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Home Health Agency (HHA) is a key player in 

effective care delivery of patients with chron-

ic conditions. The new home health Condi-

tions of Participation (CoPs) finalized in 

January 2017 centers on how HHAs qualify to 

participate in Medicare and Medicaid by re-

structuring the requirements. The conditions 

emphasize on the care coordination, patient 

rights by following a structured approach. 

The new rule takes effect July 13, 2017 

with a proposed delay to January 13, 

2018. 

This gives agencies only a few months from 

today to implement changes to their policies, 

procedures and practices necessary to com-

ply with the revisions.  

CoPs focuses on organizational structure, pa-

tient-centered care, and oversight of staff to 

ensure patients are safely and effectively re-

ceiving services. This completes the efficient 

care delivery cycle from self-assessment of 

the Home Health Agencies (HHA) to quality 

of care delivered.  

CoPs – a patient centered, data-

driven, outcome oriented process 

that promotes high quality patient 

care at all times through efficient 

and lower-cost care! 

HHAs must meet the Medicare HH CoPs in 

order to participate in the Medicare program. 

Agencies that fail to meet any of the HH 

CoPs are at risk, at a minimum, for the impo-

sition of a number of sanctions and poten-

tially at risk for program termination.  

This presents an opportunity for EHR vendors 

to support their providers by easing the HHA 

workflow through incorporation of integrated 

communication system for efficient care co-

ordination. 

SPUR  OF  CHANGES  

CMS has used the following guidelines to 

assist in development of the new HHA CoPs: 

 Develop continuous, integrated care pro-

cess across home health services  

 Use a patient-centered, interdisciplinary 

approach that recognizes the contribu-

tions of various skilled professionals and 

their interactions to meet patient needs 

 Stress quality improvements by incorpo-

rating an outcome-oriented, data-driven, 

quality assessment and performance im-

provement program specific to each HHA  

 Eliminate the focus on administrative pro-

cess requirements that lack adequate 

consensus or evidence of being indicative 

of achieving clinical outcomes or prevent-

ing harmful outcomes for patients 

 Safeguard patient rights along with HHAs 

flexible approach to care delivery. The 

new requirements improve performance 

results for HHAs, helping them achieve 

desired outcomes for patients, and in-

creasing patient satisfaction. 

   Overview 
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While the rule changes at an administrative 

level, it also brings a major change in the way 

HHAs need to handle the changes from a 

clinical standpoint. It is important that each 

set of CoP is tailored to specific statutory re-

quirements and the EHRs are aligned with 

them. This ensures HHAs’ efficiency and the 

flow is tailored to meet the agency data stor-

age requirements.  

OASIS 

HHAs report to OASIS C2 starting Jan 1, 

2017.  

This is achieved using a direct telephone 

connection from HHA to the state agency or 

CMS OASIS contractor. However, with the 

new proposed rule, CMS added a require-

ment that the OASIS data can only be trans-

mitted using electronic communications soft-

ware that complies with the Federal Infor-

mation Processing Standard (FIPS). To adhere 

to FIPS, an EHR should ensure security and 

interoperability for data exchange via a se-

cured hashing algorithm. 

HHAs can report process and outcome based 

measures for reporting OASIS. Dashboards 

indicating performance on each measure, 

highlighting occasions where the measures 

are not met and prompting interventions for 

them within workflows will better scores and 

ensure consistency.   

PATIENT  RIGHTS  

Patient Rights are extensively modified and 

now divided into six separate standards: 

1. Notice of Rights 

HHAs must provide the patients and their 

legal representative, the following infor-

mation at the initial evaluation visit, before 

providing care to the patient. 

 written notice of the patient’s rights and 

responsibilities and the HHA’s transfer 

and discharge policies 

 HHA administrator contact details 

 OASIS privacy notice 

EHRs must have the capability for document 

management so every HHA can create a 

template of the patient rights. This document 

has to be handed over during the initial visit, 

reviewed and signed prior to care. And, the 

EHR must track this step. 

Additionally, the requirement also states that 

the patient or legal representative has the 

right to be informed of the patient’s rights in 

a language and manner the individual under-

stands; this requires multi-lingual support. 

These documents need to be signed by the 

patient or legal representative to represent 

acceptance. 

HHAs also need to document patient deci-

sions regarding the representative’s role (if 

any) in a clear manner ensuring HHA staff 

complies with the patient’s decision. The 

workflows now need to honor and validate 
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patient choices made, and these workflow 

changes made well in time, can help avoid 

regulatory lapses.  

2. Exercise of Rights 

This CoP eliminates the term incompetent 

and asks whether the patient “has been ad-

judged to lack legal capacity to make health 

care decisions as established by state law by 

a court of proper jurisdiction.”  

The HHA should review a copy of the court 

order, to verify authority of the legal repre-

sentative and to determine to what extent 

the patient may exercise their rights. The in-

formation should be documented in the EHR 

for future reference.  

3. Rights of the patient 

One of the biggest changes to the CoPs 

is the addition of a patient bill of rights that 

must be clear and accessible to patients and 

staff. A detailed list of Patients Rights can be 

found here. 

There are several new capabilities mandated 

to be added in the EHR like plan of care doc-

umentation, clinical records, etc. For all these 

changes, the main area that EHRs would fo-

cus on will be the dynamic document tem-

plates. This will allow for the care plan, pro-

gress, evaluation and health status outcomes 

to be tracked and a copy can be sent to the 

patient and physician.  

4. Transfer and Discharge 

HHAs can transfer or discharge a patient un-

der following circumstances: 

 necessary for the welfare of the patient 

 Patient/payer will no longer pay for care 

 the physician and HHA agree that the 

patient has achieved the measurable out-

comes/goals stated in the plan of care 

 the patient refuses services 

 HHA determines, pursuant to a written 

policy, that the patient must be dis-

charged for-cause 

 the patient dies 

 the HHA closes  

The key consideration here is the require-

ment that discharges for-cause are handled 

pursuant to a written policy. Even though 

HHAs may well have number of policies on 

anti-discrimination; they need to be sure that 

they are able to pull these sources together 

from the EHR system. Extensive tracking of 

every visit, allows HHAs to see a summary 

report collating data from necessary seg-

ments from the EHR. Patients should be 

aware of the situation especially in cases 

where the patient denies services. Here the 

HHAs can attempt to resolve the concern us-

ing the summary document, identifying 

problems and giving a suitable solution.  

5. Investigation of Complaints 

CoP requires an HHA to accept a complaint 

from the patient, patient representative or 

patient caregivers and family and track it  

within the EHR.  The entry will include the 

complainant, the complaint and date and 

time when the complaint was filed. Though 

every HHA will have their own way to tackle 

the complaints, they should be able to store 

the details of the resolutions to the incidenc-

es along with circumstances of complaint, 

A discharge or transfer summary 

should be sent to the patient's PCP or 

care team within 7 calendar days of 

discharge or if the patient is dis-

charged to a facility for further care, 

to the receiving facility within 3 cal-

endar days of discharge/ transfer. 
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such as mistreatment, neglect, verbal, mental, 

sexual, and/or physical abuse, including injuries 

of unknown source, or misappropriation of pa-

tient property. HHAs should be able to config-

ure the possible resolutions or steps to perform 

based on the type of complaint, and this can be 

auto triggered by the system in similar future 

cases. This ensures flexibility to meet various 

levels of incidents and respond appropriately.  

6. Accessibility 

Information should be accessible to patients 

easily and in simple terms where their rights are 

clearly explained. Translations and oral inter-

preters are also mandated for those with limited 

English proficiency. Patient Education resources 

are a vital component for care coordination, to 

be accessible via websites or other auxiliary 

aids, during the duration of care. 

COMPREHENSIVE  ASSESSMENT   

A patient-specific comprehensive assessment 

needs to be conducted by HHA, documented 

and updated within five calendar days after 

the commencement of care. EHRs need to 

check patient eligibility for Medicare home 

health benefit, including patient’s homebound 

status at the specified time. This would be 

linked to billing, and help in automation. 

A comprehensive assessment accurately reflects 

patient status, by allowing clinicians assess and 

identify relevant information from the EHR. 

CLINICAL EXAMINATION WILL INCLUDE: 
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HHA must provide the patient with an indi-

vidualized plan of care to meet patient spe-

cific needs identified in the assessment and 

any anticipative outcomes. The plan of care 

must also specify the patient and caregiver 

specific education and training needs.  

Simplify processes by generating 

care plans within the EHR.  

PLAN  OF  CARE  DOCUMENT   

Drug information: Complete information of 

prescribed medications, dosage and timing  

Services: While many EHRs still lack the ca-

pability to identify and track problems, goals, 

evaluations & interventions for the patient 

even as unstructured data, it can be achieved 

through a structured Care Plan document 

template type for HL7 C-CDA version 2.1 

Treatment ordered by any physician: Goals 

and treatment reviewed by physicians are 

mandatory helping nurses give efficient care. 

All interventions, including medication ad-

ministration, treatments, services, and re-

sponses to those interventions, can be time 

stamped in accordance with the require-

ments. Clinicians can track the goals , contact 

information for the patient, representative (s), 

PCPs or other health care professional re-

sponsible for care and post-discharge ser-

vices in the patient's plan of care. 

Nurses can also receive verbal orders from a 

physician and they need to document it in 

the clinical record with date and time along 

with authentication.  

Authentication may include an electronic 

signature and medical title using a secured 

computer utilizing a unique identifier; possi-

bly a logged-in user authentication.  

Another requirement is logging the time of 

the event, which not necessarily means the 

time when the documentation was entered 

into the record. These orders help to address 

concerns quick, but should also be authenti-

cated in accordance with applicable state 

laws and regulations, as well as the HHA’s 

internal policies. 

Requisite EHR capabilities: 

1. Scheduler: For timely reminders review 

and revise the plan of care.  

2. Document Templates: There is a new 

requirement for “written information to 

the patient” which states that a written 

copy of the plan of care should be pro-

vided to the patient. So the document 

template should be built in a way that 

physician would enter the data only once 

but the documents will be generated for 

care giver and/or for patient containing 

the relevant information. Care-givers can 

respond to the physician on the care plan 

and any updates should be incorporated 

within the system for efficient tracking. 

3. Notification: A notification feature for an 

HHA to notify the patient, representative 
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(if any), caregivers and the physician who is responsible for the 

HHA plan of care when the individualized plan of care is updated 

due to a change in the patient’s health status or when patient’s dis-

charge plans are changed. 

4. Interoperability: EHRs can follow a C-CDA standard for Care Plan 

for smooth delivery and easy care coordination between the physi-

cian and the HHA. This will satisfy the requirement that demand 

HHAs to ensure communication across all clinician involved and 

integrate orders from all clinicians involved in the care planning to 

ensure coordination of all interventions. 

5. Educational resources: EHR should have the capability to send ed-

ucation and training resources for the patient and caregiver regard-

ing care and services identified in the care plan. This would include 

written instructions outlining medications, visit schedule and any 

other pertinent details about patient’s care and treatments. 

CMS Compliance Handbook for Home Health Agencies 

 Simplify care plans by generating it within the 

EHR and meet patient specific needs effectively. 

 Verbal orders received also need to be docu-

mented, which required authenticating proce-

dures in place. 

 Automating processes in the EHR helps in coor-

dination and delivers greater interoperability to 

systems. 
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Current comprehensive assessment including 

all assessments from the most recent home 

health admission, clinical visit notes, and indi-

vidualized plans of care needs to be properly 

tracked. The most recent assessment needs 

to be tracked separately, capable for filtering 

and quick views, when surveyors conduct 

HHA surveys. One of the requirement states 

entries in the clinical record must be legible, 

clear, complete, appropriately authenticated 

and timestamped, which is best achieved 

with a digital medium.  

RETENTION  OF  RECORDS  

The clinical records must be retained for 

at least 5 years unless state law requires a 

longer retention time. HHAs must have a 

policy for retaining clinical records if it dis-

continues operation and must inform the 

state agency where they will be stored. HHAs 

should be aware that five-years is the CMS 

requirement, but there might be other record 

retention requirements under federal and 

state regulations. 

PROTECTION  OF  RECORDS  

Clinical records must be safeguarded from 

the loss or unauthorized use. HHA must also 

comply with HIPAA. EHRs can achieve this 

partially by implementing a feature to auto-

matically log off from the system after a 

specified period of inactivity.  

RETRIEVAL  OF  CLINICAL  RECORDS  

Patient's clinical records; whether hard copy 

or electronic should be made readily availa-

ble to a patient or appropriately authorized 

individuals or entities upon request (PHI 

compliant) and free of charge. EHRs can use 

the document template feature to print 

the clinical information. Some EHRs enable 

this via the patient portal to make clinical in-

formation, prescription data & refills and ed-

ucation materials accessible to the patients. 

The clinical record needs to be made avail-

able to the patient at the next home visit 

or within four business days, whichever 

comes first.  

REFINE  PLAN  OF  CARE  

HHA must promptly alert the physician issu-

ing orders for the HHA plan of care of any 

changes in the patient's condition or needs 

that suggest that outcomes were not being 

achieved and/or that the plan of care should 

be altered. To ensure this across settings, the  

EHRs will need to support transition of care 

using interoperability for smoother exchange 

of data.  
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The new rule replaces two old CoPs (Group of Professional Personnel and Evaluation of the Agency’s Program) with a single new CoP: Quality 

Assessment and Performance Improvement (QAPI).  

QAPI is an effort by CMS to reduce medical errors and improve the quality of care in all settings, and this is a mandate for all HHAs. This CoP will 

go into effect in 2018 for HHAs who don’t have QAPI in place already.  

 

BUILDING  BLOCKS  OF  QAPI   
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EHR IMPACT  

The data-driven QAPI provision requires 

HHAs to show more data collection and per-

formance projects with opportunities to 

demonstrate improvement. And this time it 

needs to be individualized for HHAs. This 

forces EHR to focus on indicators for im-

proved outcomes, including use of emergen-

cy services, hospital admissions and readmis-

sions. To demonstrate the quality indicators, 

EHRs will have to bind the objective data 

from the OASIS data set and other sources 

available. Reporting these quality indicators 

using reports show individual HHA address-

ing the specific areas of concern or weakness 

within HHA.  

EHRs would now need to gear up and ensure 

the QAPI program is focused on all the HHAs 

areas.  

So if EHR focuses on infection control, but 

HHAs area of concern is Occupational Thera-

py (OT) achieving desired outcome, the par-

ent QAPI would not suffice. HHA would need 

to have its own QAPI on OT in place in addi-

tion to the parent’s program. This implies 

EHRs will need to be built to support all the 

areas of HHAs be it infection control or OT.  

EHRs must measure, analyze and track the 

quality indicators. The Program Data stand-

ard clearly mentions that QAPI program must 

utilize quality indicator data, including 

measures derived from OASIS. To do so, EHR 

will need to club objective data from the OA-

SIS data set and other sources, track the im-

provement using the dashboards showing 

actual care outcomes, processes of care, pa-

tient satisfaction levels and quality indicators.  

INFECTION  CONTROL  & PREVEN-

TION  

A new CoP is added to provide greater focus 

on infection control processes and improve-

ments. HHAs must follow accepted standards 

of practice, include infection control and pre-

vention efforts in its QAPI and ensure all pa-

tients, staff and caregivers are educated 

about it. EHRs can add this as a first step 

when a new patient’s care is about to get 

started, a new staff or a caregiver joins the 

care team or when a new disease outbreak 

happens.  

Additionally there should be a checklist for 

HHAs to ensure they are educated at regular 

intervals. The document template feature 

within the EHR will help send emergency no-

tifications to care givers and patients about 

identifying infectious and communicable dis-

eases and a plan for appropriate actions. 

This communication can be sent via docu-

ments, in-person or video demonstrations 

that can be shared, implying support of shar-

ing videos will be an add-on feature by EHRs. 

EHR COMPONENTS  FOR  QAPI  

3 major EHR components to implement 

QAPI  

Data Checklist 

Using data to not only identify quality prob-

lems, but also identify opportunities for im-

provement, and setting priorities for action. 

Build a checklist on patient’s goals for health, 

quality of life, daily activities and bringing 

meaningful progress in the patient care.  

PIP plays a major role as it involves gathering 

information, organizing and interpreting it 

systematically to clarify the problems and 

achieve meaningful reporting and action.  

Filling the gaps is another area where they 

may pick up patterns that have not been 

identified yet. Such projects are expected to 

be chosen to deal with “high risk, high vol-

ume, and problem-prone areas” related to 
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quality of care or life. 

Clinical Decision Support 

Evidence-based tools help guide approaches 

or interventions that are reflective of the best 

available evidence. Many tools are available 

to guide decision-making, however, when it 

comes to undertaking systemic change to 

eliminate problems at the source; the “users” 

of the system are the key element. Nothing 

can beat automated tracking of problems 

and with machine learning can ensure timely, 

qualified personnel interventions. 

Clinical decision support not only helps in 

achieving the goal of better care, but also 

eliminates unnecessary evaluation. Based on 

the underlying problem, the interventions 

can be framed, some of which are: 

 Protocol development 

 Program planning 

 Revision; for further maintenance  

Dashboards 

Along with analysis,  a visual interpretation 

of data is instrumental in understanding the 

root cause of the problem. Most HHAs use 

OASIS data to prioritize quality opportunities 

and charter PIPs. This forms a key step in the 

process of translating data into action.  

Charts can be used to specify the goal and 

current status. Additionally, HHA can track 

the performance of the aides using the dash-

board, understand the improvement areas 

and perform corrective actions to overcome 

challenges. 
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