
 
 
 

 

 
 
 
 
 
 
 
 
December 22, 2015 
 
Mr. Andrew M. Slavitt 
Acting Administrator 
Centers for Medicare & Medicaid Services 
U.S. Department of Health and Human Services 
Hubert H. Humphrey Building, Room 445-G 
200 Independence Ave. SW 
Washington, DC 20201 
 
Ref: RIN 0938-AS59: Medicare and Medicaid Programs; Revisions to 
Requirements for Discharge Planning for Hospitals, Critical Access Hospitals, and 
Home Health Agencies 
 
Dear Mr. Slavitt: 
 
Thank you for the opportunity to comment on this Centers for Medicare & 
Medicaid Services (CMS) proposed rule to revise the discharge planning 
conditions of participation (CoPs) and implement the discharge planning 
requirements of the Improving Medicare Post-Acute Care Transformation Act of 
2014 (IMPACT Act), as applied to hospitals participating in Medicare and 
Medicaid. 
 
America’s Essential Hospitals is the leading association and champion for 
hospitals and health systems dedicated to high-quality care for all, including the 
most vulnerable. Filling a vital role in their communities, our roughly 275 member 
hospitals provide a disproportionate share of the nation’s uncompensated care and 
devote about half of their inpatient and outpatient care to Medicaid and 
uninsured patients. Through their integrated health systems, members of 
America’s Essential Hospitals offer primary care through quaternary care, 
including trauma care, outpatient care in ambulatory clinics, public health 
services, mental health and substance abuse services, and wraparound services 
critical to vulnerable patients. 
 
Members of America’s Essential Hospitals work daily to improve care quality 
through a broad variety of initiatives—from reducing readmissions to preventing 
falls, blood stream infections, and other patient harm events. They have created 
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programs to break down language barriers and engage patients and families to 
improve the care experience. In fact, our members participate in Project 
ACHIEVE, which studies care transitions among Medicare beneficiaries—work 
supported by a Patient-Centered Outcomes Research Institute grant to the 
association’s research and quality arm, Essential Hospitals Institute. Through 
such efforts, members of America’s Essential Hospitals promote a patient-
centered and whole-person care approach despite the significant cost of using 
integrated care models to provide needed care for these patients. Filling a safety 
net role in their communities, essential hospitals use their scarce resources 
efficiently to provide cutting-edge care to all people, regardless of income or 
insurance status. 
 
We support CMS’ goal of promoting uniformity among providers and improving 
care transitions and outcomes by establishing standards for the actions hospitals 
must take before a patient’s discharge. As CMS clarifies the discharge planning 
process, we ask it to consider the special challenges essential hospitals face in 
caring for those who require a more extensive discharge planning process—one 
that accounts for complex needs, such as socioeconomic and literacy barriers, 
access to medications, and availability of non–health care services. We ask that 
CMS ensure its discharge planning requirements result in active participation 
by patients in post-discharge planning and not an administrative burden on 
essential hospitals, which already operate, on average, with a negative 
margin. 
 
 
1. CMS should promote patient-centered care and improved care transitions 

while recognizing the challenges essential hospitals face in caring for 
vulnerable patients with complex post-discharge needs. 

 
Under the proposed rule, hospitals would be required to consider the patient’s 
care goals and treatment preferences while also addressing access barriers that 
might affect a patient’s chance of being readmitted. In caring for vulnerable 
populations of low socioeconomic status, essential hospitals face special 
challenges, such as identifying a patient’s or caregiver’s capability and availability 
to provide necessary post-discharge care; and the availability of community-based 
support, including transportation, meals, housing for the homeless, and other 
non–health care services. 
 
Members of America’s Essential Hospitals understand the critical contribution 
non–health care social services make to achieving effective care transitions and 
improved outcomes, including reduced readmissions. One member, in Missouri, 
developed a care transitions program that reduced hospital admissions, 
emergency department visits, and costs. This hospital identified the need for a 
multidisciplinary team, bringing together licensed clinical social workers, client-
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community liaisons, and advanced practice registered nurses, among other staff, 
to address not only the clinical, but the social issues impacting their patient 
population. Likewise, we support CMS’ provision that promotes a 
multidisciplinary team approach by requiring involvement of a registered nurse, 
social worker, or other personnel qualified to coordinate the discharge needs 
evaluation and discharge plan development. But improving care coordination and 
quality while maintaining a mission to serve the most vulnerable is a delicate 
balance. Our members face challenges in finding the resources necessary for 
improvements, such as upgrading technology, redesigning processes, and 
enhancing personnel.  
 
In the proposed rule, CMS would require that hospitals identify areas where a 
patient or caregiver would need assistance as part of the on-going discharge 
planning process. The agency emphasizes the importance of building community 
partnerships as part of this process. We support CMS in its efforts to promote 
collaborative partnerships through the clarification provided in this rule, and urge 
the agency to maintain flexibility in the final rule in hospitals’ community-based 
efforts, so they are able to build partnerships in a way that is tailored to the 
communities they serve. Homelessness, for example, is a complex social factor that 
can significantly impact health and health care. For medical professionals, linking 
homeless patients to primary care services is a method for treating their medical 
needs and ensuring they receive comprehensive care. Recognizing this important 
connection, an essential hospital in California developed a homeless health care 
program that offers not only a main, physical clinic site, but also a smaller-scale 
medical respite program at a local homeless shelter. Homeless patients who 
receive care at medical respites show a reduction in admissions and total hospital 
days, 90-day readmissions, and admission length of stay.1 This is one model 
demonstrating the importance of measures that allow for flexibility, so that 
hospitals can demonstrate effective discharge planning through these types of 
innovative partnerships with entities beyond the hospital walls. 
 
The proposed rule seeks to better prepare patients and their caregivers to be active 
participants in self-care. A key component of an effective discharge planning 
process—one that aims to engage patients—is to first properly identify the 
patient’s characteristics and needs. Race, homelessness, cultural and linguistic 
barriers, low literacy, and other socioeconomic factors can skew a hospital’s 
performance on certain quality measures, such as those for readmissions.2 It is 
documented that patients who lack reliable support systems after discharge are 
more likely to be readmitted to a hospital or other institutional setting. These 

                                                        
1Doran KM, Ragins KT, Gross CP, Zerger S. Medical Respite Programs for Homeless Patients: A 
Systematic Review. Journal of Health Care for the Poor and Underserved. 2013;24(2):499-524. 
2 America's Essential Hospitals. Sociodemographic Factors Affect Health Outcomes. October 21, 
2015. http://essentialhospitals.org/institute/sociodemographic-factors-and-socioeconomic-status-
ses-affect-health-outcomes/. Accessed December 2015. 
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readmissions result from factors beyond the control of providers and health 
systems and do not reflect the quality of care provided.3 
 
For example, individuals with limited English proficiency (LEP) require 
appropriate language assistance or auxiliary aids and services to fully involve them 
in the discharge process. While people with LEP account for about 8 percent of 
the U.S. population overall, they represent more than 20 percent of the uninsured 
population and 12 percent of the Medicaid population.4 Language barriers 
jeopardize the health of many LEP individuals, and their communities, by 
affecting their ability to access care and communicate with providers. A patient’s 
ability to read, understand, and ultimately act upon instructions has a direct 
impact on patient safety and the likelihood of readmission. As CMS noted in its 
proposed rule, the discharge planning process would be of little value to patients 
who cannot understand or appropriately follow plans as set forth in the proposed 
rule. 
 
America’s Essential Hospitals and its members continually advance work to 
improve cultural competency, increase health literacy, and provide 
communication and language assistance. In partnership with industry leaders and 
our members, America’s Essential Hospitals developed an online learning module 
designed to teach hospital registration staff how to collect, in a culturally 
appropriate manner, patient race, ethnicity, and language (REAL) information.5 
The module, called Ask Every Patient: REAL, is a first step toward identifying and 
resolving health disparities and an essential component of improving quality for 
all patients. We support CMS’ proposed requirement that hospitals conduct a 
discharge planning process, early in the hospital stay, to identify a patient’s post-
discharge goals, preferences, and needs, and involve the patient in the plan’s 
development. By involving the patient as an active participant in the discharge 
process, hospitals may better assist patients in identifying post-discharge care 
choices. We believe the collection of REAL data support hospitals’ efforts to 
identify such preferences and needs, and to tailor a discharge plan to specific 
patient characteristics. 
 
 

                                                        
3 See, e.g., National Quality Forum Technical Report. Risk Adjustment for Socioeconomic Status or 
Other Sociodemographic Factors. August 2014. 
http://www.qualityforum.org/Publications/2014/08/Risk_Adjustment_for_Socioeconomic_Status
_or_Other_Sociodemographic_Factors.aspx. Accessed December 2015. 
4 Gonzales, G. 2014. “State Estimates of Limited English Proficiency by Health Insurance Status.” 
Issue Brief #40. Minneapolis, MN: State Health Access Data Assistance Center, University of 
Minnesota. 
5 Ask Every Patient: REAL An eLearning Module for Training Staff in REAL Data Collection. Help 
Sheet. http://essentialhospitals.org/wp-content/uploads/2014/11/Help-Sheet-eLearning-Works-for-
Collection-of-REAL-Data.pdf. Accessed December 2015. 

http://essentialhospitals.org/wp-content/uploads/2014/11/Help-Sheet-eLearning-Works-for-Collection-of-REAL-Data.pdf
http://essentialhospitals.org/wp-content/uploads/2014/11/Help-Sheet-eLearning-Works-for-Collection-of-REAL-Data.pdf
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2. CMS should provide further clarity and flexibility on the timing requirements 
for when discharge planning must begin and the format in which hospitals 
must send information to the practitioner responsible for follow-up care or the 
receiving facility, and the responsibilities of a hospital after identifying 
additional issues through the follow-up process. 

 
Currently, a hospital is required to identify patients who may need a discharge 
plan. Preferably, this discharge planning process begins at time of admission; 
however, this may vary. The proposed rule establishes a specific time frame during 
which discharge planning must begin. America’s Essential Hospitals supports the 
early identification of discharge needs, but raises concerns about the practical 
implications of a required time frame—i.e., within 24 hours after admission or 
registration—particularly among the patient populations essential hospitals treat. 
Essential hospitals provide vital services, including trauma care, and play a critical 
role in their communities. Without essential hospitals, patients in many 
communities would lack access to life-saving care and services. Patients receiving 
such services initially require extensive attention to their clinical needs and thus, 
the discharge planning process may be delayed. Additionally, and as discussed 
previously, language-related access barriers and identifying language needs are 
important considerations in accurately capturing the patient’s care goals and 
treatment preferences, which form the core of the discharge planning process.  We 
ask that CMS clarify what actions must be taken, within the first 24 hours after 
admission, to adequately demonstrate that discharge planning has started, and to 
recognize that variation exists in commencing the discharge planning process 
when hospitals must first provide life-saving care to stabilize patients in critical 
care.  
 
The proposed rule also would require hospitals, within 48 hours of a patient’s 
discharge, to send a copy of discharge instructions and a discharge summary to 
the practitioner responsible for follow-up care. Further, when transferring a 
patient to another facility, hospitals would be required to send at the time of 
transfer necessary medical information, such as preferred language and other 
demographic information, laboratory tests and results, behavioral health issues, 
and the patient’s goals and treatment preferences. With regard to its clarification 
of what constitutes necessary medical information that must be communicated to 
a receiving facility, CMS cites states—New Jersey and Rhode Island—that have 
developed and/or mandated the use of a universal transfer form. While CMS does 
not propose to mandate a specific transfer form, the agency does set forth a list of 
information required to be provided to a receiving facility. We ask that the agency 
seek to align the data elements proposed in this rule with existing universal forms 
to avoid confusion and inefficiency within states having existing transfer forms. 
 
CMS also proposes to implement a new requirement that hospitals establish a 
post-discharge follow-up process. We support the agency’s efforts to improve 
patient safety and decrease the likelihood of adverse events through better 
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communication with patients post-discharge. However, we seek clarification from 
the agency as to the responsibility of a hospital in the event that follow-up with a 
patient reveals further case management needs or problems in initiating follow-up 
care—e.g., a patient’s inability to obtain their medications.  
 
 
3. CMS should not require the sharing of post-acute care (PAC) data on 

measures of quality and resource use—stipulated in the IMPACT Act—until 
the measures are finalized and hospitals have time to understand and become 
familiar with them, thereby ensuring patients receive the most accurate and 
meaningful information on PAC services. 

 
Under the proposed rule, hospitals would be required to help patients select a PAC 
provider by using and sharing PAC data on quality measures and resources use 
measures, and to ensure such data is relevant and applicable to the patient’s goals 
of care and treatment preferences. We appreciate CMS’ realization that the PAC 
measures, as defined in the IMPACT Act, are not yet final and remain in 
development, pending forthcoming regulations. As such, it would be 
inappropriate to require that hospitals provide such data to patients as part of the 
discharge planning discussion. We support the agency’s proposed guidance that 
hospitals use other sources—Nursing Home Compare and Home Health 
Compare, for example—to obtain information on PAC quality that can be 
conveyed to the patient. 
 
Because CMS intends to require use of PAC data on quality and resource use 
measures once the measures are final, it is critically important that these 
measures, stipulated in the IMPACT Act, are properly vetted through an 
endorsement process. Each measure that CMS adopts should have a clear purpose 
and come with usage guidance for hospitals, to avoid confusion. If the purpose of 
using and sharing data on quality and resource use with patients is to improve a 
provider’s ability to discuss and answer patient questions in a meaningful way—
one that promotes patient-centered care and participation—than we urge CMS to 
allow hospitals adequate time to understand and become familiar with the PAC 
measures to better support patients’ post-discharge care decision-making. 
 
 
4. CMS should delay the requirement that hospitals consult their state’s 

Prescription Drug Monitoring Program (PDMP) as part of the proposed 
medication reconciliation process. 

 
The proposed rule sets forth a new requirement that a patient’s medications be 
reconciled. According to the Institute for Healthcare Improvement, medication 
reconciliation is a process of creating an accurate list of all medications a patient is 
taking and comparing that list with the physician’s admission, transfer, and/or 
discharge orders, with the goal of providing correct medications to the patient at 
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all transition points to minimize harm and prevent adverse drug events.6 Members 
of America’s Essential Hospitals recognize the importance of medication 
reconciliation in the context of discharge planning.  
 
CMS seeks comment on whether it should require providers to consult their state’s 
PDMP to assess a patient’s risk of non-medical use of controlled substances and 
substance use disorders as part of the discharge planning and medication 
reconciliation process. PDMPs are state-run electronic databases used to track the 
prescribing and dispensing of controlled prescription drugs to patients. As 
proposed, the medication reconciliation process would require that providers 
consult their state’s PDMP to reconcile patient use of controlled substances, even 
if the provider is not prescribing a controlled substance. We support CMS’ goal of 
reducing prescription drug abuse by increasing awareness among providers about 
at-risk patients. However, the challenges associated with PDMPs—including 
issues with health information technology interoperability, timely data 
transmission, and privacy and security—make this tool an unsatisfactory option 
for advancing the agency’s intended policy goal at this time. We ask that CMS 
delay the proposed requirement that hospitals consult their state’s PDMPs until 
these challenges can be properly addressed. 
 

 
5. CMS should examine other existing and proposed federal policies and 

initiatives for their impact on the medication reconciliation process. 
 
Crucial components of medication reconciliation are patients’ understanding of 
their medications and their ability to obtain post-discharge medications. As CMS 
noted in this proposed rule, “[a] delay in obtaining necessary medication post-
discharge could have significant adverse health effects.” Many patients treated at 
essential hospitals are discharged from the hospital with medication prescriptions.  
 
Discharge prescriptions are vital to a patient’s ability to subsequently manage an 
ongoing illness or disease without returning for further inpatient hospital care. 
Noncompliance with medication plans is particularly problematic among patient 
populations that face socioeconomic challenges that impede access to needed 
drugs. If patients cannot fill prescriptions upon discharge and take them home 
with them, but instead must have an intervening outpatient service or travel to a 
community pharmacy, there is an increased likelihood they will not fill their 
prescriptions during a critical period. This could result in patients returning to the 
hospital for further inpatient admissions. This is particularly true, for example, for 
transplant patients who, without strict adherence to discharge medications, could 
wind up with life-threatening complications. 
                                                        
6 Institute for Healthcare Improvement. 
http://www.ihi.org/topics/adesmedicationreconciliation/Pages/default.aspx. Accessed 
December 2015.  

http://www.ihi.org/topics/adesmedicationreconciliation/Pages/default.aspx


 
 
 

8 
 

  
Due to the high percentage of low-income and vulnerable patients they serve, 
many essential hospitals qualify to participate in the 340B Drug Pricing Program. 
This program, which requires drug manufacturers to provide outpatient drugs to 
eligible providers at significantly reduced prices, helps essential hospitals make 
affordable medications available to vulnerable patients at discharge. But proposed 
guidance on the 340B program issued in August 2015 by the Health Resources 
and Services Administration—including a newly proposed patient definition—
runs counter to current policy on the use of 340B drugs for discharge 
prescriptions. Namely, that the underlying service resulting in the outpatient drug 
prescription cannot be an inpatient service. This reversal in policy is a significant 
narrowing of the program and undermines hospitals’ significant efforts to keep 
patients healthy after discharge and prevent readmissions through improved care 
management. By creating a distinction between a patient who receives a discharge 
prescription while in the hospital and another patient with the same condition 
and same discharge instructions who receives a prescription at an outpatient 
follow-up visit the next day, this proposal will severely challenge hospitals’ ability 
to promote care coordination and post-discharge adherence to drug regimens and 
could decrease vulnerable patient access to needed medications. 
 
We urge CMS to closely examine the challenges essential hospitals would face 
complying with the proposed discharge planning and medication reconciliation 
process requirements in light of the recent proposed guidance on the 340B 
program, which threatens the ability of hospitals to effectively manage care 
transitions and minimize adverse events. 
 
The successful transfer of patients from one level of care to another, or from one 
setting to another, requires careful attention to patient care goals and treatment 
preferences, in combination with consideration of the availability of post-hospital 
services. The patients treated at essential hospitals are among the most vulnerable 
and require extensive time and resources to ensure that their discharge planning 
process is tailored to their clinical needs, as well as social factors outside the 
control of the hospital: homelessness, cultural and linguistic barriers, low literacy, 
and others. We urge CMS to ensure that the final requirements for discharge 
planning result in clarification, uniformity and alignment among provider 
practices, and increased patient participation in the discharge process. 
 
 
 

* * * * * * * 
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America’s Essential Hospitals appreciates the opportunity to submit these 
comments. If you have questions, please contact Beth Feldpush, DrPH, senior vice 
president of policy and advocacy, at bfeldpush@essentialhospitals.org or 202-
585-0111. 
 
 
Sincerely, 
 
/s/ 
 
Bruce Siegel, MD, MPH 
President and CEO 
 
 

mailto:bfeldpush@essentialhospitals.org

