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FYI: 
The Least You Need to Know:  
At the end of September, CMS issued a final rule outside the hospice realm.  This has potential positive impact for hospices 
because the language of this rule specifically mentions hospice care as a required consideration for discharge planners to 
better meet patient and family goals and prevent rehospitalization.
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Rule Details
This final rule applies to hospitals, including Short-Term Acute-Care Hospitals, Long-Term Care Hospitals, 
Rehabilitation Hospitals, Psychiatric Hospitals, Children’s Hospitals, Cancer Hospitals, and Critical 
Access Hospitals. It also applies to Home Health Agencies (HHAs).It sets forth a series of discharge planning 
requirements intended to give patients and their families access to information that will help them to make 
informed decisions about their post-acute care, while addressing their goals of care and treatment preferences. It 
is hoped that these new requirements will reduce preventable re-hospitalizations. 

What’s Relevant to Hospices?

The final rule applies to 482.43 Condition of 
Participation. It is over 200 pages long, but here 
is the section we care about. The pieces that are 
especially relevant to hospices are in bold:
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The hospital must have an effective discharge planning 
process that focuses on the patient’s goals and treatment 
preferences and includes the patient and his or her 
caregivers/support person(s) as active partners in the 
discharge planning for post- discharge care. 

The discharge planning process and the discharge plan must 
be consistent with the patient’s goals for care and his or her 
treatment preferences, ensure an effective transition of the 
patient from hospital to post-discharge care, and reduce the 
factors leading to preventable hospital readmissions. 

The hospital’s discharge planning process must identify, 
at an early stage of hospitalization, those patients who 
are likely to suffer adverse health consequences upon 
discharge in the absence of adequate discharge planning 
and must provide a discharge planning evaluation for 
those patients so identified as well as for other patients 
upon the request of the patient, patient’s representative, 
or patient’s physician. 

A discharge planning evaluation must include an 
evaluation of a patient’s likely need for appropriate 
post-hospital services, including, but not limited 
to, hospice care services, post-hospital extended care 
services, home health services, and non-health care 
services and community based care providers, and must 
also include a determination of the availability of the 
appropriate services as well as of the patient’s access 
to those services.



Actions of  
a Prudent Hospice™ 

ONE. Do some homework on the rehospitalization rates at 
your local hospitals. Is there opportunity for improvement?

TWO. Gather data on the rehospitalization rate for your 
hospice patients, and if you are not already doing so, start.

THREE. Set up meetings between your leadership and the 
appropriate level of leadership at the hospitals-Directors of 
Nursing, discharge planning, Director of Quality Improvement 

FOUR. Share the data and position your hospice as a 
partner in improving their outcomes and patient and family 
experience. (Reference 482.43)

FIVE. Develop an action plan for rapid response and 
efficiency in admitting.

SIX. Track outcomes and celebrate success.

Links to More Info:

The Final Rule: https://www.federalregister.
gov/documents/2019/09/30/2019-20732/
medicare-and-medicaid-programs-revisions-to-
requirements-for-discharge-planning-for-hospitals

HRRP: https://www.advisory.com/daily-
briefing/2018/09/27/readmissions 

Research on hospice and readmission: https://
www.ncbi.nlm.nih.gov/pmc/articles/PMC6371090/
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Why This Matters
• In 2019, 82% of hospitals received reduced 

reimbursement due to penalties through Hospital 
Readmissions Reduction Program (HRRP). 

• The median length of stay for hospice is just 24 days.  

• Research has emphasized the importance of palliative 
care and hospice services in reducing hospital 
readmissions. 

This means your hospice is the answer to your referral 
source’s problems, and at the same time provides 
opportunity to increase your length of stay and access 
to hospice care sooner.

Upon the request of a patient’s physician, the hospital must 
arrange for the development and initial implementation of a 
discharge plan for the patient. 

The hospital must assess its discharge planning process on a 
regular basis. The assessment must include ongoing, periodic 
review of a representative sample of discharge plans, including 
those patients who were readmitted within 30 days of a 
previous admission, to ensure that the plans are responsive 
to patient post-discharge needs. 

The hospital must assist patients, their families, or the patient’s 
representative in selecting a post-acute care provider.

What’s Relevant? (cont’d)
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