
 

 

 

 

January 4, 2016 

 

 

Centers for Medicare and Medicaid Services 

Department of Health and Human Services 

Attn: CMS-3317-P 

P.O. Box 8016 

Baltimore, MD 21244-8016 

 

Re: Comments on Medicare and Medicaid Programs Proposed Revisions 

to Requirements for Discharge Planning for Hospitals, Critical Access 

Hospitals, and Home Health Agencies Regulations; File Code CMS-

3317-P 

 

Dear Sir or Madam:  
 

On behalf of the National Association of Area Agencies on Aging (n4a), 

which represents the country’s 622 Area Agencies on Aging (AAAs) and 

serves as a voice in the nation’s capital for the 256 Title VI Native 

American aging programs, we are writing in response to the recently 

proposed changes to discharge planning requirements for the Medicare 

and Medicaid Programs. Our members have a 40-year track record of 

providing critical services and supports to help older Americans age 

with independence in their homes and communities. 

 

We appreciate that CMS is proposing to update regulations covering the 

discharge planning process that Hospitals, including Long-Term Care 

Hospitals, Inpatient Rehabilitation Hospitals, Critical Access Hospitals 

and Home Health Agencies, must follow to participate in Medicare and 

Medicaid. We support the stated goal of the proposed rules to 

implement a person-centered approach to discharge planning that will 

improve patient quality of care and outcomes; reduce preventable 

hospital readmissions and avoidable complications following discharge; 

and modernize planning requirements to better align them with current 

practice. We support the requirement to recognize and improve 

coordination with and support of patient caregivers. Furthermore, we 

commend the agency for recognizing the critical role that community-

based service providers play in successful transitions between acute and 

post-acute care settings.  

 

We are, however, concerned that the rule does not require but only 

suggests coordination between the health system and the community-
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based services system. Additionally, we are also concerned that without requiring collaboration 

between the health and social services systems that include adequate compensation for services 

rendered, the rule could potentially jeopardize and unduly stress an already financially strained 

system of community-based services. Failing to adequately integrate and compensate 

community-based organizations (CBOs), such as Area Agencies on Aging (AAAs) and Aging and 

Disability Resource Centers (ADRCs), for their roles in supporting Medicare and Medicaid 

patients during the discharge process from acute and post-acute care settings could undermine 

access and service delivery to the full range of AAA and ADRC clients.   

 

Significance of Area Agencies on Aging in Ensuring Successful Patient 

Discharge and Transition between Care Settings 

 

Congress established AAAs in 1973 under the Older Americans Act (OAA) in order to create a 

local planning, development and delivery infrastructure to respond to the home and 

community-based services (HCBS) needs of Americans age 60 and over in every community in 

the U.S. AAAs have a 40-year history of developing, coordinating and delivering a wide range of 

service options to allow older adults to choose the HCBS options that best meet their long-term 

services and supports (LTSS) needs. Examples of these services include in-home supports, case 

management, home-delivered meals, transportation, medication management, evidence-based 

healthy aging programs, caregiver support, elder rights, insurance counseling, as well as care 

transitions assistance and support.  
 

AAAs are the community keystones in HCBS service coordination and delivery and are focused 

on consumer needs and preferences and not on financial incentives to steer or place consumers 

and caregivers with services or care settings that financially benefit their organizations. AAAs 

and their provider networks are therefore on the frontlines of the country’s unprecedented 

demographic shift as 10,000 baby boomers turn 65 each day—a shift which is driving the growth 

in Medicare and Medicaid utilization and the need to better plan for, coordinate and deliver 

appropriate care to vulnerable and aging populations post-discharge.  

 

With the current health care paradigm shift in rebalancing post-acute and long-term care 

delivery away from institutionalization and toward in-home and community-based care options, 

CBOs—particularly AAAs—are key partners in achieving such monumental change. This shift—

aimed at achieving the triple aim of better care, better health, at a lower cost—requires changes 

within a historically rigid and resistant medical model of health care delivery to realize and 

respond to the fact that, once released from the hospital or other care setting, the critical 

support for an individual’s health and recovery happens at home and in the community. 

  

As the longest-standing agencies charged with promoting healthy aging and helping older adults 

“age in place” in their homes and communities, AAAs leverage private, local, state and federal 

funding streams to provide person-centered care for their clients. Federal funding sources most 

commonly used by AAAs are OAA, Medicaid HCBS waivers, evidence-based health and wellness 

programs (such as falls prevention and chronic disease self-management programs) and State 

Health Insurance Assistance Programs (SHIPs). Increasingly, AAAs are expanding into care 
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transitions partnerships with local health care entities and taking on defined roles in their states’ 

Medicaid Managed LTSS systems. However, this funding base is both targeted and limited. 

 

AAAs reach millions of older adults in every community across the country. As the heath care 

paradigm shifts to include and value the health benefits of community care and the social 

determinants of health, AAAs and other entities included in the aging and disability networks, 

must be key partners with hospitals in ensuring successful patient discharge and avoiding 

preventable readmissions. That is why it is critical that the final regulations not only recognize 

the pivotal role that the Aging Network–AAAs and the more than 20,000 service providers they 

contract with nationwide—plays in discharge planning and care transitions discussions, but also 

ensure that Aging Network entities are adequately involved as decision-making partners and 

compensated for supports provided to patients and caregivers. An excellent example of such a 

partnership exists with a hospital system in Akron/Canton, Ohio in which the AAA staff has an 

office next to the discharge planner at the hospital to coordinate services for patients at 

discharge.   

 

Issues for Consideration in Updating Discharge Planning Requirements 

 

We appreciate and applaud the commitment from CMS to encourage Hospitals, Long-Term 

Care Hospitals, Inpatient Rehabilitation Hospitals, Critical Access Hospitals and Home Health 

Agencies to collaborate and coordinate with CBOs in discharge planning activities. However, we 

believe that the rules as stated do not adequately detail how such a collaboration would be 

encouraged and funded. Without such clarity, we are concerned that the rules, as written, may 

have detrimental effects on patients, caregivers and the HCBS providers who support them.  

 

n4a’s comments were developed in consultation with AAAs around the country, all of whom 

have experience working with insurance providers, hospitals and/or other health care providers 

on discharge planning activities and in care transitions efforts—including, in some cases, as part 

of the current CMS-led Community-Based Care Transitions Program (CCTP) and other privately 

contracted care transitions activities.  

 

Our comments reflect the important role that AAAs, ADRCs and other CBOs play in ensuring 

successful discharge planning and care transitions.  The importance of the role of social 

supports has been documented by research. More than 20 percent of Medicare patients have 

historically been readmitted to the hospital within 30 days of discharge due to the lack of 

coordination between the hospital and primary care and the lack of support in a patient’s home.  

Studies have found that 40 to 50 percent of hospital readmissions are linked to a patient’s social 

problems and lack of access to community resources. Although the Aging Network has the 

infrastructure to support an expanded base of discharge planning and care transitions 

assistance, it cannot be done without a more formalized system of collaboration and partnership 

as well as financial support. Therefore, we believe that the following issues deserve particular 

consideration and revision before finalizing the regulations.  

 

For brevity, our comments generally refer to hospitals rather than listing all types of entities— 

Hospitals, Long-Term Care Hospitals, and Inpatient Rehabilitation Hospitals, Critical Access 
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Hospitals and Home Health Agencies—but our recommendations apply to discharge planning in 

all care settings. 

 

Recognizing the Importance of Available Community Services in Successful 

Discharge Planning 

 

We agree with CMS, as stated in the background and overview and reiterated in §482.43(c) (5), 

that “not having a thorough understanding of available community services can impact the 

discharge planning process. If the discharge planning team and patients or their caregivers 

are not aware of the full range of post-hospital services available, including non-medical 

services and supports, patients may be sent to care settings that are inappropriate, ineffective, 

or of inadequate quality.”   

 

We also concur that the “lack of consistent collaboration and teamwork among health care 

facilities, patients, their families and relevant community organizations may negatively 

impact selection of the best type of patient placement, leading to less than ideal patient 

outcomes and unnecessary re-hospitalizations.”  

 

However, we are concerned that CMS falls short of ensuring adequate collaboration with such 

community supports by only recommending that hospitals consult with ADRCs, AAAs and other 

CBOs. We are also very concerned that CMS states that “ADRCs, AAAs and CILs are required by 

federal statute to help connect individuals to community services and supports, and many of 

these organizations already help chronically impaired individuals with transitions across 

settings, including transitions from hospitals and PAC settings back home.”  

 

While this statement is partially accurate—these entities are charged by federal statute to 

provide in-home and community supports—most ADRCs, AAAs and CILs rely on inadequate 

public funding streams and operate under consistently and severely strained budgets. For non-

Medicaid clients who don’t come with a mandatory funding stream, these agencies are not 

necessarily able to provide services to all who seek support. While these agencies are certainly 

the experts in providing critical services at home and in the community, the experiences among 

AAAs have been that hospitals often send patients home with referrals to agencies that may have 

long waiting lists for services and overloaded case management staff, and thus are unable to 

provide the necessary and recommended services for these additional patients without access to 

additional financial support. Relying on traditional funding streams to incorporate and address 

the complicated and often extensive needs of discharge patients is at best inappropriate and at 

worst jeopardizes patient health outcomes and increases the risk for re-hospitalization if patient 

or caregiver needs cannot be supported after discharge. 

 

Without both requiring hospitals to coordinate with CBOs and also adequately compensating 

CBOs to participate in discharge planning activities with acute-care providers, the draft rules 

would inadvertently encourage hospitals to “dump” their patients onto AAAs and other entities 

that don’t have the capacity to absorb the client load without additional resources. By 

encouraging, but not requiring or incentivizing, collaboration with community-based services, 
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CMS is essentially paying hospitals for discharge planning services that they then get for free by 

supplying a patient a referral to another entity that is not reimbursed by Medicare or Medicaid. 

This practice is profoundly unfair to CBOs and patients alike—the agency resources are strained 

by helping patients and caregivers when possible or patients and caregivers are left stranded 

when resources are unavailable. 

 

Recommendation:  

 

We recommend that CMS add requirements in § 482.43(c) (5) that hospitals be required to 

collaborate with CBOs on the availability of community supports at patient discharge.  To that 

end, the hospital staff involved in the discharge planning process should undergo training about 

aging and disability network services available locally and be required to be in regular 

communication and formal coordination with the Aging Network on the capacity of those 

agencies to deliver various services to discharged patients. For example, a AAA may not have a 

waiting list for home-delivered meals, but may have one for rental or utility assistance. It is 

important to ensure that hospital discharge planners understand what is and is not available to 

patients in the discharge process through their partnerships with the Aging and Disability 

Networks—especially when discharging patients home.  

 

We also recommend that hospitals be required to understand and incorporate the existing 

connections and collaborations between traditional health care and community-based services. 

In communities around the country, AAAs, ADRCs and other CBOs are currently working with 

acute and post-acute health care providers. For example, partnerships focused on issues such as 

nursing home diversion and medication management have realized significant cost savings for 

hospitals in avoided readmissions and improved patient health outcomes. However, too few 

hospitals are aware of current local and state partnerships between the medical and community-

based services networks. It is important to consider and incorporate available cost-savings, 

health-promoting opportunities into discharge planning discussions.  

 

Additionally, we recommend that CMS further explore and support opportunities to encourage 

hospitals to contract with and reimburse AAAs and CBOs through Medicare and Medicaid for 

their critical role in successful hospital discharge and care transitions services. A long-term 

solution must be identified to ensure that AAAs and other CBOs are compensated for their 

expertise and value in serving patients transitioning between care settings. Stagnant and often 

decreasing federal, state and local funding streams will be increasingly inadequate to serve 

growing numbers of clients, including those referred by hospital discharge planners.  

 

Possible Implications for Community-Based Care Transitions Program (CCTP) and 

Privately Contracted Care Transitions Activities 

 

We have serious concerns that implementation of the proposed rule could undermine both 

remaining successful CCTP participants and also AAAs and other CBOs that are independently 

participating in or pursuing contracts for care transitions services with hospitals. While we 

appreciate the intent to build out and provide guidance on the requirements for the discharge 

planning process outlined in § 482.43(c), we believe that the draft rules may also inadvertently 
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be providing a pathway to roll back and medicalize existing care transitions partnerships. This 

could put patient health at risk by classifying important and complicated care transitions 

activities under the discharge planning checklist. We believe this could be a step in the wrong 

direction. If we are to meet the goal of better coordinating and integrating care across acute and 

home and community-based care settings, such transitions programs should be supported and 

expanded.  

 

Recommendation:  

 

We reiterate our recommendation that CMS require hospitals to gain an understanding of 

available community-based services, as outlined in the discharge planning process 

requirements, but more importantly to work closely with local CBOs who are already the experts 

in available home and community-based services. Also, we recommend that when patients are 

referred to non–health care services that are deemed essential to the patient’s ongoing care 

post-discharge that CBOs be compensated for the services they are providing to patients under 

the classification of “discharge planning.” 

 

Possible Implications for Medicaid Managed Care Patients and Providers 

 

We appreciate the requirement in § 482.43(f) that if hospitals have participation information, 

they must notify Medicaid Managed Care (MMC) patients if post-acute care providers are within 

their managed care network. We believe this transparency is important to ensure that patients 

and caregivers understand fully their care options and the financial implications of each option. 

 

However, the rule does not further specify what steps, if any, hospitals or health care providers 

are required to take if no providers are within a patient’s managed care network. Increasingly 

CBOs participating in managed care are struggling with inadequate capitated rates to provide 

in-home supports, and network adequacy is a growing concern for MMC patients—especially in 

rural areas.  

 

We are concerned that this means that vulnerable patients in some settings will have limited or 

no access to post-acute care services—especially upon discharge home. Again, this could further 

strain the aging and disability networks.  

 

Recommendations:  

 

We recommend that CMS specify what steps discharge planners must take if inadequate support 

is available to MMC patients post-discharge. We emphasize that coordination and referrals to 

AAAs, ADRCs and other community-based support services must be undertaken with both the 

full understanding about available support, and the expectation that HCBS providers must be 

adequately compensated for the services they provide to Medicare and Medicaid patients and 

caregivers through the discharge planning process.  

 

Conclusion 
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AAAs, ADRCs and other CBO providers play a crucial role in successful discharge planning and 

transitions between care settings for Medicare and Medicaid patients. We commend CMS for 

recognizing the value that non-traditional health care services, such as those provided by the 

aging and disability networks, contribute to improved health outcomes for patients and reduced 

costs for Medicare and Medicaid.  

 

However, we strongly believe that as health care and social services supports are becoming 

increasingly integrated, strong and supported partnerships enhance the ability of social services 

agencies to provide crucial supports to patients, which will improve health outcomes. If AAAs, 

ADRCs and CBOs are not adequately compensated for their services to patients referred through 

hospitals and other acute-care settings, the health care system runs the risk of overwhelming 

already strained budgets and jeopardizing quality of care and available services to all clients. 

Health care providers must be incentivized to become knowledgeable about and better 

coordinate with long-standing in-home and community-based support systems that can benefit 

patients; however, they cannot rely on constrained federal, state and local funding streams to 

bear the cost and burden of serving those patients outside of the health care setting.  

 

There is opportunity for CMS to improve health outcomes and reduce avoidable readmissions by 

requiring formal integration of traditional HCBS infrastructure and supporting the inclusion of 

AAAs and other CBOs in discharge planning and care transitions processes. As trusted resources 

with a long history in the community, AAAs have important knowledge of the targeted 

population and the skill sets that best support patient and caregiver goals, and subsequently, 

improve beneficiary health outcomes. 

  

Sincerely,  

 
Sandy Markwood 
Chief Executive Officer 


