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Thinking Outside the 
Box: Proactive Approaches to 

Transition Planning. 
A Social Worker’s Perspective

Action Steps- Pre Admission through 
Discharge

 Preadmission Evaluation
 Team Evaluation to determine level of care
 Family discussions about discharge plan

At what level can they care for their loved one

 Home Eval and Care Partner Needs Assessment
 Community Resources

Waiver, home health care, outpatient, MFP, BAIA, private pay supports
Other Discharge options

CNRS, ASL, LTC

 Financial Resources for family and PS
Applying for SSI/SSDI, Medicaid, Trust, FMLA, STD, LTD, POA, 
Guardianship/Conservator
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Preadmission 
Evaluation

• Referral to On With Life
• Team of reviewers
• Admission Committee

*start the talk of D/C Plan
• Decision 
• Admission

DISCHARGE PLAN
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Team Evaluation
 Each discipline completes 

an evaluation of Person 
Served level of need at 
time of admission

 Start of discharge 
planning with primary 
team
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Family discussion about discharge 
plan 

 Family conference in the first 7‐
10 days and then monthly 
thereafter 

 Initial discharge plan often 
changes based on 
recommendations for after 
discharge. (level of care, 
supervision, level of assistance, 
home set up, etc.)

 Plan A, B, C, D, E……………

• 40‐80% of medical 
information provided by 
healthcare professionals is 
forgotten immediately
• Over half of the 

information 
remembered is 
recalled incorrectly. 

Kessels RP. Patients' memory for medical information. J R 
Soc Med. 2003 May;96(5):219‐22. doi: 
10.1177/014107680309600504. PMID: 12724430; PMCID: 

PMC539473.
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Home 
Evaluations

& 
Equipment

• Who: Person Served along with PT and OT

• What: 
o Measurements of: doorways, hallways, bathrooms etc. 
o Evaluations of: entrance of home (stairs vs ramp), 

bathroom and bedroom set up, type of flooring 
o Accessibility?       

• Where: Person Served home or family member’s home

• When: Usually completed between the first and second 
family conference pending length of stay 

• Why: Discharge planning‐ will this discharge location work 
for the person Served needs? 
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Care Partner Needs Assessment 
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If home (Person Serve 
or family member’s 
home) remains the 
discharge plan, what 
services and resources 
are available to me?

What are my 
options? 

 Therapy
 Home Health Care or Outpatient Therapy 

 Waiver Services 
 7 Waivers in Iowa (Elderly, Brain Injury, Intellectual 

Disability, Physical Disability , Health & Disability, 
HIV/Aids, and Children’s Mental Health) 

 Only Medicaid recipients can utilize Waiver services
 BI and ID waiver there is a 3‐5 year wait list

 Money Follows the Person (MFP)
 Needs to have a BI or ID type diagnosis to qualify 
 Have been in a facility for at least 60 days (Acute, Skilled, 

LTC)
 Need a type of Medicaid with LTSS (Long Term Support 

Services) or Full Medicaid (Medically Exempt status not 
included) 

 Designed to help persons in a facility transition to a 
community setting 
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More 
Services and 
Resource 
Options for 
Home

 Brain Injury Alliance of Iowa
 Neuro Resource Facilitator (NRF)

 Private Pay Supports 
 Other care giver agencies not covered by 

Medicaid or commercial insurance (some 
accept Long Term Care Insurance) 
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What if transitioning 
home is not the plan?

What other locations are 
available? 
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Community Based Neuro 
Rehabilitation Services (CNRS)

• On With Life‐Residential Neuro Rehab (Des 
Moines)

• Neuro Restorative (Multiple Throughout Iowa) 
• Community Neuro Rehab (Des Moines and Iowa 

City) 
• Neuro Rehab Care (Waterloo)
• Opportunity Unlimited (Sioux City) 
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Assisted Living
• *Private Pay

• *Different Levels of Care (Tier System) 

• *Pre‐Admission Assessment 

*Behaviors

*Medical Needs

*Mental Cognition

*Assist Level

*Hygiene and Personal Care

*Financial Plan

Long Term Care

• Often used at OWL as an interim placement while family continues to prep for 
transitioning home

• Medicaid, Long Term Care Insurance, private pay

• Barriers to LTC discharge:
• Age
• Severity of injury/ assist level
• Funding source
• Location

Financial Resources for Families and PS

Has a SSI/SSDI application been 
started?

Does the Person Served qualify for 
Medicaid?
If not, do they qualify for a Trust?

Is the Person Served receiving FMLA, 
STD, or LTD from their employer?

Would the Person Served benefit 
from a POA or Legal Guardian/ 
Conservator?
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ONW I TH L I F E . O RG  

Resources

https://hhs.iowa.gov/ime/members/medicaid‐a‐to‐z/mfp

https://hhs.iowa.gov/ime/members/medicaid‐a‐to‐
z/hcbs/waivers

https://biaia.org/

https://hhs.iowa.gov/ime/members/medicaid‐a‐to‐
z/cnrs#:~:text=CNRS%20is%20a%20specialized%20category,as%
20the%20physical%20manifestations%20of
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Contact 
information

Josie Krause- BA, 
CBIS
Josie.Krause@onwithlife.org
515-289-9629

Erin Meyer-BSW
Erin.Meyer@onwithlilfe.org
515-289-9683
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