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Participation in Assessment and Goal Setting



Objectives

• Identify the intent of Section Q

• Understand when the Q0500, Return to Community question should 
be asked

• Determine if active discharge planning is occurring 

• Identify when a referral to the LCA is needed



Intent

Ensure the resident receives care in the least restrictive environment

Record the resident’s over goals with regard to discharge

Identify who participated in the assessment process 



Participation in Assessment (Q0100)

The resident should be the primary source of information if:
• They are able to understand the process, and 
• They can communicate their preferences and needs



Resident’s Overall Expectation (Q0300)

• Resident driven, focuses on the resident’s expectations 
• Coding other than the resident’s expectations is a violation of their civil rights



Discharge Plan (Q0400)

An Active Discharge Plan is one where:
• Discharge is taking place
• A discharge location in the community has been determined
• The discharge plan is in motion and documented in the medical record
• There is a target discharge date for the near future



Resident’s Preference to Avoid Being Asked Question Q0500B

• Required to be asked on every NC, NQ, and scheduled PPS assessment
• The resident can opt out of this requirement
• If so, they will be asked only on Comprehensive assessments
• The resident’s preference should be documented and care planned



Return to Community (Q0500)

• The facility must ask this question if no Active Discharge Plan

• A Yes response is a request to learn about the HCBS in the area 

• It does not ensure the resident will be able to return to the community
• It does not commit the resident to leaving the facility
• It is not a request for discharge



The Resident’s Preference to Avoid Being Asked (Q0550)

• Residents are free to change their mind at any time regarding how often they 
want to be asked if they would like to talk someone about the possibility of 
returning to live and receive services in the community.

• The resident’s preference should be documented and care planned



Referral (Q0600)

0= No, Discharge planning needs were completely met by the NH Staff
1= No, A referral maybe needed, but not at this time (Triggers the CAA) 
2= Yes, A referral was made

• A referral is required if the resident has discharge planning needs that cannot 
be met by the facility



Minnesota LCA = Senior LinkAge Line

https://mnhelpreferral.revation.com/



Contact Information

• MDS Clinical Help Line 651-201-4313 or mds.health@state.mn.us

• MN Board on Aging website http://www.mnaging.org/

• Senior LinkAge Line Referral website https://mnhelpreferral.revation.com/
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