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 January 4, 2016 
 
The Honorable Andy Slavitt 
Acting Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Room 445—G, Hubert H. Humphrey Building  
200 Independence Avenue SW 
Washington, DC 20201 
 
RE:  Medicare and Medicaid Programs; Revisions to Requirements for Discharge 

Planning for Hospitals, Critical Access Hospitals, and Home Health Agencies; 
Proposed Rule (CMS-3317-P) 

 
Dear Administrator Slavitt: 

The National Association for Home Care & Hospice (NAHC) is the nation’s largest trade 
association representing home health and hospice agencies including Visiting Nurse 
Associations, government-based agencies, multi-state corporate organizations, health system 
affiliated providers, and freestanding proprietary agencies. NAHC members serve over 3 million 
Medicare home health and hospice beneficiaries each year. 
 
NAHC supports CMS’ aim to improve care transitions through an effective discharge plan for all 
home health patients. We appreciate the opportunity to provide comments on the Proposed Rule and to 
offer the following recommendations and considerations to CMS on the discharge planning process, 
the discharge/transfer summary contents, and the burden estimate.    
 

GENERAL COMMENTS 
 
Overall, while NAHC supports efforts to update the discharge planning requirements for 
providers participating in Medicare, we recommend that CMS fully evaluate the proposed 
standards with the goal of streamlining the paperwork burdens. Additionally, CMS should take 
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all steps necessary to clarify the requirements so that providers and CMS have a mutual 
understanding of what it takes to be compliant. The current proposal contains vague standards 
that can lead to avoidable conflict between CMS and providers.  
 
A notable omission in the proposed rules is consideration of patients who have elected hospice. 
These rules should fully recognize and respect a patient’s choice of hospice care throughout the 
rule design as, a patient’s election of hospice can occur prior to or during care at a hospital, SNF, 
IRF, LTACH, or HHA.  This would include requiring hospitals to provide a list of available 
hospices to patients in the discharge planning process as well all the other elements of discharge 
planning at all other care settings. 
 
Further, given that CMS is proposing a Medicare Home Health Agency (HHA) Conditions of 
Participation on discharge planning for the first time since the inception of Medicare, adequate 
implementation time must be given to HHA if this new responsibility is to get the right start. As 
such, NAHC recommends that HHAs be given 12 months following the issuance of any final 
rule to achieve compliance.  
 
Finally, as is explained in more detail below, the proposed rule will be costly to HHAs. While 
the goals of the proposal are highly meritorious, the requirement are estimated to increase HHA 
costs by $283 million annually at a time when HHA payment rates are subject to significant 
reductions through rebasing, productivity adjustments, and case mix weight change adjustments 
that in 2016 alone will reduce base rates by approximately 4.3%. If the proposed discharge 
planning responsibilities are to be properly implemented and managed by HHAs while 
maintaining care access, Medicare payment rates must be increased by an amount equal to the 
estimated costs, 1.57%. 
 
SPECIFIC COMMENTS 
 
§482.43 Hospital Discharge Planning  
The structure of the hospital discharge planning rules presumes that the patient is in the facility 
for a long enough period of time to develop a comprehensive and effective discharge plan. 
However, many hospitalizations are concluded in 24-48 hours. In addition, with such procedures 
as joint replacements, the admissions are elective and scheduled to fit the patient, practitioner, 
and hospital’s needs and availability. In these circumstances, discharge planning should begin 
prior to admission, including the selection of any post-acute care provider. Such an approach will 
lead to better care transitions for all parties involved, particularly the patient. 
Pre-admission discharge planning to home or another facility can include the selection of 
provider, establishment of a tentative plan of care upon admission to the post-acute provider 
allowing the pre-scheduling of services, a safety assessment of the patient’s home, evaluation 
and preparation of informal caregiver supports, and the arrangement of other social services such 
as meals on wheels. 

Recommendation: 
Section 482.43 should be revised to require or permit the hospital to initiate discharge planning 
prior to inpatient admission where the hospital and the patient’s physician determine such to be 
feasible and appropriate.  
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§482.43(d)(3) Hospital discharge to home  
The proposed rule requires that certain discharge information be sent to the “practitioner(s) 
responsible for follow up care.” Generally, an HHA is not considered a “practitioner.” 
In addition, the proposed rule does not address circumstances where an inpatient admission or 
observation status stay involves a patient currently under the service of an HHA.  NAHC has 
received numerous complaints that hospitals ignore the existence of the HHA in discharge 
planning and often discharge the patient to a different HHA, disrupting the care relationship that 
pre-existed the hospital admission.   

Recommendations:  
1. Modify the provision to clarify that the discharge planning information also be sent the 

HHA selected by the patient prior to or at the time of discharge. 
2. Require that hospitals maintain ongoing communications with the pre-admission HHA in 

the absence of the patient’s express desire to withhold those communications and that he 
discharge plan consider the pre-admission HHA to be the patient’s continuing choice for 
post-discharge home health services unless informed otherwise by the patient.  

 
§484.58 Discharge planning  
 
§484.58(a)(2) 
CMS proposes to require that the physician responsible for the home health plan of care be 
involved in the ongoing process of establishing the discharge plan. 
 
Recommendations:  
NAHC supports physician involvement in developing the discharge plan for patients. However, 
NAHC believes that the home health agency (HHA) is best positioned to develop the patient’s 
discharge plan. Agency staff have a better understanding of community resources, the home 
environment, and patient preferences. Therefore, we urge CMS to provide flexibility in the 
degree of physician involvement and the criteria used to determine compliance with the standard.  
 
Further, it is appropriate for the HHA requirements to mirror the hospital requirements to the 
extent reasonable.  With respect to the physician (practitioner) involvement, this is done in the 
HHA proposed CoP. However, the hospital CoP proposal includes, at 482.43(c)(1), a 
requirement that a ”registered nurse, social worker, or other personnel qualified”…” must 
coordinate the discharge needs evaluation and development of the discharge plan.” NAHC 
recommends that a comparable requirement be included in the HHA CoPs as it would help 
clarify the respective roles of HHA staff and the patient’s physician. 
 
§484.58(a)(6) 
CMS proposes to require agencies assist patients and their caregivers in selecting a post-acute 
care provider by using and sharing data on quality and resource use measures.  
 
It is unclear how much guidance and assistance home health agencies should provide to patients 
in order to meet the requirement. Agencies will need to balance assisting patients with the risk of 
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appearing to steer patients to certain providers. In addition, assisting patients with the selection 
of a post-acute care provider as proposed could be very time consuming for agency staff. 
Further, patients may not need or want assistance from the agency in selecting a provider.  
  
Recommendations: 
 NAHC supports agencies assisting patients in the selection of a post-acute provider. However, 
we request that CMS provide clear guidance on what constitutes compliance with the 
requirement. In addition, we urge CMS to consider the burden associated with this requirement 
when developing guidance for the standard. Further, the requirement should be modified to 
require that assistance be provided only to patients who need assistance. 
 
§484.53(b) Discharge or transfer summary content  
CMS propose to require the HHA discharge/transfer summary include specific information to be 
sent to the receiving healthcare practitioner or facility. 
 
The required elements for the discharge/transfer summary are aligned with the Office of the 
National Coordinator for Health Information Technology Common Clinical Data Set specified in 
the 2015 Edition of the Health Information Technology Certification Criteria. The most direct 
method to comply with the proposed discharge summary requirements is for agencies to utilize 
an interoperable electronic health record (EHR) that meets the common clinical data set 
specifications that is supported by the Consolidated Clinical Document Architecture (C-CDA) 
Release 2.1 and Health IT Modular Certifications for §170.315(b)(1) Transitions of Care and 
§170.315(b)(9) Care Plan. 
 
There is great variation in the level and sophistication of EHR readiness among home health 
providers. However, the vast majority of HHAs currently do not have the capability to 
electronically exchange health information to effectively comply with the proposed 
discharge/transfer summary requirements. Without this ability, compliance with the proposed 
rule will pose an undue burden for many agencies. The preponderance of agencies will be 
required to manually compile and submit the discharge summary leading to a significant use of 
staff time and resources.  
 
Furthermore, several of the required elements are not applicable to home health care.    
 
Recommendations:  
NAHC strongly supports CMS’ promotion of the EHRs and health information exchange. 
However, we urge CMS to work with the home heath and vendor communities to develop 
reasonable and meaningful standard data elements for a home health discharge/transfer 
summary. In the meantime, NAHC requests that CMS modify the list of required elements and 
provide HHAs with flexibility in determining what information is necessary to facilitate the 
transition of care for each patient.  
 

Laboratory and diagnostic tests and results: Eliminate these elements since they 
would not typically be part of the home health medical record. This information would be 
part of the medical record for the entity that ordered the services. 
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Consultation results and procedures: Only require consultations and procedures that 
the agency preformed. The agency would not have as part of their medical record 
consultation results and procedures preformed by other providers.   

Immunization: Only require reporting immunizations the agency has provided.   

Unique Device Identifier: Eliminate this element since the agency would not likely have 
this information. This information would be part of the medical record where the device 
was implanted.   

Smoking status: Modify to include reporting of any significant adverse health behaviors 
rather than limiting the behavior to smoking. 

Current care plan, including goals and latest physician orders: Seems redundant with 
the following required elements:  

 Course of illness/treatments 

 Patient’s goals and treatment preferences  

In addition, not all of the information on the plan of care and latest physician orders may 
be relevant at the time of discharge. CMS should allow the agency to determine which 
parts of the plan of care and physician orders are appropriate to be included in the 
discharge summary.  

Any other information necessary: This provision should add “as determined necessary 
by the HHA” to avoid the application of subjective judgments by CoP surveyors. 

 
Prescription Drug Monitoring Programs (PDMP) 
CMS is seeking comments on home health agencies using the state PDMP as part of medication 
reconciliation.  
 
Comments:  
NAHC does not support requiring HHAs use the PDMP in medication reconciliation. Home 
health agencies do not typically refer to this data base. This program is used primarily by 
prescribers and pharmacists. Requiring agencies to consult the state’s PDMP will be too 
burdensome with little benefit.    
 
Burden estimate  
The CMS burden estimates for home health agencies to implement the proposed requirements 
are as follows:     

 Discharge planning  
CMS estimates that a physician, registered nurse and social worker will spend 8 hours 
each for total of 24 hours to implement the discharge plan. CMS also estimates that this 
will be a one time expenditure.  
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 Discharge/transfer summary contents and submission   

CMS estimates that it will take approximately 10 minutes for the agency compile the 
summary and 2.5 minutes to send the information to the receiving entity. 

 

Comments:  
NAHC believes that CMS has grossly underestimated the burden for agencies in implementing 
the proposed discharge plan and summary requirements, particularly since the majority of 
agencies will not have the capability to electronically compile and submit the discharge summary 
as proposed.  
 
The one time burden estimate for the discharge planning does not take into account the time 
required for ongoing staff training and complying with several new time consuming components 
of the discharge plan, such as, assisting patients with the selection of a post acute care provider 
using relevant quality data. In addition, CMS failed to include the therapist’s time in the 
discharge planning process estimate.    
 
The time to compile and send the discharge/transfer summary  will take significantly more time 
than 10 and 2.5 minutes, respectively, estimated per patient. Due to the lack of EHR 
interoperability, the vast majority of agencies will be required to conduct some portion of the 
process manually. Even for those agencies with comprehensive EHR systems, the information 
will need to be pulled from the record and submitted in a paper format either by faxing, 
scanning, or mailing. NAHC estimates that the compiling, coping, reviewing and submitting the 
summary will take approximately one to one and half hours per patient.  
 
With respect to the burden, CMS estimates a one-time cost of $34 million and a continuing 
annual cost of $283 million. This represents a continuing cost increase of 1.57% in relation to the 
annual costs of home health services. 
 
In 2016, HHAs face an aggregate 2.8% reduction in reimbursement rates related to rate rebasing. 
The fourth year of rate rebasing will occur in 2017, adding another 2.8% rate reduction. In 
addition, in 2016 and successive years thereafter, HHAS will face a productivity adjustment that 
would approximate a 0.5% reduction in reimbursement rates. Another 0.97% reduction will 
occur in 2016, 2017, and 2018 through the application of a case mix weight change adjustment. 
Finally, the 2018 Market Basket Index inflation adjustment is capped at 1%. 
 
With these rate cuts, many HHAs cannot sustain new costs at the level projected from the 
proposed discharge planning rules. As such, CMS must significantly streamline the requirements 
and/or adjust payment rates to cover the added costs. These additional costs will not be addressed 
in the Market Basket Index. A failure to cover the costs will have a far reaching impact on access 
to care. 
 
The CY2014 HHA cost reports indicate that 34.6% of HHAs nationwide have costs greater than 
Medicare reimbursements. In some states, it is far worse than the national average: Alaska 
74.9%; North Dakota 83.2%; New York 81.5%; and Oregon 65.3%, for example. An additional 
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cost equal to 1.57% of current costs will put HHAs in a deeper hole than already exists. Access 
to care barriers is the natural and foreseeable consequence. 
 
Recommendations: 

1. CMS should fully revisit its estimate of financial burdens triggered by the proposed rule, 
basing its estimate on a realistic assessment of cost changes. 

2. CMS should propose streamlined alternatives to the proposed rule, particularly the 
discharge summary requirements. 

3. CMS should include a rate adjustment to cover the added costs of the discharge planning 
rule. 

 
Thank for the opportunity to submit these comments. If you need further information, please do 
not hesitate to contact me.   
 
 
Very truly yours,       
 
 
Mary K. Carr,       William A. Dombi  
Vice President for Regulatory Affairs                                     Vice President for Law                                         

 


