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when the Secretary specifies an earlier 

end date for the requirements of this 

paragraph (e)(2), the hospital must 

electronically report information 

about COVID–19 in a standardized for-

mat specified by the Secretary. To the 

extent as required by the Secretary, 

this report must include the following 

data elements: 

(i) Confirmed COVID–19 infections 

among patients. 

(ii) Total deaths among patients. 

(iii) Personal protective equipment 

and testing supplies. 

(iv) Ventilator use, capacity, and 

supplies. 

(v) Total bed and intensive care unit 

bed census and capacity. 

(vi) Staffing shortages. 

(vii) COVID–19 vaccine administra-

tion data of patients and staff. 

(viii) Relevant therapeutic inven-

tories or usage, or both. 

(f) Standard: Reporting of acute res-

piratory illness, including seasonal influ-

enza virus, influenza-like illness, and se-

vere acute respiratory infection. (1) Dur-

ing the Public Health Emergency, as 

defined in § 400.200 of this chapter, the 

hospital must report information, in 

accordance with a frequency as speci-

fied by the Secretary, on Acute Res-

piratory Illness (including, but not lim-

ited to, Seasonal Influenza Virus, Influ-

enza-like Illness, and Severe Acute 

Respiratory Infection) in a standard-

ized format specified by the Secretary. 

(2) Beginning at the conclusion of the 

COVID–19 Public Health Emergency, as 

defined in § 400.200 of this chapter, and 

continuing until April 30, 2024, except 

when the Secretary specifies an earlier 

end date for the requirements of this 

paragraph (f)(2), the hospital must 

electronically report information 

about seasonal influenza in a standard-

ized format specified by the Secretary. 

To the extent as required by the Sec-

retary, this report must include the 

following data elements: 

(i) Confirmed influenza infections 

among patients. 

(ii) Total deaths among patients. 

(iii) Confirmed co-morbid influenza 
and COVID–19 infections among pa-
tients. 

[84 FR 51820, Sept. 30, 2019, as amended at 85 
FR 54872, Sept. 2, 2020; 85 FR 86303, Dec. 29, 
2020; 86 FR 61619, Nov. 5, 2021; 87 FR 49409, 
Aug. 10, 2022; 87 FR 66575, Nov. 4, 2022; 88 FR 
36510, June 5, 2023] 

EDITORIAL NOTE: At 85 FR 86303, Dec. 29, 
2020, this section was amended, effective Dec. 
4, 2020; however, due to a publication error, 
the amendments were codified at 86 FR 33902, 
June 28, 2021. 

§ 482.43 Condition of participation: 
Discharge planning. 

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 per-
son(s) as active partners in the dis-
charge planning for post-discharge 
care. The discharge planning process 
and the discharge plan must be con-
sistent with the patient’s goals for care 
and his or her treatment preferences, 
ensure an effective transition of the pa-
tient from hospital to post-discharge 
care, and reduce the factors leading to 
preventable hospital readmissions. 

(a) Standard: Discharge planning proc-
ess. The hospital’s discharge planning 
process must identify, at an early stage 
of hospitalization, those patients who 
are likely to suffer adverse health con-
sequences upon discharge in the ab-
sence of adequate discharge planning 
and must provide a discharge planning 
evaluation for those patients so identi-
fied as well as for other patients upon 
the request of the patient, patient’s 
representative, or patient’s physician. 

(1) Any discharge planning evalua-
tion must be made on a timely basis to 
ensure that appropriate arrangements 
for post-hospital care will be made be-
fore discharge and to avoid unneces-
sary delays in discharge. 

(2) A discharge planning evaluation 
must include an evaluation of a pa-
tient’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 de-
termination of the availability of the 
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appropriate services as well as of the 
patient’s access to those services. 

(3) The discharge planning evaluation 
must be included in the patient’s med-
ical record for use in establishing an 
appropriate discharge plan and the re-
sults of the evaluation must be dis-
cussed with the patient (or the pa-
tient’s representative). 

(4) Upon the request of a patient’s 
physician, the hospital must arrange 
for the development and initial imple-
mentation of a discharge plan for the 
patient. 

(5) Any discharge planning evalua-
tion or discharge plan required under 
this paragraph must be developed by, 
or under the supervision of, a reg-
istered nurse, social worker, or other 
appropriately qualified personnel. 

(6) The hospital’s discharge planning 
process must require regular re-evalua-
tion of the patient’s condition to iden-
tify changes that require modification 
of the discharge plan. The discharge 
plan must be updated, as needed, to re-
flect these changes. 

(7) The hospital must assess its dis-
charge planning process on a regular 
basis. The assessment must include on-
going, periodic review of a representa-
tive sample of discharge plans, includ-
ing those patients who were readmitted 
within 30 days of a previous admission, 
to ensure that the plans are responsive 
to patient post-discharge needs. 

(8) The hospital must assist patients, 
their families, or the patient’s rep-
resentative in selecting a post-acute 
care provider by using and sharing data 
that includes, but is not limited to, 
HHA, SNF, IRF, or LTCH data on qual-
ity measures and data on resource use 
measures. The hospital must ensure 
that the post-acute care data on qual-
ity measures and data on resource use 
measures is relevant and applicable to 
the patient’s goals of care and treat-
ment preferences. 

(b) Standard: Discharge of the patient 
and provision and transmission of the pa-
tient’s necessary medical information. 
The hospital must discharge the pa-
tient, and also transfer or refer the pa-
tient where applicable, along with all 
necessary medical information per-
taining to the patient’s current course 
of illness and treatment, post-dis-
charge goals of care, and treatment 

preferences, at the time of discharge, 
to the appropriate post-acute care serv-
ice providers and suppliers, facilities, 
agencies, and other outpatient service 
providers and practitioners responsible 
for the patient’s follow-up or ancillary 
care. 

(c) Standard: Requirements related to 
post-acute care services. For those pa-
tients discharged home and referred for 
HHA services, or for those patients 
transferred to a SNF for post-hospital 
extended care services, or transferred 
to an IRF or LTCH for specialized hos-
pital services, the following require-
ments apply, in addition to those set 
out at paragraphs (a) and (b) of this 
section: 

(1) The hospital must include in the 
discharge plan a list of HHAs, SNFs, 
IRFs, or LTCHs 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, IRF, or LTCH, in 
the geographic area requested by the 
patient. HHAs must request to be list-
ed by the hospital as available. 

(i) This list must only be presented 
to patients for whom home health care 
post-hospital extended care services, 
SNF, IRF, or LTCH services are indi-
cated and appropriate as determined by 
the discharge planning evaluation. 

(ii) For patients enrolled in managed 
care organizations, the hospital must 
make the patient aware of the need to 
verify with their managed care organi-
zation which practitioners, providers 
or certified suppliers are in the man-
aged care organization’s network. If 
the hospital has information on which 
practitioners, providers or certified 
supplies are in the network of the pa-
tient’s managed care organization, it 
must share this with the patient or the 
patient’s representative. 

(iii) The hospital must document in 
the patient’s medical record that the 
list was presented to the patient or to 
the patient’s representative. 

(2) The hospital, as part of the dis-
charge planning process, must inform 
the patient or the patient’s representa-
tive of their freedom to choose among 
participating Medicare providers and 
suppliers of post-discharge services and 



37 

Centers for Medicare & Medicaid Services, HHS § 482.45 

must, when possible, respect the pa-
tient’s or the patient’s representative’s 
goals of care and treatment pref-
erences, as well as other preferences 
they express. The hospital must not 
specify or otherwise limit the qualified 
providers or suppliers that are avail-
able to the patient. 

(3) 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 speci-
fied by the Secretary, and any HHA or 
SNF that has a disclosable financial in-
terest in a hospital under Medicare. Fi-
nancial interests that are disclosable 
under Medicare are determined in ac-
cordance with the provisions of part 
420, subpart C, of this chapter. 

[84 FR 51882, Sept. 30, 2019] 

§ 482.45 Condition of participation: 
Organ, tissue, and eye procurement. 

(a) Standard: Organ procurement re-
sponsibilities. The hospital must have 
and implement written protocols that: 

(1) Incorporate an agreement with an 
OPO designated under part 486 of this 
chapter, under which it must notify, in 
a timely manner, the OPO or a third 
party designated by the OPO of individ-
uals whose death is imminent or who 
have died in the hospital. The OPO de-
termines medical suitability for organ 
donation and, in the absence of alter-
native arrangements by the hospital, 
the OPO determines medical suit-
ability for tissue and eye donation, 
using the definition of potential tissue 
and eye donor and the notification pro-
tocol developed in consultation with 
the tissue and eye banks identified by 
the hospital for this purpose; 

(2) Incorporate an agreement with at 
least one tissue bank and at least one 
eye bank to cooperate in the retrieval, 
processing, preservation, storage and 
distribution of tissues and eyes, as may 
be appropriate to assure that all usable 
tissues and eyes are obtained from po-
tential donors, insofar as such an 
agreement does not interfere with 
organ procurement; 

(3) Ensure, in collaboration with the 
designated OPO, that the family of 
each potential donor is informed of its 
options to donate organs, tissues, or 
eyes or to decline to donate. The indi-
vidual designated by the hospital to 

initiate the request to the family must 
be an organ procurement representa-
tive or a designated requestor. A des-
ignated requestor is an individual who 
has completed a course offered or ap-
proved by the OPO and designed in con-
junction with the tissue and eye bank 
community in the methodology for ap-
proaching potential donor families and 
requesting organ or tissue donation; 

(4) Encourage discretion and sensi-
tivity with respect to the cir-
cumstances, views, and beliefs of the 
families of potential donors; 

(5) Ensure that the hospital works 
cooperatively with the designated OPO, 
tissue bank and eye bank in educating 
staff on donation issues, reviewing 
death records to improve identification 
of potential donors, and maintaining 
potential donors while necessary test-
ing and placement of potential donated 
organs, tissues, and eyes take place. 

(b) Standard: Organ transplantation re-
sponsibilities. (1) A hospital in which 
organ transplants are performed must 
be a member of the Organ Procurement 
and Transplantation Network (OPTN) 
established and operated in accordance 
with section 372 of the Public Health 
Service (PHS) Act (42 U.S.C. 274) and 
abide by its rules. The term ‘‘rules of 
the OPTN’’ means those rules provided 
for in regulations issued by the Sec-
retary in accordance with section 372 of 
the PHS Act which are enforceable 
under 42 CFR 121.10. No hospital is con-
sidered to be out of compliance with 
section 1138(a)(1)(B) of the Act, or with 
the requirements of this paragraph, un-
less the Secretary has given the OPTN 
formal notice that he or she approves 
the decision to exclude the hospital 
from the OPTN and has notified the 
hospital in writing. 

(2) For purposes of these standards, 
the term ‘‘organ’’ means a human kid-
ney, liver, heart, lung, or pancreas. 

(3) If a hospital performs any type of 
transplants, it must provide organ- 
transplant-related data, as requested 
by the OPTN, the Scientific Registry, 
and the OPOs. The hospital must also 
provide such data directly to the De-
partment when requested by the Sec-
retary. 

[63 FR 33875, June 22, 1998] 
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