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an Individual Transition - Medication Profile Transferred to Provider / Medication Profile 

Transferred to Patients” 

 

To RTI International and the Centers for Medicare and Medicaid Services: 

 

This comment letter is submitted on behalf of the American Medical Rehabilitation Providers 

Association (AMRPA) in response to the Call for Public Comment on the Transfer of Health 

Information – Medication Profile quality measures under development for post-acute care (PAC) 

providers pursuant to the Improving Medicare Post-Acute Care Transformation (IMPACT) Act 

of 2014. The measures are:  

1. Medication Profile Transferred to Subsequent Provider (Q1) 

2. Medication Profile Transferred to Patient (Q2) 

 

AMRPA is the national trade association representing more than 600 freestanding inpatient 

rehabilitation hospitals and rehabilitation units of general hospitals (collectively referred to as 

inpatient rehabilitation facilities (IRFs) by Medicare), outpatient rehabilitation service providers, 

long-term care hospitals (LTCHs), and several skilled nursing facilities (SNFs). Inpatient 

rehabilitation hospitals and units (IRH/Us) provide hospital-level care, which is significantly 

different in intensity, capacity, and outcomes from care provided in non-hospital post-acute 

settings. AMRPA members help their patients maximize their health, functional ability, 

independence, and participation in society so they are able to return to home, work, or an active 

retirement. 

 

AMRPA has reviewed the report prepared by RTI International, Draft Specifications for the 

Medication Profile Transferred Measures for Skilled Nursing Facilities, Inpatient Rehabilitation 

Facilities, Long-Term Care Hospitals, and Home Health Agencies. The comments contained in 

this letter reflect feedback received from AMRPA’s Quality Committee with input from 

pharmacists, administrators, physicians and other clinicians at rehabilitation hospitals and units. 
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I. General comments 

On behalf of our members, AMRPA would like to first and foremost thank CMS and its measure 

developers for scaling back the scope of data collection and reporting burden associated with the 

Transfer of Health Information quality measures. When the first iteration of the Transfer of 

Health Information measures was issued in November 2016, it encompassed a far wider range of 

patient data elements beyond medication information, including but not limited to functional and 

cognitive status, medical conditions and comorbidities, and discharge instructions. In addition, 

one of those measures also proposed to hold PAC providers accountable for the information 

transfer behavior of upstream referral sources, which providers have little ability to influence. 

Hence, we appreciate the agency’s consideration of the stakeholder feedback it received in 

response to the first iteration. Although the revised measures address several of our prior 

concerns, we respectfully submit that a number of additional revisions remain necessary.   

 

AMRPA supports the intent of the newly specified measures, Medication Profile Transferred to 

Subsequent Provider and Medication Profile Transferred to Patient. Our members agree that the 

accurate and successful transfer of essential medication information at PAC discharge/transfer is 

critical to ensuring that patient safety and quality of care are not compromised once a patient 

leaves a particular setting. While the draft report details the types of medication information 

included in these measures (in the form of 25 Medication Profile data elements), it fails to 

delineate how exactly the data elements will be implemented across PAC settings. Specifically, 

the draft specification report fails to adequately address the following operational questions: 

 

 How would CMS collect the Medication Profile data elements? Would they be categorized 

as standardized patient assessment data elements (SPADEs) and thus constitute mandatory 

reporting on PAC patient assessment instruments pursuant to PAC Quality Reporting 

Programs’ data completion thresholds? While the report references that the IMPACT Act 

mandates the collection of SPADEs, it does not specify if the Medication Profile data items 

would indeed be categorized as SPADEs. 

 If the Medication Profile elements will be SPADEs, would the Inpatient Rehabilitation 

Facility Patient Assessment Instrument (IRF PAI) need to be revised to include medication 

data items? 

 If not, would CMS validate the completion of the Medication Profile data items against 

what providers self-report on the quality measures? How would the agency ensure validity 

for these process-based measures?  

 How would the measures integrate with medication reconciliation or discharge planning 

processes already in place at IRH/Us and other hospitals?  

 What are the qualifications of clinical personnel allowed to complete the Medication 

Profile? 

 

Medication reconciliation is a complex process at hospitals, and IRH/Us already dedicate 

extensive administrative resources and staff time from pharmacists, physicians, nurses, and other 

clinicians to ensure that it is being done appropriately. Accordingly, we view the current 

comment opportunity as the start of a dialogue with CMS regarding the optimal way to achieve 

the agency’s objective of promoting effective medication information transfer at PAC 

discharge/transfer.  
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AMRPA looks forward to working further with CMS and responding to its future proposals 

specific to the collection of the Medication Profile data items. As CMS continues to develop a 

reporting mechanism, we urge the agency to do so in a practical and minimally burdensome 

manner that adds value beyond IRH/Us’ current medication reconciliation and/or 

discharge planning practices. This would be consistent with CMS’ Patients over Paperwork 

and Meaningful Measures initiatives which aim to reduce providers’ administrative burden, and 

specifically with regard to burden from quality measures. Our recommendation for CMS to focus 

on an “essential medication information” list, detailed further below, aims to achieve these goals.  

 

II. Medication Profile Definition 

CMS proposes that the Medication Profile transmitted at discharge/transfer “be seen as a 

comprehensive summary of information for the current prescribed and over the counter (OTC) 

medications, nutritional supplements, vitamins, and homeopathic and herbal products 

administered by any route to the patient,” including total parenteral nutrition (TPN) and oxygen. 

To that end, CMS proposes the medication profile to include “at least all” of the 25 data 

elements, as summarized in the table below.  

 

According to our members, IRH/Us already communicate these data through medication 

reconciliation, discharge planning processes, and other clinical protocols. This information is 

located in sources such as the discharge summary, a Medication Administration Record (MAR), 

home medication lists or the physician orders. We think a Medication Profile, for the purposes of 

a cross-setting PAC standardized IMPACT Act measure, should focus on the core and essential 

medication information, and not duplicate the comprehensive summary of medication 

information IRH/Us already communicate to subsequent providers and patients. The profile 

should be limited to those pieces of medication information for which there is uniform consensus 

on their clinical importance. We posit that a cross-setting Medication Profile concentrating 

on the core or essential medication information could be defined as: 

 

“A Medication Profile is a patient-specific list of prescribed medications the 

transferring/discharging care team intends the patient to continue taking upon 

transfer/discharge, including sufficient detail (dose/frequency/end date, if 

predetermined) to allow the profile to guide subsequent patient/provider behavior.” 

 

The table below contains our recommendations regarding the 25 Medication Profile data 

elements specified in the draft report, and reflects those elements of medication information that 

our clinician members find as essential for transfer at patient discharge/transfer.
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Proposed Medication Profile Item 

AMRPA Recommendations and Rationale 

(Recommended changes/revisions to items are in bold, and 

recommended items for removal are in italics.) 

Patient Information on the Medication Profile 

1. Patient name We support including this item. 

2. Patient date of birth We support including this item. 

3. Primary physician name and contact information We recommend CMS revise this item to refer specifically to the PAC 

physician overseeing the patient transition, since this physician will be 

whom the downstream physician would need to contact regarding 

information in the Medication Profile. As the item is currently written, it is 

unclear if “primary physician” refers to the patient’s primary care 

physician, the primary physician at the PAC setting, or the attending 

physician from an upstream acute care hospital. 

4. Height and date taken *If applicable 
Because these data are already included elsewhere in the medical record 

or discharge summary, we would not support their additional inclusion in 

a Medication Profile. 

5. Weight and date taken *If applicable 

6. Patient active diagnoses and any other diagnoses 

that have medication implications 

7. Known medication and other allergies We recommend these items be collapsed into one item and limited to 

“Known medication allergies and intolerances.” Some medications have 

known side effects such as nausea or discomfort, but that should not be 

misinterpreted by the next site of care as a reason to not administer the 

medication. We are concerned that requiring providers to document all 

known sensitivities and reactions on the Medication Profile could open a 

Pandora’s box of unintended misinterpretations.  

8. Known drug sensitivities and reactions  

9. Patient preferences (e.g., preferred packaging such 

as no childproof lids, form of medication such as 

time-released medication, how medication 

information is provided to patient) *If applicable 

We do not support including these items. A subsequent care setting will 

prepare the patient’s medications and hence these types of “patient 

preferences” would neither be highly useful nor meaningful. If a patient is 

at home and receiving prescriptions from a pharmacy, patient preferences 

regarding packaging are kept on file at the outpatient pharmacy. 

Additionally, time-released medication is a clinical decision made by the 

provider, not a patient preference. AMRPA recognizes that the IMPACT 
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Act requires CMS to collect data on patient care preferences. We 

encourage the agency to define and focus on other care preferences 

data items that would be much more meaningful to patients and 

providers. 

10. Patient adherence strategies (e.g., alarms, drug 

diaries) *If applicable 

We do not support including this item in the Medication Profile. These are 

medication management strategies better reflected in the patient’s 

comprehensive care plan. They are not suited for the Medication Profile 

which should be focused on transmitting essential medication information.  

11. Patient ability to understand/accept condition(s) and 

importance of taking medications as prescribed 

We do not support including this item. It assesses a patient’s cognitive 

function and ability to understand the information being presented and 

therefore is outside the scope of Medication Profile. IRH/Us already have 

discharge planning processes for a clinician to review the medication list 

with patients/family/caregivers and take the necessary steps to ensure that 

they understand it. 

Medication Information Items – To Be Completed for Each Medication 

Proposed Medication Profile Item AMRPA Recommendations and Rationale 

12. Name (generic and proprietary names if 

applicable) and strength 
We support the intent of this item but recommend that it be clarified 

to require a generic name. Various national standards indicate that 

medications should not be referenced by brand name only. This item 

should focus on the essential information needed to communicate a drug 

name and not burden providers to document all of the drug’s known 

identifiers. As a suggestion, the item could be revised to “Name 

(generic only OR if proprietary name, also include generic) and 

strength.”  

13. Dose  We support including this item. 

14. Route of medication administration  We support including this item. 

15. Frequency  We support including this item. 

16. Directions   We think this information is already being captured by Items 13-15, 

and therefore recommend that Items 16 and 17 be designated as “If 

applicable.” This approach would allow the discharging/transferring 

provider to document additional directions they feel are important to 

communicate to the next site of care (such as take with a meal, take with a 

17. Special instruction (e.g., crush medications) *If 

applicable  
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full glass of water, etc.), but would not impose unnecessary reporting 

burden. 

18. (For held medications) Reason for holding 

medication and when medication should resume   

We support including this item. It is critical to accurately document those 

drugs that are part of the patient’s routine medication regimen but were 

temporarily held/suspended, and need to resume at a later date. These 

medications and their resumption dates should be highlighted for the next 

site of care in the Medication Profile. 

19. Purpose/Indications/Contraindications We recommend CMS revise this item to “Purpose (i.e., condition being 

treated)” and remove “Indications/Contraindications.” 

20. Prescriber (for prescribed medications only) Similar to Item 3, we request CMS revise this item to refer specifically 

to those medications prescribed by the PAC physician when the 

patient was under their care.  

21. When the last dose of the medication was 

administered by discharging/transferring provider 

*If applicable 

We do not support including this item in the Medication Profile. While we 

agree that this is a key piece of information, the specific timeliness of 

administered drugs is better captured through a MAR than in the 

Medication Profile. Furthermore, we are concerned that retaining this item 

could unintentionally structure the Medication Profile to become a 

prescriptive protocol that must be completed as close to the point of 

discharge as possible so as to capture the most current data. However, this 

would defeat the purpose of having the Medication Profile be completed in 

a comprehensive and deliberate manner, which is an especially relevant 

consideration for those providers using paper medical records.  

22. When the final dose of the medication should be 

given *If applicable 
We recommend this is combined with Item 15 - Frequency and be an 

optional field, e.g., “Frequency (including planned stop date/when the 

final dose should be given, if known).”  

23. Patient education provided about potential 

risks/side effects/contradictions and when to notify 

prescriber (for profile provided to 

patient/family/caregiver) 

We do not support including these items in the Medication Profile. These 

are medication management strategies better reflected in the patient’s 

comprehensive care plan. 

24. Patient adherence with the medication therapy 

25. Relevant lab test results to guide medication 

management (e.g., serum creatinine) *If applicable  

We do not support including this item in the Medication Profile. Providers 

have different routines regarding lab tests so there would be a high degree 

of variance in institutional practices that would not lend itself to 
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meaningful reporting on a standardized item. In addition, this item detracts 

from the value of the physician’s clinical judgement since it is not a 

standard of practice for physicians to base their orders solely on lab results. 
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III. Measure Specifications 

A. Inclusion Criteria: Aligning Beneficiary Populations  

One of the primary objectives of the IMPACT Act is to collect comparable data across all four 

PAC settings. This objective implies that the collected data and quality information are aligned 

across settings for there to be a true comparison. However, CMS’ quality measures continue to 

fall far short of this goal because they capture vastly different Medicare beneficiary populations 

and are not fully standardized across settings. Specific to the Transfer of Health Medication 

Profile measures, the proposed beneficiary inclusion criteria are as follows:  

 IRH/Us: The denominator is the total number of Medicare Part A and Medicare 

Advantage (Part C) patient stays ending in discharge/transfer. 

 LTCHs: Total number of LTCH patient stays, regardless of payer, ending in a 

discharge/transfer to another setting. 

 SNF: Total number of SNF Medicare Part A covered resident stays ending in a 

discharge/transfer to another setting. 

 HHA: Total number of Medicare Part A, Medicare Advantage (Part C) and Medicaid 

home health quality episodes ending in a discharge/transfer to another setting. 

Without an alignment of assessed patient populations, any data collected through these measures 

may have systemic sampling biases that would not allow for an apples-to-apples comparison. 

AMRPA urges CMS to prioritize cross-setting standardization as it develops and 

implements IMPACT Act quality measures, and recommends the measures be applied to a 

uniform Medicare patient population that is inclusive of Medicare Parts A and C 

beneficiaries. Short of this, CMS should use a uniform patient population that is the lowest 

common denominator, which would be Part A beneficiaries, for purposes of cross-setting 

comparisons and for public reporting. This would result in an apples-to-apples comparison 

across settings, which is the purpose of this data collection. Failing to standardize the patient 

population across settings will result in selective sampling that skews the collected data, and 

distorts or otherwise invalidates meaningful comparisons across measures and across PAC 

settings.  

 

B. Aligning Item Responses across PAC Settings 

For measure Q1A, CMS proposes a response option that is available only to HHAs as follows: 

 

Medication Profile Transferred to Subsequent Provider 

Q1A: At the time of discharge/transfer to another provider, did your facility/agency provide 

the patient’s/resident’s current medication profile to the subsequent provider?  

1. Yes – Current medication profile provided to the subsequent provider 

2. No – Current medication profile not provided to the subsequent provider  

3. NA (Home Health Transfer only) – The agency was not made aware of this transfer 

timely. (emphasis added) 

 

We do not think the Not Applicable (NA) option should be limited to HHAs since patients in 

other PAC settings also experience unexpected discharge/transfers when they return to the acute 

care hospital due to an emergent incident. This is recognized as the “interrupted stay” payment 

adjustment under the Inpatient Rehabilitation Facility Prospective Payment System (IRF PPS). In 
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these cases, the IRH/U will certainly prioritize the patient’s timely transfer to the necessary care 

setting, and it would be inappropriate for CMS to hold providers accountable to a reporting 

process over patient well-being. We recommend CMS revise the NA option to make it 

available as a response for all PAC settings.  
 

C. Clarifying Included Patient Subsets 

Per the specifications, both measures Q1 and Q2 include patients who are discharged/transferred 

to “home under care of an organized home health service organization or hospice.” Since the two 

measures are intended to differentiate between patients who transfer to a subsequent provider 

versus those who return to home/community, this design would seem to double count a subset of 

patients. We request CMS revisit this measure specification to clarify or wholly remove the 

apparent overlap. In our view, patients who receive care in home-based hospice should be 

included in the home/community measure (Q2), whereas patients who receive care in 

institutional-based hospice should be included in the subsequent provider measure (Q1). 

 

IV. Routes of Information Transfer 

The proposed routes (electronic medical records (EMRs), health information exchange, paper, 

verbal) are appropriate and we do not have recommendations regarding these routes. To address 

CMS’ questions to stakeholders on this topic:  

 We do not think consumers will find high value in knowing the routes by which their 

medication profile was transmitted, nor is this information likely to inform their choice of 

PAC providers. There are many other criteria (quality and outcomes of care, 

location/proximity, etc.) that are far stronger drivers in a patient’s decision regarding their 

PAC provider.  

 The existing health IT standards do not support interoperable exchange of medication 

data elements. Even if a discharging provider is able to electronically transmit medication 

(and other types of) information to a provider downstream, it is often the case that the 

second provider cannot receive and integrate the data into their EMR.  

The IMPACT Act recognizes the extant interoperability challenges and thereby mandates CMS 

to make interoperable standardized patient assessment and quality measurement data. AMRPA 

understands that CMS is currently working on making items interoperable via its Data Elements 

Library (DEL) project, and collaborates with health information technology (HIT) content 

standards bodies and HIT vendors as part of this project. If it is CMS’ intent to promote the 

electronic transfer of medication information via a standardized Medication Profile, 

AMRPA recommends the agency leverage its partnerships with HIT and EMR vendors 

and determine how any new information transfer “standard” can be optimally 

implemented across provider settings. EMR vendors already work closely with most health 

care providers and would be able to offer CMS critical guidance regarding the design and 

feasibility of any standardized approach to cross-setting electronic data transfer. 

 

V. Conclusion 

AMRPA appreciates the opportunity to provide input on the development of cross-setting 

standardized PAC quality measures and their proposed specifications. We seek to ensure these 

elements achieve the objectives of the IMPACT Act while being minimally burdensome for PAC 

providers. If you have any questions, please contact Carolyn Zollar, J.D., Executive Vice 
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President for Government Relations and Policy Development (czollar@amrpa.org) and Mimi 

Zhang, AMRPA Senior Policy and Research Analyst (mzhang@amrpa.org) at 202-591-2469. 

 

Sincerely,  

 

 
Richard Kathrins, PhD 

Chair, AMRPA Board of Directors 

President and CEO, Bacharach Institute for Rehabilitation 

 

 
 

Suzanne Kauserud, FACHE, MBA, PT 

Chair, AMRPA Quality Committee 

Administrator, Carolinas Rehabilitation – Charlotte 

Vice President, Continuing Care Division of Carolinas HealthCare System 
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