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identify any potential adverse effects 
and drug reactions, including ineffec-
tive drug therapy, significant side ef-
fects, significant drug interactions, du-
plicate drug therapy, and noncompli-
ance with drug therapy. 

(6) The patient’s primary care-
giver(s), if any, and other available 
supports, including their: 

(i) Willingness and ability to provide 
care, and 

(ii) Availability and schedules; 
(7) The patient’s representative (if 

any); 
(8) Incorporation of the current 

version of the Outcome and Assessment 
Information Set (OASIS) items, using 
the language and groupings of the 
OASIS items, as specified by the Sec-
retary. The OASIS data items deter-
mined by the Secretary must include: 
clinical record items, demographics 
and patient history, living arrange-
ments, supportive assistance, sensory 
status, integumentary status, res-
piratory status, elimination status, 
neuro/emotional/behavioral status, ac-
tivities of daily living, medications, 
equipment management, emergent 
care, and data items collected at inpa-
tient facility admission or discharge 
only. 

(d) Standard: Update of the comprehen-
sive assessment. The comprehensive as-
sessment must be updated and revised 
(including the administration of the 
OASIS) as frequently as the patient’s 
condition warrants due to a major de-
cline or improvement in the patient’s 
health status, but 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. 
(2) Within 48 hours of the patient’s 

return to the home from a hospital ad-
mission of 24 hours or more for any 
reason other than diagnostic tests, or 
on physician or allowed practitioner- 
ordered resumption date; 

(3) At discharge. 

[82 FR 4578, Jan. 13, 2017, as amended at 85 
FR 27628, May 8, 2020] 

§ 484.58 Condition of participation: 
Discharge planning. 

(a) Standard: Discharge planning. An 
HHA must develop and implement an 
effective discharge planning process. 
For patients who are transferred to an-
other HHA or who are discharged to a 
SNF, IRF or LTCH, the HHA must as-
sist patients and their caregivers in se-
lecting 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. 

(b) Standard: Discharge or transfer 
summary content. (1) The HHA must 
send all necessary medical information 
pertaining to the patient’s current 
course of illness and treatment, post- 
discharge goals of care, and treatment 
preferences, to the receiving facility or 
health care practitioner to ensure the 
safe and effective transition of care. 

(2) The HHA must comply with re-
quests for additional clinical informa-
tion as may be necessary for treatment 
of the patient made by the receiving fa-
cility or health care practitioner. 

[84 FR 51883, Sept. 30, 2019] 

§ 484.60 Condition of participation: 
Care planning, coordination of serv-
ices, and quality of care. 

Patients are accepted for treatment 
on the reasonable expectation that an 
HHA can meet the patient’s medical, 
nursing, rehabilitative, and social 
needs in his or her place of residence. 
Each patient must receive an individ-
ualized written plan of care, including 
any revisions or additions. The individ-
ualized plan of care must specify the 
care and services necessary to meet the 
patient-specific needs as identified in 
the comprehensive assessment, includ-
ing identification of the responsible 
discipline(s), and the measurable out-
comes that the HHA anticipates will 
occur as a result of implementing and 
coordinating the plan of care. The indi-
vidualized plan of care must also speci-
fy the patient and caregiver education 
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