Appendix PP: Transfer & Discharge Provisions

F622

(

Note: Regulatory requirements for §483.15(c)(1), §483.15(c)(2), and §483.15(c)(2)(i)-(ii)
have been relocated to F627, and the regulatory requirements for §483.15(c)(2)(iii) have
been relocated to F628.

F623
(Rev

Note: Regulatory requirements §483.15(c)(3)-(6) and (8) have been relocated to F628.

F624

Note: Regulatory requirements §483.15(c)(7) have been relocated to F627.

F625
()

Note: Regulatory requirements §483.15(d)(1)-(2) have been relocated to F628.

F626

Note: Regulatory requirements §483.15(e)(1)-(2) have been relocated to F627.

F627
§483.15(c) Transfer and discharge-
§483.15(c)(1) Facility requirements-
(i) The facility must permit each resident to remain in the facility, and not
transfer or discharge the resident from the facility unless—

(A) The transfer or discharge is necessary for the resident’s welfare and the
resident’s needs cannot be met in the facility;

(B) The transfer or discharge is appropriate because the resident’s health has
improved sufficiently so the resident no longer needs the services
provided by the facility;

(C) The safety of individuals in the facility is endangered due to the clinical
or behavioral status of the resident;

(D) The health of individuals in the facility would otherwise be endangered;

(E) The resident has failed, after reasonable and appropriate notice, to pay
for (or to have paid under Medicare or Medicaid) a stay at the facility.
Nonpayment applies if the resident does not submit the necessary



paperwork for third party payment or after the third party, including
Medicare or Medicaid, denies the claim and the resident refuses to pay
for his or her stay. For a resident who becomes eligible for Medicaid after
admission to a facility, the facility may charge a resident only allowable
charges under Medicaid; or

(F) The facility ceases to operate.

(ii) The facility may not transfer or discharge the resident while the appeal is
pending, pursuant to § 431.230 of this chapter, when a resident exercises his
or her right to appeal a transfer or discharge notice from the facility
pursuant to § 431.220(a)(3) of this chapter, unless the failure to discharge or
transfer would endanger the health or safety of the resident or other
individuals in the facility. The facility must document the danger that failure
to transfer or discharge would pose.

§483.15(c)(2) Documentation.
When the facility transfers or discharges a resident under any of the circumstances
specified in paragraphs (¢)(1)(i)(A) through (F) of this section, the facility must
ensure that the transfer or discharge is documented in the resident’s medical record
and appropriate information is communicated to the receiving health care
institution or provider.

(i) Documentation in the resident’s medical record must include:

(A) The basis for the transfer per paragraph (c)(1)(i) of this section.

(B) In the case of paragraph (c)(1)(i)(A) of this section, the specific resident
need(s) that cannot be met, facility attempts to meet the resident needs,
and the service available at the receiving facility to meet the need(s).

(ii) The documentation required by paragraph (c)(2)(i) of this section must be
made by—

(A) The resident’s physician when transfer or discharge is necessary under
paragraph (c) (1) (A) or (B) of this section; and

(B) A physician when transfer or discharge is necessary under paragraph
(©)(1)(@H)(C) or (D) of this section.

§483.15(c)(7) Orientation for transfer or discharge.

A facility must provide and document sufficient preparation and orientation to
residents to ensure safe and orderly transfer or discharge from the facility. This
orientation must be provided in a form and manner that the resident can
understand.

§483.15(e)(1) Permitting residents to return to facility.

A facility must establish and follow a written policy on permitting residents to
return to the facility after they are hospitalized or placed on therapeutic leave. The
policy must provide for the following.

(i) A resident, whose hospitalization or therapeutic leave exceeds the bed-hold
period under the State plan, returns to the facility to their previous room if
available or immediately upon the first availability of a bed in a semi-private
room if the resident—



(A) Requires the services provided by the facility; and
(B) Is eligible for Medicare skilled nursing facility services or Medicaid
nursing facility services.

(ii) If the facility that determines that a resident who was transferred with an
expectation of returning to the facility, cannot return to the facility, the
facility must comply with the requirements of paragraph (c) as they apply to
discharges.

§483.15(e)(2) Readmission to a composite distinct part. When the facility to which a
resident returns is a composite distinct part (as defined in § 483.5), the resident must
be permitted to return to an available bed in the particular location of the composite
distinct part in which he or she resided previously. If a bed is not available in that
location at the time of return, the resident must be given the option to return to that
location upon the first availability of a bed there.

§483.21(c)(1) Discharge Planning Process

The facility must develop and implement an effective discharge planning process
that focuses on the resident’s discharge goals, the preparation of residents to be
active partners and effectively transition them to post-discharge care, and the
reduction of factors leading to preventable readmissions. The facility’s discharge
planning process must be consistent with the discharge rights set forth at 483.15(b)
as applicable and—

(i) Ensure that the discharge needs of each resident are identified and result in
the development of a discharge plan for each resident.

(ii) Include regular re-evaluation of residents to identify changes that require
modification of the discharge plan. The discharge plan must be updated, as
needed, to reflect these changes.

(iii) Involve the interdisciplinary team, as defined by §483.21(b)(2)(ii), in the
ongoing process of developing the discharge plan.

(iv) Consider caregiver/support person availability and the resident’s or
caregiver’s/support person(s) capacity and capability to perform required
care, as part of the identification of discharge needs.

(v) Involve the resident and resident representative in the development of the
discharge plan and inform the resident and resident representative of the
final plan.

(vi) Address the resident’s goals of care and treatment preferences.

(vii) Document that a resident has been asked about their interest in receiving
information regarding returning to the community.

(A) If the resident indicates an interest in returning to the community, the
facility must document any referrals to local contact agencies or other
appropriate entities made for this purpose.

(B) Facilities must update a resident’s comprehensive care plan and
discharge plan, as appropriate, in response to information received from
referrals to local contact agencies or other appropriate entities.

(C) If discharge to the community is determined to not be feasible, the facility
must document who made the determination and why.



(viii) For residents who are transferred to another SNF or who are discharged to
a HHA, IRF, or LTCH, assist residents and their resident representatives in
selecting a post-acute care provider by using data that includes, but is not
limited to SNF, HHA, IRF, or LTCH standardized patient assessment data,
data on quality measures, and data on resource use to the extent the data is
available. The facility must ensure that the post-acute care standardized
patient assessment data, data on quality measures, and data on resource use
is relevant and applicable to the resident’s goals of care and treatment
preferences.

(ix) Document, complete on a timely basis based on the resident’s needs, and
include in the clinical record, the evaluation of the resident’s discharge needs
and discharge plan. The results of the evaluation must be discussed with the
resident or resident’s representative. All relevant resident information must
be incorporated into the discharge plan to facilitate its implementation and
to avoid unnecessary delays in the resident’s discharge or transfer.

§483.21(c)(2) Discharge Summary
When the facility anticipates discharge, a resident must have a discharge summary
that includes, but is not limited to, the following: . ..

(iv) A post-discharge plan of care that is developed with the participation of the
resident and, with the resident’s consent, the resident representative(s),
which will assist the resident to adjust to his or her new living environment.
The post-discharge plan of care must indicate where the individual plans to
reside, any arrangements that have been made for the resident’s follow up
care and any post-discharge medical and non-medical services.

INTENT
o These regulations and guidance address inappropriate discharges and.:

o Specify the limited conditions under which a skilled nursing facility or
nursing facility may transfer or discharge a resident, the documentation that
must be included in the medical record, and who is responsible for making the
documentation.

o Ensure policies are developed and implemented which allow residents to
return to the facility following hospitalization or therapeutic leave.

o Ensure a facility does not transfer or discharge a resident in an unsafe
manner, such as a location that does not meet the resident’s needs, does not
provide needed support and resources, or does not meet the resident’s
preferences and, therefore, should not have occurred.

o Ensure the discharge planning process addresses each resident’s discharge
goals and needs, including caregiver support and referrals to local contact
agencies, as appropriate, and involves the resident and if applicable, the
resident representative and the interdisciplinary team in developing the
discharge plan.

DEFINITIONS



“Bed-hold”: Holding or reserving a resident’s bed while the resident is absent from the
facility for therapeutic leave or hospitalization.

“Composite Distinct Part”: A composite distinct part is a distinct part consisting of two
or more noncontiguous components that are not located within the same campus, as that
term is defined in §413.65(a)(2). The definition and additional requirements specific to
SNF/NF composite distinct parts are found at §483.5.

“Campus”: Campus is defined in §413.65(a)(2) and means the physical area
immediately adjacent to the provider’s main buildings, other areas and structures that
are not strictly contiguous to the main buildings but are located within 250 yards of the
main buildings, and any other areas determined on an individual case basis, by the
CMS regional office, to be part of the provider’s campus.

“Discharge Planning”: A process that generally begins on admission and involves
identifying each resident’s discharge goals and needs, developing and implementing
interventions to address them, and continuously evaluating them throughout the
resident’s stay to ensure a successful discharge.

“Distinct Part”: A distinct part SNF or NF is physically distinguishable from the larger
institution or institutional complex that houses it, meets the requirements of paragraph
(2) of this definition at §483.5, and meets the applicable statutory requirements for SNFs
or NFs in sections 1819 or 1919 of the Act, respectively. A distinct part SNF or NF may
be comprised of one or more buildings or designated parts of buildings (that is, wings,
wards, or floors) that are: In the same physical area immediately adjacent to the
institution's main buildings; other areas and structures that are not strictly contiguous to
the main buildings but are located within close proximity of the main buildings; and any
other areas that CMS determines on an individual basis, to be part of the institution's
campus. A distinct part must include all of the beds within the designated area, and
cannot consist of a random collection of individual rooms or beds that are scattered
throughout the physical plant. The term “distinct part” also includes a composite distinct
part that meets the additional requirements specified in the definition of “composite
distinct part” of §483.5 described above. Requirements specific to distinct part SNFs or
NFs are found at §483.5.

“Home Health Agency (HHA)”: a public agency or private organization (or a
subdivision of either) which is primarily engaged in providing skilled nursing services
and other therapeutic services in the patient’s home and meets the requirements of
sections 1861(0) and 1891 of the Social Security Act.

“Inpatient Rehabilitation Facility (IRF)”: are freestanding rehabilitation hospitals or
rehabilitation units in acute care hospitals that serve an inpatient population requiring
intensive services for treatment.

“Local Contact Agency”: refers to each State’s designated community contact agencies
that can provide individuals with information about community living options and
available supports and services. These local contact agencies may be a single entry point



agency, such as an Aging and Disability Resource Center (ADRC), an Area Agency on
Aging (AAA), a Center for Independent Living (CIL), or other state designated entities.

“Long Term Care Hospital (LTCH)”: are certified as acute-care hospitals, but focus on
patients who, on average, stay more than 25 days. Many of the patients in LTCHs are
transferred there from an intensive or critical care unit. LTCHs specialize in treating
patients who may have more than one serious condition, but who may improve with time
and care, and return home.

“Patient Assessment Data”: standardized, publicly available information derived from
a post-acute care provider’s patient/resident assessment instrument, e.g., Minimum Data
Set (MDS), Outcome and Assessment Information Set (OASIS).

“Therapeutic Leave”: Resident absences for purposes other than required
hospitalization.

“Transfer and Discharge”: Includes movement of a resident to a bed outside of the
certified facility whether that bed is in the same physical plant or not. Transfer and
discharge does not refer to movement of a resident to a bed within the same certified
facility. (See §483.5). Specifically, transfer refers to the movement of a resident from a
bed in one facility to a bed in another facility when the resident expects to return to the
original facility. Discharge refers to the movement of a resident from a bed in one
certified facility to a bed in another facility or other location in the community, when
return to the original facility is not expected.

GUIDANCE

Investigating noncompliance with the transfer and discharge requirements begins when
conducting offsite preparation. The team coordinator (TC) should contact the local
ombudsman and inquire if there are specific residents from whom the ombudsman has
received complaints related to inappropriate discharges for review (see Investigative
Procedure section below). The TC should also be sure to review complaints and survey
history of the facility for indications of noncompliance with the requirements for transfer
and/or discharge.

§483.15(c)(1)(i)-(ii) Transfer and Discharge Requirements Use guidance at this Ftag to
determine if noncompliance exists when evidence suggests a facility should not have
transferred or discharged a resident at the time of discharge, or at all. These
circumstances may include, but are not limited to, the following:
e When evidence in the medical record does not support the basis for discharge,
such as:

o Discharge based on an inability to meet the resident’s needs, but there is no
evidence of facility attempts to meet the resident’s needs, or no evidence of an
assessment at the time of discharge indicating what needs cannot be met;

o Discharge based on improvement of resident’s health such that the services
provided by the facility are no longer needed, but documentation shows the
resident’s health did not improve or actually declined,



o Discharge based on the endangerment of the safety or health of individuals in
the facility, but there is no documentation in the resident’s medical record
that supports this discharge;

o Discharge based on failure to pay, however there is no evidence that the
facility offered the resident to pay privately or apply for Medical Assistance or
that the resident refused to pay or have paid under Medicare or Medicaid;

o Discharge occurs even though the resident appealed the discharge, the appeal
is pending, and there is no documentation to support the failure to discharge
would endanger the health and safety of individuals in the facility.

o When evidence in the medical record shows a resident was not permitted to return
following hospitalization or therapeutic leave, and there is no valid basis for
discharge.

o There is no evidence that the facility considered the care giver’s availability,
capacity, and/or capability to perform needed care to the resident following
discharge.

o The post-discharge plan of care did not address resident limitations in ability to
care for themself.

These regulations describe the requirements that must be met in order for a facility to
transfer or discharge a resident, thus protecting nursing home residents from transfers
and discharges which should not have occurred, and thus violate federal regulations.

§483.15(c)(1)(i)(A), (C) or (D) - Discharge when Needs Cannot be Met, or when
Safety or Health of Individuals is Endangered

Facilities are required to determine their capacity and capability to care for the residents
they admit. Therefore, facilities should not admit residents whose needs they cannot
meet based on the Facility Assessment requirements at §483.70(e) (see also F838,
Facility Assessment). For residents the facility has admitted, §483.15(c)(1)(i) provides
that “The facility must permit each resident to remain in the facility, and not transfer or
discharge the resident from the facility unless....” This means that once admitted,
residents have a right to remain in the facility unless the discharge or transfer meets one
of the specified exceptions in §§483.15(¢c)(1)(1)(A)-(F). Discharging a resident is a
violation of this right unless the facility can demonstrate that one of the limited
circumstances listed in the regulation is met.

Surveyors must ensure that for discharges related to circumstances at §483.15(c)(1)(i)(4),
(C), or (D) above, the facility has fully evaluated the resident, and does not base the
discharge on the resident’s status at the time of transfer to an acute care facility Without
an assessment of the resident’s status and needs at the time of proposed return to the
facility, there can be no determination of (4), the resident’s needs cannot be met, or (C)
and (D), that the safety or health of individuals would be endangered.

In situations where a resident’s choice to refuse care or treatment poses a risk to the
resident’s or others’ health or safety, the comprehensive care plan must identify the care
or service being declined, the risk the declination poses to the resident, and efforts by
the interdisciplinary team to educate the resident and the representative, as appropriate



(See F656, §483.21(b)(1)(i1), Comprehensive Care Plans.) The facility must be able to
demonstrate that the resident or, if applicable, resident representative, received
information regarding the risks of refusal of treatment, (§483.10(c)(5) and (6), F552 and
F578) and that staff conducted the appropriate assessment to determine if care plan
revisions would allow the facility to meet the resident needs or protect the health and
safety of others, and see also §§483.20 Resident Assessment and 483.35 Nursing
Services).

If unable to resolve situations where a resident’s refusal for care poses a risk to the
resident’s or others’ health or safety, the facility administration, nursing and medical
director may wish to convene an ethics meeting, which includes legal consultation, in
order to determine if the facility can meet the resident’s needs, or if the resident should
be transferred or discharged.

§483.15(c)(1)(i)(E) Nonpayment as Basis for Discharge
Non-payment for a stay in the facility occurs when the resident has failed, after
reasonable and appropriate notice, to pay for a stay at the facility and also may apply:
e When the resident has not submitted the necessary paperwork for third party
(including Medicare/Medicaid) payment; or
e After the third party payor (including Medicare or Medicaid) denied the claim and
the resident refused to pay for his/her stay.

It is the responsibility of the facility to notify the resident of their change in payment
status, and the facility should ensure the resident has the necessary assistance to
submit any third party paperwork. In situations where a resident representative has
failed to pay, the facility may discharge the resident for nonpayment; however, if
there is evidence of exploitation or misappropriation of the resident’s funds by the
representative, the facility should take steps to notify the appropriate authorities on
the resident’s behalf, before discharging the resident.

In situations where a resident’s Medicare coverage may be ending, the facility must
comply with the requirements at §483.10(g)(17) and (18), F582. If the resident
continues to need long-term care services, the facility, under the requirements above,
should offer the resident the ability to remain, which may include:

e Offering the resident the option to remain in the facility by paying privately for a
bed;

e Providing the Medicaid-eligible resident with necessary assistance to apply for
Medicaid coverage in accordance with §483.10(g)(13), F579, with an explanation
that:

o if denied Medicaid coverage, the resident would be responsible for payment
for all days after Medicare payment ended; and

o if found eligible, and no Medicaid bed became available in the facility or
the facility participated only in Medicare (SNF only), the resident would
be discharged to another facility with available Medicaid beds if the
resident wants to have the stay paid by Medicaid.



The resident cannot be discharged for nonpayment while a determination on the
resident’s Medicaid eligibility is pending.

NOTE: Surveyors should be aware of a facility’s Medicare and Medicaid
certification status and/or the presence of a distinct part as this can affect whether a
resident’s discharge for non-payment is justified and is a relevant part of the
investigation.

For a resident who becomes eligible for Medicaid after admission to a facility, the
facility may charge a resident only allowable charges under Medicaid. Additionally,
conversion from a private pay rate to payment at the Medicaid rate does not
constitute non-payment.

In certain cases, residents are admitted for short-term, skilled rehabilitation under Medicare,
but, following completion of the rehabilitation program, they communicate that they are not
ready to leave the facility. In these situations, if the facility proceeds with discharge, the
survey team should investigate to determine if the discharge violates these requirements, is
inappropriate, and should not have occurred. Additionally, these situations may require
further investigation to ensure that discrimination based on payment source has not occurred
in accordance with §483.10(a)(2) (F550).

NOTE: Situations in which residents sign out of the facility, or leave Against Medical
Advice (AMA) should be thoroughly investigated to determine if the resident or
resident representative was forced, pressured, or intimidated into leaving AMA.
Additionally, the discharge would require further investigation to determine compliance
with the requirements at 483.15(¢), including the requirement to provide a notice at
F628. See additional guidance at Abuse, Neglect and Exploitation at F600.

NOTE: Residents who are sent to the acute care setting for routine treatment/planned
procedures must also be allowed to return to the facility (See F626, Permitting Residents
to Return to Facility).

§483.15(c)(1)(ii) Discharge pending appeal

When a resident chooses to appeal his or her discharge from the facility, the facility may
not discharge the resident while the appeal is pending.

If the resident, or if applicable, their representative, appeals his or her discharge while in
a hospital, facilities must allow the resident to return pending their appeal, unless there
is evidence that the facility cannot meet the resident’s needs, or the resident’s return
would pose a danger to the health or safety of the resident or others in the facility. If
there are concerns related to a facility’s determination that it cannot meet a resident’s
needs, surveyors should assess whether the facility has admitted residents with similar
needs. A facility’s determination to not permit a resident to return while an appeal of the
resident’s discharge is pending must not be based on the resident’s condition when
originally transferred to the hospital.



Successful Appeals on Discharges

For residents who have appealed their discharge and obtained a favorable ruling from
the hearing, the resident or their representative may choose to report the discharge as a
complaint to the State Survey Agency based on the favorable appeal ruling. However,
the State Survey Agency cannot take a survey action, such as citing noncompliance
exclusively based on the ruling of the hearing. Rather, the State Survey Agency must
triage the complaint and conduct a survey in accordance with the timelines specified in
Section 5079.9 of Chapter 5 of the State Operations Manual. During the survey,
surveyors must investigate compliance with the applicable regulations, such as the
discharge requirements in this F-tag. Surveyors should also consider compliance with
§483.70(b), Compliance with Federal, State, and local laws and professional standards
at F836. If noncompliance is found, cite the appropriate tag and level of scope and
severity. Also, if the resident’s discharge location is to a setting that does not meet their
health or safety needs, the facility’s plan of correction should state that the facility will
either, 1) Re-admit the resident until a safe and compliant discharge can be done, or 2)
Coordinate a transfer of the resident to another setting where they will be safe. See the
Deficiency Categorization section towards the end of this guidance for more
information.

§483.15(c)(2) Required Documentation in the Resident’s Medical Record

To demonstrate that any of the circumstances permissible for a facility to transfer or
discharge as specified in the regulations have occurred, the medical record must show
documentation of the basis for transfer or discharge.

For circumstances where the discharge or transfer is necessary for the resident’s
welfare and the facility cannot meet the resident’s needs or the resident’s health has
improved sufficiently so that the resident no longer needs the care of the facility, the
resident’s physician must document information about the basis for the transfer or
discharge. Additionally, if the facility determines it cannot meet the resident’s needs,
the documentation made by the resident’s physician must include:

e The specific resident needs the facility could not meet;

e The facility efforts to meet those needs; and

e The specific services the receiving facility will provide to meet the needs of

the resident which cannot be met at the current facility.

In situations where the facility determines a resident’s clinical or behavioral status
endangers the safety or health of individuals in the facility, documentation regarding
the reason for the transfer or discharge must be provided by a physician, not
necessarily the attending physician.

NOTE: Documentation of the transfer or discharge may be completed by a non-
physician practitioner (NPP) in accordance with State law.

§483.15(d)(1) — (e)(1)-(2) Bed Hold and Permitting Residents to Return
Facilities must develop and implement policies for bed-hold and permitting residents to



return following hospitalization or therapeutic leave. These policies apply to all
residents, regardless of their payment source. The facility policies must provide that
residents who seek to return to the facility within the bed-hold period defined in the
State plan are allowed to return to their previous room, if available. Additionally,
residents who seek to return to the facility after the expiration of the bed-hold period or
when state law does not provide for bed-holds are allowed to return to their previous
room if available or immediately to the first available bed in a semi-private room
provided that the resident:

e Still requires the services provided by the facility; and

e Is eligible for Medicare skilled nursing facility or Medicaid nursing facility

services.

The policies must also provide that if the facility determines that a resident cannot
return, the facility must comply with the requirements at 42 CFR 483.15(c).

Medicaid-eligible residents must be permitted to return to the first available bed even if
the residents have outstanding Medicaid balances.

Emergency Transfers to Acute Care

When residents are sent emergently to an acute care setting, these scenarios are
considered transfers, NOT discharges, because the resident’s return is generally
expected.

Residents who are sent emergently to an acute care setting, such as a hospital, must be
permitted to return to the facility. In a situation where the facility discharges t/e resident
while /e or she is in the hospital following emergency transfer, the facility must have
evidence that the resident’s status at the time the resident seeks to return to the facility
(not at the time the resident was transferred for acute care) meets one of the criteria at
§483.15(c)(1)(1)(A) through (D). Additionally, the resident has the right to return to the
facility pending an appeal of 74e discharge unless the return would endanger the health
or safety of the resident or other individuals in the facility. The facility must document
the danger that the failure to transfer or discharge would pose. (§483.15(c)(1)(i1)).

A facility may have concerns about permitting a resident to return to the facility after a
hospital stay due to the resident’s clinical or behavioral condition at the time of transfer.
The facility must not evaluate the resident based on his or /er condition when originally
transferred to the hospital. If the facility determines it will not be permitting the resident
to return, the medical record should show evidence that the facility made efforts to:

e Determine if the resident still requires the services of the facility and is eligible
for Medicare skilled nursing facility or Medicaid nursing facility services.

e Ascertain an accurate status of the resident’s condition—this can be accomplished
via communication between hospital and nursing home staff and/or through visits
by nursing home staff to the hospital.

¢ Find out from the hospital the treatments, medications, and services the facility
would need to provide to meet the resident’s needs upon returning to the facility.
If the facility is unable to provide the treatments, medications, and services



needed, the facility may not be able to meet the resident’s needs. For example, a
resident now requires ventilator care or dialysis, and the nursing home is unable to
provide this same level of care.

e Work with the hospital to ensure the resident’s condition and needs are within the
nursing home’s scope of care, based on its facility assessment, prior to hospital
discharge. For example, the nursing home could ask the hospital to:

o Attempt reducing a resident’s psychotropic medication prior to discharge and
monitor symptoms so that the nursing home can determine whether it will be
able to meet the resident’s needs uponreturn;

o Convert IV medications to oral medications and ensure that the
oral medications adequately address the resident’sneeds.

§483.15(e)(1)(ii) Not Permitting Residents to Return
Not permitting a resident to return following hospitalization or therapeutic leave

constitutes a discharge and requires a facility to meet the requirements as outlined in
§483.15(c)(1)(i1).

Because the facility was able to care for the resident prior to the hospitalization or
therapeutic leave, documentation related to the basis for discharge must clearly show
why the facility can no longer care for the resident.

If the facility does not permit a resident’s return to the facility (i.e., discharges t/e
resident) based on inability to meet the resident’s needs, documentation must be in
accordance with requirements at §483.15(c)(2)(1)(B). The facility must notify the
resident, his or her representative, and the LTC ombudsman in writing of the discharge,
including notification of appeal rights. (§483.15(c)(3) and (5)(iv)) If the resident chooses
to appeal the discharge, the facility must allow the resident to return to his or her room
or an available bed in the nursing home during the appeal process, unless there is
documented evidence that the resident’s return would endanger the health or safety of
the resident or other individuals in the facility.

If concerns arise regarding facility failure to permit a resident to return, review the
medical record for evidence of whether a notice of transfer and discharge and notice
of bed-hold were provided. Determine the basis for discharge and how the facility
evaluated the resident. The surveyor may have to obtain hospital records for further
investigation. Review any other documentation necessary to ascertain the extent to
which the facility made efforts to enable the resident to return.

In cases where a facility did not allow a resident to return due to lack of an available bed,
the surveyor should review facility admissions beginning with when the resident was
ready to return to determine whether the facility held the resident’s bed in accordance
with its bed-hold policies, or, if the resident’s stay outside of the facility exceeded the
bed-hold period, whether there was an available bed at the time the resident sought return
to the facility. If there was not an available bed at the time the resident sought return to
the facility, the surveyor should determine whether or not the resident was allowed to
return to the first available bed in a semi-private room.



When a facility alleges they cannot meet the resident’s needs and does not allow a
resident to return, the surveyor should 1) investigate why the resident’s needs cannot be
met; and 2) review facility admissions to determine if residents with similar care needs
have been admitted or permitted to remain, which could indicate the facility has the
capability to meet the needs of the resident who is not being allowed to return and
demonstrates noncompliance with this requirement.

Additionally, facilities must not treat situations where a resident goes on therapeutic
leave and returns later than agreed upon, as a discharge. The resident must be permitted
to return and be appropriately assessed for any ill-effects from being away from the
facility longer than expected, and provide any needed medications or treatments which
were not administered because they were out of the building. If a resident has not
returned from therapeutic leave as expected, the medical record should show evidence
that the facility attempted to contact the resident and resident representative. The facility
must not discharge t/e resident unless it has ascertained from the resident or resident
representative that the /e or she does not wish to return.

NOTE: In reviewing complaints for discharges that do not honor a resident’s right to
return following a hospitalization or therapeutic leave, surveyors would review both
transfer and discharge requirements because the situation begins as a transfer and then
changes to a discharge when the facility decides it will not permit the resident to return.

Composite Distinct Part

If a facility does not have a composite distinct part, §483.15(e)(2) does not apply. When a
resident is returning to a composite distinct part, he/she must be allowed to return to an
available bed in the particular location of the composite distinct part in which he/she
resided previously, or the next available bed in that location.

NOTE: If there are concerns as to whether or not a facility is appropriately certified

as a distinct or composite distinct part, consult with the CMS Location for

clarification.

§483.15(c)(7) Preparation for Transfer or Discharge

Sufficient preparation and orientation means the facility informs the resident where he
or she is going, and takes steps under its control to minimize anxiety. Examples of
preparation and orientation may include explaining to a resident why they are going to
the emergency room or other location or leaving the facility; working with family or
resident’s representative to assure that the resident’s possessions (as needed or requested
by the resident) are not left behind or lost; and ensuring that staff handle transfers and
discharges in a manner that minimizes anxiety or depression and recognizes
characteristic resident reactions identified by the resident’s assessment and care plan.

The facility must orient and prepare the resident regarding his or her transfer or
discharge in a form and manner that the resident can understand. The form and manner
of this orientation and preparation must take into consideration factors that may affect
the resident’s ability to understand, such as educational level, language and/or
communication barriers, and physical and mental impairments. The facility must also



document this orientation in the medical record, including the resident’s understanding
of the transfer or discharge.

§483.21(c)(1) Discharge Planning

Discharge planning is the process of creating an individualized discharge care plan,
which is part of the comprehensive care plan. It involves the interdisciplinary team (as
defined in §483.21(b)(2)(ii) working with the resident and resident representative, if
applicable, to develop interventions to meet the resident’s discharge goals and needs to
ensure a smooth and safe transition from the facility to the post-discharge setting.
Discharge planning begins at admission and is based on the resident’s assessment and
goals for care, desire to be discharged, and the resident’s capacity for discharge. It also
includes identifying changes in the resident’s condition, which may impact the discharge
plan, warranting revisions to interventions. A well-executed discharge planning process,
without avoidable complications, maximizes each resident’s potential to improve, to the
extent possible, based on his or her clinical condition. An inadequate discharge planning
process may complicate the resident’s recovery, lead to admission to a hospital, or even
result in the resident’s death.

The discharge care plan is part of the comprehensive care plan and must:

e Be developed by the interdisciplinary team and involve direct communication
with the resident and if applicable, the resident representative;

e Address the resident’s goals for care and treatment preferences;

e Identify needs that must be addressed before the resident can be discharged, such
as resident education, rehabilitation, and caregiver support and education;

e Be re-evaluated regularly and updated when the resident’s needs or goals change;

e Document the resident’s interest in, and any referrals made to the local contact
agency; and

o Identify post-discharge needs such as nursing and therapy services, medical
equipment or modifications to the home, or ADL assistance.

Resident Discharge to the Community

Section Q of the Minimum Data Set (MDS) requires that individuals be periodically
assessed for their interest in being transitioned to community living, unless the resident
indicates otherwise. See: https://www.cms.gov/medicare/quality/nursing-home-
improvement/resident-assessment-instrument-manual .

For residents who want to be discharged to the community, the nursing home must
determine if appropriate and adequate supports are in place, including capacity and
capability of the resident’s caregivers at home. Family members, significant others or the
resident’s representative should be involved in this determination, with the resident’s
permission, unless the resident is unable to participate in the discharge planning process.
Each situation is unique to the resident, his/her family, and/or guardian/legally authorized
representative. A referral to the Local Contact Agency (LCA) may be appropriate for
many individuals, who could be transitioned to a community setting of their choice. The
nursing home staff is responsible for making referrals to the LCA, if appropriate, under
the process that the State has established. Nursing home staff should also make the
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resident and if applicable, the resident representative aware that the local ombudsman is
available to provide information and assist with any transitions from the nursing home.
For residents who have been in the facility for a longer time, it is still important to
inquire, as appropriate, whether the resident would like to talk with LCA experts about
returning to the community. New or improved community resources and supports may
have become available since the resident was first admitted which may now enable the
resident to return to a community setting.

If the resident is unable to communicate his or her preference or is unable to participate in
discharge planning, the information should be obtained from the resident’s representative.

Discharge planning must include procedures for:
e Documentation of referrals to local contact agencies, the local ombudsman, or
other appropriate entities made for this purpose;
e Documentation of the response to referrals; and
e For residents for whom discharge to the community has been determined to not be
feasible, the medical record must contain information about who made that
decision and the rationale for that decision.

Discharge planning must identify the discharge destination, and ensure it meets the
resident’s health and safety needs, as well as preferences. If a resident wishes to be
discharged to a setting that does not appear to meet his or her post-discharge needs, or
appears unsafe, the facility must treat this situation similarly to refusal of care, and must:
e Discuss with the resident, (and/or his or her representative, if applicable) and
document the implications and/or risks of being discharged to a location that is
not equipped to meet his/her needs and attempt to ascertain why the resident is
choosing that location;
e Document that other, more suitable, options of locations that are equipped to meet
the needs of the resident were presented and discussed;
e Document that despite being offered other options that could meet the resident’s
needs, the resident refused those other more appropriate settings;
e Determine if a referral to Adult Protective Services or other state entity charged
with investigating abuse and neglect is necessary. The referral should be made at
the time of discharge.

As appropriate, facilities should follow their policies, or state law as related to discharges
which

are Against Medical Advice (AMA). Note: These situations only apply when a resident
expresses their wishes to be discharged earlier than outlined in the care plan. These
situations do not apply if a facility offers to discharge a resident to a location which does
not meet their health and/or safety needs, and the resident agrees (this would constitute
noncompliance).

§483.21(c)(1)(viii) Residents who will be discharged to another SNF/NF, HHA, IRF,
or LTCH



If a resident will be discharged to another SNF, an IRF, LTCH, or HHA, the facility must
assist the resident in choosing an appropriate post-acute care provider that will meet the
resident’s needs, goals, and preferences. Assisting the resident means the facility must
compile available data on other appropriate post-acute care options to present to the
resident. Information the facility must gather about potential receiving providers
includes, but is not limited to:

e Publicly available standardized quality information, as reflected in specific quality
measures, such as the CMS Nursing Home Compare, Home Health Compare,
Inpatient Rehabilitation Facility (IRF) Compare, and Long-Term Care Hospital
(LTCH) Compare websites, and

e Resource use data, which may include, number of residents/patients who are
discharged to the community, and rates of potentially preventable hospital
readmissions.

The listing of potential providers and data compiled must be relevant to the resident’s
needs, and be aligned with the resident’s goals of care and treatment preferences.

To ensure resident involvement, facilities are expected to present provider information to
the resident and resident representative, if applicable, in an accessible and understandable
format. For example, the facility should provide the aforementioned quality data on other
post-acute care providers that meet the resident’s needs, goals, and preferences, and are
within the resident’s desired geographic area. Facilities must then assist residents and/or
resident representative as they seek to understand the data and use it to help them choose
a post-acute care provider, or other setting for discharge, that is best suited to their goals,
preferences, needs and circumstances. For residents who are discharged to another
SNF/NF, a HHA, IRF, or LTCH the facility must provide evidence that the resident and
if applicable, the resident representative was given provider information that includes
standardized patient assessment data, and information on quality measures and resource
use (where that data is available).

Post-Discharge Plan of Care
The post-discharge plan of care details the arrangements that facility staff have made to
address the resident’s needs after discharge, and includes instructions given to the
resident and his or her representative, if applicable. The post-discharge plan of care must
be developed with the participation of the Interdisciplinary team and the resident and,
with the resident’s consent, the resident’s representative. At the resident’s request, a
representative of the local contact agency may also be included in the development of the
post-discharge plan of care. The post-discharge plan of care should show what
arrangements have been made regarding:

e Where the resident will live after leaving the facility;

e Follow-up care the resident will receive from other providers, and that provider’s

contact information;

e Needed medical and non-medical services (including medical equipment);

e Community care and support services, if needed; and

e When and how to contact the continuing care provider.



Instructions to residents discharged to home

For residents discharged to their home, the medical record should contain documentation
that written discharge instructions were given to the resident and if applicable, the
resident representative. These instructions must be discussed with the resident and
resident representative and conveyed in a language and manner they will understand.

INVESTIGATIVE PROTOCOL

Use the Critical Element (CE) Pathways for Discharge, or Hospitalization, as appropriate,
along with the above interpretive guidelines when determining if the facility meets the
requirements for, or investigating concerns related to the requirements on when a facility
can transfer or discharge a resident and ensuring the transfer or discharge meets the
resident’s health and/or safety needs.

Summary of Investigative Procedure
Use Offsite Preparation information from the Ombudsman to identify residents or
resident representatives (for residents already discharged) who may have concerns with
inappropriate discharges. For any residents with concerns, briefly review the most
recent comprehensive assessment, comprehensive care plan (specifically the discharge
care plan), progress notes, and orders to:

e /dentify the basis for the transfer or discharge,

o Determine whether the facility has identified and addressed the resident’s goals

and discharge needs;

Determine if the resident was appropriately oriented, prepared, and understood the
information provided to him or her.

During this review, identify the extent to which the facility has developed and
implemented interventions in accordance with the resident’s needs, goals for care and
professional standards of practice. This information will guide observations and
interviews to be made in order to corroborate concerns identified.

Deficiency Categorization

In addition to actual or potential physical harm, always consider whether psychosocial
harm has occurred when determining severity level (See Psychosocial Outcome Severity
Guide, Attps.//'www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/GuidanceforLawsAndRegulations/Nursing-Homes.html, select the Survey
Resources download and select the Psychosocial Outcome Severity Guide from the list of
resources.

Violations of the requirements at F627, Inappropriate Discharges, would generally be
cited at the severity level of Harm (Level 3) or Immediate Jeopardy (Level 4) when using
the reasonable person approach in considering psychosocial outcomes as well as the
likelihood for serious physical harm resulting from an unsafe discharge. See State
Operations Manual Appendix Q and the Psychosocial Outcome Severity Guide located in
the Survey Resources zip file located at https://www.cms.gov/medicare/provider-
enrollment-and-certification/guidanceforlawsandregulations/nursing-homes). for
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additional information about psychosocial/mental harm and using the reasonable person
concept.

NOTE: For citations at any level of scope and severity, if the discharged resident’s
health and/or safety is threatened in the setting they are currently located, the facility’s
plan of correction should state that the facility will either, 1) Re-admit the resident until a
safe and compliant discharge can be done, or 2) Coordinate a transfer of the resident to
another setting where they will be safe. The facility should not be determined in
substantial compliance until one of these two items is complete (and all other
noncompliance has been corrected). If the resident’s needs are being met in their current
location, the plan of correction should include specifics on how the facility will prevent
inappropriate noncompliant discharges in the future.

Additionally, for situations in which residents’ discharge locations did not meet their
health and/or safety needs, enforcement should be implemented immediately. For
example, a discretionary denial of payment for new admissions should be imposed to go
into effect within 2 or 15 days (as appropriate), and remain in effect until a return to
substantial compliance as evidenced by either, 1) the resident is readmitted and not
discharged unless a safe and compliant discharge is done, or 2) the facility coordinates a
discharge to another setting where their needs will be met.

Examples of Severity Level 4 Non-compliance: Immediate Jeopardy to Resident
Health or Safety include, but are not limited to:

e A facility discharged a resident on the basis that the resident’s health had
improved so that the resident no longer needed the services provided by the
facility, however, the resident and her family disagreed and filed an appeal. The
facility did not allow the resident to remain in the facility while the appeal was
pending and dropped her off at her daughter’s home. The resident’s daughter
previously stated she could not care for her mother at her home where needed
medical equipment and wound care was not available, thus creating an
inappropriate discharge for this resident, which did not meet her health needs.

o A facility discharged a resident based on the facility’s inability to meet t/e
resident’s needs. However, upon complaint investigation, it was determined by
interview and record review that, while the resident was depressed and had
challenging behaviors requiring staff attention, he did not have needs which could
not be met in that facility, and there was evidence that the facility was caring for
other residents with similar behaviors. The resident was discharged to an unsafe
setting, or in a manner, that placed the resident at risk for serious harm (e.g., the
resident still has medical needs, but they cannot be supported in the setting they
were discharged to).

e A facility failed to allow a resident requiring the facility’s services to return
following therapeutic leave to a family member’s home. Additionally, when the
facility refused to allow him to return, they took no steps to comply with the
discharge requirements for notice and appeal rights. This resulted in an
inappropriate discharge. The resident was found living on the street, without /e
needed care and adequate food and shelter, and susceptible to serious injury.



A facility failed to ensure that the post-discharge destination and continuing care
provider could meet the resident’s needs prior to the discharge of a resident with a
feeding tube to a residential group facility, resulting in discharge to an unsafe
setting. The surveyor discovered that within 24 hours of discharge, the resident
was transferred to the hospital for aspiration, was intubated for respiratory distress
and diagnosed with brain death. Review of medical records showed no
documentation of the resident’s tube feeding needs in the discharge plan, or
whether the nursing home informed the receiving facility of the presence of the
feeding tube and the need for aspiration precautions. It was also unclear whether
the nursing home had determined that the receiving facility had the ability to care
for a resident with a feeding tube prior to placement of the individual.

Examples of Severity Level 3 Noncompliance: Actual Harm that is not Immediate
Jeopardy include, but are not limited to:

The facility failed to allow a resident to remain in the facility after his skilled
rehabilitation ended and while his application for Medical Assistance was
pending. The resident consequently was discharged to another facility that was
located further from the resident’s family, resulting in the resident expressing
persistent sadness and withdrawal from social activities.

A facility discharged a resident after the resident attempted to hit a staff member
during morning care over several days. The facility discharged the resident
claiming the resident was a danger to others. Upon investigation of a complaint, it
was determined the facility had been failing to provide the resident with their
prescribed medication prior to morning care in accordance with the care plan.
Evidence also showed the resident had never attempted to hit staff when pain was
managed according to the care plan, therefore the resident was not actually a
danger to others. There was also no documentation of the facility’s attempts to
meet the resident’s needs or what services the new receiving facility had in order
to meet the resident’s needs. During an interview with the resident, the surveyor
found the resident was not happy in the new facility and was no longer
participating in activities or therapy, resulting in a significant decreased ability to
perform ADLs.

Facility failed to allow a resident to return to an available bed in the same
location of the composite distinct part in which they resided previously. The new
location was not on the same campus where the resident previously resided, and
was farther from the resident’s family, resulting in the resident expressing
sustained and persistent sadness and withdrawal.

After transfer to an acute care facility, a facility failed to allow a resident to
return to the facility where the resident had lived for several months saying they
could not meet the resident’s needs. Review of the resident’s records did not
show the resident had any new needs after hospitalization that could not be met
by the facility.. As a result, the resident was transferred from the hospital to a
different nursing home 40 minutes away, where he did not know anyone, and
where he developed increased anxiety and depression.

The facility failed to develop and/or implement a discharge care plan for a
resident who had expressed a desire to return home as soon as possible once she



completed rehabilitation for a fractured hip. The medical record revealed the
therapist had discontinued the active treatment one week ago. The resident stated
and the medical record verified that the facility had not developed plans for her
care after her discharge and had not contacted any community providers to assist
in her discharge. She indicated that she has not slept well due to worrying about
returning to her home and paying the rent while in the facility. The resident’s
home was over an hour away. She stated she was depressed over having to remain
in the nursing home, and spent most of the day in her room as it was too far for
her friends to visit.

A facility failed to develop discharge plans to meet the needs and goals of each
resident, resulting in significant psychosocial harm, when the facility determined
it would be closing, necessitating the discharge of all residents. The facility
notified residents and resident representatives it would assist with relocation.
Interviews with residents and observations showed residents were agitated,
fearful, and in tears over the impending move. Residents indicated they were not
asked their preferences and many would be relocated far away from family.
Residents also indicated they were not given opportunities to provide input into
the discharge planning process, specifically regarding discharge location. Record
review showed no evidence of interaction with residents or resident
representatives related to discharge planning. This was cross-referenced and cited
at F845, Facility Closure.

An example of Severity Level 2 Noncompliance: No Actual Harm with Potential for
More Than Minimal Harm that is Not Immediate Jeopardy includes, but is not
limited to:

A facility transferred a resident to the hospital emergently due to a change in
condition. The facility failed to provide the hospital with contact information for
the practitioner responsible for the resident’s care leading to a delay in admitting
the resident.

Facility failed to develop a discharge care plan that addressed all of the needs for
a resident being discharged home. Specifically, the care plan did not address the
resident’s need for an oxygen concentrator at home. After the resident was
discharged to his home, a family member had to contact the physician to obtain
the order and make arrangements for delivery of the equipment. Although there
was a delay in obtaining the oxygen concentrator, the resident did not experience
harm, however this four-hour delay had a potential for compromising the
residents’ ability to maintain his well-being.

An example of Severity Level 1 noncompliance: The failure to permit the resident to
remain in the facility, document the resident’s transfer or discharge, and
communicate necessary information to the receiving provider places the resident at
risk for more than minimal harm. Therefore, Severity Level 1 does not apply for
this regulatory requirement.
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§483.15(c)(2) Documentation.
When the facility transfers or discharges a resident under any of the circumstances
specified in paragraphs (¢)(1)(i)(A) through (F) of this section, the facility must
ensure that the transfer or discharge is documented in the resident’s medical record
and appropriate information is communicated to the receiving health care
institution or provider.

(iii) Information provided to the receiving provider must include a minimum of

the following:

(A) Contact information of the practitioner responsible for the care of the
resident.

(B) Resident representative information including contact information

(C) Advance Directive information

(D) All special instructions or precautions for ongoing care, as appropriate.

(E) Comprehensive care plan goals;

(F) All other necessary information, including a copy of the resident’s
discharge summary, consistent with §483.21(c)(2) as applicable, and any
other documentation, as applicable, to ensure a safe and effective
transition of care.

§483.15(¢c)(3) Notice before transfer.
Before a facility transfers or discharges a resident, the facility must—

(i) Notify the resident and the resident’s representative(s) of the transfer or
discharge and the reasons for the move in writing and in a language and
manner they understand. The facility must send a copy of the notice to a
representative of the Office of the State Long-Term Care Ombudsman.

(ii) Record the reasons for the transfer or discharge in the resident’s medical
record in accordance with paragraph (c)(2) of this section; and

(iii) Include in the notice the items described in paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs (c)(4)(ii) and (c¢)(8) of this section, the notice
of transfer or discharge required under this section must be made by the
facility at least 30 days before the resident is transferred or discharged.

(ii) Notice must be made as soon as practicable before transfer or discharge
when—

(A) The safety of individuals in the facility would be endangered under
paragraph (c)(1)(i)(C) of this section;

(B) The health of individuals in the facility would be endangered, under
paragraph (c)(1)(i)(D) of this section;

(C) The resident’s health improves sufficiently to allow a more immediate
transfer or discharge, under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is required by the resident’s urgent
medical needs, under paragraph (c)(1)(i)(A) of this section; or

(E) A resident has not resided in the facility for 30 days.



§483.15(c)(5) Contents of the notice. The written notice specified in paragraph (c)(3)
of this section must include the following:

(i) The reason for transfer or discharge;

(ii) The effective date of transfer or discharge;

(iii) The location to which the resident is transferred or discharged;

(iv) A statement of the resident’s appeal rights, including the name, address
(mailing and email), and telephone number of the entity which receives such
requests; and information on how to obtain an appeal form and assistance in
completing the form and submitting the appeal hearing request;

(v) The name, address (mailing and email) and telephone number of the Office of
the State Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual and developmental disabilities
or related disabilities, the mailing and email address and telephone number
of the agency responsible for the protection and advocacy of individuals with
developmental disabilities established under Part C of the Developmental
Disabilities Assistance and Bill of Rights Act 0of 2000 (Pub. L. 106-402,
codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental disorder or related disabilities,
the mailing and email address and telephone number of the agency
responsible for the protection and advocacy of individuals with a mental
disorder established under the Protection and Advocacy for Mentally 111
Individuals Act.

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to effecting the transfer or discharge,
the facility must update the recipients of the notice as soon as practicable once the
updated information becomes available.

§483.15(c)(8) Notice in advance of facility closure

In the case of facility closure, the individual who is the administrator of the facility
must provide written notification prior to the impending closure to the State Survey
Agency, the Office of the State Long-Term Care Ombudsman, residents of the
facility, and the resident representatives, as well as the plan for the transfer and
adequate relocation of the residents, as required at § 483.70(1).

§483.15(d) Notice of bed-hold policy and return—

§483.15(d)(1) Notice before transfer. Before a nursing facility transfers a resident to
a hospital or the resident goes on therapeutic leave, the nursing facility must provide
written information to the resident or resident representative that specifies—
(i) The duration of the state bed-hold policy, if any, during which the resident is
permitted to return and resume residence in the nursing facility;
(ii) The reserve bed payment policy in the state plan, under § 447.40 of this
chapter, if any;



(iii) The nursing facility’s policies regarding bed-hold periods, which must be
consistent with paragraph (e)(1 ) of this section, permitting a resident to
return; and

(iv) The information specified in paragraph (e)(1) of this section.

§483.15(d)(2) Bed-hold notice upon transfer. At the time of transfer of a resident for
hospitalization or therapeutic leave, a nursing facility must provide to the resident
and the resident representative written notice which specifies the duration of the
bed-hold policy described in paragraph (d)(1) of this section.

§483.21(c)(2) Discharge Summary
When the facility anticipates discharge, a resident must have a discharge summary
that includes, but is not limited to, the following:

(i) A recapitulation of the resident's stay that includes, but is not limited to,
diagnoses, course of illness/treatment or therapy, and pertinent lab,
radiology, and consultation results.

(ii) A final summary of the resident's status to include items in paragraph (b)(1)
of §483.20, at the time of the discharge that is available for release to
authorized persons and agencies, with the consent of the resident or
resident’s representative.

(iii) Reconciliation of all pre-discharge medications with the resident’s post-
discharge medications (both prescribed and over-the-counter).

INTENT

The intent of this tag is to ensure the facility adheres to all of the applicable components
of the process for transferring or discharging a resident which include documentation
and information conveyed to the receiving provider, the notice of transfer or discharge,
notice of bed-hold policy, and completing the discharge summary.

DEFINITIONS §483.21(¢c)(2)

“Anticipated Discharge”: A discharge that is planned and not due to the resident’s
death or an emergency (e.g., hospitalization for an acute condition or emergency
evacuation).

“Bed-hold”: Holding or reserving a resident’s bed while the resident is absent from the
facility for therapeutic leave or hospitalization.

“Continuing Care Provider”: The entity or person who will assume responsibility for
the resident’s care after discharge. This includes licensed facilities, agencies, physicians,
practitioners, and/or other licensed caregivers.

“Recapitulation of Stay”: A concise summary of the resident’s stay and course of
treatment in the facility.

“Reconciliation of Medications”: A process of comparing pre-discharge medications to
post-discharge medications by creating an accurate list of both prescription and over the



counter medications that includes the drug name, dosage, frequency, route, and indication
for use for the purpose of preventing unintended changes or omissions at transition points
in care.

“Reserve Bed Payment”: Payments made by a State to the facility to hold a bed during
a resident’s temporary absence from a nursing facility.

“Therapeutic Leave”: Absences for purposes other than required hospitalization.

“Transfer and Discharge”: Includes movement of a resident to a bed outside of the
certified facility whether that bed is in the same physical plant or not. Transfer and
discharge does not refer to movement of a resident to a bed within the same facility.
(See §483.5) Specifically, transfer refers to the movement of a resident from a bed in
one facility to a bed in another facility when the resident expects to return to the original
facility. Discharge refers to the movement of a resident from a bed in one certified
facility to a bed in another facility or other location in the community, when return to
the original facility is not expected.

GUIDANCE

§483.15(c)(2) Information Conveyed to Receiving Provider

The regulations at §483.15(c)(2)(iii) address information that must be conveyed to the
receiving provider when a resident is transferred or discharged. The specific
information which must be conveyed depends upon whether the resident is transferred
(expected to return), or is discharged (not expected to return). If the resident is being
transferred, and return is expected, the following information must be conveyed to the
receiving provider:

e Contact information of the practitioner who was responsible for the care of the
resident;
e Resident representative information, including contact information;
e Advance directive information;
e All special instructions and/or precautions for ongoing care, as appropriate such
as:
o Treatments and devices (oxygen, implants, Vs, tubes/catheters);
o Transmission-based precautions such as contact, droplet, or airborne;
o Special risks such as risk for falls, elopement, bleeding, or pressure
injury and/or aspiration precautions;
e The resident’s comprehensive care plan goals; and
e All other information necessary to meet the resident’s needs, which includes,
but may not be limited to:
o Resident status, including baseline and current mental, behavioral, and
functional status, reason for transfer, recent vital signs;
o Diagnoses and allergies;
o Medications (including when last received); and
o Most recent relevant labs, other diagnostic tests, and recent immunizations.



e Additional information, if any, outlined in the transfer agreement with the
acute care provider (See §483.70(j) for additional information).

NOTE: It may not be possible to convey all care plan information prior to
urgent transfers, however, this information must be conveyed as close as
possible to the actual time of transfer.

For residents being discharged (return not expected), the facility must convey all of the
information listed above, along with a copy of the required information found at
§483.21(c)(2) Discharge Summary, as applicable. Communicating this information to the
receiving provider is one way the facility can reduce the risk of complications and
adverse events during the resident’s transition to a new setting.

Facilities may choose their own method of communicating transfer or discharge
information, such as a universal transfer form or an electronic health record summary, as
long as the method contains the required elements. The transferring or discharging
facility may transmit the information electronically in a secure manner which protects the
resident’s privacy, as long as the receiving facility has the capacity to receive and use the
information. Communication of this required information should occur as close as
possible to the time of transfer ordischarge.

§483.15(c)(3) Notice of Transfer or Discharge and Ombudsman Notification

When a facility transfers or discharges a resident, prior to the transfer or discharge, the
facility must notify the resident and the resident’s representative(s) of the transfer or
discharge and the reasons for the move in writing and in a language and manner they
understand. Additionally, the facility must send a copy of the notice of transfer or
discharge to the representative of the Office of the State Long-Term Care (LTC)
Ombudsman. The intent of sending copies of the notice to a representative of the Office
of the State LTC Ombudsman is to provide added protection to residents from being
inappropriately transferred or discharged, provide residents with access to an advocate
who can inform them of their options and rights, and to ensure that the Office of the State
LTC Ombudsman is aware of facility practices and activities related to transfers and
discharges. The facility must maintain evidence that the notice was sent to the
Ombudsman. While Ombudsman Programs vary from state to state, facilities should
know the process for ombudsman notification in their state.

In situations where the facility has decided to discharge the resident while the resident is
still hospitalized, the facility must send a notice of discharge to the resident and resident
representative before the discharge, and must also send a copy of the discharge notice to a
representative of the Office of the State LTC Ombudsman. Notice to the Office of the
State LTC Ombudsman must occur at the same time the notice of discharge is provided
to the resident and resident representative, even though, at the time of initial emergency
transfer, sending a copy of the transfer notice to the ombudsman only needed to occur as
soon as practicable.



For any other types of discharges, the facility must provide notice of discharge to the
resident and resident representative along with a copy of the notice to the Office of the
State LTC Ombudsman at least 30 days prior to the discharge or as soon as possible. The
copy of the notice to the ombudsman must be sent at the same time notice is provided to
the resident and resident representative.

Emergency Transfers--When a resident is temporarily transferred on an emergency
basis to an acute care facility a notice of transfer must be provided to the resident and
resident representative as soon as practicable before the transfer, according to 42 CFR
§483.15(c)(4)(i1)(D). Copies of notices for emergency transfers must also still be sent to
the ombudsman, but they may be sent when practicable, such as in a list of residents on
a monthly basis, as long as the list meets all requirements for content of such notices at
§483.15(c)(5).

§483.15(c)(5) Contents of the Notice
The facility’s notice must include all of the following at the time notice is provided:

e The specific reason for the transfer or discharge, including the basis under
§§483.15(c)(1)(I)(A)-(F);

e The effective date of the transfer ordischarge;

e The specific location (such as the name of the new provider or description and/or
address if the location is a residence) to which the resident is to be transferred or
discharged;

e An explanation of the right to appeal the transfer or discharge to the State;

e The name, address (mail and email), and telephone number of the State entity
which receives such appeal hearing requests;

¢ Information on how to obtain an appeal form;

¢ Information on obtaining assistance in completing and submitting the appeal
hearing request; and

e The name, address (mailing and email), and phone number of the representative of
the Office of the State Long-Term Care ombudsman.

For nursing facility residents with intellectual and developmental disabilities (or related
disabilities) or with mental illness (or related disabilities), the notice must include the
name, mailing and e-mail addresses and phone number of the state agency responsible
for the protection and advocacy for these populations.

§483.15(c)(4) Timing of the Notice
Generally, this notice must be provided at least 30 days prior to the transfer or
discharge of the resident. Exceptions to the 30-day requirement apply when the transfer
or discharge is affected because:
e The health and/or safety of individuals in the facility would be endangered due to
the clinical or behavioral status of the resident;
e The resident’s health improves sufficiently to allow a more immediate transfer or
discharge;
e An immediate transfer or discharge is required by the resident’s urgent medical



needs; or
e A resident has not resided in the facility for 30 days.

In these exceptional cases, the notice must be provided to the resident, resident’s
representative if appropriate, and LTC ombudsman as soon as practicable before the
transfer or discharge.

§483.15(c)(6) Changes to the Notice

If information in the notice changes, the facility must update the recipients of the notice
as soon as practicable with the new information to ensure that residents and their
representatives are aware of and can respond appropriately. For significant changes,
such as a change in the transfer or discharge destination, a new notice must be given
that clearly describes the change(s) and resets the transfer or discharge date in order to
provide 30 day advance notification and permit adequate time for discharge planning.
Surveyors should be aware that if a change in destination indicates that the original
basis for discharge has changed, a new notice is required and additional appeal rights
may exist for the resident. This situation may require further investigation to
determine whether the facility is in compliance with the Transfer and Discharge
requirements at 42 CFR 483.15(c).

Example: A facility determines it cannot meet a resident’s needs and arranges for
discharge to another nursing home which can meet the resident’s needs. Before the
discharge occurs, the receiving facility declines to take the resident and the discharging
facility changes the destination to a setting that does not appear to meet the resident’s
ongoing medical needs. This could indicate that the basis for discharge has changed
and would require further investigation.

NOTE: Federal regulations at 42 CFR Part 431, Subpart E, Fair Hearings for Applicants
and Beneficiaries, address the requirements for States to implement a fair hearing
process.

§483.15(c)(8) Notice in Advance of Facility Closure:
Refer to §483.70(1), F845 for guidance related to evaluating Notice in Advance
of Facility Closure.

§483.15(d) Notice of Bed-Hold Policy

All facilities must have policies that address holding a resident’s bed during periods of
absence, such as during hospitalization or therapeutic leave. Additionally, facilities must
provide written information about these policies to residents prior to and upon transfer for
such absences. This information must be provided to all facility residents, regardless of
their payment source.

These provisions require facilities to issue two notices related to bed-hold policies. The
first notice could be given well in advance of any transfer, i.e., information provided in
the admission packet. Reissuance of the first notice would be required if the bed-hold
policy under the State plan or the facility’s policy were to change.



The second notice must be provided to the resident, and if applicable the resident’s
representative, at the time of transfer, or in cases of emergency transfer, within 24 hours.
It is expected that facilities will document multiple attempts to reach the resident’s
representative in cases where the facility was unable to notify the representative. The
notice must provide information to the resident that explains the duration of bed-hold, if
any, and the reserve bed payment policy. It should also address permitting the return of
residents to the next available bed.

When a resident residing in a skilled nursing facility under Medicare is hospitalized or
takes therapeutic leave, Medicare will not pay to hold the bed. Facility policies may
allow the resident to pay privately to hold his or her bed. While the provisions of this
requirement specifically address bed-hold under Medicaid law, facilities must make
all residents aware in writing of their policies related to holding beds during absences
from the facility.

NOTE: Residents not covered by Medicare or Medicaid, may be permitted to privately
provide reserve bed payments.

Medicaid law requires each state Medicaid plan to address bed-hold policies for
hospitalization and periods of therapeutic leave. State plans vary in payment for and
duration of bed-holds. However, federal regulations do not require states to pay nursing
facilities for holding beds while the resident is away from the facility. In general, the
State plan sets the length of time, if any, that the state will pay the facility for holding a
bed for a Medicaid-eligible resident. It is the responsibility of the survey team to know
the bed-hold policies of their State Medicaid plan.

Additionally, regulations at §483.15(e)(1) require facilities to permit residents to return
to the facility immediately to the first available bed in a semi-private room.

As stated above, a participating facility must provide notice to its residents and if
applicable, their representatives, of the facility’s bed-hold policies, as stipulated in each
State’s plan. This notice must be provided prior to and upon transfer and must include
information on how long a facility will hold the bed, how reserve bed payments will be
made (if applicable), and the conditions upon which the resident would return to the
facility. These conditions are:

e The resident requires the services which the facility provides; and

e The resident is eligible for Medicare skilled nursing facility services or Medicaid

nursing facility services.

Bed-hold for days of absence in excess of the State’s bed-hold limit is considered a non-
covered service which means that the resident could use his/her own income to pay for
the bed-hold. However, if a resident does not elect to pay to hold his or her bed, the
resident will be permitted to return to the next available bed, consistent with the
requirements at §483.15(e).



The provision at §483.15(d)(1)(ii) references regulations for Medicaid Payments for
Reserving Beds in Institutions (§447.40), which state “Absences for purposes other than
required hospitalization (which cannot be anticipated and planned) are included in the
patient’s plan of care.” This means that therapeutic leave of absence must be consistent
with the resident’s goals for care, be assessed by the comprehensive assessment, and
incorporated into the comprehensive care plan, and cannot be a means of discharging the
resident against their wishes or stated goals.

§483.21(c)(2) Discharge Summary

The discharge summary provides necessary information to continuing care providers
pertaining to the course of treatment while the resident was in the facility and the
resident’s plans for care after discharge. A discharge summary must include an accurate
and current description of the clinical status of the resident and sufficiently detailed,
individualized care instructions, to ensure that care is coordinated and the resident
transitions safely from one setting to another. The discharge summary may help reduce
or eliminate confusion among the various facilities, agencies, practitioners, and
caregivers involved with the resident’s care.

In the case of discharge to a non-institutional setting such as the resident’s home,
provision of a discharge summary, with the resident’s consent, to the resident’s
community-based physicians/practitioners allows the resident to receive continuous and
coordinated, person-centered care.

For residents who are being discharged from the facility to another health care facility,
the discharge summary enables the receiving facility to provide appropriate and timely
care. The medical record must identify the receiving facilities or physicians/practitioners
to whom the discharge summary is provided.

Content of the Discharge Summary

§483.21(c)(2)(i) Recapitulation of Resident’s Stay

Recapitulation of the resident’s stay describes the resident’s course of treatment while
residing in the facility. The recapitulation includes, but is not limited to, diagnoses,
course of illness, treatment, and/or therapy, and pertinent lab, radiology, and consultation
results, including any pending lab results.

§483.21(c)(2) (i) Final Summary of Resident Status

In addition to the recapitulation of the resident’s stay, the discharge summary must
include a final summary of the resident’s status which includes the items from the
resident’s most recent comprehensive assessment identified at §483.20(b)(1)(i) — (xviii)
Comprehensive Assessment. This is necessary to accurately describe the current clinical
status of the resident. Items required to be in the final summary of the resident’s status
are:

Identification and demographic information;

Customary routine;

Cognitive patterns;

Communication;



Vision;

Mood and Behavior patterns;

Psychosocial well-being;

Physical functioning and structural problems;

Continence;

Disease diagnoses and health conditions;

Dental and nutritional status

Skin condition;

Activity pursuit;

Medications;

Special treatments and procedures;

Discharge planning (as evidenced by most recent discharge care plan);,
Documentation of summary information regarding the additional assessment
performed on the care areas triggered by the completion of the MDS; and

e Documentation of participation in assessment. This refers to documentation of
who participated in the assessment process. The assessment process must include
direct observation and communication with the resident, as well as
communication with licensed and non-licensed direct care/direct access staff
members on all shifts.

Timing of the Discharge Summary

The discharge summary contains necessary medical information that the facility must
furnish at the time the resident leaves the facility, to the receiving provider assuming
responsibility for the resident’s care after discharge. The discharge summary may be
furnished in either hard copy or electronic format, if the provider assuming responsibility
for the resident’s care has the capacity to receive and use the discharge summary in
electronic format. Delays in preparing and forwarding the discharge summary hinder the
coordination required to provide optimal care to the resident. The medical record must
contain the discharge summary information and identify the recipient of the summary.

NOTE: In situations where there is no continuing care provider (e.g., resident has no
primary care physician in the community), the facility is expected to document in the
medical record efforts to assist the resident in locating a continuing care provider.

§483.21(c)(2)(iii) Reconciliation of Medications Prior to Discharge

A resident’s discharge medications may differ from what the resident was receiving while
residing in the facility. Facility staff must compare the medications listed in the
discharge summary to medications the resident was taking while residing in the nursing
home. Any discrepancies or differences found during the reconciliation must be assessed
and resolved, and the resolution documented in the discharge summary, along with a
rationale for any changes. For example, a resident who was receiving rehabilitative
services may have required antibiotic therapy postoperatively but does not need to
continue the antibiotic at home. The discontinuation of the medication should be
documented in the discharge summary.



Discharge instructions and accompanying prescriptions provided to the resident and if
applicable, the resident representative must accurately reflect the reconciled medication
list in the discharge summary.

DEFICIENCY CATEGORIZATION
An example of Level 4, immediate jeopardy to resident health or safety, includes,
but is not limited to:

e A resident experienced a stroke during the SNF stay and was started on a hlood
thinning medication. The resident was then discharged to another facility, but the
discharge summary did not include the new orders for Coumadin and PT/INR
monitoring. The receiving facility did not start the resident on t/eir blood
thinning medication.

An example of level 3, actual harm that is not immediate jeopardy includes, but is
not limited to:

e Review of a discharge summary for a discharged resident showed that the
discharge summary did not contain necessary information about the resident’s
wound care needs and arrangements for wound care after discharge. Investigation
showed that the resident did not receive appropriate wound care at home because
details of wound care received in the facility were not conveyed in the discharge
summary. The facility’s failure to provide instructions for the care of the wound
in the discharge summary information caused the resident’s wound to worsen at
home resulting in readmission to a hospital.

An example of Level 2, no actual harm with potential for than more than minimal
harm that is not immediate jeopardy, includes, but is not limited to:

e A resident was discharged to another facility closer to her family. The
transferring facility did not send a complete discharge summary to the receiving
facility until one week after the resident was admitted to the new facility. The
receiving facility had to take additional time and use multiple sources to verify
medications and other medical orders while waiting for a complete discharge
summary. This placed the resident at risk for more than minimal harm due to the
potential for inaccuracies in medication and other orders while waiting for a
complete discharge summary.

An example of Level 1, no actual harm with potential for no more than a minor
negative impact on the resident, includes, but is not limited to:
o The failure of the facility to provide in its recapitulation of the resident’s stay, the
most recent laboratory results (which were normal). 7he recapitulation contained
all other required components. This resulted in no negative impact to the resident.



F635
(Rev. 173, Issued: 11-22-17, Effective: 11-28-17, Implementation: 11-28-17)

§483.20(a) Admission orders
At the time each resident is admitted, the facility must have physician orders for the
resident’s immediate care.

INTENT §483.20(a)
To ensure each resident receives necessary care and services upon admission.

GUIDANCE §483.20(a)

“Physician orders for immediate care” are those written and/or verbal orders facility staff
need to provide essential care to the resident, consistent with the resident’s mental and
physical status upon admission to the facility. These orders should, at a minimum,
include dietary, medications (if necessary) and routine care to maintain or improve the
resident’s functional abilities until staff can conduct a comprehensive assessment and
develop an interdisciplinary care plan.

F636
(Rev. 173, Issued: 11-22-17, Effective: 11-28-17, Implementation: 11-28-17)

§483.20 Resident Assessment
The facility must conduct initially and periodically a comprehensive, accurate,
standardized reproducible assessment of each resident’s functional capacity.

§483.20(b) Comprehensive Assessments
§483.20(b)(1) Resident Assessment Instrument. A facility must make a
comprehensive assessment of a resident’s needs, strengths, goals, life history and
preferences, using the resident assessment instrument (RAI) specified by CMS. The
assessment must include at least the following:

(i) Identification and demographic information

(ii) Customary routine.

(iii) Cognitive patterns.

(iv) Communication.

(v) Vision.

(vi) Mood and behavior patterns.

(vii) Psychological well-being.

(viii) Physical functioning and structural problems.

(ix) Continence.

(x) Disease diagnosis and health conditions.

(xi) Dental and nutritional status.

(xii) Skin Conditions.

(xiii) Activity pursuit.

(xiv) Medications.

(xv) Special treatments and procedures.



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Discharge Critical Element Pathway

Use this pathway to evaluate compliance with discharge rights and requirements at F627 and F628.

Review the following in advance to guide observations and interviews:

[ Offsite Preparation — Do this for all recertification surveys and any complaint survey with allegations related to transfer or
discharge:

e Contact the Ombudsman and inquire if they have any resident-specific or general concerns related to transfer or discharge
requirements.

e Review complaints and survey history for indications of noncompliance with the requirements for transfer or discharge.

[ Most current comprehensive MDS/CAAs. If the most recent MDS is a quarterly, then review both the most recent comprehensive
and quarterly MDSs. Review sections A, C, GG, and Q.

[_] Physician’s progress notes for information about the basis for the discharge and discharge order — planned or emergent.

[ ] Care plan (diagnoses, behavioral concerns, history of falls, injuries, discharge planning to meet the resident’s needs, including
but not limited to resident education and rehabilitation, and caregiver support and education).

| When investigating a complaint related to discharge:

o [fthere are other residents who had further investigation marked related to discharge, the team is required to sample up to
three residents.

o [f'there are no other residents-with concerns regarding discharge, the team is only required to investigate the resident involved
in the complaint.

e [f concerns are identified, you may need to expand the sample and ask the facility for a list of unplanned discharged residents,
as necessary. If the facility cannot provide a list of unplanned discharged residents, ask for a list of all discharged residents
for the last three months.

If the resident is no longer in the facility, attempt to contact the resident and/or resident’s representative. While conducting the
interview, be alert for evidence of psychosocial and/or physical harm resulting from the discharge (e.g., expressions of fear, anxiety,
tearfulness, evidence of physical trauma, etc.).

CMS-20132 (02/2025) Page 1



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Discharge Critical Element Pathway

A. F627 — Inappropriate Transfer/Discharge

Resident, Resident Representative, or Family Interview:

If the resident has been discharged or issued a notice of
discharge, ask:

1 What is your understanding of the reasons for the
transfer/discharge?

[_| Where is the resident currently/where is the resident going to
be discharged?

[1If no longer in the facility, is the resident safe?

(] Has the resident experienced, or could potentially experience
any physical or psychosocial harm or serious injury from the
discharge?

[_] How was the resident involved in selecting the new location?
(] Was/is it your choice to leave the facility?

[ ] Did/Does the transfer/discharge align with your goals and
treatment preferences?

[ If you are being transferred to another SNF, NF, home
health agency (HHA), or IRF, were/are you involved in
selecting the new location?

(1 Did you feel pressure by the facility for you to leave?

Staff Interviews:

| Where was/is the resident’s discharge-location? How was
he/she involved in selecting the new location?

[ Did you have any concerns with the discharge that you
shared with the facility? If so, what was the facility
response?

[] Did you appeal the discharge? If so, were you allowed to
stay in the facility while the appeal was pending?

[ What information did the facility give you regarding the
discharge (e.g., notice, final discharge plan)? When was it
given? Was the information understandable?

[ If still in the facility, do you have any concerns related to the
discharge?

[ ] Did the facility provide you/the resident with post-discharge
information or services to meet their medical needs?

[ Were you given contact information for a local
agency/individual about returning to the community after
you told staff you were interested in talking to someone
about discharge?

] Why was/is the resident discharged/being discharged? Based
on the reason provided, refer to the appropriate section
below (surveyors will need to determine if the reason
provided gives adequate justification for discharge):

CMS-20132 (02/2025)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Discharge Critical Element Pathway

A. F627 — Inappropriate Transfer/Discharge

Inability to meet resident needs:
o What services was the facility unable to provide to meet
the resident’s needs?
o What did the facility do to attempt to meet the resident’s
needs to prevent discharge?

o What does the new location offer that meets the
resident’s needs that you could not offer?

o What change occurred that resulted in the facility no
longer having the capability to meet the resident’s
needs?

o Does the facility serve residents with similar needs? If
ves, how do the needs of this resident differ?

Discharge from hospitalization or therapeutic leave:
o What is the reason the resident is/was not allowed to
return from the hospitalization or therapeutic leave? (If

resident’s needs, use the probes in that section above)

o Was there an assessment of the resident that led to this
determination? If so, when did the resident assessment
occur which determined the resident would be
discharged?

the reason given is an inability for the facility to meet the

Endangering the health or safety of others:

o Describe the resident’s clinical or behavioral status and
how it endangered the health or safety of others.

o If aresident is discharged based on behavioral status,
does the facility serve residents with similar behaviors?
If yes, how does this resident’s behavioral status differ?

Non-payment:

o When and how did the facility notify the resident of non-
payment or a change in payment status?

o Did the facility provide the resident/representative with
information on how to apply for and use Medicaid and
Medicare benefits?

o [Ifthe resident is eligible for Medicaid coverage and the
facility is certified as a Medicare/Medicaid SNF/NF or
Medicaid NF, is there a bed available in the facility?

Health improved and no longer needs facility services:

o What services were you providing to the resident?

o How did you determine the resident’s health had
improved and services were no longer needed?

o How was the resident involved in discharge planning?

CMS-20132 (02/2025)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Discharge Critical Element Pathway

A. F627 — Inappropriate Transfer/Discharge

Record Review

Review the resident’s record to determine if there is adequate
evidence to support the basis for the discharge.

[ Is there evidence that the discharge was discussed with the
resident or the resident representative, including reasons
and location(s)?

[1 Did the facility provide the required information to the
receiving provider at the time the resident was discharged
according to §483.15(c)(2)(iii)?

1 Was advance notice given (either 30 days or, as soon as
practicable, depending on the reason for the discharge) to
the resident, resident representative, and a copy to the
ombudsman:

Use the following probes to guide the review of the medical
record for the specific discharge type below:

Inability to meet resident needs:

o What interventions has the facility attempted to meet the
resident’s needs?

o Were attempts reasonably sufficient to meet the
resident’s needs?

o Has the facility consulted with the resident’s attending
physician and other medical professionals and followed
orders and care plans appropriately to meet the
resident’s needs?

o Did the resident’s physician document the basis for the
transfer or discharge, specific needs the facility could not
meet; facility efforts to meet those needs; and the specific

o Did the notice include all the required components
(reason, effective date, location, appeal rights,
Ombudsman, Intellectual Disability (ID) and Mental
1lIness (MI) info as needed) and was it presented in a
manner that could be understood; and

o If changes were made to the notice, were recipients of the
notice updated?

[ If the resident is appealing their discharge, is there evidence
in the medical record that the resident is being allowed to
remain while their discharge is pending.

Endangering the health or safety of others:

o Has the facility’s failure to properly monitor or provide
care and services contributed to the resident’s dangerous
behaviors?

o If provided with appropriate care and services at the
nursing home, would the resident be a danger to self or
others?

o Was/are-the resident’s behaviors truly dangerous, rather
than just requiring additional staff time or interventions?

o Did a physician document the reason for the transfer or
discharge?

CMS-20132 (02/2025)
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Discharge Critical Element Pathway

A. F627 — Inappropriate Transfer/Discharge
services the receiving facility will provide that the

current facility could not meet? Health improved and no longer needs facility services:
Not permitted to return following hospitalization or therapeutic o What services was the facility providing for the resident
leave: that are no longer required?
o Does the medical record contain a basis for the o Does the record support the resident no longer needs
discharge that complies with §483.15(c)(1)? (If the these services?
reason given is an inability for the facility to meet the o Did the resident’s physician document the basis for the
resident’s needs, use the probes in that section above) transfer or discharge?
O Is there evidence that an assessment of the resident led 1o The facility has or will cease to operate:
not permitting the resident to returi?? If so, W‘,IS t}‘ze ) o Did the facility provide the resident advance notice of the
assessment conducted after the period of hospitalization? facility closure, including the closure plan (approved by
Non-payment: the state, per 483.70(1) and (m)) for transfer and

o Has the resident been given reasonable and appropriate adequate relocation of the residents?

notice to pay for the stay at the facility?
o Was the application for Medicaid approved or denied?
o Did the resident or representative refuse to submit
paperwork for third-party payment (e.g., Medicaid) or
pay for their stay?

CMS-20132 (02/2025) Page 5
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Discharge Critical Element Pathway

B. F628 — Transfer/Discharge Process

Resident, Resident Representative, or Family Interview:

[ Did the resident receive notice of the discharge within 30
days of the discharge, or as soon as practicable?

[_] Did the resident who was transferred for hospitalization or
therapeutic leave receive notice of the bed-hold? Did it
specify the duration of the bed-hold?

Staff Interviews

[_] How do you involve the resident or resident representative in
the discharge planning?

(1 Did the resident indicate an interest in returning to the
community? If so, what referrals were made to the local
contact agency?

] What do you do if a resident’s needs change during the d/c
planning process? Tip: The surveyor should be able to
determine if the facility will change the discharge plan based
on the resident’s needs.

Record Review

[ ] Does the medical record demonstrate:

o Development of a discharge plan to address discharge
needs and updates in response to changes in needs and
in response to information from the local contact agency
or other entity (if a referral was made),

[ Did the resident who was discharged receive a discharge
summary? If so, did it contain a recapitulation of the
resident’s stay, a final summary of the resident’s status, and
a reconciliation of medications?

If the resident/representative voices no concerns related to the
discharge process, then stop, the review for F628 is
complete. Skip to the CE questions.

[ ] What and when is a resident’s discharge summary and other
necessary healthcare information shared with staff at a new
location or with other service providers (e.g., home health
services, primary care physician, etc.)?

1 How does the facility provide post-discharge education to
the resident or care provider?

[_] How do you ensure the resident/representative understands
their discharge plan?

[ 1 How do you ensure the resident is safe upon discharge?

[ If the resident went/is going to a SNF, HHA, IRF, or LTCH,
did the facility assist the resident/representative in selecting
a provider using available standardized patient assessment
data, and data on quality measures and resource use
applicable to the resident’s goals of care and treatment
preferences.

CMS-20132 (02/2025)
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Discharge Critical Element Pathway

o Referrals, if any, to the local contact agency or other o
appropriate entities,

o The discharge was/is in alignment with the resident’s o
goals for care and treatment preferences;

o Provision of written discharge instructions to the
resident/representative, if discharged home;

o The facility provided the required information to the
receiving provider at the time of discharge according to
§483.21(c)(2)(i)-(iv), and 483.15(c)(2)(iii).

o Involvement of the resident/representative and IDT in the [ | Were the required elements of the discharge summary

discharge planning process; provided to the resident?

o Consideration of caregiver/support person availability o A recapitulation (containing all required components) of
and capability to provide required care; the resident’s stay?

o Resident/representative notification of the final discharge o A final summary of the resident’s status that includes the
plan; items listed at F628?

A reconciliation of all pre- and post-discharge
medications?

A post-discharge plan of care that includes:
o The discharge location,
e Arrangements for any follow-up care;

e Post-discharge services, medical and non-
medical.

NOTE: If after completing the investigative pathway, it’s determined the resident was discharged to an unsafe location, the surveyor
should refer to Appendix Q and determine whether Immediate Jeopardy has occurred.

Critical Element Decisions:

1) Does the resident’s discharge meet the requirements at 483.15(c)(1) (i.e., discharge is necessary for the resident’s welfare, and
the resident’s needs could not be met in the facility; the resident no longer requires services provided by the facility, the health or
safety of the individuals in the facility was endangered, non-payment, or the facility no longer operates). Does evidence in the
medical record support the basis for this resident’s discharge, such as the attempts made to meet the resident’s needs, or
documentation from the resident’s physician for the basis for the transfer or discharge?

If No, cite F627

CMS-20132 (02/2025)
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Discharge Critical Element Pathway

2)

3)

4)

5)

6)

7)

Was required discharge information per 483.15(c)(2)(i)-(ii), documented in the resident’s record?
If No, cite F627

For a transfer or discharge, was the appropriate information communicated to the receiving provider per 483.15(c)(2)(iii)?
If No, cite F628

After a resident’s hospitalization or therapeutic leave, did a facility permit the resident to return? If No, was a there a valid basis
for the discharge according to 483.15(c)(1)? Note: If the reason the resident was not permitted to return was because the facility
could not meet the resident’s needs, refer to CE #1.

If no, cite F627

N/A, the resident’s transfer or discharge was not related to therapeutic leave

Did the facility discharge a resident while an appeal of the discharge was pending?
If yes, cite F627

For a discharge, did the facility:

o Involve the IDT, resident and/or resident representative in developing and updating a discharge plan that reflects the
resident’s post-discharge needs, goals, and treatment preferences while considering caregiver support;

o Document that the resident was asked about their interest in receiving information about returning to the community and
referrals made if the resident was interested in returning to the community;

o Assist the resident and/or resident representatives in selecting a post-acute care provider by using relevant data, if the resident
went to another SNF (skilled nursing facility), HHA (home health agency), IRF (inpatient rehab facility), or LTCH (LTC
hospital)?

If No to any of these items, cite F627

Did the facility :
o Provide a discharge summary to the resident which includes a recapitulation of the resident’s stay, a final summary of the
resident’s status, reconciliation of all pre- and post-discharge medications, and a discharge plan of care;

o Convey the discharge summary to the continuing care provider or receiving facility at the time of discharge?
If No, cite F628
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Discharge Critical Element Pathway

8) Were the resident, resident representative, and ombudsman notified of the discharge in writing and in a manner they understood
at least 30 days in advance of the discharge, or as soon as practicable if the discharge meets one of the exceptions at
483.15(c)(4)(ii)? Did the notice meet all requirements at 483.15(c)(3) through (6) and (c)(8)?

If No, cite F628

9) For a discharge due to non-payment, did the facility provide the Medicaid-eligible resident with oral and written information on

how to apply for and use Medicaid benefits?
If no, cite F579
N/A, the resident was not Medicaid-eligible or the discharge was not related to non-payment

Other Tags, to consider: Participate in Care Plan F553, Notification of Change F580, Medicaid/Medicare Coverage/Liability Notice
F582, Professional Standards F658, Medically Related Social Services F'745, Resident Records F842.
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	Deficiency Categorization
	In addition to actual or potential physical harm, always consider whether psychosocial harm has occurred when determining severity level (See Psychosocial Outcome Severity Guide, https://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/Guida...
	Violations of the requirements at F627, Inappropriate Discharges, would generally be cited at the severity level of Harm (Level 3) or Immediate Jeopardy (Level 4) when using the reasonable person approach in considering psychosocial outcomes as well a...
	NOTE: For citations at any level of scope and severity, if the discharged resident’s health and/or safety is threatened in the setting they are currently located, the facility’s plan of correction should state that the facility will either, 1) Re-admi...
	Additionally, for situations in which residents’ discharge locations did not meet their health and/or safety needs, enforcement should be implemented immediately.  For example, a discretionary denial of payment for new admissions should be imposed to ...
	Examples of Severity Level 4 Non-compliance: Immediate Jeopardy to Resident Health or Safety include, but are not limited to:
	 A facility discharged a resident on the basis that the resident’s health had improved so that the resident no longer needed the services provided by the facility, however, the resident and her family disagreed and filed an appeal.  The facility did ...
	 A facility discharged a resident based on the facility’s inability to meet the resident’s needs.  However, upon complaint investigation, it was determined by interview and record review that, while the resident was depressed and had challenging beha...
	 A facility failed to allow a resident requiring the facility’s services to return following therapeutic leave to a family member’s home.  Additionally, when the facility refused to allow him to return, they took no steps to comply with the discharge...
	Examples of Severity Level 3 Noncompliance: Actual Harm that is not Immediate Jeopardy include, but are not limited to:
	 The facility failed to allow a resident to remain in the facility after his skilled rehabilitation ended and while his application for Medical Assistance was pending.  The resident consequently was discharged to another facility that was located fur...
	 A facility discharged a resident after the resident attempted to hit a staff member during morning care over several days. The facility discharged the resident claiming the resident was a danger to others. Upon investigation of a complaint, it was d...
	An example of Severity Level 2 Noncompliance: No Actual Harm with Potential for More Than Minimal Harm that is Not Immediate Jeopardy includes, but is not limited to:
	 A facility transferred a resident to the hospital emergently due to a change in condition.  The facility failed to provide the hospital with contact information for the practitioner responsible for the resident’s care leading to a delay in admitting...
	 Facility failed to develop a discharge care plan that addressed all of the needs for a resident being discharged home.  Specifically, the care plan did not address the resident’s need for an oxygen concentrator at home.  After the resident was disch...
	An example of Severity Level 1 noncompliance: The failure to permit the resident to remain in the facility, document the resident’s transfer or discharge, and communicate necessary information to the receiving provider places the resident at risk for ...
	INTENT
	The intent of this tag is to ensure the facility adheres to all of the applicable components of the process for transferring or discharging a resident which include documentation and information conveyed to the receiving provider, the notice of transf...
	GUIDANCE
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	 Resident’s decision-making ability has changed;
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	DEFINITIONS §483.24(c)
	GUIDANCE §483.24(c)
	Activity Approaches for Residents with Dementia
	Assessment
	Risk Factors


	Although the requirements do not mandate the use of any specific assessment tool (other than the RAI), many validated instruments are available to aid in assessing the risk for developing PU/PIs. It is important to keep in mind that research has shown...
	Pressure Points and Tissue Tolerance
	Pressure Injuries at End of Life


	RISKS AND ENVIRONMENTAL HAZARDS
	Assistive Devices/Equipment Hazards

	INTENT
	DEFINITIONS
	Severity Level 1: No Actual Harm with Potential for Minimal Harm
	The interdisciplinary team, with support and guidance from the physician, is responsible for assuring the ongoing review, evaluation and decision-making regarding the continuation or discontinuation of all treatments, devices or approaches implemented...

	PROCEDURES §483.25(g)(4)-(5)

	KEY ELEMENTS OF NONCOMPLIANCE
	An example of Severity Level 3 Considerations: Actual Harm that is Not Immediate Jeopardy includes, but is not limited to:
	Examples of Severity Level 2 Noncompliance: No Actual Harm with Potential for More than Minimal Harm that is Not Immediate Jeopardy includes, but is not limited to:
	Severity Level 1: No Actual Harm with Potential for Minimal Harm

	INVESTIGATIVE PROCEDURES
	GUIDANCE §483.30(c)
	PROBES §483.30(c)
	POTENTIAL TAGS FOR ADDITIONAL INVESTIGATION
	DEFICIENCY CATEGORIZATION
	An example of level 3, actual harm that is not immediate jeopardy, includes, but is not limited to:
	Examples of Level 2, no actual harm, with potential for than more than minimal harm, that is not immediate jeopardy, includes, but is not limited to:
	An example of Level 1, no actual harm with potential for no more than a minor negative impact on the resident, includes, but is not limited to:
	DEFINITIONS §483.40(d)
	GUIDANCE §483.40(d)
	 Making arrangements for obtaining items, such as clothing and personal items;
	 Making referrals and obtaining needed services from outside entities (e.g., talking books, absentee ballots, community wheelchair transportation);
	 Encouraging staff to maintain or enhance each resident’s dignity in recognition of each resident’s individuality;
	 Need for emotional support.


	Examples of some of the related requirements that should be considered when concerns have been identified include the following:
	Examples of some of the related requirements that should be considered when concerns have been identified include the following:
	§483.60(d) Food and drink
	§483.60(d) Food and drink
	§483.60(d) Food and drink
	INTENT §483.60(i)(1)-(2) - To ensure that the facility:

	DEFINITIONS §483.60(i)-(2)
	GUIDANCE §483.60(i)(1)-(2)
	1. Biological Contamination - are pathogenic bacteria, viruses, toxins, and spores that contaminate food.  The two most common types of disease producing organisms are bacteria and viruses.  Parasites may also contaminate food, but are less common.
	2. Chemical Contamination - The most common chemicals that can be found in a food system are cleaning agents (such as glass cleaners, soaps, and oven cleaners) and insecticides.  Chemicals used by the facility staff, in the course of their duties, may...
	3. Physical Contamination - Physical contaminants are foreign objects that may inadvertently enter the food.  Examples include, but are not limited to, staples, fingernails, jewelry, hair, glass, metal shavings from can openers, and pieces or fragment...

	Potential Factors Implicated in Foodborne Illnesses - Many influences may contribute to foodborne outbreaks, such as:
	Employee Health - Employees who handle food must be free of communicable diseases and infected skin lesions. (See the requirement at 42 CFR §483.80(a)(2)(v), F880, Infection Control, requiring a facility to have an infection prevention and control pro...
	Hair Restraints/Jewelry/Nail Polish – According to the current standards of practice such as the Food Code of the FDA, food service staff must wear hair restraints (e.g., hairnet, hat, and/or beard restraint) to prevent hair from contacting food.
	According to the Food Code, food service staff must wear hairnets when cooking, preparing, or assembling food, such as stirring pots or assembling the ingredients of a salad.  However, staff do not need to wear hairnets when distributing foods to resi...
	Food Receiving and Storage - When food, food products or beverages are delivered to the nursing home, facility staff must inspect these items for safe transport and quality upon receipt and ensure their proper storage, keeping track of when to discard...
	Safe Food Preparation - Many steps in safe food preparation must be controlled and monitored to prevent foodborne illness. Identification of potential hazards in the food preparation process and adhering to critical control points can reduce the risk ...

	Equipment and Utensil Cleaning and Sanitization - A potential cause of foodborne outbreaks is improper cleaning (washing and sanitizing) of equipment and protecting equipment from contamination via splash, dust, grease, etc.
	Machine Washing and Sanitizing - Dishwashing machines use either heat or chemical sanitization methods.  Manufacturer’s instructions must always be followed. The following are general recommendations according to the U.S. Department of Health and Huma...

	PROCEDURES §483.60(i)(1)-(2)
	Through observation, interviews, and record review, determine:
	Observations - Complete the initial brief kitchen tour upon arrival at the facility, with observations focused on practices that might indicate potential for foodborne illness. Make additional observations throughout the survey process during times wh...
	Storage of Food:
	Service after Mealtimes:
	Interviews - During the course of the survey, interview the staff who performs the task about the procedures they follow to procure, store, prepare, distribute, and serve food to residents. In addition to food safety practices, determine:
	Record Review - In order to investigate identified food safety concerns, review supporting data, as necessary, including but not limited to:
	Review of Facility Practices - Review of facility practices may include, but is not limited to, review of policies and procedures for sufficient staffing, staff training, and following manufacturer’s recommendations as indicated.  In order to establis...

	DEFICIENCY CATEGORIZATION
	POTENTIAL TAGS FOR ADDITIONAL INVESTIGATION §483.60(i)(1)-(2)
	“Competency” refers to a measurable pattern of knowledge, skills, abilities, behaviors, and other characteristics in performing that an individual needs to perform work roles or occupational functions successfully.
	DEFICIENCY EXAMPLES


	When rubber stamp signatures are authorized by the facility’s management, the individual whose signature the stamp represents shall place in the administrative offices of the facility a signed statement to the effect that he/she is the only one who ha...
	Reports and Logs
	Surveyor Access to QAPI/QAA Material and Confidentiality of Patient Safety Work Products
	Surveyors should consider the following key points:
	Sanctions and Good Faith Attempts
	Facility Refusal to Provide Evidence of Compliance
	INVESTIGATIVE PROCEDURE
	Infection Prevention and Control Program
	Facility Assessment
	Pursuant to §483.71 (F838), the facility must conduct and document a facility-wide assessment to determine what resources are necessary to care for its residents competently during both day-to-day operations and emergencies.  The facility must review ...
	NOTE: While not required for compliance, a sample tool of an infection control risk assessment is available for adaptation.51F
	Infection Control Policies and Procedures
	Surveillance

	In addition, the facility must establish and implement a system, including who to notify (e.g., infection preventionist), for early detection and management of a potentially infectious, symptomatic resident at the time of admission.  This includes the...
	Process Surveillance
	System of Surveillance: Data Analysis, Documentation and Reporting
	Recognizing, Containing and Reporting Communicable Disease Outbreaks
	The facility must know how to recognize and contain infectious disease outbreaks. An outbreak is the occurrence of more cases of disease than expected in a given area or among a specific group of people over a particular period of time.68F    If a con...
	Water Management
	Prevention and Control of Transmission of Infection
	Direct Contact Transmission (Person-to-Person) occurs when microorganisms such as methicillin-resistant Staphylococcus aureus (MRSA), vancomycin-resistant Enterococci (VRE), carbapenem-resistant Enterobacteriaceae (CRE), influenza, or mites from a sca...
	Standard Precautions
	NOTE: Additional information related to disinfection and sterilization may be found in  CDC’s “Guideline for Disinfection and Sterilization in Healthcare Facilities (2008)” at
	https://www.cdc.gov/infectioncontrol/guidelines/Disinfection/index.html.
	Information regarding CDC-targeted MDROs and current recommendations on Enhanced Barrier Precautions are available on the CDC’s  Implementation of Personal Protective Equipment (PPE) Use in Nursing Homes to Prevent Spread of Multidrug-resistant Organi...
	Transmission-based Precautions
	 The identification of resident risk factors that increase the likelihood of transmission (such as uncontained secretions or excretions, non-compliance, cognition deficits, incontinence, etc.);
	 The provision of a private room as available/appropriate;
	 Sharing a room with a roommate with limited risk factors (e.g., without indwelling or invasive devices, without open wounds, and not immunocompromised) as appropriate based on the pathogen and method of transmission.82F
	 Clearly identify the type of precautions and the appropriate PPE to be used;
	 Place signage that includes instructions for use of specific PPE in a conspicuous location outside the resident’s room (e.g., on the door or on the wall next to the doorway), wing, or facility-wide. Additionally, either the CDC category of transmiss...
	 Make PPE readily available near the entrance to the resident’s room;
	 Don appropriate PPE before or upon entry into the environment (e.g., room or cubicle) of a resident on transmission-based precautions (e.g., contact precautions);
	 Use disposable or dedicated noncritical resident-care equipment (e.g., blood pressure cuff, bedside commode).  If noncritical equipment is shared between residents, it will be cleaned and disinfected following manufacturer’s instructions with an EPA...
	 Clean and disinfect objects and environmental surfaces that are touched frequently (e.g., bed rails, over-bed table, bedside commode, lavatory surfaces in resident bathrooms) with an EPA-registered disinfectant for healthcare use at least daily and ...
	 Provide education to residents (to the degree possible/consistent with the resident’s capacity) and their representatives or visitors on the use of transmission-based precautions.
	Contact Precautions
	Droplet Precautions
	Medical Device Safety
	Medical devices may be used for administration of medications, point-of-care testing, or for other medical uses.
	Point-of-Care Testing
	Point-of-care testing is diagnostic testing that is performed at or near the site of resident care. This may be accomplished through use of portable, handheld instruments such as blood glucose meters or prothrombin time meters. This testing may involv...
	Fingerstick Devices
	Resources are available on fingerstick safety, such as:
	 “CDC Clinical Reminder: Use of Fingerstick Devices on More than One Person Poses Risk for Transmitting Bloodborne Pathogens” https://www.cdc.gov/injectionsafety/fingerstick-devicesbgm.html; and
	 CDC’s Frequently Asked Questions (FAQs) regarding Assisted Blood Glucose Monitoring and Insulin Administration
	https://www.cdc.gov/injectionsafety/providers/blood-glucose-monitoring_faqs.html.
	Blood Glucose Meters
	Blood glucose meters can become contaminated with blood and, if used for multiple residents, must be cleaned and disinfected after each use according to manufacturer’s instructions for multi-patient use. Additionally, staff must not carry blood glucos...
	NOTE:  If the facility failed to clean and disinfect blood glucose meters per device and disinfectant manufacturer’s instructions for use, they are used for more than one resident, and there is a resident with a known bloodborne pathogen in the facili...
	NOTE: Additional information related to point-of-care testing may be found in CDC’s Infection Prevention during Blood Glucose Monitoring and Insulin Administration website at https://www.cdc.gov/injectionsafety/blood-glucose-monitoring.html.
	Examples of Level 3, actual harm that is not immediate jeopardy include, but are not limited to:
	Examples of Level 2, no actual harm with potential for more than minimal harm that is not immediate jeopardy include, but are not limited to:
	 During the survey, staff were observed entering a COVID-19 unit housing cognitively impaired residents through a stairwell entrance without donning necessary PPE.  PPE was necessary when entering the unit because the cognitively impaired residents w...
	An example of Level 1, no actual harm with potential for minimal harm includes, but is not limited to:
	Antibiotic Stewardship Program (ASP)


	Deficiency Categorization
	An example of Level 4, immediate jeopardy to resident health and safety includes, but is not limited to:
	An example of Level 3, actual harm that is not immediate jeopardy includes, but is not limited to:
	 The facility did not develop a program for antibiotic stewardship, and did not develop or implement a system to monitor antibiotic use.  Based on record review, one resident was currently being treated with antibiotics without an appropriate indicat...
	An example of Level 2, no actual harm with potential for more than minimal harm that is not immediate jeopardy includes, but is not limited to:
	 The facility failed to implement its protocol for antibiotic use and failed to monitor actual antibiotic use.  Record review indicated that the facility developed a protocol which indicated “residents with MDROs are not to be treated with antibiotic...
	An example of Level 3, actual harm that is not immediate jeopardy includes, but is not limited to:
	An example of Level 2, no actual harm with potential for more than minimal harm, that is not immediate jeopardy includes, but is not limited to:
	An example of Level 1, no actual harm with potential for minimal harm includes, but is not limited to:
	483.85 Compliance and ethics program.

	§483.90(c) Emergency Power.
	GUIDANCE
	Recommended methods of effective communication, include, but are not limited to, the following:
	1. Identify yourself and use the resident’s name each time you speak with them.
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