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IMPACT Act 
�The IMPACT Act is a federal law that has been 

passed which will affect all hospitals including CAHs

�A patient is scheduled for a total hip and asks which 
of the following post-care setting has the best 
outcomes and how much does it cost?

� Discharge home with home health care, inpatient rehab, 
LTC hospital or the SNF advertised as a rehab center

�What do you tell the patient?

� Lack of comparable information across the different 
settings made it difficult for policymakers and 
providers to figure out the most appropriate setting

3

IMPACT Act

4

Copy of law free at 
www.congress.gov/113/plaws/publ185/PLAW-113publ185.pdf
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IMPACT ACT  19 Pages

5

www.gpo.gov/fdsys/pkg/BILLS-113hr4994enr/pdf/BILLS-

113hr4994enr.pdf

The Four PACs

�The Impact Act affects four post-acute 
care facilities (PACs)

�Long-Term Care Hospitals (LTCHs),

�Skilled Nursing Facilities (SNFs), 

�Home Health Agencies (HHAs) and 

�Inpatient Rehabilitation Facilities 
(IRFs).

6
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IMPACT Act 
�Signed by the President on October 7, 2014

�Stands for “Improving Medicare Post-Acute Care 
Transformation Act of 2014”

�Wants to standardize the information collected 
between the four post-acute care providers (PACs)

� Wants data to be interoperable so as to allow exchange of 
data and information between the PACs

�Want to improve quality of care across the provider 
settings and reduce readmissions

�Wanted to improve hospital and discharge planning
7

Why the IMPACT Act was Passed
� Wants to improve post-acute care (PAC) since 42% of 

discharged beneficiaries to PACs from hospitals

� Wants to create an assessment tool to have information 
hospitals and post-acute care facilities would need

� Lack of comparable information across the different 
settings made it difficult for policymakers and 
providers to figure out the most appropriate setting

� It is home health, LTC hospital, SNF, or inpatient rehab

�Need information for payment reform also

�CMS has a time line of major deliverables

8
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Why the IMPACT Act was Passed

�Want to better monitor and improve quality of 
care across the provider settings & outcomes

�Wanted to use to reform payment such as 
neutral or bundle payments

�So post-acute providers have to report 
standardized data

�Protects beneficiary by giving them choice 
and access to care

�CMS has a website on the IMPACT Act
10
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CMS Website on IMPACT Act

11

www.cms.gov/Medicar
e/Quality-Initiatives-
Patient-Assessment-

Instruments/Post-
Acute-Care-Quality-

Initiatives/IMPACT-Act-
of-2014-and-Cross-

Setting-Measures.html

12

www.cms.gov/Medicare/Qualit

y-Initiatives-Patient-

Assessment-

Instruments/Post-Acute-Care-

Quality-Initiatives/IMPACT-Act-

of-2014/IMPACT-Act-

Downloads-and-Videos.html
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CMS Resources on the Impact Act

13

Definition of PAC Assessment Instruments

Defines PAC assessment instruments and 4 
different payment systems: 

1) Outcome and Assessment Information Set 
(OASIS) and HH (home health) PPS payment 
system or prospective payment system

2) The Minimum Data Set (MDS) and SNF PPS

3) The IRF-Patient Assessment Instrument (IRF-
PAI) and IRF PPS (Inpatient Rehab Facility)

4) LTCH-Continuity Assessment and Record and 
Evaluation Data Set (LTCH-CARE) and LTC PPS

14
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Standardize 5 Patient Assessments
�The IMPACT ACT talked about standardizing the 

following information on patient assessments:

� Functional status, such as mobility and self care at 

admission and before discharge

�Cognitive function, such as ability to express ideas 
and to understand, and mental status, such as 
depression and dementia

�Special services, treatments, and interventions, 
such as need for ventilator use, dialysis, 
chemotherapy, central line placement, and TPN

15

Standardize Patient Assessments
�Medical conditions and co-morbidities, such as DM, 

CHF, and pressure ulcers

� Impairments, such as incontinence and an impaired 
ability to hear, see, or swallow

�Other categories deemed necessary and 
appropriate by the Secretary

� Claims data will be aligned with the standardized patient assessment 
data

�So hospitals and PACs will need to change their 
admission assessment forms to collect this data

� RN does admission assessment and could collect this data

16
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Five Quality Measures to be Reported

�Functional status, cognitive function, and changes 
in function and cognitive function

�Skin integrity and changes in skin integrity

�Medication reconciliation

� Incidence of major falls

�Accurately communicating the existence of and 
providing for the transfer of health information and 
care preferences from a hospital to another provider

� A PAC is a post-acute care provider such as home health 
agency, LTC, inpatient rehab, or LTC hospital

17

Reporting of Quality Measures

18
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Patient Assessment Data   Inpatient Hospitals

�Requires inpatient hospitals, CAH and PPS-
exempt cancer hospitals to submit standardized 
patient assessment data by October 1, 2018

�Standardized patient assessment data shall be 
submitted no less than one time per admission

� Data shall include:

�Medical condition, functional status, cognitive 
function, living situation, access to care at home, 
and any other indicators necessary for assessing 
patient need

19

Patient Assessment Data   HHA IRF LTC

�The measures shall address, at a minimum, 
the following quality domains: 

�1) Functional status and changes in function

� 2) Skin integrity and changes in skin integrity

� 3) Medication reconciliation

�4) Incidence of major falls and 

�5) Patient preference regarding treatment and 
discharge options

20
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Reporting of Quality Measures

�Using common standards and definitions will 
help providers coordinate care and improve 
Medicare patient outcomes

�Besides the reporting from the five quality 
measure domains using the standardized 
assessment data

�The Act requires the development and 
reporting of measures pertaining to 
hospitalization, and discharge to the 
community

21

Resource Use Measures
�There is also requirements for resource use 

measures

�The Secretary needs to specify resource use 
and other measurement date by October 1, 2016

�This must include at a minimum: 

� 1) Medicare spending per beneficiary

� 2) Discharge to community and 

� 3) Hospitalization rates of potentially preventable 
readmissions

22
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Resource Use Measures
�This will allow for comparison of the data across all 

four providers

� Maybe in the future when the patients asks about 
costs and outcomes in deciding where to go after 
their total knee, we will have data for them to base 
their decision on.

�CMS has specific information for each of the four 
facilities required to submit  data on the specific 
quality measures

� ** Secretary to also develop plan to collect and 
access data on race and ethnicity

23

Definition of PAC Assessment Instruments

�The standardized assessment builds on current 
tools

�Defines PAC assessment instruments as:

� 1) Outcome and Assessment Information Set 
(OASIS)

� 2) The Minimum Data Set (MDS)

� 3) The IRF-Patient Assessment Instrument (IRF-PAI) 
and 

� 4) LTCH-Continuity Assessment and Record 
Evaluation (LTCH-CARE)

24
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LTC Quality Reporting

25

www.cms.gov/medicare/quality-initiatives-patient-assessment-instruments/ltch-

quality-reporting/

26

www.cms.gov/Medicare/Quality-Initiatives-Patient-

Assessment-Instruments/LTCH-Quality-

Reporting/LTCH-Quality-Public-Reporting.html
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Skilled Nursing Facilities SNF

27

www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/NursingHomeQualityInits/SNF-Quality-Reporting-Program-Measures-and-Technical-

Information.html

Inpatient Rehab Facilities (IRF)

28

www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/IRF-Quality-Reporting/
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www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment

Instruments/IRF-Quality-Reporting/IRF-Quality-Public-

Reporting.html

Home Health Agencies HHA

30

www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/HomeHealthQualityInits/Home-Health-Quality-Reporting-

Requirements.html
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Home Health Revised 2018

31

www.federalregister.gov/documents/2017/01/13/2017-
00283/medicare-and-medicaid-program-conditions-of-participation-
for-home-health-
agencies?utm_campaign=subscription%20mailing%20list&utm_sour
ce=federalregister.gov&utm_medium=email

Home Health Revised 2017 PDF 88 Pages

32

www.gpo.gov/fdsys/pkg/FR-2017-01-13/pdf/2017-

00283.pdf?utm_campaign=subscription%20mailing%20list&utm_source=federalregister.gov&utm_me

dium=email
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What Does This New Law Mean?
� It will mean more work for the four PAC providers

�Failure to comply would result in payment 
reductions

�These changes could eventually result in a different 
billing structure which could include site neutral 
payments or bundling

�Providers will need to create a process to capture 
these quality measures

�This would include redoing forms to capture the 
assessment criteria

33

What Does This New Law Mean?
�This would include documentation of the 

patient’s preferences and goals

�Medication reconciliation must be implemented 
and many facilities found this to be more time 
consuming then originally realized

�The secretary will make confidential feedback 
reports to providers so stayed tuned 

�The law requires reports to Congress from MedPAC 
and DHHS after reviews of the PAC assessment 
data for consideration in future payment reforms

34
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35UCLA Borun Center
FOR GERONTOLOGICAL 
RESEARCH

HEALTH

Improving Medicare Post-Acute Care Transformation 

Act of 2014 IMPACT Act
Resources from CMS www.cms.gov/Medicare/Quality-Initiatives-Patient-

Assessment-Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-Act-of-

2014-and-Cross-Setting-Measures.html

Centers for Medicare & 

Medicaid Services

Special Open Door Forum on the 

Improving Medicare Post-Acute
Care Transformation Act of 2014

IMPACT Act

October 27, 2015

35

CMS Resources Impact Act

36

www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-

Instruments/Post-Acute-Care-Quality-Initiatives/IMPACT-Act-of-

2014/Spotlights-and-Announcements-.html
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AHA 14 Page Comment Letter

37

http://src.bna.com/bS9

Discharge Planning 

History and Worksheet

38
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Discharge Planning History
�The current discharge planning requirements in the 

regulations (482.43) were first published on 
December 13, 1994

�The regulations were last updated on August 11, 
2004 (69 FR 49268) 

�First, CMS published proposed and then final 
regulations in the Federal Register

�Next, CMS adds interpretive guidelines

�These are helpful so surveyors and hospitals 
understand what the regulation means

39

Discharge Planning History
� CMS issues 39 page memo of interpretive guidelines on 

May 17, 2013  and final transmittal July 19, 2013

� Completely revised the discharge planning interpretive 
guidelines to reflect transition literature to reduce 
readmissions

� Includes advisory practices to promote better patient 
outcomes and called blue boxes

� Reorganized all the standards and a number of tags 
were eliminated

� The prior 24 standards have been consolidated into 13

�Now amending them again
40
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Discharge Planning Rewritten 

41

www.cms.gov/SurveyCertificati
onGenInfo/PMSR/list.asp#Top

OfPage

Discharge Planning Transmittal July 19, 2013

42
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CMS Hospital Worksheets History
�First, October 14, 2011 CMS issues a 137 page 

memo in the survey and certification section 

�After 3 pilots, the final worksheets were published 
November 26, 2014

�Addresses discharge planning, infection control, 
and QAPI

�Discharge planning worksheet will be revised again to 
reflect the changes in the discharge planning 
standards

� CMS mentions will not use this one during the time before 
the final interpretive guidelines are issued

43

Final 3 Worksheets  QAPI

44

www.cms.gov/SurveyCertificationG
enInfo/PMSR/list.asp#TopOfPage
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Discharge Planning P&P

45

Proposed Changes in CMS 

Discharge Planning in 2017

46
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Discharge Planning Proposed Changes
�October 30, 2015 CMS proposes to revise the 

hospital discharge planning standards again

– Published in FR November 3, 2015 
http://federalregister.gov/a/2015-27840

� Includes hospitals, CAH, LTC hospitals, inpatient 
rehab, and home health agencies

�To bring them into closer alignment with current 
practices and to reduce unnecessary 
readmissions

�To implement the requirements of the IMPACT Act-
Improving Medicare Post-Acute Care Transformation

47

48

https://s3.amazonaws.com/public-
inspection.federalregister.gov/2015-27840.pdf
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CMS Proposed Discharge Planning 

49

www.gpo.gov/fdsys/pkg/FR-2015-11-03/pdf/2015-27840.pdf

CMS Issues a Press Release

50

www.cms.gov/Newsroom/MediaReleaseDatabase/Press-releases/2015-
Press-releases-items/2015-10-29.html
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Improved Discharge Planning
�CMS states this will help to improve quality of care 

and outcomes

� It would reduce complications, adverse events, and 
help to prevent readmissions

�Hospitals will be required to use data to assist 
patients during discharge planning process

� Must take into consideration patient’s goals and 
patient preferences

�To improve transparency for Medicare patients 
during discharge planning process

51

Proposed Revised Discharge Planning

�Requires the secretary of HHS to assist patients 
with discharge planning from inpatient to post-acute 
care 

�Secretary to revise hospital CoPs to incorporate 
measures into the discharge planning process

�To address patient preferences and goals of care

�The discharge planning regulations were developed 
to implement the IMPACT ACT

� The 4 PACs are required to develop a discharge 
plan based on goals, patient preferences and needs

52
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Hospital CoPs on Discharge 

Planning

53

54

�Regulations first published in 1986

�Manual updated more frequently now

�Many changes since 1986

� First regulations are published in the Federal 
Register then CMS publishes the Interpretive 
Guidelines and some have survey procedures 2

�Hospitals should check this website once a 
month for changes

1www.gpoaccess.gov/fr/index.html   2www.cms.hhs.gov/SurveyCertificationGenInfo/PMSR/list.asp

The Conditions of Participation (CoPs)
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Location of CMS Hospital CoP Manuals

55

CMS  Hospital CoP Manuals new address
www.cms.hhs.gov/manuals/downloads/som107_Appendixtoc.pdf

Email questions to CMS at hospitalscg@cms.hhs.gov

CoP Manual Also Called SOM

56

www.cms.hhs.gov/manu

als/downloads/som107_

Appendixtoc.pdf

Email questions 

hospitalscg@cms.hhs.gov
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Subscribe to the Federal Register

57

www.federalregister.gov/my/sign_up

CMS Survey and Certification Website

58

www.cms.gov/SurveyCertific
ationGenInfo/PMSR/list.asp#

TopOfPage
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CMS Survey Memos

59

Resource from CMS  26 Pages

60

www.cms.gov/Research-Statistics-Data-and-Systems/Research/HealthCareFinancingReview/Downloads/CMS1191522dl.pdf
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Hospitals Discharge Planning
�Hospital must develop and implement a 

discharge planning process

�Must focus on patient goals and preferences

� Can’t just do the plan of care and present it

� Needs patient’s input and what they want

�Must prepare patients and their support person or 
caregivers to be active partners in their care after 
discharge

� Be sure to ask patient if they have a patient advocate or 
support person or who will help care for them after leaving 
the hospital and record this in the medical record

61

Hospitals Discharge Planning

�Must plan for the patient post-discharge care

� Is the patient going to be able to return to home?

� If the patient is going to be discharge to home will 
there need to be any modifications to the home, 
or equipment such as a walker or bedside 
commode, housekeeping services, transport to 
first appointment, rehab, physical therapy etc.

� Is the patient going to need to go to a rehab 
center for a few weeks before going home?

� * Remember hospital CoPs apply to LTCH & IRFs
62
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Hospitals Discharge Planning P&P
�Discharge planning P&P must meet the following:

�Must be in writing

�Be developed with input from hospital’s MS (MEC)  
and  nursing leadership

�Be developed with other relevant departments

�This would include discharge planning and social 
workers

�Be reviewed by the board and reviewed periodically

� Would want to have it in board minutes and have 
president of the board signature on the policy

63

Re-evaluation of the Patient
�The discharge process  must regularly reevaluate 

the patient’s condition to identify any changes that 
would require modification of the discharge plan

�Hospitals may want to have process where 
discharge planners/social workers do a discharge 
planning evaluation on all inpatients

�Then they can do daily chart review to determine if 
any changes

�This would help hospitals to easily comply with the 
standards

64
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6 Hospitals Discharge Planning Apply to

�Who does the hospital discharge planning process 
apply to?

� All inpatients

� Outpatient observation patients

� Same day surgery patients

� Same day procedures for which anesthesia or moderate 
sedation is used

� Specific emergency department patients

– Those ED patient who are identified as needing one

� Any other category of outpatients as recommended by MS 
and contained in the discharge P&P

65

Hospital Discharge Planning Process

�The following are requirements of the DP process:

�Must make sure discharge goals, preferences 
and needs of each patient are identified and 
result in the discharge plan

�RN, SW, or other qualified person must 
coordinated the discharge needs evaluation and 
development of the discharge plan

�Who is qualified to do this must be in the P&P

�The hospital must begin to identify the anticipated 
discharge needs within 24 hours after admission

66
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Hospital Discharge Planning Process

�The following are requirements of the DP process: 
(continued)

�The discharge planning process must be completed 
prior to discharge home

� It must also be completed before transfer to another 
facility unless emergency transfer

� If the patient’s stay is less than 24 hours still need 
to make sure the discharge planning is done before 
discharge to home or transfer

� It cannot unnecessarily delay the discharge or transfer

67

Hospital Re-evaluation

�The discharge planning process MUST 
require regular re-evaluation of the patient’s 
condition to identify changes that require 
modifications to the discharge plan

�One way to do this would be to have discharge 
planner or SW do a discharge plan for 6 
categories which include inpatients

�Then they could check the chart daily to see if 
any changes in the conditions like a pulmonary 
emboli or DVT

68
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Hospital Discharge Planning Process

�The physician or practitioner responsible for the 
patient must be involved in the process of 
establishing the patient’s goal of treatment

�This includes treatment preferences

�Must consider the support person or caregiver’s 
capacity to perform the required care

�Must consider the patient’s ability to do self care

�Must consider what care is available in the 
community including what care is available

69

8 Things in Evaluating Patient Needs

�There are 8 things to consider in evaluating 
the patient’s discharge needs:

�So add to discharge planning evaluation form

�Admitting diagnosis

�Relevant co-morbidities and past medical and 
surgical history (DM, CHF, COPD, ESRD etc.)

�Post-discharge needs

�Readmission risk

�Relevant psychosocial history
70
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71

Discharge Evaluation & Plan

72
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8 Things in Evaluating Patient Needs

�Patient goals and preferences

�Patient access to non-healthcare services and 
community based providers

�Communication needs

�Language barriers

�Diminished eyesight and hearing

�Self reported literacy of patient or caregiver

74
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RARE  Reducing Avoidable Readmissions

�There is a free resource known as RARE

�Stands for reducing avoidable readmissions 
effectively

�Has a gap analysis to enhance discharge planning

�Recognizes five key areas to reduce readmissions: 
comprehensive discharge planning, medication 
management, patient and family engagement, 
transition care support and communication

�Discusses best practices and strategies for 
improvement

75

RARE  Reducing Avoidable Readmissions

76

www.rarereadmissions.org/areas/comp
discharge_resources.html
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77

Content of a Discharge Plan

78
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Hospital Discharge Planning Process

�The patient and caregiver/support person 
BOTH must be involved in the development 
of the discharge plan (new)

�They must be informed of the final plan

�The discharge plan MUST address the 
patient’s goals and treatment preferences

�Such as patient is having major foot surgery and 
wants to recover at home while physician prefers 
a rehab center (SNF)

79

Hospital Discharge Planning Process

�Hospital must assist patient and their family in 
selecting a PAC provider

�This includes using and sharing data

�This includes, but is limited to, HHA, SNF, IRF, or 
LTCH data on quality measures and resource use 
measures

�Data must be relevant to the patients goals and 
treatment preference

�The discharge plan must be included in the patient’s 
medical records

80
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Evaluation and Discharge Plan

�The evaluation of the patient’s need and the 
resulting discharge plan must be documented

� It must be completed timely

� It must be based on the patient’s goals and 
preferences

� It must based on the patient’s strengths and 
needs and contain all relevant information

�Must be done so arrangements for post-
hospital care can be made to avoid delay

81

Hospital Discharge Planning Process

�Hospital must assess its discharge planning 
process on a regular basis

�The assessment must be ongoing

�There must be a periodic review of a sample of 
discharge plans

�This must include those who were readmitted 
within 30 days

�Want to make sure the plans were responsive to 
the patients needs post-discharge

82



9/29/2017

42

AHRQ Resources On Hospital Discharge

83

www.ahrq.gov/sites/default/file
s/wysiwyg/professionals/qualit
y-patient-safety/patient-safety-
resources/resources/advances

-in-patient-
safety/vol2/Anthony.pdf

AHRQ Hospital Guide to Reducing Readmissions

84
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AHA Guide to Reducing Readmissions

85

www.hpoe.org/Reports-HPOE/readmissions1.2010.pdf

So What’s in Your Discharge Planning P&P?

86
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Hospital   Discharge Instructions
�Discharge instructions must be provided at time of 

discharge for ALL patients now

� To the patient and support person and use teach back

� To the PAC or supplier 

�Discharge instructions must include 5 things:

� Instructions to be used as home as identified in the 
discharge plan

� Written information on the warning signs and symptoms 
when patient must seek immediate care

– Such as post-MI patient is told if chest pain reoccurs to call 911 or 
immediately call the physician

87

Teach Back Toolkit

88

www.teachbacktraining.org/
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Hospital   5 Discharge Instructions

�Discharge instructions must include: (continued)

�Prescription and OTC medications

–Include name, indication, dose, along with any 
significant risk and side effects of each drug

�Reconciliation of all discharge medication

–Reconcile with pre-hospital medications 
including prescribed and OTC

�Written instructions on follow-up care, 
appointments, pending tests, contact information, 
including phone number of follow up providers

90
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Sample Form  Follow Up Appointments

91

Outstanding Labs or Tests

92
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Hospital Must Send PCP Following

�The hospital must send the following information to 
the physician or practitioner responsible for follow up

�A copy of the discharge instructions and discharge 
summary within 48 hours

–Hospital may want to consider having physician 
or practitioner immediately dictate these at time 
of discharge 

–Then Health Information Management needs to 
get them into the hands of the physician or 
practitioner

93

Hospital Must Send PCP Following

�Pending test results within 24 hours of availability

�Secretary may specify additional information

�The hospital MUST establish a post-discharge 
follow-up process

–Studies show the timing of the first post-hospital visit 
is tied to the readmission rate

–Many hospitals call the patient after discharge

–Some hospitals allow the patient to call with any 
questions

–Some patients may get a follow up home visit
94



9/29/2017

48

Patient Transfers and 21 Things
�Transfer of patient to another health care facility:

�Must send necessary medical record information 

�Will want to make sure your transfer form or 
continuity form includes all the required elements so 
may need to revise

�Medical record information  on the transfer form 
must contain:

� Sex, DOB, race, ethnicity, preferred language, contact 
information of responsible practitioner, advance directives, 
course of illness, procedures, diagnoses, lab tests and 
results of pertinent lab and other diagnostic testing, 

95

Patient Transfers  21 Things
� Medical record information  on the transfer form must 

contain: (continued)

� All known allergies, including medication allergies, 
immunizations, smoking status, vital signs; unique device 
identifier for a patient’s implantable device,

� All special instructions or precautions for ongoing care, 
patient’s goals and treatment preferences

� All other necessary information including a copy of the 
discharge instructions and discharge summary

� Reconciliation of discharge medications, social support, 
functional status assessment, psychosocial assessment 
including cognitive function, consults, behavioral health 
issues

96
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Transfer Form  Preamble
�Does not require a specific transfer form

�But needs to include required elements

�Many requirements in current CoPs on what needs 
to be in the form along with revisions

�CMS aligned these data elements in common 
clinical data set published October 16, 2015 

�This is why they are requiring things such as race, 
ethnicity, preferred language, advance directives, 
etc.

� These are also required by TJC
97

98

www.federalregister.gov/articles/2015/10/16/2015-
25597/2015-edition-health-information-technology-

health-it-certification-criteria-2015-edition-base
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Medication Reconciliation Preamble
�CMS suggests use generic and proprietary (brand) 

names for each medication 

�May need to include patient and caregiver/support 
person in reconciling medications

�Create a list for patient when discharged 

�Consider how patients would obtain their post-
discharge medications such as identify a pharmacy

� Patients may not realized they need to get a prescription 
filled to continue medication started in hospital

� Inform in advance of discharge and consider if patient has 
prescription drug coverage and check state’s PDMP

99

Sample Medication Form

100
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Medication List    From RED  

101

AHRQ Medications at Transitions

102

www.ahrq.gov/sites/default/files/wysiwyg/professionals/quality-patient-
safety/patient-safety-resources/resources/match/match.pdf
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MARQUIS Medication Reconciliation

103

www.hospitalmedicine.org/Web/Quality___Innovation/Implementatio
n_Toolkit/MARQUIS/Overview_Medication_Reconciliation.aspx

Requirements for PAC Services
�Patients discharged home or for HHA, IRF, 

LTCH or SNF

� In addition to the above

�Must include in the discharge plan a list of these 
four that are available to the patient

� Includes ones that serve that geographical area

�Home health agencies must request to be listed 
by the hospital as available

�The list includes one indicated and appropriate as 
determined by the discharge plan

104
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Requirements for PAC Services
� If patient is in managed care then make patient 

aware of need to verify which ones are in the 
network

�Hospital must document that the list was 
presented to the patient

�Hospital must inform the patient of their freedom of 
choice among Medicare providers when possible

�Hospital can not specify or limit qualified providers

�Discharge plan must disclose financial interests

105

What Does this Mean?
�The reporting requirements mean more work

�Failure to report can cause payment reduction

�Sets the stage for payment changes

�Will impact fee for service beneficiaries, Medicare 
Managed care patients and private insurance 
payors who typically follow Medicare standards

�Put system in place to capture this information

�Changes assessment tools to capture this 
information

106
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What Does this Mean?
�Hospitals will need to rewrite P&P to comply 

�Hospitals will need to rewrite the transfer form to 
ensure all 21 items are included

�Hospital will need to revise process to collect the 
five required data measurements

�Hospitals will need to revise forms to collect the five 
assessment  requirements

�Hospitals will need to train staff and providers

�Will need to get discharge instructions and 
discharge summary to PCP within 48 hours

107

What Does this Mean?
�Hospitals will need to revise discharge planning 

evaluation form

�Hospital will need to ensure that the medication 
reconciliation process is followed

�Hospitals will need to make sure that the side 
effects of medication prescribed and over the 
counter meds include side effects

� Will need to make sure discharge instructions are in 
writing and include the required five elements

� May need to hire more social workers especially for 
evenings or weekends so evaluate and fund

108
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Resources
�There are many good resources available

�CMS also mentions a number of resources in the 
Federal Register

� CMS mentions several resources on discharge 
planning and preventing readmission on their website

� RED or The Re-Engineered Discharge Toolkit

�Hospital Guide to Reducing Medicaid Readmissions

�Health Literacy Universal Precautions Toolkit etc.

� www.ahrq.gov/professionals/quality-patient-safety/quality-
resources/tools/literacy-toolkit/index.html

109

AHRQ Literacy Toolkit

110

http://www.ahrq.gov/professionals/qual
ity-patient-safety/quality-
resources/tools/literacy-

toolkit/index.html

http://www.ahrq.gov/professionals/qual
ity-patient-safety/quality-
resources/tools/literacy-

toolkit/index.html

http://www.ahrq.gov/professionals/qual
ity-patient-safety/quality-
resources/tools/literacy-

toolkit/index.html
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Care Transition Tools

111

http://caretransitions.org/tools-and-
resources/

AHRQ  RED Toolkit and Forms

112
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Written Discharge Instructions

113

www.ahrq.gov/professionals/system
s/hospital/red/toolkit/index.html

Project RED

114

http://www.bu.edu/fammed/projectred/index.html
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Role of Caregivers in RED

115

http://www.bu.edu/fammed/projectred/Project%20RED%20Revised%20Toolkit%209-
2012/REDTool7FamilyCaregiversUnitedHospital%20Fund.pdf

34 Safe Practices for Better Healthcare

116

http://www.qualityforum.org/Publications/2009/03/Safe_Practices_for_Better_Healthcare%e2%80%932009_Update.aspx
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CMS Discharge Planning Medicare Learning

117

www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/Discharge-Planning-Booklet-ICN908184.pdf

CMS DP Checklist for Patients

118
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CMS Discharge Checklist
�CMS website recommends the discharge planning 

team use a checklist to make transfer more efficient

� It is available at www.medicare.gov

�Previously research showed the value of hospital 
discharge planners using a discharge checklist

�We need to dictate the discharge summary 
immediately when the patient is discharged

�We need to document that it is in the hands of the 
family physician and within 48 hours

� Make sure PCP has it before first appointment
119

CMS Your Discharge Planning Checklist

120

www.medicare.gov/Publications/Pu
bs/pdf/11376.pdf
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121

122

www.ahrq.gov/patients-consumers/diagnosis-
treatment/hospitals-clinics/goinghome/goinghomeguide.pdf
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123

www.patientsafety.org/page/transtoolkit/

Critical Access Hospitals CAHs
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CAH   Provisions of Care
�Must have discharge planning (DP) P&P

�Must develop and implement an effective DP 
process

� Must be consistent with patient goals and preferences

� Need to make an effective transition to post-
discharge care

� P&P must be developed with input from nursing 
leadership, professional staff, and other relevant 
departments

� Be approved by the board
125

CMS CoP Manual Also Called SOM Manual

126

www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/down

loads/som107_Appendixtoc.pdf
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CAH  Discharge P&P
�P&P must be in writing

�Discharge planning applies to same groups; 
inpatients, observation, same day surgery, specific 
ED patients, and other outpatients recommended 
by MS

�Discharge planning process must make sure 
discharge goals, preferences, and needs of patients 
are identified and in discharge plan

�RN, SW, or qualified person must coordinate

� Policy must include who is qualified

127

CAH  Discharge P&P
�CAH must identify goals, preferences, and 

discharge needs within 24 hours after admission

� If discharge is in less than 24 hours must make 
sure it is done timely and does not delay the 
patient’s discharge or transfer to another facility

�Must regularly re-evaluate patient for changes

� If changes then update the discharge plan

�PCP must be involved in establishing goals of 
care and treatment

128
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CAH  Discharge Process
�Must assess patient ability to do self care

�Must assess if caregiver can do care

�Must assess if follow up from a community based 
provider, LTC or residential facility to include same 
things as discussed previously

� Admitting diagnosis, co-morbidities, readmission risk, 
communication needs, psychosocial history, etc.

�Same freedom of choice and to give patient the list

�Must document discharge plan and evaluation of 
patient’s discharge needs

129

CAH Psych and Behavioral Health Patients

�CMS mentions that they believe CAH need to 
improve their focus on psychiatric and behavioral 
health patients

�This includes patients with substance use disorders

�Believe CAHs often overlook the special discharge 
planning needs of these patients

�Consider options of tele-behavioral health services

� Identify community services or establish partnerships 
with others; Aging and Disability Resource Centers, 
Area Agencies on Aging, Substance Abuse Mental 
Health Admin, Centers for Independent Living etc.

130
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CAH  Discharge Process
�Must include discharge plan in medical record

�Must assess the discharge planning process  
with periodic review of discharge plans, etc.

�Same requirements for discharge instructions

�Same requirements to get a copy of instructions 
and discharge summary to PCP within 48 hours

�Same with pending tests to PCP within 24 hours

�Transfer form must include the same 21 things

132
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Home Health Services

Home Health  Discharge Planning

�HHA must develop and implement an 
effective discharge planning process

� It must focus on preparing patients to be active 
partners in their post-discharge care

�Needs to reduce factors that can lead to 
readmission

�Must ensure discharge goals, preferences and 
needs of each patient is identified and in discharge 
plan

�Must include in the patient’s discharge plan
134
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HHA   Discharge Planning Process

�Must re-evaluation patient to identify any changes

� If changes need to modify discharge plan

�PCP responsible for home health plan of care and 
must be involved in ongoing process

�Must consider patient capability to perform the care

�Patient and caregiver must be involved in 
developing the discharge plan

� If patient transferred to another HHA or sent to 
LTCH, SNF, or IRF must help patient pick one by 
sharing data including quality measures

135

HHA   Discharge Planning Process
� Must timely document evaluation of patient’s 

discharge needs and plan

� Discharge plan must be in the clinical record

� Must discuss evaluation with the patient

� HHA must send necessary information to PCP or 
receiving facility

� Long list of information that must be contained- same 
21 things plus any information to ensure a safe 
transition of care 

� Allergies, smoking, VS, race, dx, ethnicity, advance directives, etc.

� Note that CMS has proposed changes to HHA CoPs in 2014
136
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CMS Proposed Changes HHA CoPs

137

www.federalregister.gov/articles/2014/10/09/2014-
23895/medicare-and-medicaid-program-conditions-

of-participation-for-home-health-agencies

HHA Proposed Changed Revised

�The 2014 proposed changes specified the content 
of the discharge summary or transfer summary

� Note Revised CoPs in FR January 2017 which go into 
effect in 2018

� The IMPACT Act that requires HHAs to take into account 
quality measures etc and to consider patient preferences 

� Because of this and efforts to update the discharge 
planning and discharge summary requirements, CMS is 
revising the previously proposed discharge or transfer 
summary

� Added change of having patient as an active partner in the 
post-discharge care

138
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Home Health Revised 2017

139

www.federalregister.gov/documents/2017/01/13/2017-
00283/medicare-and-medicaid-program-conditions-of-participation-
for-home-health-
agencies?utm_campaign=subscription%20mailing%20list&utm_sour
ce=federalregister.gov&utm_medium=email

Home Health Revised 2017 PDF 88 Pages

140

www.gpo.gov/fdsys/pkg/FR-2017-01-13/pdf/2017-

00283.pdf?utm_campaign=subscription%20mailing%20list&utm_source=federalregister.gov&utm_me

dium=email
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Current HHA CoPs

141

www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/d
ownloads/som107ap_b_hha.pdf

Questions and Important Things
�So does your patient know their diagnosis?

�Can they list their medications?

�Do they know why they are taking them and the 
major side effects?

�Can they explain their follow up plan?

�Can the patient articulate their treatment 
preferences and goals of care?

�Don’t forget to use interpreters when indicated and 
don’t forget the issue of low health literacy

142
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Questions and Important Things
� In preamble of federal register, CMS recommends 

providers check their state’s prescription drug 
monitoring program

� During evaluation of relevant co-morbidities along with 
past medical and surgical history

� These are designed to monitor for suspected abuse or 
diversion

�Don’t forget any state specific laws on this

� Massachusetts and Rhode Island mandate the use of a 
universal transfer form

� American Medical Directors Association has one also
143

AMDA Universal Transfer Form

144

www.amda.com/tools/
universal_transfer_for

m.pdf
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Current List of Required Information

145

146

The End!  Questions??

�Sue Dill Calloway RN, Esq. 
CPHRM, CCMSCP

�AD, BA, BSN, MSN, JD

�President of Patient Safety and 
Education

� 5447 Fawnbrook Lane

� Dublin, Ohio 43017

� 614 791-1468 (Call with questions, No emails)

� sdill1@columbus.rr.com

146146
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LTC
�Proposed discharge planning requirements for 

SNFs are addressed in the proposed rule “Medicare 
and Medicaid Programs; Reform for Long Term 
Care Facilities

� 80 FR 42167, July 16, 2015

�Copy at 
www.federalregister.gov/articles/2015/07/16/2015-
17207/medicare-and-medicaid-programs-reform-of-
requirements-for-long-term-care-facilities

147

LTC 

148

https://www.federalregister.gov/articles/2015/
07/16/2015-17207/medicare-and-medicaid-
programs-reform-of-requirements-for-long-

term-care-facilities


