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OPERATING UNDER A COOPERATIVE AGREEMENT WITH THE NATIONAL GOVERNORS ASSOCIATION 

NASMHPD 

January 4, 2016 

Mr. Andrew M. Slavitt 

Acting Administrator  

Centers for Medicare & Medicaid Services 

Department of Health and Human Services 

Attention: CMS-3317-P 

P.O. Box 8016 

Baltimore, MD 21244-8016   

Re: Medicare and Medicaid Programs: Revisions to Requirements for 

Discharge Planning for Hospitals, Critical Access Hospitals, and Home 

Health Agencies: Proposed Regulations (CMS 3317-P) 

Dear Administrator Slavitt: 

The National Association of Mental Health Program Directors (NASMHPD)—

the member organization representing the state executives responsible for the 

$37 billion public mental health service delivery systems serving 7.2 million 

people annually in 50 states, 4 territories, and the District of Columbia—

appreciates the opportunity afforded by the Centers for Medicare and Medicaid 

Services (CMS) to comment on the above-referenced proposed regulations, 

published in the November 3 Federal Register.  

We are generally supportive of the proposed regulations, particular the note in 

the preamble to the proposed regulations that it is vitally important that the 

special needs of patients with mental illnesses and substance use disorders be 

addressed at discharge. We do, however, seek a few clarifications within the 

regulations and want to express several concerns about specific wording employed.  

First, while the proposed regulations do not so state, we proceed under the 

assumption that these regulations are intended to apply to psychiatric hospitals 

and psychiatric units within general hospitals as well as the facilities specifically 

listed in the regulations. If this is so, we urge that this clarification be included 

in the final version of the regulations. 

Application to Observation Services 

We are uncertain that every outpatient admitted for observation services for 

periods of less than 24 hours will by definition require a discharge plan as 

required under 42 CFR §§482.43(b)(2) and 485.642(b)(2). For example, in the 

case of an individual reacting in an irate manner to environmental circumstances 

who is brought in for psychiatric observation by local law enforcement officers, 

the individual, once evaluated, may be found not to be in need of either inpatient 



or follow-up psychiatric services.  It is questionable whether such a person would be in need of a 

discharge plan.  Similarly, an individual disoriented by environmental stresses such as heat or an 

allergy who is brought into a psychiatric hospital for observation for suspected substance abuse, but 

recovers within hours of the triggering element being absent, would not likely be in need of a 

discharge plan.  NASMHPD suggests more narrowly defining the circumstances under which such 

an outpatient under observation requires a full discharge plan post-observation in a stay of less than 

24 hours.

Coordinating the Discharge Evaluation Process with the Preadmission Screening and 

Resident Review (PASRR) Process for Inpatients  

In our September 14, 2015 comments on the proposed regulations “Medicare and Medicaid 

Programs; Reform of Requirements for Long-Term Care Facilities (CMS-3260-P),” NASMHPD 

stated its strong support for a proposed mandate within those regulations that the resident’s 

facility coordinate assessments with the Preadmission Screening and Resident Review (PASRR) 

program to the maximum extent practicable to avoid duplicative testing and effort, with 

coordination deemed to include incorporating the PASRR Level II determinations and the 

evaluation report into the resident’s assessment, care planning, and transitions of care.  We also 

noted then that there appeared to be no requirement that PASRR data be used in discharge 

planning as well as admission, unless the reference to “transitions of care” within those 

regulations was intended to include discharge planning. We asked then that the term “transitions 

of care” be corrected or clarified to include discharge planning.   

Those previous comments are just as relevant to these regulations. We believe that any discharge 

evaluation and planning conducted within a long-term care hospital or inpatient rehabilitation 

facility should incorporate the recommendations made as a result of assessments performed 

under the PASRR program, and ask that these regulations be amended to stipulate that discharge 

evaluations and planning include consideration of PASRR assessments. 

Identifying Community Resources 

We are supportive of the concept expressed in the preamble that “When planning transitions, 

hospitals should consult with Aging and Disability Resource Centers (ADRCs) ..., or Area 

Agencies on Aging (AAAs) ..., and Centers for Independent Living (CILs) .... However,  while 

we agree that local, 24/7 resources should have ready at hand up-to-date lists of available 

providers in the community, we are less convinced that the Substance Abuse and Mental Health 

Services (SAMHSA) national offices will be able to so readily provide similar referrals at the 

local level on a 24/7 basis.  SAMHSA provides an array of important and valuable resources for 

providers and State Mental Health Services and Substance Abuse Agencies—a registry for 

evidence-based practices and links to available financial resources such as grants, as well as a 

wide array of important surveys, data, and literature—but we are unaware of any SAMHSA 

registry of local services and resources which might help a discharging psychiatric hospital or 

unit of a general hospital identify behavioral health resources for patients.  We suggest that 

SAMHSA be removed from the recommended list. 

We also suggest that the language requiring hospitals to consult local resources in the discharge 

planning process be clarified. It should be made clear that this requirement does not apply in 

each particular instance of a patient discharge, but rather that the consultation requirement is a 

general, up-front requirement that requires patient-specific application only where resources 
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previously identified by the hospital do not provide an apparently appropriate or adequate avenue 

for the specific patient being discharged, or where the patient has specifically requested a type of 

community resource not previously identified. In order to ensure that identified resources 

continue to be available and have the capacity to continue to provide necessary services to 

discharged patients, the facility could be required to review its compendia of identified resources 

periodically, perhaps annually. 

In addition, there are on-line resources, not specifically mentioned in the regulations or the 

preamble, which could be very helpful to discharged behavioral health patients, including 

websites such as the 211 Collaborative and the Network of Care.  CMS may want to consider 

noting these and other similar entities as potential resources of value. 

Use of Patient Assessment Measures 

We are supportive of the use, under 42 CFR §§482.43(c)(8) and 485.642(c)(8), of publicly 

reported and standardized patient assessment instruments, hospital quality measures, and 

resource use measures in assisting patients and their families during the discharge planning 

process in choosing an appropriate post-acute care setting. However, we urge CMS to require the 

use of those measures only after they have been identified by the agency in published regulatory 

or subregulatory guidance and with adequate public notice. We also urge that the measures 

identified be those that are or can be aligned across all payers and providers, including providers 

in the networks of private insurers and state programs, and not just providers in the Medicaid and 

Medicare programs. 

Input from Family Caregiver/Support Persons 

We are fully supportive of ensuring input is obtained from caregivers and support persons as 

active partners in the patient’s post-discharge care, as required under 42 CFR §§482.43(c)(6) and 

485.642(c)(6).  However, facilities drafting the discharge plan and communicating with  

caregivers and support persons regarding the patient’s discharge needs should be reminded 

within the text of these regulations that all communications must be conducted within the 

restrictions set out in the HIPAA law and 42 CFR Part 2, particularly those communications 

regarding substance use disorder treatments and services. 

Coordination of and Involvement in Discharge Evaluation and Planning 

Proposed 42 CFR §§482.43(c)(1) and 485.642(c)(1) specify that discharge evaluation and 

development of the discharge plan should be coordinated by a registered nurse, social worker, or 

other personnel “qualified in accordance with the hospital’s discharge planning policies.”  While 

we recognize that the reference to “other personnel” is intended as a well-intentioned catch-all 

reference to such licensed clinical providers as psychiatrists, psychologists, physician assistants, 

and nurse practitioners, we believe that a failure to affirmatively list such oft-used providers 

could be interpreted as an intent to exclude them.  We urge that they be specifically included 

within the listed providers. We also strongly urge CMS to consider including, in the case of the 

discharge of a patient with a mental illness or substance use disorder, a reference to state-

licensed or -certified peer support personnel. 

Similarly, the language in 42 CFR §§ 482(c)(4) and 485.642(c)(4) requiring that “the practitioner 

http://www.211.org/
http://www.networkofcare.org/splash.aspx
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responsible for the care of the patient” be involved in the ongoing process of establishing the 

patient’s goals of care and treatment preferences that inform the discharge plan should 

specifically list the “practitioners” contemplated and require that they be licensed as clinical 

providers.  That list should include not only a physician, but also a psychologist or psychiatrist 

and, where appropriate, a physician assistant or a nurse practitioner. 

Discharge Instructions 

As we urged previously in these comments with regard to consultation with the patient’s 

caregivers and support personnel, we urge CMS to include language in 42 CFR §§482.43(d) and 

485.642(d) requiring that the discharge instructions—to the extent they are shared with 

caregivers and support personnel—conform with the restrictions imposed by HIPAA and 42 

CFR Part 42, particularly with regard to the patient’s substance use disorder treatment and 

services. 

Documentation of Discharge Evaluations 

42 CFR §§482.43(c)(5) and 485.642(c)(5) of the regulations require evaluation of a fairly 

substantial list of considerations in determining a patient’s discharge needs.  While the list is not 

presented as an exclusive list, we would recommend specifically adding to the items listed the 

patient’s and/or caregiver’s or support person’s level of health literacy.   

The degree to which the evaluation of each of the items listed must be documented is also 

unclear, with the exception of the mandate that any such documentation be included in the 

medical record.  We suggest clarification of the degree of documentation required, and would 

recommend creation of a subregulatory checklist deemed to meet documentation requirements. 

Medication Reconciliation and Management 

42 CFR §§482.43(d)(2)(iv) and 485.642(d)(2)(iv) require that the discharge instructions provided 

the patient by the discharging facility include a reconciliation of all discharge medications with 

the patient’s pre-admission/registration medications, both prescribed and over-the-counter. 

NASMHPD urges that CMS limit the degree to which pre-admission/registration medications be 

reconciled with discharge medications to those medications in use at the time of 

admission/registration, or in use within a reasonable time prior to admission such as the 

preceding three months, and still in use or likely to be in use after discharge.  Absent such a 

limitation, the hospital would be presented with a burdensome administrative requirement 

unlikely to be satisfied in most if not all cases. 

Post-Discharge Practitioner Follow-Up Process 

42 CFR §§482.43(d)(4) and 482.642(d)(4) require that the discharging facility establish a post-

discharge follow-up process, but do not require that this process be clearly identified in the 

discharge instructions provided to the practitioner. NASMHPD suspects this is an unintended 

omission, since any discharge follow-up process established would be meaningless unless 

included in the discharge instructions provided the practitioner. We would also suggest that the 

discharging facility should be able to strongly recommend to any practitioner with practice 

privileges within the facility a follow-up visit within a reasonably immediate time frame, such as 
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24 to 72 hours.  CMS may want to consider strongly recommending that the practitioner’s 

specific discharge instructions include encouragement that such a visit take place within a time 

frame appropriate to the patient’s needs.  

Thank you for your consideration of these concerns.  If you have additional questions regarding 

the various issues raised in this correspondence, please feel free to contact NASMHPD’s 

Director of Policy, Stuart Gordon, at stuart.gordon@nasmhpd.org or 703-682-7552. 

Sincerely,  

 
Brian Hepburn, M.D. 

Executive Director 

National Association of State Mental Health Program Directors (NASMHPD) 

mailto:stuart.gordon@nasmhpd.org

