (Resident
Advocate):

You have the right to learn if
you can live in the community
and get the services and supports
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NH Discharge Processes

A NH teams should formulate discharge processes that
recognize the needs and preferences of individuals.

A Create a Discharge Champion and a Discharge Tean
A Review Current Policies and Procedures.

A Admission Packet: add handouts.

A Include interventions that maintain resident function.
A Invite ADRC team member to care conference.
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‘B QO0500: Return to Community

For Admission, Quarterly, and Annual Assessments.

1>

Q0500. Return to Community

EnterCode | A. Has the resident been asked about returning to the community?
0. Ne

1. Yes - previous response was "no”

2. Yes - previous response was "yes" — Skip to Q0600, Referral

3. Yes - previous response was "unknown”

EnterCode | B. Ask the resident (or family or significant other if resident is unable to respond): "Do you want to talk to someone about the
D possibility of returning to the community?"

0. No

1. Yes

9. Unknown or uncertain

Item Rationale

The goal of follow-up action 1s to mitiate and maintain collaboration between the nursing
home and the local contact agency to support the resident’s expressed interest in being
transitioned to community living. This includes the nursing home supporting the resident in
achieving his or her highest level of functioning and the local contact agency providing
informed choices for community living and assisting the resident in transitioning to
community living. The underlying intention of the return to the community item 1s to insure
that all individuals have the opportunity to learn about home and community based services
and have an opportunity to receive long term care in the least restrictive setting possible. CMS
has found that in many cases individuals requiring long term care services, and/or their
families. are unaware of community based services and supports that could adequately support
individuals in community living situations.
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Q0500: Return to the

Community

A The goal of followup action is to initiate and maintain
collaboration between the nursing home and the
I 5w/ (2 adzllll2Nl GKS NXaAa
being transitioned to community living.

A This includes the nursing home supporting the
resident in achieving his or her highest level of
functioning and the ADRC providing informed choice:
for community living and assisting the resident in
transitioning to community living.



Q0500: Return to the
Community, cont.

A The NH team should not assume that any particular
resident is unable to be discharged. The NH should
code as nafter they have fully explored the
NEaARSYUdQa LINEFSNBYyOSa |
services/options.

A Most likely, this will require consultation with
community resource experts at the LCA.



Steps for Assessment:
Interview Instructions

A Ask the resident if he would like to speak with
someone about the possiblility of returning to live In
the community.

A Inform the resident that answering yes to this item
aAdylfa GKS NBaARSydaQa N
and will initiate a contact by someone with more
Information about supports available for living in the
community.



Interview Instructions, cont.

A Answering yes does not commit the resident to leave
the nursing home at a specific time; nor does It
ensure that the resident will be able to move back to
the community.

A Answering no is also not a permanent commitment.

A Also inform the resident that he can change his
decision (whether he wants to speak with someone)
at any time.



Return to the Community

A A viable and workable discharge plan requires that
the nursing home social worker or staff talk with the
resident before making a referral to the ADRC to
explore topics such as : what returning to the
community means, the arrangements and planning
that the NH can make; and obtaining family input.

A This step will help the resident clarify their discharge
goals and identify important information for the ADRC



Coding Q05008

oDo You Want to Tal k to Someo
Possibility of Returning to t

A2 KSY | NBAARSY(l NBaLIRyRa a, ¢
required to make a referral to ADRC

Al AG@LINb UA 2dza NBalLlzyasS gl a @85S
will trigger followrup care planning and contact with the ADRC
 62dzi 0KS NBAARSY(GQa NBIjdzSal
days of a yes response being given. This code is intended to

Initiate contact with the ADRC for follewp as the resident
desires.
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- Q0500B would be coded 0, no.
= Rationale: Mr. D. had been previously asked 1f he wanted to talk to someone about

returning to the community. He had responded no. During this assessment. he was asked
again about returning to the community and he again responded no.

QO0600: Referral

Q0600. Referral

Has a referral been made to the local contact agency?
e 0. No - determination has been made by the resident and the care planning team that contact is not required
1. No - referral not made
2. Yes
May 2011 Page Q-16
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QO0600: Referral (cont.)

Item Rationale
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Building Relationships é

Coordination

A The nursing home and the ADCR collaborate and
coordinate, keeping the resident and each other
Informed of discharge and transition planning
activities.



Referral Question Follow -up

A If a referral has not been made, NH is to conduct
additional information gathering and assessment to
determine why

A Care Areas Assessment is a checklist that assists Nt
do further assessment

A If assessment shows that a referral should have beer
made and resident wants to talk to someone about
CB care, referral initiated



Return to Community
Referral

A Review of Return to Community Referral
A RAI Manual Appendix C-82 to G83)
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Appendix C: CAA Resources
20. Return to Community Referral

20. RETURN TO COMMUNITY REFERRAL

Review of Return to Community Referral

Steps in the Process

1.

Document in the care plan whether the individual indicated a desire to talk to someone about
the possibility of returning to the community or not (Q0500B).

o

Discuss with the individual and his or her fanuly to identifyy potential barriers to transition
planning. The care planning/discharge planming team should have additional discussions
with the individual and family to develop information that will support the individual’s
smooth transition to community living. (Q0100)

Other factors to consider regarding the individual’s discharge assessment and planning for

community supports include:

* Cogmitive skills for decision making (C1000) and Cognitive deficits (C0500, CO700-
C1000)

+ Functional/mobility (G0110) or balance (G0300) problems

* Need for assistive devices and/or home modifications if considering a discharge home

Inform the discharge planning team and other facility staff of the individual’s choice.

Look at the previous care plans of this individual to identify their previous responses and the
1ssues or barriers they expressed. Consider the individual’s overall goals of care and
discharge planning from previous items responses (Q0300 and Q0400B). Has the individual
indicated that lus or her goal is for end-of-life-care (palliative or hospice care)? Or does the
individual expect to return home after rehabilitation in your facility? (Q0300, Q0400)

Imitiate contact with the State-designated local contact agency within approximately 10
business days, and document (Q0600). Follow-up is expected in a “reasonable™ amount of
time. 10 business days 1s a recommendation and not a requirement.

If the local contact agency does not contact the individual by telephone or in person within
approximately 10 business days, make another follow-up call to the designated local contact
agency as necessary. The level and type of response needed by a particular individual 1s
determuned on a resident-by-resident basis, so timeframes for response may vary depending
on the needs of the resident and the supports available within the community.

Communicate and collaborate with the State-designated local contact agency on the
discharge process. Identify and address challenges and barriers facing the individual in their
discharge process. Develop solutions to these challenges in the discharge/transition plan.

Commumicate findings and concerns with the facility discharge planning team, the
individual’s support circle, the individual’s physician and the local contact agency in order to
facilitate discharge/transition planning.

nmunity Living
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20. Return to Community Referral

Input from resident and/or family/representative regarding the care area.
(Questions/Comments/Concerns/Preferences/Suggestions)

Analysis of Findings Care Plan Considerations

Review indicators and supporting Document reason(s) care plan will/ will
documentation. and draw conclusions. not be developed.

Document:

* Description of the problem;

* Causes and contributing factors: and
» Risk factors related to the care area.

Referral(s) to another discipline(s) is warranted (to whom and why):

Information regarding the CAA transferred to the CAA Summary (Section V of the MDS):
O Yes O No

Signature/Title: Date:

October 2011 Appendix C-83




Section Q: Relationship to
Survey Process

A The LTC NH survey process does not include a discrete task 1
Section Q followup or discharge planning.

At NA2NJ 022 2NJ RdzZNAyYy3I GKS Dbl
can be asked about Section Q results and their follqpw

A Does the Ombudsman have any information from residents,
and/or others about whether or not residents saying that they
want to talk with someone about CB care results in referrals tc
the ADRC and the ADRC coming to talk wit them?



Section Q: Relationship to
Survey Process cont

A Any issues or finding that demonstrate that
residents are not being referred, that the ADRC Is
not coming to talk with them, and/or that persen
centered discharge planning is not being
conducted should be further investigated.

A If warranted, the deficiency and appropriate F Tag
will depend on the information gathered as a resull
of the onsite investigation.



Federal Regs for DiscEarge

Planning
A 42CFR 483.15(gF250 Social Services

¢ Services include discharge planning sercies (e.g., helping t
place a resident on a waiting list for community congregate
living, arranging intake for home care services for residents
returning home, assisting with transfer arrangements to
other facilities)



Federal Regs for DiscEarge

Planning
A 42 CFR 485.20(b)1 F272 RAI

¢ Requires assessment of discharge potemgite facilities
expectation of discharging the resident from the facility
within the next 3 months



Federal Regs for DiscEarge

Planning

A 42 CFR 483.20 () F284  Mustharge Plan of Care

cat 2RaA0A OKIF NBHS LIX Iy 2F O NB¢&
process, including: assessing continuing care needs and

RSOSt2LAyYy3 | LXIY RSaA3IYySR
will be met after discharge from the facility into the
community

C Surveyor probvet§ there evidenAce of a disgharge assessmer
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the discharge plan?



AMDA

A White Paperimproving Care Transitions Between
the Nursing Facility and the Acut€are Hospital
Settings

A Clinical Practice Guidelines

¢ Care Transitions

¢ Acute Change of Condition






