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Section Q: Intent  

The items in Section Q are intended to record the 
participation and expectations of the resident, 
family members, or significant other(s) in the 
ŀǎǎŜǎǎƳŜƴǘΣ ŀƴŘ ǘƻ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜ ǊŜǎƛŘŜƴǘΩǎ 
overall goals. 

 



 



New Opportunities for Discharge 

Planning Collaboration  

ÁMeaningfully engages residents in their discharge planning 
goals. 

ÁDirectly asks the resident if they want information about long-
term care community options. 

ÁPromotes linkages and information exchange between nursing 
homes, ADCR, and community-based long-term care providers. 

ÁPromotes 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  

ÁNursing 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. 

ÁADRC expected to respond to NH staff referrals by providing 
information to residents about available community based LTC 
supports and services. 

ÁNH 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 LTC 
services. 



Q0100: Participation in 

Assessment  







Q0300: Residentõs Overall 

Expectation  

Á¢Ƙƛǎ ƛǘŜƳ ƛŘŜƴǘƛŦƛŜǎ ǘƘŜ ǊŜǎƛŘŜƴǘΩǎ ƎŜƴŜǊŀƭ 
expectations and goals for nursing home stay. 

ÁThe resident should be asked about his or her own 
expectations regarding returning to the community 
and goals for care. 

ÁThe 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. 

 



Q0300  

ÁwŜŎƻǊŘ ǘƘŜ ǊŜǎƛŘŜƴǘΩǎ ŜȄǇŜŎǘŀǘƛƻƴǎ ŀǎ ŜȄǇǊŜǎǎŜŘΣ 
whether they are realistic or not realistic. 

 





The Dignity of Choice  



Q0400: Discharge Planning  

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

ÁResidents have the right to receive services in the 
least restrictive and most integrated setting. 

ÁImportant progress has been made so that individuals 
have more choices, care options, and available 
supports. 

 





Q0400B  

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

ÁThe NH team should not assume that any particular 
resident is unable to be discharged.  The NH should 
code as no after they have fully explored the 
ǊŜǎƛŘŜƴǘΩǎ ǇǊŜŦŜǊŜƴŎŜǎ ŀƴŘ ǇƻǎǎƛōƭŜ I/. 
services/options. 

ÁMost likely, this will require consultation with 
community resource experts at the ADRC. 



Discharge Planning  

ÁSection Q has been broadened beyond the traditional 
definition of discharge planning for sub-acute 
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 planning 
may include expanded resources such as assistance 
with locating housing, employment, and social 
engagement opportunities. 

 



NH+ADRC Collaboration  



Discharge Planning: Steps 

for Assessment  
ÁReview care plan and clinical progress notes: nursing, 

MD, SS, and therapy. 

ÁThe resident, interdisciplinary team, and the ADRC 
(when a referral has been made) should determine 
the services and assistance that the resident will need 
post-discharge (and make appropriate referrals). 

ÁAssess eligibility for financial assistance.  

ÁDetermine level of family support post-discharge. 



Minimum Discharge Instructions  

 

ÁPersonal identification and contact information, 
including Advance Directives 

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

ÁFormal and informal supports that will be available 

ÁBrief medical history 



Minimum Discharge Instructions  

 

ÁCurrent medications, treatments, therapies, allergies 

ÁArrangements for durable medical equipment 

ÁArrangements for housing 

ÁContact information at the nursing home if a problem 
arises during discharge 

ÁA follow-up appointment with the designated primary 
care provider in the community and other specialists 
(as appropriate) 



Minimum Discharge Instructions  

 

ÁMedication education 

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

ÁWho to call in case of an emergency or if symptoms of 
decline occur 







NH Discharge Processes  

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

ÁCreate a Discharge Champion and a Discharge Team. 

ÁReview Current Policies and Procedures. 

ÁAdmission Packet: add handouts. 

ÁInclude interventions that maintain resident function. 

ÁInvite ADRC team member to care conference. 





Q0500: Return to the 

Community  
ÁThe goal of follow-up action is to initiate and maintain 

collaboration between the nursing home and the 
!5w/ ǘƻ ǎǳǇǇƻǊǘ ǘƘŜ ǊŜǎƛŘŜƴǘΩǎ ŜȄǇǊŜǎǎŜŘ ƛƴǘŜǊŜǎǘ ƛƴ 
being transitioned to community living. 

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



Q0500: Return to the 

Community, cont.  

ÁThe NH team should not assume that any particular 
resident is unable to be discharged.  The NH should 
code as no after they have fully explored the 
ǊŜǎƛŘŜƴǘΩǎ ǇǊŜŦŜǊŜƴŎŜǎ ŀƴŘ ǇƻǎǎƛōƭŜ I/. 
services/options. 

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



Steps for Assessment: 

Interview Instructions  

ÁAsk the resident if he would like to speak with 
someone about the possibility of returning to live in 
the community.   

ÁInform the resident that answering yes to this item 
ǎƛƎƴŀƭǎ ǘƘŜ ǊŜǎƛŘŜƴǘΩǎ ǊŜǉǳŜǎǘ ŦƻǊ ƳƻǊŜ ƛƴŦƻǊƳŀǘƛƻƴ 
and will initiate a contact by someone with more 
information about supports available for living in the 
community.   



Interview Instructions, cont.  

ÁAnswering 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.   

ÁAnswering no is also not a permanent commitment.   

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

 



Return to the Community  

ÁA 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. 

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



Coding Q0500B  
òDo You Want to Talk to Someone about the 

Possibility of Returning to the Community?ó 

 
 

Á²ƘŜƴ ŀ ǊŜǎƛŘŜƴǘ ǊŜǎǇƻƴŘǎ ά¸Ŝǎέ ǘƻ vлрлл.Σ ǘƘŜ ŦŀŎƛƭƛǘȅ ƛǎ ƴƻǿ 
required to make a referral to ADRC 

Á! άȅŜǎ ς ǇǊŜǾƛƻǳǎ ǊŜǎǇƻƴǎŜ ǿŀǎ ȅŜǎέ ǊŜǎǇƻƴǎŜ ǘƻ ƛǘŜƳ vлрлл! 
will trigger follow-up care planning and contact with the ADRC 
ŀōƻǳǘ ǘƘŜ ǊŜǎƛŘŜƴǘΩǎ ǊŜǉǳŜǎǘ ǿƛǘƘƛƴ ŀǇǇǊƻȄƛƳŀǘŜƭȅ мл ōǳǎƛƴŜǎǎ 
days of a yes response being given.  This code is intended to 
initiate contact with the ADRC for follow-up as the resident 
desires. 





Building Relationships & 

Coordination  

ÁThe 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  

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

ÁCare Areas Assessment is a checklist that assists NH to 
do further assessment 

ÁIf assessment shows that a referral should have been 
made and resident wants to talk to someone about 
CB care, referral initiated  

 



Return to Community 

Referral  

ÁReview of Return to Community Referral 

ÁRAI Manual Appendix C (C-82 to C-83) 







Section Q: Relationship to 

Survey Process  

ÁThe LTC NH survey process does not include a discrete task for 
Section Q follow-up or discharge planning. 

ÁtǊƛƻǊ ǘƻΣ ƻǊ ŘǳǊƛƴƎ ǘƘŜ bI ƻƴǎƛǘŜ ǎǳǊǾŜȅΣ ǘƘŜ bIΩǎ hƳōǳŘǎƳŀƴ 
can be asked about Section Q results and their follow-up. 

ÁDoes 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 to 
the ADRC and the ADRC coming to talk wit them? 



Section Q: Relationship to 

Survey Process cont  

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

ÁIf warranted, the deficiency and appropriate F Tag 
will depend on the information gathered as a result 
of the onsite investigation. 

 

 

 



Federal Regs for Discharge 

Planning  

Á42CFR 483.15(g)    F250  Social Services 

ςServices include discharge planning sercies (e.g., helping to 
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 Discharge 

Planning  

Á42 CFR 485.20(b)1   F272  RAI 

ςRequires assessment of discharge potential ς the facilities 
expectation of discharging the resident from the facility 
within the next 3 months 



Federal Regs for Discharge 

Planning  

Á42 CFR 483.20 (l)   F284      Post-Discharge Plan of Care 

ςάtƻǎǘ-ŘƛǎŎƘŀǊƎŜ Ǉƭŀƴ ƻŦ ŎŀǊŜέ Ґ ǘƘŜ ŘƛǎŎƘŀǊƎŜ ǇƭŀƴƴƛƴƎ 
process, including: assessing continuing care needs and 
ŘŜǾŜƭƻǇƛƴƎ ŀ Ǉƭŀƴ ŘŜǎƛƎƴŜŘ ǘƻ ŜƴǎǳǊŜ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ƴŜŜŘǎ 
will be met after discharge from the facility into the 
community 

ςSurveyor probe: Is there evidence of a discharge assessment 
ǘƘŀǘ ƛŘŜƴǘƛŦƛŜǎ ǘƘŜ ǊŜǎƛŘŜƴǘΩǎ ƴŜŜŘǎ ŀƴŘ ƛǎ ǳǎŜŘ ǘƻ ŘŜǾŜƭƻǇ 
the discharge plan? 



AMDA  

ÁWhite Paper: Improving Care Transitions Between 
the Nursing Facility and the Acute-Care Hospital 
Settings 

ÁClinical Practice Guidelines 

ςCare Transitions 

ςAcute Change of Condition 

 

 

 




