
hospital regimen; 
• Referrals as applicable to specialized ambulatory services, e.g. physical therapy, 

occupational therapy, home health, hospice, mental health, etc.; 
 
• Referrals as applicable to community-based resources other than health services, 

e.g. Departments of Aging, elder services, transportation services, Centers for 
Independent Living, Aging and Disability Resource Centers, etc.; 

 
• Arranging essential durable medical equipment, e.g. oxygen, wheel chair, hospital 

bed, commode, etc.; 
 
• Sending necessary medical information to providers that the patient was referred to 

prior to the first post-discharge appointment or within 7 days of discharge, 
whichever comes first; and 

 
• For patients transferred to another inpatient facility, was necessary medical 

information ready at time of transfer and sent to the receiving facility with the 
patient? 
 

• Were there portions of the plan the hospital failed to begin implementing, resulting in 
delays in discharge? 

 
A-0821 
(Rev. 87, Issued: 07-19-13, Effective: 07-19-13, Implementation: 07-19-13) 
 
§482.43(c)(4) - The hospital must reassess the patient’s discharge plan if there are 
factors that may affect continuing care needs or the appropriateness of the discharge 
plan. 
 
Interpretive Guidelines §482.43(c)(4) 
 
Changes in a patient’s condition may warrant adjustments to the discharge plan.  Hospitals 
must have in place either a routine reassessment of all plans or a process for triggering a 
reassessment of the patient’s post-discharge needs, capabilities and discharge plan when 
significant changes in the patient’s condition or available supports occur. 
 
Survey Procedures §482.43(c)(4) 
 
• Review a sample of cases to determine if any significant changes in the patient’s 

condition were noted in the medical record that changed post-discharge needs, and if the 
discharge plan was updated accordingly. 
 

• In making this determination, ask staff responsible for discharge planning when and 
how they reassess a patient’s discharge plan.   If none of the records being used for the 
tracers suggest a need to revise the discharge plan, ask staff to present one or more 
clinical records that document reassessment. 

 
A-0823 
(Rev. 87, Issued: 07-19-13, Effective: 07-19-13, Implementation: 07-19-13) 
 
§482.43(c)(6) - The hospital must include in the discharge plan a list of HHAs or SNFs 
that are available to the patient, that are participating in the Medicare program, and 
that serve the geographic area (as defined by the HHA) in which the patient resides, or 
in the case of a SNF, in the geographic area requested by the patient.  HHAs must 
request to be listed by the hospital as available. 
 



(i) - This list must only be presented to patients for whom home health care or post-
hospital extended care services are indicated and appropriate as determined by the 
discharge planning evaluation. 
 
(ii) - For patients enrolled in managed care organizations, the hospital must indicate 
the availability of home health and post-hospital extended care services through 
individuals and entities that have a contract with the managed care organizations. 
(iii) The hospital must document in the patient's medical record that the list was 
presented to the patient or to the individual acting on the patient's behalf. 
 
§482.43(c)(7) The hospital, as part of the discharge planning process, must inform the 
patient or the patient's family of their freedom to choose among participating 
Medicare providers of post-hospital care services and must, when possible, respect 
patient and family preferences when they are expressed.  The hospital must not 
specify or otherwise limit the qualified providers that are available to the patient. 
 
§482.43(c)(8) The discharge plan must identify any HHA or SNF to which the patient 
is referred in which the hospital has a disclosable financial interest, as specified by the 
Secretary, and any HHA or SNF that has a disclosable financial interest in a hospital 
under Medicare. Financial interests that are disclosable under Medicare are 
determined in accordance with the provisions of Part 420, Subpart C, of this chapter. 
 
Interpretative Guidelines §482.43(c)(6),  §482.43(c)(7) & §482.43(c)(8) 
 
The hospital must include a list of Medicare-participating home health agencies (HHAs) 
and skilled nursing facilities (SNFs) in the discharge plan for those patients for whom the 
plan indicates home health or post-hospital extended care services are required.  
 

• “Extended care services” are defined at sections 1861(h) and (i) of the Social 
Security Act as items or services furnished in a skilled nursing facility (SNF). SNFs 
included on the list must be located in a geographic area that the patient or patient’s 
representative indicated he/she prefers.   
 

• For Home Health Agencies (HHAs) the list must consist of Medicare-participating 
HHAs that have requested the hospital to be listed and which serve the geographic 
area where the patient lives.  Hospitals may expect the HHA to define its 
geographic service area when it submits its request to be listed.    

 
During the discharge planning process the hospital must inform the patient of his/her 
freedom to choose among Medicare-participating post-hospital providers and must not 
direct the patient to specific provider(s) or otherwise limit which qualified providers the 
patient may choose among.  Hospitals have the flexibility either to develop their own lists 
or to print a list of skilled nursing facilities and home health agencies in the applicable 
geographic areas from the CMS websites, Nursing Home Compare 
(www.medicare.gov/NHcompare) and Home Health Compare 
(www.medicare.gov/homehealthcompare).  If hospitals develop their own lists, they are 
expected to update them at least annually.  (69 FR 49226, August 11, 2004)  
 

 
For Information – Not Required/Not to be Cited 

 
Hospitals may also refer patients and their families to the Nursing Home Compare and 
Home Health Compare websites for additional information regarding Medicare-certified 
skilled nursing facilities and home health agencies, as well as Medicaid-participating 
nursing facilities.    
 
The data on the Nursing Home Compare website include an overall performance rating, 

http://www.medicare.gov/NHcompare
http://www.medicare.gov/homehealthcompare


nursing home characteristics, performance on quality measures, inspection results, and 
nursing staff information.   
 
Home Health Compare provides details about every Medicare-certified home health 
agency in the country. Included on the website are quality indicators such as managing 
daily activities, managing pain and treating symptoms, treating wounds and preventing 
pressure sores, preventing harm, and preventing unplanned hospital care.   
 
The hospital might also refer the patient and their representatives to individual State 
agency websites, Long-Term Care Ombudsmen Program, Protection and Advocacy 
Organizations, Citizen Advocacy Groups, Area Agencies on Aging, Centers for 
Independent Living, and Aging and Disability Resource Centers for additional 
information on long term care facilities and other types of providers of post-hospital care.  
Having access to the information found at these sources may assist in the decision 
making process regarding post-hospital care options.   
 

 
If the patient is enrolled in a managed care insurance program that utilizes a network of 
exclusive or preferred providers, the hospital must make reasonable attempts, based on 
information from the insurer, to limit the list to HHAs and SNFs that participate in the 
insurer’s network of providers. 
 
If the hospital has a disclosable financial interest in a HHA or SNF on a patient’s list, or an 
HHA or SNF on the list has a disclosable financial interest in the hospital, these facts must 
also be stated on the list provided to the patient.  Surveyors are not expected to know the 
requirements for a disclosable financial interest under Part 420, Subpart C, but hospitals are 
expected to know and comply with these requirements, and to identify for the surveyor 
whether there are such disclosable financial interests between the hospital and any specific 
HHAs or SNFs to which they refer/transfer patients.  
 
When the patient or the patient’s family has expressed a preference, the hospital must 
attempt to arrange post-hospital care with an HHA or SNF, as applicable, which meets 
these preferences.  If the hospital is unable to make the preferred arrangement, e.g., if there 
is no bed available in the preferred SNF, it must document the reason the patient’s 
preference could not be fulfilled and must explain that reason to the patient.   
 
Survey Procedures §482.43(c)(6),  §482.43(c)(7) & §482.43(c)(8): 
 

• Review a sample of cases of patients discharged to HHAs or SNFs to determine if, 
when applicable, the hospital provided the patient with lists of Medicare-
participating HHAs or SNFs.  In making this determination: 

 
• Is there documentation of a list of multiple HHAs or SNFs being provided 

(including electronically) to the patient?  If not, is there documentation for an 
acceptable rationale for providing only one option, e.g., the patient’s home is 
included in the service area of only one Medicare-participating HHA that 
requested to be included on hospital lists, or there is only one Medicare-
participating SNF in the area preferred by the patient?  
 

• Ask to see examples of lists of HHAs and SNFs provided to patients prior to 
discharge. 

 
• Ask the hospital if it has any disclosable financial interests in any HHA or SNF on 

its lists, or if an HHA or SNF has a disclosable financial interest in the hospital.  If 
yes, is this stated clearly on the lists? 
 

• Interview staff members involved with the discharge planning process.  Ask them to 



describe how patient preferences are taken into account in the selection of post-
hospital HHA or SNF services.   

 
• Ask the hospital to identify current patients for whom HHA or SNF services are 

planned.  Interview the patient or the patient’s family to ask them: 
 

• Were they presented with a list of HHAs or SNFs, as applicable, to choose 
from? 

 
• Did the hospital emphasize their freedom of choice? 
 
• Did the hospital arrange for their referral/transfer to an HHA or SNF reflecting 

their preferences?  If not, did the hospital explain why their choice was not 
feasible?  

 
• If applicable, were they made aware of disclosable financial interest? 

 
A-0837 
(Rev. 87, Issued: 07-19-13, Effective: 07-19-13, Implementation: 07-19-13) 
 
§482.43(d) Standard:  Transfer or Referral 
 
The hospital must transfer or refer patients, along with necessary medical 
information, to appropriate facilities, agencies, or outpatient services, as needed, for 
follow-up or ancillary care. 
 
Interpretive Guidelines §482.43(d) 
 
The hospital must take steps to ensure that patients receive appropriate post-hospital care by 
arranging, as applicable, transfer to appropriate facilities or referrals to follow-up 
ambulatory care services. 
 
“Appropriate facilities, agencies, or outpatient services” refers to entities such as skilled 
nursing facilities, nursing facilities, home health agencies, hospice agencies, mental health 
agencies, dialysis centers, suppliers of durable medical equipment, suppliers of physical and 
occupational therapy, physician offices, etc. which  offer post-acute care services that 
address the patient’s post-hospital needs identified in the patient’s discharge planning 
evaluation.  The term does not refer to non-healthcare entities, but hospitals also are 
encouraged to make appropriate referrals to community-based resources that offer 
transportation, meal preparation, and other services that can play an essential role in the 
patient’s successful recovery. 
 
“Appropriate facilities” may also include other hospitals to which a patient is transferred for 
follow-up care, such as rehabilitation hospitals, long term care hospitals, or even other 
short-term acute care hospitals.   
 
Necessary medical information must be provided not only for patients being transferred, but 
also for those being discharged home, to make the patient’s physician aware of the outcome 
of hospital treatment or follow-up care needs.  This is particularly important since the 
increasing use of hospitalists in the inpatient hospital setting means the patient’s physician 
may have had no interaction with the patient throughout the hospital stay.  When the 
hospital provides the patient’s physician with necessary medical information promptly, 
among other things, this provides an opportunity for the patient’s physician to discuss with 
the hospital care team changes to the patient’s preadmission medication regimen or other 
elements of the post-discharge care plan about which the physician may have questions.  
Facilitating opportunities for such communication and dialogue enhances the likelihood of 
better patient outcomes after discharge. 


