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Session Objectives

 Demonstrate an understanding of the LTC ombudsman program

 Define resident rights in discharge planning

 Demonstrate an understanding of discharge terminology

 Define Federal and State requirements for discharge

 Demonstrate an understanding of the LTC ombudsman response to 
nursing home discharge

 Demonstrate an understanding of discharge best practices



What is the Ombudsman Program?



Program Authorization

 Older Americans Act 
 Sec. 712 – State Long-Term Care Ombudsman Program

 Older Michiganians Act (Act 180 of 1981)
 Sec. 400.586(g)-(j)

 Federal Regulations 
 45 CFR 1324 Subpart A – State Long-Term Care Ombudsman 

Program



Confidentiality

You may not know an 
Ombudsman is working with the resident

 The Older Americans Act (OAA) 
(B) prohibit the disclosure of the identity of any complainant or 
resident with respect to whom the Office maintains such files or 
records unless 

(i) the complainant or resident, or the legal representative of the 
complainant or resident, consents to the disclosure and the 
consent is given in writing; (ii) (I) the complainant or resident gives 
consent orally; and (II) the consent is documented 
contemporaneously in a writing made by a representative of the 
Office in accordance with such requirements as the State agency 
shall establish; or (iii) the disclosure is required by court order



 Reminder

We empower and support residents by

 Protecting residents’ rights

 Promoting dignity and choice

 Meeting privately with residents

 Assisting residents to identify and resolve concerns

 Helping residents file complaints and appeals

 Connecting residents to legal and community resou

 Clarifying policies, rules, and regulations

 Providing education on long term care topics

 Encouraging innovation and quality

rces



Real Life 
Experience

What does it look like to 
work with a LTCO in your 

home?



Let’s Talk Resident Rights and 
Discharge Planning



NH Resident Rights

Right to Stay in the Nursing Home – I have a right to…

 Remain in the nursing home unless-
• The nursing home cannot meet my needs
• I no longer need nursing home care
• I endanger the health or safety of individuals in the nursing home
• I have failed to pay for my care and am not eligible for payment by 

Medicaid, Medicare or other insurance
• The nursing home closes

 A 30-day advance written discharge notice telling me-
• When the discharge will happen
• Where I will be going
• How to file and appeal
• Whom I can call for help

 Appeal the Discharge

 Be safe during the discharge

 Only be discharged to a place that can meet my needs
CMS (n.d.). Your Rights and Protections as a Nursing Home Resident. CMS.org. 
https://downloads.cms.gov/medicare/your_resident_rights_and_protections_section.pdf



 

NH Resident Rights

Guidance to Surveyors - §483.15(c)(1)(i)

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 §483.71 (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)(i)(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.

CMS (2024, August 8). State Operations Manual Appendix PP - Guidance to Surveyors for Long Term Care 
Facilities. CMS.org. https://www.cms.gov/medicare/provider-enrollment-and-
certification/guidanceforlawsandregulations/downloads/appendix-pp-state-operations-manual.pdf



Real Life Experience

Where did 
you live 
before?

Discharge planning begins 
upon initial assessment…

 Ask the right questions 
and be familiar with 
common challenges.



Let’s Talk About…

 State and Federal Terminology

 Allowable Reasons for Discharge or Transfer

 Documentation, Info Exchange, Notification & Appeal

 Discharge Planning

 LTC Ombudsman Response

 Areas for Clarification

 LTC Ombudsman Services



CMS language

Terminology

 Discharge refers to the movement of a resident from a bed 
in one certified facility to a bed in another certified facility 
or other location in the community, when return to the 
original facility is not expected

 Transfer refers to the movement of a resident from a bed in 
one certified facility to a bed in another certified facility 
when the resident expects to return to the original facility

Cornell Law School (n.d.). 42 CFR § 412.4 - Discharges and transfers. Legal Information Institute. 
https://www.law.cornell.edu/cfr/text/42/412.4#:~:text=42%20CFR%20%C2%A7%20412.4%20covers
%20discharges%20and,is%20transferred%20to%20a%20hospital%20that%20is:



 Reasons for Discharge or Transfer

42CFR 483.15(c)(1)

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

National Archives (2026, April 3). § 483.15 Admission, transfer, and discharge rights.
Code of Federal Regulations. https://www.ecfr.gov/current/title-42/chapter-
IV/subchapter-G/part-483/subpart-B/section-483.15



 Reasons for Discharge or Transfer

42CFR 483.15(c)(1) (cont.)

(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.

(F) The facility ceases to operate

National Archives (2026, April 3). § 483.15 Admission, transfer, and discharge 
rights. Code of Federal Regulations. https://www.ecfr.gov/current/title-
42/chapter-IV/subchapter-G/part-483/subpart-B/section-483.15



State Requirements

Notification

 State form for involuntary discharges (ITD-100) 
incorporates federal and state requirements for 
notification

 LARA website offers an overview of the notification and 
discharge planning process

• https://www.michigan.gov/lara/0,4601,7-154-
89334_63294_63384_75658---,00.html

• Google LARA Involuntary Discharge

Licensing and Regulatory Affairs (n.d.). Involuntary Transfer/Discharge 
Overview. Michigan.gov. https://www.michigan.gov/en/lara/bureau-
list/bchs/nav-longterm-care/itd



 

Notification

Federal Requirements
 CMS requires a distinct location be provided on the 

notice

• TBD, Resident’s Choice, First Available, Unknown or a list of 
possible locations does not meet distinct location 
requirement

 If the discharge location changes - 42 CFR 483.15(c)(6)

• the notice must be updated
• given to the resident and resident representative
• submitted to the State LTC Ombudsman and LARA
• the 30-day timeframe restarts

National Archives (2026, April 3). § 483.15 Admission, transfer, and discharge 
rights. Code of Federal Regulations. https://www.ecfr.gov/current/title-
42/chapter-IV/subchapter-G/part-483/subpart-B/section-483.15



Appeal

 Request for hearing form must be provided by the nursing home to 
the resident and responsible party along with envelope and postage –
MCL 333.21773(3)

• The ITD-100 includes the appeal request form

 Resident has the right to request a hearing within 10 days 
following receipt of the notice – MCL 333.21774(1)

 A request for hearing puts the resident discharge on hold – MCL 
333.21773(4)

 Even if a hearing is not requested, the resident has the right to an 
orderly and safe discharge - MCL 333.21776

Licensing and Regulatory Affairs (n.d.). Involuntary Transfer/Discharge Overview. 
Michigan.gov. https://www.michigan.gov/lara/bureau-list/bchs/nav-longterm-
care/itd



Emergency Transfer

 Transfer – relocation out of the facility with 
return expected
• Emergency Transfer is usually to the Emergency 

Department

 Notice requires the same information as 
discharge notice and must also include 

• the facility bed hold policy
• the right to return to the original bed or next 

available bed

 Resident has the right to appeal the emergency 
transfer

Licensing and Regulatory Affairs (n.d.). Involuntary Transfer/Discharge 
Overview. Michigan.gov. https://www.michigan.gov/lara/bureau-
list/bchs/nav-longterm-care/itd



Emergency Transfer

Notification
 CMS requires providers to notify the State Long Term 

Care Ombudsman of all emergency transfers

 This can be done with individual notices or a monthly 
detailed list (template available from MLTCOP)

Email MLTCOP@meji.org or fax 517 574-5301

No requirement to submit emergency transfer 
notices to LARA

•

•

CMS Survey & Certification memo 17-27-NH]



 

Emergency Transfer

Guidance to Surveyors – F627

Readmission following transfer

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 (A), the resident’s needs cannot be met, or 
(C) and (D), that the safety or health of individuals would be 
endangered.

CMS (2024, August 8). State Operations Manual Appendix PP -
Guidance to Surveyors for Long Term Care Facilities. CMS.org. 
https://www.cms.gov/medicare/provider-enrollment-and-
certification/guidanceforlawsandregulations/downloads/appendix-
pp-state-operations-manual.pdf



 ITD-100 received in MLTCOP office is forwarded to local ombudsman

Ombudsman Response

 CMS allows the ombudsman to ask questions of the provider to 
learn more about the reason for discharge – information gathering, 
not advocacy

 Local ombudsman contacts the resident within 2 working days to 
offer help
• Explanation of notice and process
• Discussion of reason for discharge notice
• Assistance in filing an appeal
• Suggestions for relocation options
• Discussion with resident on preferences for living arrangements



Areas for Clarification

Have you used your local resources to prevent an 
unsafe discharge?

 Local AAA
 MI Choice Waiver Program
 CTS - Community Transition Services
 Disability Network

Under certain circumstances, CTS and MI Choice may be able to 
assist with transportation to another State if a resident wishes to 
join family members outside of Michigan



Real Life 
Experience

Best Practices to create 
a smooth discharge



 

Ombudsman sometimes see

Discharge Trends

 Discharges to unsafe locations – shelters, park, hotels

 Discharges to locations that do not exist as a viable option

 Discharges to a hospital setting

 Discharges directly after a LOCD Door 0 is issued

 Discharges due to nonpayment situations that could be remedied or 
reported by provider as exploitation

PLEASE PLAN A SAFE AND APPROPRIATE DISCHARGE



Ombudsman Help for Residents

 Residents always have the right to speak to their local 
ombudsman

 We will visit the resident within 2 working days of 
receiving the ITD-100

 We will work with the resident to amplify their voice 
during the discharge process

 We can explain requirements to the resident, like the 
monthly PPA



Most Important of All

Include the resident in all 
aspects of discharge planning

Plan with the resident and 
not for the resident



 

Contact Information & Resources

Reach a Local Ombudsman
866-485-9393

Website: www.MLTCOP.org
Fact Sheets (Arabic, Chinese, English, and Spanish)

Locate Your Local Ombudsman
Abuse Prevention and Resident Rights Information

LTC Resources



 
 

 

 
 

 

Difficult Discharge Scenario

Resident Stephanie has lived in ABC nursing home for fourteen 
months. She has complex medical needs and a history of difficult 
interactions with staff. She has had several verbal disagreements with 
other residents. 

After a particularly upsetting disagreement with her friend, Stephanie 
becomes very distraught and nursing home staff end up sending her 
out to the emergency room. Stephanie did not want to transfer to the 
ER and is even more upset. 

Stephanie regains her composure and the hospital begins the process 
of sending her home. The nursing home says that they cannot meet 
her needs and will not accept her back. 

What can/should happen next?



 

 
 

 
  

Difficult Discharge Scenario

Resident Ralph transitioned to LTC from a rehab stay. He needs 
more therapy in order to transition back to his home. He owns a 
home in the community and has a mortgage payment and several 
other bills. Ralph and the nursing home social worker worked on a 
Medicaid application together and submitted it. 

Ralph says he cannot pay his patient pay amount (PPA) because he 
needs to pay his house bills. The nursing home tells him that they 
will issue an ITD notice if he does not pay his bill next month.


	Difficult Discharges and the MLTCOP

