
G544 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
§484.55(d) Standard: Update of the comprehensive assessment. 
 
The comprehensive assessment must be updated and revised (including the 
administration of the OASIS) as frequently as the patient’s condition warrants due 
to a major decline or improvement in the patient’s health status, but not less 
frequently than- 
 
Interpretive Guidelines §484.55(d) 
 
A marked improvement or worsening of a patient’s condition, which changes, and was 
not anticipated in, the patient’s plan of care would be considered a “major decline or 
improvement in the patient’s health status” that would warrant update and revision of the 
comprehensive assessment.  
 
G546 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
[§484.55(d) Standard: Update of the comprehensive assessment…not less frequently 
than-] 
 
(1) The last 5 days of every 60 days beginning with the start-of-care date, unless 
there is a- 

 
(i) Beneficiary elected transfer;  
 
(ii) Significant change in condition; or 
 
(iii) Discharge and return to the same HHA during the 60-day episode. 

 
G548 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
[§484.55(d) Standard: Update of the comprehensive assessment…not less frequently 
than-] 
 
(2) Within 48 hours of the patient’s return to the home from a hospital admission of 
24 hours or more for any reason other than diagnostic tests, or on physician or 
allowed practitioner -ordered resumption date; 
 
G550 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 



[§484.55(d) Standard: Update of the comprehensive assessment…not less frequently 
than-] 
 
(3) At discharge.   
 
Interpretive Guidelines § 484.55(d)(3)  
 
The update of the comprehensive assessment at discharge would include a summary of 
the patient’s progress in meeting the care plan goals.   
 
G560 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
§ 484.58 Condition of participation:  Discharge planning. 
 
Interpretive Guidelines § 484.58 
 
The manner and degree of noncompliance identified in relation to the standard level tags 
for §484.58 may result in substantial noncompliance with this CoP, requiring citation at 
the condition level. 
 
G562 
(Rev. 219; Issued: 04-12-24; Effective: 04-12-24; Implementation: 04-12-24) 
 
§484.58(a) Standard:  Discharge planning.   
 
A home health agency must develop and implement an effective discharge planning 
process.  For patients who are transferred to another HHA or who are discharged to 
a SNF, IRF or LTCH, the HHA must assist patients and their caregivers in selecting 
a post-acute care provider by using and sharing data that includes, but is not limited 
to HHA, SNF, IRF, or LTCH data on quality measures and data on resource use 
measures.  The HHA must ensure that the post-acute care data on quality measures 
and data on resource use measures is relevant and applicable to the patient’s goals 
of care and treatment preferences.   
 
Interpretive Guidelines §484.58(a) 
 
The goal of discharge planning is to prepare patients and caregivers to be active 
partners in post-discharge care, to effectively transition the patient from HHA to post-
HHA care, and to reduce the factors that often lead to preventable readmissions.    

Data on quality and resource use measures are available on the CMS.gov web site to 
assist consumers in making informed decisions about the performance of HHA and other 
providers including skilled nursing facilities (SNFs), inpatient rehabilitation facilities 
(IRFs), long term care hospitals (LTCHs) and hospices.  
 


