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418.3 Definitions L ( This definition is inappropriate for hospice care, as many
Dr‘yg Restraint (pg 3) drugs that would fit this definition are widely used and

considered the.industry standard in treating restlessness,
terminal restlessness, anxiety, etc. Often medications fitting
‘this definition are in fact used to decrease suffering for the
patient, up to and including providing terminal sedation if all
other measures have failed to relieve suffering. Effective
treatment of terminal agitation and poorly controlled pain
requires medications at doses currently considered to be
“drug restraints” by various regulatory bodies. For example,
| skilled nursing facilities prohibit or strongly discourage using
Ativan (lorazepam), at doses greater than 2 mq per day,
regardless of -the clinical situation. The American Academy
of Hospice and Palliative Medicine (AMAHPM) recommends

using Ativan (lorazepam) at doses of 1-2 mg per hour in
the treatment of moderate to severe agitated delirium.

The terminology “standard treatment” is particularly
problematic. Standards created by state regulatory
agencies pertaining to nursing home and skilled facility
residents in California currently make no exception for
patients under hospice care. Because of this, many
patients are currently being denied access to medications
that would be considered “standard treatment” by the
AAHPM. It is often necessary to use narcotics and
psychotropic medications in hospice patients at doses
which are likely to “control behavior... (and)...restrict the
patient’s freedom of movement”. These outcomes are
unintended consequences of using the necessary agents to
relive pain and manage terminal agitation.

! Pocket Guide to Hospice/Palliative Meqicine, Table 57,
page 106, ISBN1-889296-35-X

418.3 Definitions ’ In some states, Social Workers are not licensed, but they
Licensed professional (pg 4) are included in this definition. Social Worker should be
; defined by itself. :

i

418.3 Definitions This definition is inappropriate for hospice care, as many

Physical Restraint (pg 5) DME pieces that are commonly used to assist the patient

1 would be inappropriate under this definition. It is common

practice to use bedrails (full and half), over bed tables
(which must be placed over or next to the patient for
access), Geri-Chair’s, Merry Walker’s, w/c lap belts, Lap
Buddy’s to assist patients in being safe, and mobile as long
as possible. Sometimes families request Posey vests to
prevent the patient (who is confused, weak, and/or
unrealistic about their ability to ambulate) from harming

themselves.
418.3 Definitions | ‘ Many patients reject hospice care becauée of the short
Terminally Il (pg 6) prognosis language and what that represents to them.

\ Many physicians hesitate to refer to hospice thinking they
- will suffer consequences if the patient does not die in the 6
months. Consider the following: '




v Prognostlc error is widespread

v Only around 20% of estimates are accurate®*

v Physicians are muchk more I|kely to overestimate than
underestimate I|fe expectancy” i
Irene J Higginson and Massimo Costantini’ conducted a
prospective cohort study regarding the accuracy of
prognosis by skilled palliative care teams in terminally ill
patients. One would expect that teams specuallzmg in
palliative care would be more likely to provude an accurate
prognosis than physicians at large. One\ﬁndlng of the study
was that offering a prognosis range (i.e. 6 to 12 months)
was much more accurate than a speciflq prognosis. The
study concluded that: “Offering a prognosis range has
higher levels of accuracy (about double) than

traditional estimates, but is still very ¢ﬂen inaccurate,

except very close to death. Where possible clinicians
should discuss scenarios with patlents rather than
giving a prognosis range.”

Because the Medicare Hospice benefit requires a patient be
“terminally ill” to qualify, it seems imperative that a more
accurate definition than that proposed be used. Both of
these things combine to result in patlenté accepting and
entering into hospice care much too late lto truly receive the
benefits of hospice in its finest form. Removmg language
that causes the most concern to patients, families and
physicians would improve access to this entltled benefit.

Given the above evidence based fmdmgs regarding
prognosis, and the tendency of phyS|CIans to overestimate
life expectancy, a more suitable deflnmon of “Terminally IlI”
is suggested below: <

Terminally Il means that a patient has a medical
prognosis such that it is more likely than not that the
patients life expectancy is 6 to 12 mohths (or less) if
the illness runs its normal course. r

z Mackillop WJ, Quirt CF: Measuring thé accuracy of
prognostic judgments in Oncology. .
J Pain Symptom Manage 1997, 50:21 9., |

'3Christakis NA, Lamont EB: Extent and determinants of
error in doctors’ prognoses in termmally ill patients:
prospective cohort study. i
BMJ 2000, 320:469-73. i
4 Lamont EB, Christakis NA: Some elements of prognosis
in terminal cancer. j
Oncology (Huntingt) 1999, 13:1165-70. !

® Higginson, Irene J and Costantini, Massimo: Accuracy of
prognosis estimates by four palllatuve care teams: a
prospective cohort study. BMC Palliatlve Care 2002, 1:1.

1

418.52 Condltlon of Participation: Patient’s nghts
Standard: Notice of Rights (pg 6)

(a) (1) |

This standard as written would be nearly impossible for
agency’s to comply (both verbal and wntten) In addition to
the difficulty in finding an Interpreter for more obscure
languages, most languages have words that mean many
different things, and there are regional differences (dialects)
that would not translate accurately, or appropriately. Even




hospitals are not held to this standard of providing this
information both verbally and written. Family members
should also qualify as interpreters in addltlon to others
providing mterpretatlon 1
|

418.52 Condltlon of Part|c1pat|on Patient’s Rights
Standard: Notloe of Rights (pg 6)

(z‘l) (3) l

Patients and families are overwhelmed enough trying to
comprehend the information related to phnlosophy of care,
scope and frequency of services, 24 hour availability, levels
of care, certification, etc. Many times hosp|ce providers
receive calls resulting from confusion in understandlng
information only moments after staff leaves the home.
While very important, trying to clarify drug policies,
procedures, tracking, etc. at this time would be ineffective at
best. If in fact, providing the information! in writing and
leaving it with the patient/family would be deemed sufficient
by surveyors, this would seem to be the most appropriate
way of dispensing this information. Also, there should be
some grace period in providing this information, and agree
with the suggestion that this correspond lto the time frame

for the comprehensive assessment. l
!
|

418.52 Condition of Participation: Patient’s Rights
Standard: Exerolse of rights and respect for
property and person (pg 7)

(b) (iv) |

Suggest the addition of *...including the right to refuse
treatment.” at the end of the sentence.

i

|
[

418.52 Condition of Participation: Patient’s Rights
Standard: Exercise of rights and respect for
property and person (pg 7)

(b) (4) (i) (ii) (i)} and (iv)

j
Concur with the proposed language from HHA CoP
Requirement 484.10 and the deletion of the language under
(4) (i), (i), (iii), and (iv). Our current practlce in this area
includes providing the patient/family information on
admission regarding contacting the Agency with any
concerns about their care or our staff provndlng care. The
patient/family is encouraged to call the Team Manager or
the Director. The Medicare and State Hotline numbers are
provided upon admission, and if there is not satisfactory
resolution after discussion the situation with a
manager/director, then the patient and famlly are reminded
of their right to call one or both Hotlines. lAII complaints are
investigated fully, documented and resolved, if possible, in’
a timely manner. If employee counsellng is required it is
accomplished in a timely manner. Follow upis
accomplished in meetings, through plans of correction, and,
if necessary, changes in Policy and Procedure.

418.52 Condltlon of Pértlmpatlon Patient’s Rights
Standard: Patient liability (pg 8) '

()

Again, the requirement for verbal and written translation is
overly burdensome and would be very difficult for hospice to
operationalize this standard. Suggestion;that this
information is provided in writing, or verbally, and that a
copy of the information is left with the patient/family for
reference, if the translation is available in wr|t|ng

It is impossible to accurately determine the patient’s Ilablllty
with respect to Room and Board under Medlca|d (State)
programs at the time of admission. Because State’s have
many different ways of operationalizing their programs, it
requires time to get consent for services, and then
investigate coverage and liability. We believe this language
is too restrictive and would cause hospices to be out of
compliance with this standard through circumstances

beyond their control. l

| 418.54 Condition of Participation: Comprehensive
Assessment of the Patient. (pg 9)

The statement regarding the hospice’s reéponsibility to
perform a comprehensive assessment (later referred to as
and “initial” assessment, does not mdlcate whether this is

an “evaluation visit”, or the “admission VISIt' Many

i
|
:
.




hospices utilize Social Workers, LVN/LPN s, business
development, and volunteers to perform these evaluation
visits. If that is what this is referring to, it would place an

' undue burden on hospice providers, especially in light of

; | the nursing shortage and the recommendation for setting
time parameters. Hospices can respond much more timely
and efficiently if allowed to use other than RN’s for these
visits. A recommendation was discussed to change “care”
| to “assessment” in the last sentence. Our disagreement is
based upon the fact that a LVN cannot “assess.”

|
If in fact this is referring to an admission}visit then our
position is as follows. The requirement that the initial visit
occur within 24 hours of the physician order seems to
overlook the common issue of family preference and
availability. Admission to the hospice program requires both
a physician certification as well as a patient’s consent.
Perhaps the language should indicate that the initial
assessment requires a physician’s certification of eligibility
and must be compieted within 24 hours of the patient’s
consent to begin hospice services. The regulation should
not impose a time restraint based on theiphysician’s
certification that does not allow for the fam:ly to elect when
to begin their hospice benefit.

The proposed language seems to suggest that the
physician, not the patient controls the election of hospice
services. What if the physician gives the certification while
the patient is in a SNF for treatments covered under
Medicare and the patient elects to utilize'their skilled care
days before initiating hospice? The proposed language

-| seems to mandate the timing of the assessment based on
the physician certification as opposed to the patient’s
election of hospice. Changes in the Ianguage are
suggested below: ;
“The hospice registered nurse must ci:mplete an initial
assessment visit within 24 hours of admission to
hospice, after the hospice receives both the
physician’s certification for hospice care and the
election of hospice consent forms completed by the
patient or his/her designee. The purpose of the initial
assessment is to determine the pat:ent's immediate
care and support needs. The patient reserves the right
to determine when to initiate hospice services. ”

418.54 Condition of Participation: Comprehensive Again, the confusion related to the definition of “initial
Assessment of the Patient. assessment” is very problematic here. Also, Home Heaith

(a) Standard: Initial Assessment (pg 9) is alltowed 48 hours in this area, and hosplce should be

; afforded at least the same. Operationalizing this standard
would prove very difficult, even |mposs1ble for some
providers. As to the physician’s order, dependlng on the
definition, this could be an order for a pre-admit
visit/explanation or an order for admission to hospice. This
needs to be clarified. We concur with the suggestion to add
language which allows for the patient!fardily to impact the
. _ timeframe of the admission. This should not be in the
i control of the physician. Again, depending on the definition
: of initial assessment, this standard should not restrict the
provision of a pre-admit visit to being performed by the RN.
It is impractical. If in fact this standard is not referring to a
pre-admit visit, but truly the intake assessment then the RN
is the appropriate person.

|
!
|
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Suggested changes:

(i) A doctor of medicine or osteopathy (-whe—rs—net—the
iont's-attonding-physician). :

Patients may select the Hospice Medical Director as their
“attending physician” for a number of reasons:
v' The patient has relocated from out of state and has no

attending physician. !

v The patient’s attending can not provide house calis,

which may be required
v The patient’s attending elects not to ‘follow patient’s
receiving hospice care

\
1

The hospice regulations require the hospice to provide a
physician to be available to patients in the event that they
do not have an attending physician available. The
regulations also support the patient’s rlght to select the

hospice physician as their attending physician.

418.54 Cbndition of P‘articipation: Comprehensive
Assessment of the Patient.
(b) Standard: Time frame for completion of the

c‘omprehensive‘ assessment. (pg 10)

We strongly support NHPCO's recommendation of 7-

calendar days for completion. Also, we would not mind to
see the imposition of time frames for Somal Services and

Chaplaincy, as long as the language alIows for

patient/family preference to supersede the regulatory time

frame. As to the involvement of the attending physician,
this language is too restrictive. Most Attendings do not
desire this much input, but rather rely onithe hospice to
manage the plan of care with only minim‘al input from them.

This should be 7 days due to logistics of convemng an IDT
outside of the normal schedule. A time frame of 4 days
would not allow adequate time for the somal worker and /or
chaplain to accomplish an initial assessment The language
that specifically identifies the attending physmnan seems
redundant as the attending physician is aIready considered
a member of the patient’s interdisciplinary team.

\
The proposed language should be changed as the
requirement to “consult” with the attendlng is onerous. In
many instances, attendmg physicians refer their patients to
hospice to obtain expertise in palliative paln and symptom
control (i.e. the Hospice Medical Dnrector is serving as the
“Consultant” to the attending physician). Ip our experience,
the attending physician does not want to pbe “consulted”
regarding palliative care, and requests that the palliative
interventions be managed by the Hospice Medical Director.
The proposed wording is also problematic in that the
Hospice has no control over the availability of the attending
physician. In many instances the attending physician is
simply not available for “consultation”.

“The hospice interdisciplinary group nl1ust complete the
comprehensive assessment no later than 7 days after
the patient elects to begin the hosplce benefit. This
assessment should be coordmated w:th the attending
physician or his/her designee. ” |

]
i

418.54 Condltlon of Participation: Comprehensive
Assessment of the Patient.
(c) Standard: C&mtent of the comprehensive
assessment. (pg 11)

|

We concur with the addition of language to indicate that this
needs assessment is driven by the patient/family. Agree
with the suggestion that the language limits coverage and
hospice should be responsible for assessmg
comprehensively, but be charged ONLY w Mrovndmg

e

i.
\
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palliation and management of the terminal illness. Also,
there should be clarification in the language about what is
appropriate/not appropriate to cover. Many hospices have
elected to cover ALL patient meds, related or not. We feel
strongly that taking this approach drives patient choice and
is in effect solicitation/enticement. Hosplces need to be
limited to the provision of medications/DME, efc. related
solely to the terminal diagnosis and the symptoms related to
by the terminal diagnosis. There is also the question of
palliative driven medications, versus disease driven
medications. The regulation would lead you to the disease
driven approach which would eliminate hosplces paying for
patient’s pre-existing pain or other medlcatlons

418.54 Condition of Participation: Comprehensive
Assessment of the Patient.
(d) Standard: L‘deate of the comprehensive
assessment. (‘pg 11-12)

We strongly agree with recommendationj for updating every
2 calendar weeks rather than every 14 days. The 14 days
causes many operational issues, especially around weeks
with holidays. It would be difficult to argue that a review
which took place on day 15 would be any less effective or
appropriate than a review on day 14. We would suggest
that the reassessment prior to recertification would occur
within the two calendar weeks prior to the end of the current
certification period. i.

418.56 Condition of P;articipation: Interdisciplinary
group care planning and coordination of
services.
(a) Standard: Approach to service delivery (pg
13)

We would be in agreement with leadership of the 1DT/care
plan being unrestricted to qualified health care
professionals. Nursing dominance of the plan of care has
long been an issue. As we are regulated to be
interdisciplinary, it would seem to be approprlate for
oversight to not be restricted.

1

418.56 Condition of Participation: Interdisciplinary
group care plénning and coordination of
services.
(@) (1) (i) Standard: Approach to service delivery

(pg 13)

|| physician)” —

We would agree with removing the language in parenthesis
after (a) (1) (i) “(who is not the patient’s attending

many hospices contract with physicians and
often they may in fact be the attending physician and
hospice medical director. !

418.56 Condition of Participation: Interdisciplinary
group care pla‘nning and coordination of
services. ‘

(a) (2) Standard: Approach to service delivery

(pg 13-14)

It should NOT be the responsibility of the IDT to establish
policies governing the day-to-day provision of hospice care
and services. This responsibility belongs to the
administrative team with oversight by the Board or other
governing body.

418.56 Condition of Pérﬂcupatlon Interdisciplinary
group care pla\nnlng and coordination of
services.
(c) Standard: Content of the plan of care. (pg 74)

Agree strongly with the insertion of the language “services
for the palliation and/or management of the terminal
condition including...” so that it is clear the hospice is not to
treat all the patient’s problems.

418.56 Condition of Participation: Interdisciplinary

: L o
group care plapmng and coordination of
services.

() (2) (pg 14)

Would suggest that scope and frequency for patients in any
setting are fluid and ever changing. It is possible to pick a
starting point, based upon the patient/family/caregiver input
and adjust appropriately as needs change.

418.56 Condition of Participation: Interdisciplinary
group care planning and coordination of
services. \

(c) (6) (pg 15) ‘

|

Based upon the patient'’s right to self determination of their
end of life care, many times there is NOT “agreement”
between the parties with regard to the plén of care. We
agree with removing the word agreement to allow for these
instances.

v

418.56 Condition of Participation: Interdisciplinary
group care plahning and coordination of
services. |
(d) Standard: R\éview of the plan of care {pg 15)

We find this language too restrictive in terms of the
involvement of the aitending physician. As stated earlier,
most Attendings do not want to be involved in the care
planning process, only to be kept updated as to what is
occurring with the patient. We do have concerns that the




. —

‘ : Medical Director is being elevated above the IDT rather
than a very integral part of the IDT. We would be
\ supportive of the suggested re-write. '

418.56 Condition of FTarticipation: Interdisciplinary This sharing of information has proven very frustrating
group care planning and coordination of within providers interpretations of the HIPAA guidelines.
services. Many times the patient is a shared patient, but providers

(e) Standard: Coordination of services (4) (pg 15) | interpret very differently what they may or may not share
, which makes coordination of services difficult at best. We
would support the proposed additions. .
‘ |
418.58 Condition of Participation: Quality assessment | Suggest consistency of verbiage related to QAP!
and performance improvement. throughout regulations. \
(a) (2) Standard: Program Scope. (pg 16) B
418.58 Condition of F"artlclpatlon Quality assessment | We simply request that the data collected by reasonable to
and performance improvement. collect, relevant, and meaningful to hospice care. Many
(b) Standard: F5rogram Data. (pg 16-17) current data set models are irrelevant toihospice and it is a
' burden to collect meaningless |nformat|on

418.58 Condition of P‘artlmpatlon Quality assessment | Need to define “adverse event” in a way: approprlate to
and performance improvement. hospice care. We define “adverse event” as “An unplanned
(¢) Standard: Program Activities (pg 17) event which causes significant injury or hastens death as
‘ compared to the normal, expected progression of the
terminal diagnosis.” The definition in the CMS comment

would mean that any death would be ad\j‘/erse.

418.58 Condition of Parttclpatlon Quality assessment | We propose that the Governing Body maintains oversight of
and performance improvement. the QAPI program in order to identify trends in care and
(e) Standard: I%xecutlve responsibilities. (pg 177) | process improvement areas. This is typlcally accomplished
through a Ql Sub-committee which reports back to the full
governing body. This would seem most appropriate.

i

418.62 Condition of Partlmpatlon Licensed Agree with the addition of the word “hospice”.
professional serwces
(0) (pg 18) |

418.64 Condition of Participation: Core services (pg We support contracting services for Continuous Care in
19) ‘ order to meet the needs and provide this'level of care;

however we do recognize that there could be issues of
continuity and quality of care when using non-employee
providers. It would be the responsibility of the hospice to
ensure the continuity and quality and address issues
related to this immediately. Our hospice RN's visit daily
patients on Continuous Care, and provnde oversight through

this visit. ‘
J‘ ) i
418.64 Condition of Participation: Core services We, like many hospice providers, extend bereavement care
(d) Standard counseling services (pg 20) to patients, families, and staff in the nursihg home setting.

i Under this proposed regulation there are many definition
' areas of concern.
(1) Burden of widely providing bereavement services to
all caregivers.
(2) HIPAA concerns related to extendlng bereavement
to residents of a facility.
(3) Need for a definition of “available”, “counseling” and
“identified” in the Bereavement plan of care.
(4) Should there be a timeframe for developlng the
bereavement plan of care?
(5) What does CMS propose as they look to improve
bereavement services? i
_(6) 4
418.76 Condltlon of Partlclpatlon Home health aide We support the substitution language proposed
and homemaker services. _
(f) Standard: Ehglble training organizations (pg |
Y/ ] | |

!1 “




418.76 Condition of Participation Home health aide
and homema er services.
(g) Standard: Home health aide assignments and

| duties. (1) (pg 28)

Would this definition allow for LVN/LPN’;s to make
assignments for HHA's? We STRONGLY disagree with
HHA'’s administering medication at any time.

418.76 Condition of Partlclpatlon Home health a|de
and homemaker services.

(9) (2) () (pg 28)

\

We do not support needing a physician’s order to adjust the
HHA plan of care, scope or frequency of visits. The team
(including the patient/family/caregiver) should be aliowed
total authority in adjusting the plan of care in order to meet
the very fluctuating needs. ‘

418.76 Condition of Hanicipation Home health aide
and homemaker services.

(@) (3)(iv) (pg/28)

We do not support HHA’s administering medlcatlons at any
time.

418.76 Condition of Participation: Home health aide
and homemaker services.
(h) Standard: Supervision of Home Health Aides
(pg 29)

{

“Qualified therapist” needs to be defined. Why is an onsite
visit required every 14 days? We belleve that a phone
assessment also provides the same information and is
entirely appropriate. We again would support this being
“every two calendar weeks” rather than every 14 days. The
requirement for direct observation every28 days is
restrictive and does not relate to short length of stay. Direct
supervision is not currently required. If if is to be required,
then we would support the language “ every month” so as
not to be out of compllance if the visit.is done on the 29"
day. We support the issue of competency testing, which at
our agency is done upon hire and then agann annually or
any time a need is identified and believe that this process
eliminates the need for direct supervisor;i/ visits.

1

418.78 Condltlon of P; Partlmpatlon Volunteers
(e) Standard: level of activity (pg 30-31)

Would appreciate guidance/recommendations for volunteer
documentation issues. Also, for guidance as to what
“counts” toward the 5%. If, for example, a group of
volunteers gets together and makes qunts 4 times a year,
which are then distributed to patients throughout the year,
these hours should count as volunteer hours. The intent is
that while the name of the individual(s) may not yet be
known, the quilt is made for the express use of a

| patient/family and therefore all the time was specifically

dedicated to patients. This area is very \}ague and not
consistently calculated from hospice to h‘pspice.

418.100 ¢ondition of I?articipation: Organization and
administration of services
(e) Standard: Professional management. (pg 32)

. L
We concur with the requirement about “supervision of staff”
(as opposed to requiring supervision of services) as per the
comments. We disagree STRONGLY W|th the language
“Furnished in a safe and effective manner by personnel
having at least the same qualifications as hospice
employees...” This language would make contracting or
arranging for service by anyone impossible. The people we
contract with, nurses in the hospital or SNF are not trained
in hospice care. We feel this language is" too restrictive.

418.102 Condition of Participation: Medical Director
(pg 34)

The COP’s already state that the Hosplce is responsible to
coordinate and manage all aspects of professional care. To
reiterate this requirement here is redundant and
unnecessary. The proposed language is! also problematic
because it seems to exclude other members of the IDG
from the communication/coordination prooess.

i
Below are suggested revisions to the wording:

The hospice must designate a physician to serve as
medical director. The medical director must be a doctor of
medicine or osteopathy who is either employed by, or under
contract with, the hospice. When the medlcal director is not

available, a physician designated by the med/cal director

e




\

{or the hospice) assumes the same respons:blllt/es and
obligations as the medical director.

(Or)
The (IDG, including the ) medical d/rector and physician
designee, coordinate with other physicians and health care
professionals to ensure that each patient experiences
medical care that reflects hospice policy.

|
With regard to the language concerning jwhen the medical
director is unavailable and choosing a physician designee,
if that physician is not under contract with the hospice
doesn’t this present a HIPAA violation (nelther an employee
nor contract)? ,

T

418.102 Condition of Participation: Medical Director
(c) Standard: Coordination of medical care. (pg
35) '

| We believe that it would be impossible for the majority of

hospices to find contract medical dlrectors who are willing
or able to head the QAPI program. Further this takes away
from the patient care time the medical dnrector has and
removes him/her from patients that mucn farther. The
Medical Director certainly should partlmpate in the QAPI
program, but need not be set aside as havmg this primary
responsibility. If the duties can be aSSIQned to another staff
member, nearly 100% of hospices would choose to do this.
We fully support the suggestion to expand this to “or other
qualified professional” so that an employee could do this
work and oversee the program. |
1

418.104 Condition of Participation: Clinical Records
(pg 35-36)

Agree with clarification requested as to “accurate" records.
\

418.104 Condition of F"artlclpatlon Clinical Records
(b) Standard: Authentication (pg 37)

We question what is required to authentlcate the
signatures? This standard is too broad and burdensome
given the “mobile” nature of hospice work Home Health
Agencies and Nursing Facilities are not held to this
standard. We strongly support removing‘this issue from the
standard. ;

h418 104 Condltlon of Partlclpatlon Clinical Records
(e) Standard: D‘lscharge or transfer of care (pg
38)

The burden placed by this standard far exceeds the attempt
to require communication between providers. The need to
copy the entire medical record and provide it to either
another facility or primary physician is a waste of resources
(staff and paper); impractical and the real question is “who
will honestly read that chart?” No one. We strongly support
using the discharge summary, whose content could be
defined, and any other appropriate documentatlon needed.

418.106 Condltlon of P‘artlmpatlon Drugs, controlled
drugs and biologicals, medical supplies, and
DME.
(b) Standard: Controlled drugs in the patient’s
home (pg 39)

Please see our earlier concern (418.52 (a) (3)) about this
information being a required part of the initial assessment.
We disagree with the use of the phrase * potent|al dangers
of controlled substances.” We would support language
detailing side effects, benefits and risks of therapy, and
safety issues related to use of controlled substances when
place in the home environment. t

: |
418.104 Condition of Participation: Clinical Records
(c) Standard: Use and maintenance of
equipment and supplies. (pg 39)

We strongly support the recommendation regarding DME
provider being responsible for mformatlon and training
related to equipment placed in their home by hospice.
Another suggestion would be reframing the information, i.e.,

“If a Hospice provides, cleans, and maintains its own

|

i




equipment, the ...” (insert the rest of number (1)). if the
Hospice contracts for DME and supplles the vendor
maintains this responsibility.

418.108 Condition of Participation: Short-term
inpatient care (pg 40)

We strongly agreé with the need to put psychosocial crisis
back into this area. We are interdisciplinary because of the
muitifaceted issues of our care. If we value those things
equally, then needing General Inpatient level of care related
to a psychosocial, or psycho spiritual cr|5|s would be
appropriate. Caregiver breakdown is a huge issue and truly
leaves a patient in crisis if the careglver has been providing
for their needs.

418.108 Condition of Participation: Short-term
inpatient care
(a) Standard: Inpatient care for symptom
management and pain control. (pg 40)

Would broaden this description to include
psychosocial/psycho spiritual issues as a reason for GIP.
Strongly agree that the requirement for an RN to be present
providing 24 hour nursing care be dropped. The expertise
of the staff needed should be dependant on the needs of
the patient. QOur hospice visits all GIP’s daily so the hospice
RN could provide oversight without the facnhty having to
have an RN on board. Further, facilities will misrepresent
their actual staffing leading the hospice to be out of
compliance, through no real fault of thelr own.

418.108 Condition of Participation: Short-term
inpatient care
(b) Standard:

(pg 40)

npatient care for respite purposes.

We strongly support removing the requirement for an RN
around the clock for respite patients, as they are placed not
for medical needs, but for caregiver relief. Would
appreciate more specific guidance as to the frequency of
respite per cert period.

418.108 Condition of Partlc:patlon Short-term
|npat|ent care\
(c) Inpatient care provided under arrangements.

(pg 40) |

We strongly agree with the suggestion that the provider be
the custodian of the record with access by hospice or
surveyor. It is very difficult to get facilities to follow up post
discharge with copies of the record to the hospice provider.
It almost requires additional staffing just to monitor this
area. :

\
418.110 Condition of lﬁartlmpatlon Hospices that
provide mpatlent care directly

(b) Standard; 24 hour nursing services (pg 42)

Please see earlier support for removing th|s requirement
(418.108 (a). g

418.110 Condition of Partucnpatlon Hospices that
provide inpatient care directly
(f) Standard: Patient rooms (pg 45)

We are in agreement with the space requirements outlined
to provide sufficient space to families who wcsh to stay with
their loved ones.

418.110 Condition of Participation: Hospices that
provide mpatlént care directly
(m) Standard: ITharmaceutlcaI services. (pg 47)

We strongly agree with allowing pharmaéeuticals to be
brought from home as long as they are |n their original
package.

418.110 Condition of Participation: Hospices that
provide lnpatlent care directly
(o) Standard: Seclusion and restraint (pg 48)

Please see response for Definitions: Drug restraint at the
beginning of this document. Many patients are admitted to
GIP level of care related to terminal restlgssness or anxiety.
In order to keep the patient from harm, restraint may be
necessary until the patient can be calmed and medications

titrated to symptom management.

418.110 Condition of Participation: Hospices that
provide mpatlent care directly

_(0) 3) (i) (d) (pg 49)

We endorse the suggested changes related to the
timeframes when restraints are in use.

418.112 Condition of Participation: Hospices that
provide hospice care to residents of a
SNF/NF, ICF/MR,
(b) Standard: Professional Management (pg 57)

This is a very conflicted area. It often seems that we are in
“no win” conflicts with facilities. While hospice is regulated
to retain professional management of the patient, facilities
show a general lack of disregard for our regulatory
requirements. We have the responsibility without the
authority to enforce issues with facilities. Facilities are often
argumentative when a hospice consult is written on a




patient on Skilled A days (takes revenue from the facility
pocket). The patient may desire hospice instead, and the
facilities often REFUSE to allow the patient to elect.
Additionally, the hospice and facility regs are often in direct
opposition with one another, and facrlrtres fear being cited
related to decubitus ulcers, medrcatrons* restraints, and
poor nutrition, even though hospice is involved. There is
very poor interpretation of how the care plan is supposed to
be integrated with facilities. Addltlonally\ it is nearly
impossible to use a facility, other than a hospltal or free-
standing inpatient unit, for patients who are confused or
agitated and need general inpatient care to control
symptoms. Our medication protocols for these symptoms
out of control send facilities through the roof with worry and
dread about a survey. We make attempi after attempt to be
informed of care plan meetings so we can attend, and time
after time we are not informed. We have tried calendars to
track, but the facilities often change the r“neetings without
notice.

418.112 Condltlon of Partlclpatlon Hospices that
provide hosplce care to residents of a
SNFINF, ICFIMR or other facilities.

(d) (pg 53) |

Communication and coordination of care is already very
difficult. This proposed regulation again leaves out the IDT
and other facility staff who are more dlrectly related to the
care of the patient than the physicians speclfled We
strongly feel that the Medical Director is a valued member
of the IDT, and should not be set apart from the team.

We STRONGLY disagree with facility Medrcal Director(s)
serving as the Hospice Medical Director. This opens up the
potential for “double dipping” as the facrlrty Medical Director
is already heing paid for seeing these patients, and then
receiving additional reimbursement for hospice patients.
Additionally, it sets up potential kickbackiissues related to
referrals only coming to a hospice because the facility
medical director is the hospice medical drrector In our
area, we have seen hospices rntentlonally hiring facility
medical directors with an expected side effect of securing
all their referrals. As we look to raise the bar in hospice
care, this is one door that should be closed

418.114 Condition of Participation: Personnel
Quallflcatrons for Licensed Professionals.

(@) (pg 56)

We support following State guidelines in this area.
|

{

418.114 Condition of Participation: Personnel
' Qualifications ‘for Licensed Professionals.

(?) (pg 60) |

We think that many small or rural hospices may have
difficulty hiring at the MSW level. However, we support
following State guidelines for Social Worl‘f practice.

418.114 dondition of Participation: Personnel
Qualifications \for Licensed Professionals.
(d) Standard: Crrmrnal Background Checks. (pg
60)

The language is too broad. Suggest add'rng “independent

| contractors”, otherwise this would imply that anyone who

works with Hosplce through a contracted rarrangement
(DME, Pharmacy, etc) would require the hospice performing
a background check. We would suggest 1|m|t|ng
background checks to those with patient contact, which
would include Volunteers (who should be treated as an
employee). The time and cost burden of thls proposed
regulation, could prove very difficult to small or rural
hospices.

|
\
i
|

One additional point of discussion focused around the “burden” these proposed regulations would cause to hospices.
We would:like for CMS to explain where they puiled the figures from because to our estimation they are not even close
to our prOJected burden. Burden estimates should be derived from polling providers and guaging prOJectrons based on

provider input.

‘r
‘\
|
|
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July 5, 2005 w
Centers for Medicare & Medicaid Services
Department of Health and Human Services
Attention: CMS-3844-P

P.O; Box 8010 |

Baltimore, MD %1244-8010

To Whom It Mal' Concern:

|

The Missouri Department of Health and Senior Services, Unit of Home Care and Rehabilitative
Staridards, hospice survey staff, met several days to review and discuss the proposed rule‘T for the
hospice regulations. This group consisted of ten surveyors, six of who have been surveying
hosﬁiices for eight plus years. |

|

1 find the compiled comments from the Unit of Home Care and Rehabilitative

Encijosed you wi
Standards. |

!

If ydu should have any questions, I can be reached at 573-751-6336.

Thaﬁlk you for your consideration of the enclosed comments.

Sincerely, ‘

! | ‘
2 |
LisaCoots, R.N., Administrator

Unitiof Home Caire and
Rehabilitative Standards

Encl’psure

cc Mafyalice Futrell, CMS, Kansas City Regional Office
i
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: www.dhss.mo.gov |
The Missouri Departmept of Health and Senior Services protects and promotes quality of life and health for all Missourians by dﬁveloping
and implementing programs and systems that provide: information and education, effective regulation and oversight, quality services, and
i ‘ surveillance of diseases and conditions. !
i AN EQUAL O‘PPORTUNITY / AFFIRMATIVE ACTION EMPLOYER: Services provided on a nondiscriminatary basis.
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418.3 DEFINITIONS:
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FILE CODE: CMS-3844-P

Proposed Rule
Comments

CLINICAL NOTE: Request addition of psychosocial and spiritual services to this
deﬁm{lon These services are a very important part of hospice care and need to be

ed in this definition.
define: INITIAL ASSESSMENT, COMPREHENSIVE ASSESSMENT
PLAN OF CARE
|

applicable to hospice as some medications that may be defined: as chemical
nts, in some instances, may be normal patient care protocol in hospice.

commend including in the definition “one who has been appropriately
d in death and dying.”

NSED PROFESSIONAL: Recommend ending the sentence after the word
ered.” Each state may have different requirements and adding “such as}
s limitations.

RAINT: We feel the definition does not define the word restraint. A
mendation is being made to delete this definition.

SECLUSION: Recommend deleting this definition for two reasons:
a. Some patient’s want to be secluded at time of death or with severe
pain.
b. The disease process itself could physically prevent the patient from
leaving. -
%418.52 “PATIENT RIGHTS”:
(a) Standard: Notice of Rights
t (1) Recommend deletion of the word “language” from the sentence that states, “the

hospic

of the
under.

(3) Recon
a.

e must provide the patient or representative with verbal and written notice
patient’s rights and responsibilities in a language and manner the patien‘t
stands.” We feel it would be too cost prohibitive to have in all languagés.
nmend deletion based on the following reasons:

The patient/family receives extensive information during admission
and this may become very burdensome.

and Medicaid Programs Hospice Conditions of Part1c1patlon,

5 RESTRAINT: Recommend the elimination of this definition. We feel this

LOYEE: The definition states “an employee...who is appropriately trained.”



b) S_tandard

IR S

(¢) Standard:
|

\
i word
1
\

418 54 Com

i
(c) Standard:
|
l
\

not ad;dressed in as much detail as “bereavement” is here:

1
i
|
|
T

(d) Standard:
: Pleast

|
1
|
\
1 from
i
|
1
l

(Hu
Participate in their plan of care.’
(4) We recommend deleting (i), (i1), (iii). These are not appropriate for hospice.

The s
verba

. (1) Please clarify what it is you are asking. Ifit is the admission diagnosis,

(2) Please clarify what it is you are asking. Are you asking for morbidity & co-

all dlsmphnes be done every 14 days? Or is it the ongoing plan of care derived

recommendation that it be updated every recert period & not every 14 da
W

(3) b. The patient may not be receiving any controlled medications at
time of admission and could-be informed at such a time as nee

W

(4) Recommend the last part of the sentence be deleted and only stat
“The hospice must maintain documentation showing that it has
complied with the requirements of this section.” We feel the
agency should state, in their own pohcy, how this documentatior
will be accomphshed

Exercise of rights and respect for property and person ‘
nder (1) we recommend addlng a (v) to this standard statmg, “has right to

Patient Liability:

entence states, “ Before care is initiated, the patlent must be informed,
Ily and in writing, and in a language...” We recommend deletion of the
“language” and replace with the word “manner:

prehensive Assessment of the Patient

Content of the comprehensive assessment

© recommend just asking for the diagnosis.

l’I“IOI‘bldlty factors? Are you asking for social or economical barriers? These
first two questions do not seem to be clearly worded.
(3) (i) We are wondering why other important issues for the hospice patient are

f‘ASSESSMEN T T IME FRAMES ?

Update of the comprehensive assessment
¢ clarify. Are you proposing the comprehensive assessment, encompass1‘ng

the comprehensive assessment on admission with an update at recertification
time?

the language is meant to describe a comprehensive assessment, it is our

ys.

/e do feel the ongoing plan of care needs to be updated every 14 days.

the
ded.



(a) Standard:

[

i
|

“PLAN OF CARE”

(b[ Standard: Plan of care

(c) Standard

(d) Standard: Review of the plan of care

?“COORDI}VA TION OF SERVICES”

(e) Standard:| Coordination of services

%Il 8.56 Interdisciplinary group care planning and coordination of services

Approach to service delivery |
(1) We recommend changing “qualified health care professional” to “registered
n‘ rse”. We feel it should be the RN that coordinates the patient’s care.

({) We recommend changing to....” A doctor of medicine or osteopathy (\Lvho
may or may not be the patient’s attending physician).

We recommend there should be a t1me frame as to when the plan of care needs to
be co%pleted

Content of the plan of care ‘
Please clarify. Are you expecting a complete comprehensive assessment by all
d15c1p‘11nes every two weeks as well as updating the plan of care every two wéeks‘7
Our r‘ecommendatlon is to update the plan of care every two weeks or anytlme a
change in the patient’s condition occurs. It’s unrealistic that a full comprehedswe
assessment is to be done every two weeks by all disciplines. Not all hospice
patients may want or need all disciplines every two weeks. ‘

(2) We would recommend deleting the part of the sentence saying “a detailed
statement of”. It should be adequate just to say “The scope and frequency of
services....... ?

(6) Would recommend changing “patient and family” to “patient/family”.

We recommend the following;:

“The medical director or physician designee” be deleted and
the sentence start with “The hospice interdisciplinary team...” (The |
reason for this is that the medical director is part of the interdisciplinary
team.) _ ‘

e “...atintervals specified in the plan” be deleted. The plan of care cannot
forecast or project the patient’s needs or change in condition.

Delete “updated comprehensive assessment”. Change to “a revised plan
of care must 1nclude information from the patient’s 0ng01ng

assessment..

(1) We recommend deleting “through its designated professionals”. The

1‘rnterd1sc1p11nary group has already been defined, thus, we feel this is not

necessary.




(4) For clarity purposes; we recommended changing this to “Provide for and
ensure the ongoing sharing of information between all disciplines providing
care and services in all settings, whether provided directly or under
arrangement.

“QAPI”

418.58'Quah‘ty assessment and performance improvement
| We have a general comment for this entire condition. We feel the standards under

this condition are very “wordy” and unclear making it difficult to even comment.

It seems Standard (c) with the addition of “data collection” could encompass Iand
a QA ‘program. From a surveyor perspective we feel these would be very difficult

to enforce when we don’t even understand them.

(d) Standard:| Performance improvement projects
(1) Please define what'is meant by “scope of distinct improvement projects”.
! Define what “complexity” is. '

418.64 Core Services

(b) Standard:| Nursing services .
‘ (2) Please clarify NP. Isthe NP an employee of the hospice or the attending
i Physician?
(d) Standard:| Counseling services
(3) Spiritual counseling

| (iii) It is our recommendation that if the hospice is not

| ' required to go to extraordinary lengths to do this than
9 sentence should be deleted.

-+

he‘

‘1‘STATUT RY NURSING WAIVER”
I

418.66 Nursing Services — Waiver of requirement that substantially all nursing
services be routinely provided directly by a hospice.

(a) (1) We recommend changing the sentence to include both rural and

urban areas.

J

|
418.72 Physical therapy, occupational therapy, and speech-language pathology

We re}commend adding dietitians to the non-core services.




418.76 Home health aide and homemaker services
(c) Standard: Competency evaluation.

Recommend adding the word “aide” after home health. The sentence should rea
i ”An individual may furnish home health aide services ....”
(e) Standard:

training, competency evaluations and in-service training, ‘

Standard: Qualifications for instructors conducting classroom supervised practical

d

We recommend that qualifications should be two years of nursing expenence at

least one year of which must be in hospice care” }

GENERAL COMMENT All places in the document that states home hl:alth

aide or home health agency should read hosplce aide or hospice agency. \

j(i) Standard: Eligible training organization

Recommend changing “home health agency” to “hospice agency”.
2) ("Jhange from home health to “hospice”. J‘
(3) We recommend deleting this. It does not relate to hospice but instead re

{o home health. There are no partial or extended surveys for hospice.
4 iﬁlease explain. Is there a monetary penalty of $5000 for hospice?
(5) Change home health agency to “hospice agency”.

(M 1) Again, can hospice be assessed this type of penalty?
(1V) Change home health to hospice

Wer
does ﬁot visit as often as nursing does.

(N We recommend to delete “or qualified therapist”. We think it should

113

read | hospice aides are assigned to a specific patient by a registered nurse.
Written patient care instructions for a hospice aide must be prepared by a
registered nurse who is responsible for the supervision of a hospice aide as

spemf‘ied under paragraph (h) of this section.”
¥)) Ohange home health to hospice.
(1) We recommend deleting this statement. It is our feeling that the IDT
should have authority to decide when a patient needs hospice aide.
(3) (iv) We recommend adding, “as permitted by state law”.

~ (4) Recommend deleting “or other appropriate licensed professional”.

(g) StandardiHome health aide as51gnments and duties
| commend removing “qualified therapist”. In hospice care, the therapist

lates



(h) Standard; Supervision of home health aides
Again, change home health to “hospice”.

(1) Recommend deleting “or qualified therapist”
(2) Recommend deleting “or therapist”
1 Delete “or qualified therapist”

WE RECOMMEND TO ADD:
(3) When an aide is permanently assigned to a licensed hospice facility, the every
2-week supervisory requirement does not apply, however, there must be
evidence of an annual performance review in the aide’s personnel file.

“ORGANIZATION AND ADMINISTRATIO

418.100 Oréanization and administration of services

(c) Standardj Services
(1) (vii) Please clarify “short term” i.e., respite vs. acute.
WE I{ECOMMEND TO ADD:
(lx) Continuous care
WE ALSO RECOMMEND TO ADD:
3) E‘J:lch hospice shall provide initial orientation for each direct employee
that is specific to the employee’s job duties.

(e) Standard:| Professional management responsibility
Recommend to delete “of staff and”. The hospice agency is not responsible for
staff of another agency
(2) Recommend changing to “Furnished in a safe and effective manner by

qualified personnel.

(g) Standard: In-service training
Recommend deleting “as necessary”.

418.102 | “MEDICAL DIRECTOR”
We recommend deleting the last sentence because this is the responsibility ofjthe
IDT, ‘Whlch include the medical director, attending physician and other health care
professionals.

(a) Standard:| Initial certification of terminal illness
The a‘ttendmg physician has been excluded from this initial certification. We
recommend changing it to say, “The attending physician and medical director or
physician designee reviews....”

(b) Standard:| Recertification of the terminal illness
418.21(a) does this reference the BBA of 1997 (Aug 5, 1997)? Is this the correct

recertification timeframes?




(c) Standard:
We re
medic

418.104

(a) Standard:

(1) Explain. Why would you expect updated comprehensive assessment and
ar updated plan of care? We recommend that it read: “ The initial plan of

Coordination of medical care
commend changmg’ ‘patient’s medical care in its entirety” to read “patient’s

al and hospice care”. We also recommend deleting the last sentence.

“CLINICAL RECORDS”

Each ﬁatient s record must include the following:

not

care, revisions to plan of care, initial assessments, comprehensive assessments

at

-8

“DRUGS, SUPPLIES, & DME”

418.106 Dru Ds, controlled drugs and biologicals, medical supplies, and durable

medi

(b) Standard:
Recon
delive
Itiso

_ collec

recertification, clinical notes.” As a surveyor team, we find that the

ould be no need for progress notes.

cal equlpment

Controlled drugs in the patient’s home

nmend rewriting to say, “The hospice must have a written policy for
ry and disposing of controlled drugs maintained in the patient’s home.”
ur recommendation to delete the rest of the statement. We feel tracking
ting does not apply to hospice. We do feel that education of patient and

l

progress notes is a repetition. If plans of care are updated appropnately there

and

family regarding controlled medications needs to be done and documented but all

‘ the regt of the information stated here is not appropriate for hospice.
(c) Standard:

se and maintenance of equipment and supplies

‘” 1

(1) We recommend changing this entire paragraph to the “suggested language” in

th

418.108 “SHORT-TERM INPATIENT CARE”

(a) Standard:
(2) P1

(c) Standard: | v
(3) We feel a copy of the medical record is not necessary. A copy of the

di

“INPATIENT CARE”

418.110 Hoslices that provide inpatient care directly

(b) Standard:

Twenty-four hour nursing services
Please clarify “nursing services”. -

e comment column.

Inpatient care for symptom management and pain control
case clarify “nursing services”. Is this RN or LPN? -
Inpatient care provided under arrangements -

>charge summary would be sufficient.




(f) Standard: | Patient rooms

(m) Standard: Pharmaceutical services

(o)

“RESIDENTS RESIDING IN A FACILITY”

418.112 Hospices that provide hospice care to resndents of a SNF/NF, ICF/MR, or
other facilities.

(c)

(d) Standard: “Medical Director

@

(g) Standard: | Coordination of services
(h) Standard: | Transfer, revocation, or discharge from hospice

(1) Standard: This standard needs to be ALSO added to subpart D 418.100 - Condltlon

(4) (v) We recommend to change to 100 sq feet for each residing patient whether
it is a single or double room.

We recommend deleting: “Drugs and biologicals must be obtained from
community or institutional pharmacists or stocked by the hospice.”

Standard:| “SECLUSION AND RESTRAINT”

GENERAL COMMENT ON THE ENTIRE STANDARD:
CItis otr feeling that a “Hospice House” environment is so different than a nursmg

home “or hospital. Other than for safety reasons we cannot fathom using restralnts

or seclusion on a hospice patient. Therefore, we feel we cannot comment on this

|
section.

Standard: Core Services
We recommend adding medical director or physician designee.

We recommend it to read, “The medical director or physician designee of the
hospiee must provide overall coordination of the medical care of the hospice
resident that resides in an SNF, NF, or other facility.” We recommend deleting
the last sentence. We feel this leaves out the IDT team concept.
Standard: ‘ertten agreement
(1) Why would this be part of a contract” Shouldn’t it be part of the patient
clinical record?
4) (1) ‘Thls would require a change in the plan of care .
(11) This says the same thing as (i). Why not combine?

(111) Recommend to delete. Hospice takes care of the dying.
(1) Recommend to add “ and updates of plan of care”.

Recommend changing “does not directly impact” to “may not directly impact’.

of Participation: Organization and administration of services. (DO NOT DELETE FROM

THIS SECTI()N)




'

“PERSONNEL QUALIFICATIONS”

" 418.114 Pers‘onnel qualifications for licensed professionals ]

(b) Any place that states “home health aide” should state “hospice aide”

“SOCIAL WORK” o

(c) (7) We recommend that a bachelor’s degfee in social work or related
field (psychology, counseling, etc.) should be considered.




June 21, 2005 ‘
Centers for Medicare and Medicaid Services |
Department of Health and Human Services ‘
Attention: CMS-3844-P CHA \PLA”\[S

|
Dear Sirs: Healing Ihr‘;ough Spiritual Care

GENERAL: \

With commitment to interfaith ministry and the professional practice of pastoral care, the
Association of Professional Chaplains serves chaplains in all types of health and human service
settings. Almost 4,000 members are chaplains involved in pastoral care, representing more than
150 faith groups. As a national, not-for-profit professional association, the APC advocastes for
quality spiritual care of all persons in healthcare facilities, correctional institutions, long term
care units, rehabilitation centers, hospice, the military, and other specialized settings. For more
information about the APC or further information regarding our comments below, visit our
website at http://www.professionalchaplains.org, or contact our Executive Director, Jo Schrader,

at 847-240-1014.

SPIRITUAL NEEDS OF HOSPICE PATIENTS AND FAMILIES ‘

We applaud CMS’s awareness of and commitment to the inclusion of meeting the spi{ritual and
emotional need§ of hospice patients and families and a part of patient rights and the conitinuum of
care. We would encourage the acknowledgement that spiritual needs, just as medical, social,
physical, and péychosocial needs, depends upon the delivery of outcome-based, patien“[ centered
care by trained and certified professionals who are specialists in spirituality. While the proposed
rules identify fspiritual needs’ and ‘spiritual counseling’, what is lacking is more{: specific
standards regarding who is qualified to provide these services. The proposed rules, in the use of
terms such as “clergy”, which is a specifically Christian term, fails to acknowledge and provide
care for the needs of patients of other religious and spiritual traditions, and we would encourage
CMS to utilize language that is more inclusive. We would also encourage CMS to ack\nowledge
the importance of providing for patient and family cultural needs, of which spiritual and reli gious
needs are, while essential, only one part of a person’s culture. There are no specific ‘standards
within the rules‘ that require hospices to assess and be attentive and sensitive to cultufal needs,

such as dietary, space, and treatment.

LICENSED PROFESSIONAL SERVICES
PROPOSED 418.62

- PROFESSIONAL SPIRITUAL CARE PROVIDERS
The proposed hospice rules contain specific standards for licensed professional services, We
understand the rationale for basing these upon State standards for those in other healthcare

1701 E. Woodfield Rd., Suite 760, Schaumburg, IL 60173 Tel: 847/240-1014¢ Fax: 847/240-1015¢ E-mail: info@proféssionalchaplains.org




professions, such as physicians, nurses, therapists, medical social workers, home health aides,
etc. However, professional spiritual care providers are board certified by national profes‘sional
groups, and we would encourage that the proposed rules include this requirement of tho%e
providing spiritual care and counseling in all hospice settings. We have attached a copy‘of the
Common Standards for Professional Chaplaincy, adopted by the Council on Collaboration in
2004, which pro{/ides a unified voice of the six primary professional spiritual care group‘s in the
United States and Canada. The membership of these groups represents over 10,000 members
who currently serve as chaplains, pastoral counselors, and clinical pastoral educators in
specialized settings, including hospice and other healthcare organizations, counseling centers,

prison, or the mil‘itary.

In summary, Board Certified chaplains are required to possess:
e Anundergraduate degree and a graduate-level theological degree from a college,
university, or theological school accredited by a member of the Council of Higher
- Education Accreditation '
e A minimum of 4 units (requiring 1600 hours of training) of Clinical Pastoral
Education, which is nationally recognized clinical training in the provision of
professional spiritual care

|
o B%Jard certification by a national professional pastoral care cognate group iby

which the chaplain demonstrates competencies in pastoral theology and care,
pe‘rsonal and professional identify and conduct, and commitment to a Code of
Professional Ethics
e Continued professional development by active participation in membership of a
'co‘gnate group through the payment of dues, professional continuing education,

and peer review

In addition, professional spiritual care providers are required to abide by a Common Code of
Ethics for Chaplains, Pastoral Counselors, Pastoral Educators, and Students, also a foundlational
document affirmed by the previously defined Council on Collaboration. We have also attached

. this document. ﬂy including standards that require the employment of Board Certified sﬂ)iritual
care professionals, the proposed CMS Rules would ensure that those providing spiritual dare_to
hospice patients, families, and staff would be held accountable just as other professional,
licensed staff are.| This protects hospice patients, family, and staff with unwanted, intrusive, and
potentially abusi\l'e spiritual interventions by those who are not professionally trained, certified,

nor held accountable to professional standards of practice and ethics. ] ‘

| .

While communit)lz religious leaders provide gifts in the provision of religious care to hospice -
patients and families, professionally trained and certified spiritual care providers bring to Lthe
hospice environment the skills to provide spiritual assessment, an outcome-based spiritual plan
of care and interventions based on professional spiritual care standards of practice, the ability to
work effectively \%vithin an interdisciplinary team, and specialty in loss, grief, and bereavement

care and counselir‘lg Board certified chaplains work with community religious leaders to |
facilitate their care to their religious community members, while also serving as an educat‘or and




facilitator of the hospice environment and specialist in the unique spiritual and emotional needs
of hospice patients and families.

We recommend that standards be included to require hospices to employ trained and certified
professional chaplains in order to meet clearly and effectively the proposed rules includiing:

Proposed 418.52:  PATIENT RIGHTS

Professionally trained and nationally certified spiritual care providers are advocates for ;{)atient

rights, educators| for patients, families, and hospice staff, and are trained to provide spiritual care

‘to those seeking to make treatment and end of life decisions.

Proposed 418.54‘1: COMPREHENSIVE ASSESSMENT OF THE PATIENT

Board certified c?‘taplains are trained to provide spiritual assessments that identify issues,
interventions, and specific outcomes to meet the unique needs of each hospice patient an}d their
family. Additioﬂally, board certified chaplains are trained in how to document in both clinical
and progress notes in ways that articulate clearly to the entire interdisciplinary team what
spiritual issues rﬁay impact the overall care of the patient and family. Professional chaplains are
guided by and adhere to national standards of practice in assessment, interventions regmhing
spiritual distress,‘ loss, bereavement, coping, and the use of religious and spiritual resources

identified by the patient and family.

Proposed 418.56: PLAN OF CARE AND COORDINATION OF SERVICES _
Professionally trained and nationally trained spiritual care providers have extensive training and
experience in developing and writing an outcome-based written spiritual plan of care for patients
and families and working with interdisciplinary group care planning and coordination of
services. ‘

Proposed 418.58: QAPI
Board certified chaplains not only have training in quality assessment and performance

improvement, bu‘t also have shown value to organizations that they serve in actively partiicipating
- and maintaining QI and PI planning and projects. All work of board certified chaplains is
informed and gui‘ded by professional practice standards applicable to hospice care.

Proposed 418.78 VOLUNTEERS

Clinically trained} and nationally certified professional spiritual care providers are skilled‘in the
training and over‘si ght of volunteers, particularly those who seek to provide emotional and

spiritual care to h‘ospice patients and families. Having a board certified chaplain in this rc})le
assures the hospice of maintaining patient rights and providing appropriate care by volun‘teers.

Proposed 418.100 ORGANIZATION AND ADMINISTRATION |

Again, board cel’taiﬁed chaplains are trained and professionally credentialed and follow national
standards of practiice in order to organize, manage, and administer spiritual services to pa’;tients,
caregivers, and families within the hospice environment while maintaining dignity, comfort, and




advocacy for patient/family needs and desires. Board certified chaplains serve as educbat;ors to
other professiongl staff and volunteers in areas of patient rights, advance care planning, end of

life, and spiritual, religious, and cultural needs.

INCLUSIVE SPIRITUAL AND RELIGIOUS LANGUAGE

We strongly enc ourage the Proposed Rules be adapted to utilize language that is inclusi\"e of
persons of all spiritual and religious traditions. Rather than using the word ‘clergy’ in the

Proposed Rules, we suggest the use of the word “Board Certified Chaplain” for those er;nployed
by the hospice and “community religious leaders” for those who serve as community support

and/or volunteers.

|
CULTURAL ISSUES

We also strongly encourage that the proposed rules be attentive in the inclusion of additi‘;onal
language address‘ing the cultural needs of patients and families. It is important to all patients,
especially when dealing with the stresses of a terminal diagnosis and end of life, that thei‘r rights
be respected in all areas of life. For many of differing cultural and spiritual backgrounds, the
issues of diet, spéce for cultural, spiritual, and/or religious ritual, medication and other |
treatments, the inclusion of complementary therapies, and conversations around diagnosiis,

treatment, and déath are essential dimensions of patient rights.

Thank you for th{s opportunity for us to comment on CMS-3844-P, the new proposed rules for
hospice and for your consideration of our concerns. Do not hesitate to contact the Association of
Professional Cha%)lains if we can provide more information regarding the training, certification,
standards of prac:tice, and work of professional chaplains. |

Respgctfully submitted,

o S et
Robert A. Kidd, 1‘V[.Div. BCC Josephine N. Schrader, CAE

President Executive Director

ATT: Common Standards for Professional Chaplaincy
Common Code of Ethics for Chaplains, Pastoral Counselors, Pastoral Educators, and
Students
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each of the collaborating groups can be found on the following websites:

sAssociation qf Professional Chaplains (APC)
www.professionalchaplains.org

Common Standards for
Professional Chaplaincy

This document is one of four foundational documents affirmed by the constituent boards of the“CounciI
on Collaboration on November 7, 2004 in Portland, Maine. Collectively, these documents establish a
unified voice for the six organizations that have affirmed them and describe what it means to th}ese )
organizations‘to be a professional pastoral care provider, pastoral counselor or educator. The four

o ComrTwon Standards for Professional Chaplaincy

e Common Standards for Pastoral Educators/Supervisors

e Common Code of Ethics for Chaplains, Pastoral Counselors, Pastoral Educators and Students
[ ]

les for Processing Ethical Complaints |

The membership of the participating groups represents over 10,000 members who currently serve as
chaplains, pas‘toral counselors, and clinical pastoral educators in specialized settings as varied|as
healthcare, counseling centers, prisons or the military. The compiete documents and information about

*American Ass
© WWW.aapc.org

www.acpe.edu
sNational Asso

Wwww.hacc.org
=*National Asso

www.najc.org

chablain-servi

The candidate

=Association for Clinical Pastoral Education (ACPE)

sCanadian As§ociation for Pastoral Practice and Education (CAPPE/ACPEP)
www.cappe.org

ociation of Pastoral Counselors (AAPC)

ciation of Catholic Chaplains (NACC)

ciation of Jewish Chaplains (NAJC)

For more information on the foundations of professional pastoral care see “Professional Chaplaincy: Its

Role and Impartance in Healthcare” available at hitp://www.professionalchaplains.org/professional-
ses-rasources-readina-room-he-role htm

Qualifications of Professional Chaplaincy

for certification must:

QUA1: P;

QUA2: B;

QUAS: I-Jave completed an undergraduate degree from a college, university, or
theological school accredited by a member of the Council for Higher |

E
d

accordance with the requirements of his/her own faith tradition. |

rovide documentation of current endorsement or of good standing in

e current in the payment of the professional association’s annual dues.

ducation Accreditation (www.chea.org); and a graduate-level theological
egree from a college, university or theological school accredited by b
\




QUA4:

The candidate for certification will demonstrate the ability to:

member of the Council for Higher Education Accreditation. Equivale}ncies

for the undergraduate and/or graduate level theological degree will be

granted by the individual professional organizations according to their own
establlshed gwdellnes '

\
L’rowde documentation of a minimum of four units of Clinical Pastor‘al ‘
Educatlon (CPE) accredited by the Association for Clinical Pastoral
Educatlon (ACPE), the United States Conference of Catholic Bishops
Commlssmn on Certification and Accreditation, or the Canadian
Assouaﬂon for Pastoral Practice and Education (CAPPE/ACPEP).
Equnvalency for one unit of CPE may be considered.

‘ Section I: Theory of Pastoral Care

TPCA1:

TPC2:

TPCS3: -

TPC4:

TPCS5:

The candidate/for certification will demonstrate the ability to:

rtlculate a theology of spiritual care that is integrated with a theory of
[gastoral practice.

Incorporate a working knowledge of psychological and sociological |
d|SC|pI|nes and religious bellefs and practices in the provision of pastoral

\
care.

lt‘ncorporate the spultual and emotional dimensions of human development
nto the practice of pastoral care.

ncorporate a worklng knowledge of ethlcs appropriate to the pastore‘tl
context. :

Articulate a conceptual understanding of group dynamics and
organizational behavior.

Section II: Identity and Conduct

IDCA1:

IDC2:

IDC3:

_ rp‘astoral care.

ﬁunctlon pastorally in a manner that respects the physical, emotlona , and
spiritual boundaries of others.

Use pastoral authority appropriately.

Identify one’s professional strengths and limitations in the provision of
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IDC4:

IDC5:

IDC6:

IDC7:

IDC8:

IDCO:

affect one’s pastoral care.
Advocate for the persons in one’s care.

‘Function within the Common Code of Ethics for Chaplains, Pastoral
Counselors, Pastoral Educators and Students

Attend to one’s own physical, emotional, and spiritual well-being.

Communicate effectively orally and in writing.

appropriate attire and personal hygiene.

Section lll: Pastoral

The candidate for certification will demonstrate the ability to:

PAS1:

PAS2:

PASS:

PAS4:

PASS5:

PASG:

PAS7:

PASS:

PAS9:

Establish, deepen and end pastoral relationships with sensitivity,
)penness, and respect.

o

Provide effective pastoral support that contributes to well-being of
patients, their families, and st_aff.

practices.
Triage and manage crises in the practice of pastoral care.

Provide pastoral care to persons experiencing loss and grief.

qf care.

Develop, coordinate and facilitate public worship / spiritual practices
appropriate to diverse settings and needs.

-

acilitate theological reflection in the practice of pastoral care.

not limited to culture, gender, sexual orientation and spiritual/religious

Provide religious/spiritual resources appropriate to the care of patients,
families and staff.

Articulate ways in which one’s feelings, attitudes, values, and assumptions

Present oneself in a manner that reflects professional behavior, including

Provide pastoral care that respects diversity and differences including, but

|

F‘ormulate and utilize spiritual assessments in order to contribute to plans
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The candidaté for certification will demonstrate the ability to:

Section IV: Professional

PRO1:

PRO2:

PRO3:

PRO4:
PROS5:

PROB:

Requirements\for the maintenance of certification

" Document one’s contribution of care effectively in the appropriate re

?f the institution in whlch it resides.

E;Establish and maintain professional and interdisciplinary relationships.

Articulate an understanding of institutional culture and systems, and
§ystemic relationships.

q

Foster a collaborative relationship with community clergy and faith g
leaders.

In order to maintain status as a Certified Chaplain, the chaplain must:
MNT1:

MNT2:

MNT3:

MNT4:

MNT5:

Or W o

\
\
Participate in a peer review process every fifth year.

Document fifty (50) hours of annual continuing education.

Support, promote, and encourage ethical decision-making and care.

Promote the integration of Pastoral / Spiritual Care into the life and servuce

cords.

roup

(Recommendation that personal therapy, spiritual direction, supervision,

and/or peer review be an acceptable options for continuing educatio

n

hours.)

Provide documentation every fifth year of current endorsement or of

e current in the payment of the professional association’s annual d

dhere to the Common Code of Ethics for Chaplains, Pastoral
ounselors, Pastoral Educators and Students.

\
good

standing in accordance with the requirements of his/her own faith tradition.

ues.
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Common Code of Ethics
for Chaplains, Pastoral Counselors,
Pastoral Educators and Students

hereinafter referred to as: Spiritual Care Professionals

This documenﬂ is one of four foundational documents affirmed by the constituent boards of the Councnl
on Collaboration on November 7, 2004 in Portland, Maine. Collectively, these documents establish a
unified voice far the six organizations that have affirmed them and describe what it means to thése
organizations to be a professional pastoral care provider, pastoral counselor or educator. The four
documents are:
¢ Common Standards for Professiona! Chaplaincy
s Common Standards for Pastoral Educators/Supervisors
e Common Code of Ethics for Chaplains, Pastoral Counselors, Pastoral Educators and Students
¢ Principles for Processing Ethical Complaints
The membership of the participating groups represents over 10,000 members who currently ser\l/e as
chaplains, pastoral counselors, and clinical pastoral educators in specialized settings as varied as
healthcare, counsellng centers, prisons or the military. The complete documents and |nformat|or about
each of the coIIaboratlng groups can be found on the following websites:

*Association of Professional Chaplains (APC)

www.professio walchaplalns org -

=American Association of Pastoral Counselors (AAPC)

www.aapc.orgq \

=Association for Clinical Pastoral Education (ACPE)
www.acpe.edu |

=National Association of Catholic Chaplains (NACC)

www.nacc.org
sNational Association of Jewish Chaplalns (NAJC)

www.najc.org ,
*Canadian Association for Pastoral Practice and Education (CAPPE/ACPEP)
WWw.cappe.or '

|
For more information on the foundations of professional pastoral care see “Professional Chap/air‘vc‘y Its

Role and Importance in Healthcare” available at http://www.professionalchaplains. orq/professmn‘al-

chanlain-services-resources-readina-room-hc-rale htm. , \

The Code of Ethics for Spiritual Care Professionals:
e gives expression to the basic values and standards of the profession;
¢ guides decision making and professional behavior;

¢ provides a mechanism for professional accountability; and

¢ informs the public as to what they should expect from Spiritual Care
Professionals.




Spiritual Care Professionals are grounded in communities of faith-and informe‘d
by professional education and training. |

They are qalled to nurture their personal health of mind, body and spirit and be
responsible for their personal and professional conduct as they grow in their \
respect for all living beings and the natural environment.

When

~of this code of ethics, they bring greater justice, compassion and healing to our

world.

Spiritual Care Prbfessionals:

' discﬁmination.

1.0

Spiritu
~ family

relationships with clients, Spiritual Care Professionals uphold the following
standards of professional ethics. Spiritual Care Professionals:

1.1

1.2

1.3

1.4

1.5

Preamble

Spiritual Care Professionals behave in a manner congruent with the values

-affirm the dignity and value of each individual,
respect the right of each faith group to hold to its values and traditions;

advocate for professional accountability that protects the public and
advances the profession; and

resqect the cultural, ethnic, gender, racial, sexual-orientation, and religious

diversity of other professionals and those served and strive to eliminate

Ethical Principles in Relationships with Clients

al Care Professionals understand clients to be any counselees, patients,
members, students or staff to whom they provide spiritual care. In

Speak and act in ways that honor the dignity and value of every individual.

Prov\ide care that is intended to promote the best interest of the client and
to foster strength, integrity and healing.

Demonstrate respect for the cultural and religious values of those they |

serve and refrain from imposing their our own values and beliefs on those

served. ' ' '
|

Are mindful of the imbalance of power in the professional/client
relationship and refrain from exploitation of that imbalance.

Maintain relationships with clients on a professional basis only.




1.6

1.7

1.8

1.9

1.10

1.11

2.0

Spiritual Care Professionals respect the integrity of students using the power
they have as supervisors/educators in responsible ways. Spiritual Care
Professionals:

2.1
2.2
2.3

24

25

2.6

other professionals when appropriate.

Av0|d or correct any conflicts of interest or appearance of conflicting
mterest(s

Refrain from any form of sexual misconduct, sexual harassment or sexual

assault in relationships with clients.

Refrain from any form of harassment, coercion, intimidation or otherwise
abu\‘;ive words or actions in relationships with clients.

Safég’uard the confidentiality of clients when using materials for
educational purposes or written publication.

Respect the confidentiality of information entrusted to them by clients
whe“‘n communicating with family members or significant others except
when disclosure is required for necessary treatment, granted by client
perrﬁission, for the safety of any person or when required by law.

Understand the limits of their individual expertise and make referrals to

Ethical Principles in Relationships Between
SuﬁervisorleducatOrs and Students

Malntaln a healthy educational environment free of coercion or
|nt|m|dat|on

Mamtam clear boundaries in the areas of self-disclosure, intimacy and
sexuahty :

ProJide clear expectations regarding responsibilities, work schedules, fe
and payments. '

Provide adequate, timely and constructive féedback to students.

es

Maintain a healthy respect for the personal growth of students and provide

appropriate professional referrals.

Maintain appropriate confidentiality regarding all information and
lknow‘/‘ledge gained in the course of supervision.




3.0 Ethical Principles in Relationships with Faith Community

Spiritual Care Professionals are accountable to their faith communities, one
another and other organizations. Spiritual Care Professionals:

3.1 Mair‘1tain good standing in their faith group.

3.2 Abide by the professional practice and/or teaching standards of the

stat%/province, the community and the institution in which they are
emp‘loyed. If for any reason a Spiritual Care Professional is not free to
practice or teach according to conscience, the Spiritual Care Professional

shall notify the employer, his or her professional organization and faith
group as appropriate.

3.3 Do rLot directly or by implication claim professional qualifications that
exceed actual qualifications or misrepresent an affiliation with any
institution.

4.0 Ethjcal Principles in Relationships with Other

Pro‘fessionals and the Community

Spiritual Cgre Professionals are accountable to the public, faith communities,
employers and professionals in all professional relationships. Spiritual Care
Professionals:

4.1 Promote justice in reiationships with others, in their institutions and in
society. ~

4.2 Represent accurately their professional qualifications and affiliations.

4.3 Exercise good stewardship of resources entrusted to their care and
employ sound financial practices.

44  Respect the opinions, beliefs and professional endeavors of colleagues
and other professionals.

~

4.5 Seek advice and counsel of other professionals whenever it is in the bes
interest of those being served and make referrals when appropriate.

4.6 Prov‘ide expertise and counsel to other health professionals in advocating
for best practices in care.

. 4.7  Seek to establish collaborative relationships with other community and
?heal{h professionals.

4.8  Advocate for changes in their institutions that would honor spiritual values
and promote healing.
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410

411

412

5.0

Spiritual Care Professionals engage in collegial relationships with peers, other
chaplains, local clergy and counselors, recognizing that perspective and
judgment are maintained through consdultative interactions rather than through
isolation. Spiritual Care Professionals:

5.1

5.2

53

5.4

5.5

6.0

Provide other professionals with chart notes where they are used that
further the treatment of the clients or patients, obtaining consent when
required.

Communicate sufficient information to other care team members while
respecting the privacy of clients.

Eniure that private conduct does not impair the ability to fulfill
professuonal responsibilities or bring dishonor to the profession.

Clearly distinguish between statements made or actions taken as a private

individual and those made as a member or representative of one of the
cognate organizations.

Ethical Principles in Relationships with Colleagues N

Honor all consultatlons whether personal or client-related, with the
hlghest professional regard and confidentiality.

Maintain sensitivity and professional protocol of the employing institution

and/or the certifying organization when receiving or initiating referrals.

Exercise due caution when communicating through the internet or other
electronic means.

Respect each other and support the integrity and well being of their
colleagues.

Taki collegial and responsible action when concerns about or direct

*knowledge of incompetence, impairment, misconduct or violations agalnst

this code arise.

Communlcate sufficient information to other care team members while
respectmg the privacy of clients.

Ethical Principles in Advertising

Spiritual Care Professionals engage in appropriate informational activities that
educate the public about their professional qualifications and individual scopes
practice. Spiritual Care Professionals:

of




6.1 Represent their competencies, education, training and experience releYant
to their practice of pastoral care, education and counseling in an accurate

|
manner.

6.2 Do Pot use any professional identification (business cards, letterhead,
Internet or telephone directory, etc.) if it is false, misleading, fraudulent

deceptive.

6.3  Listand claim as evidence only degrees and certifications that are earned

from educational institutions and/or training programs recognized by the

certifying organizations of Spiritual Care Professionals.

6.4  Ascertain that the qualifications of their employees, supervisees and -
students are represented in a manner that is not false, misleading,
fraudulent or deceptive.

6.5.1 Represent themselves as providing specialized services only if they have

the epproprlate education, training or supervised experience.

t

7.0 Eth‘ical Principles in Research

Spiritual Care Professionals engaging in research follow guidelines and
applicable laws that strive to protect the dignity, privacy and well-being of all
participants. Spiritual Care Professionals:

7.1 Engage only in research within the boundaries of their competence.

7.2 Inresearch activities involving human participants, are aware of and

ensure that the research question, design and implementation are in full

compliance with ethical principles.

7.3 Adhere to informed consent, including a clear and understandable

o

explanation of the procedures, a description of the risks and benefits, and

the duration of the desired participation.

7.4 Inform all participants of the right to withdraw consent and to discontinue:

involvement at any time.

7.5 Engage in research whlle being sensitive to the cultural characteristics of

partt‘mpants

7.6 Maintain the confidentiality of all research participants and inform
participants of any limits of that confidentiality.

7.7  Use any information obtained through research for professional purposes

only.




7.8

7.9

Exercise conscientiousness in attributing sources in their research and
writilng thereby avoiding plagiarism.

' ‘Reﬁ)ort reséarch data and findings abcurately.




Hospice of the
South Shore

] : 100 Bay State Drive

(800) 432-9995
PO. Box 859060 (781) 843-0947
Braintree, MA 02185-9060  TDD/TYY: (781) 794-7829

‘Dear Sir/Madam: T T T

July 7, 2005

Center for N‘Iedicare & Medicaid Services

Department pf Health & Human Services
Attention: CMS-3 844-P
PO Box 8010

Baltimore, MD 21244-8010

I appreciate this opportunity to comment on the Medicare and Medicaid Programs:
Hospice Cor#ditions of Participation; Proposed Rule, which appeared in the Federal
Register on May 27, 2005. Hospice of the South Shore is a non-profit hospital based
hospice serving 22 towns and approximately 450 terminally ill patients per year.

After reviewing the proposed changes there are several comments that T need to share
along with the impact several of the proposed changes.

148.54 Comprehensive assessment of the patient-

The requireneent for assessment within 24 hours is not a practical standard. With thel
short length of stay our acuity is high and the care intensive. Most of our patients reguirc
more nursing visits now than in previous years, and along with vacancies, diminishes the

ability to meet the 24-hour standard. Our current practice is to contact every patient or

family the da‘ly the referral is received to introduce ourselves and set up an appointment

time. Often t}imes the patient or family is not ready for the admission within 24 hours but

welcome the phone contact as an initial step. I am requesting that the 24-hour |
comprehensive admission be removed and'the language changed to "contact" within 24
hours which |is a more reasonable and achievable standard. We make every effort to‘
admit every patient in a rapid and timely manner and have more "same day admissio‘ns"

requests which are done on a 24 hour basis. I ask for your consideration on the impact
this standard would impose on hospices. ‘

418.76 Home health aide and homemaker services-
Supervision (‘)f HHA standard is a bit confusing and I would appreciate some clarification
on the intent| For hospices to physically supervise each HHA involved in the patienﬂ's

care would b an operational challenge as many patients have multiple HHA's involved
in their care.

A program of South Shore Hospital, not-for-profit, tax-exempt prdvider of acute, outpatient, home and hospice care to Southeastern Massachusetts

—




Hospice Of thL 100 Bay State Drive (800) 432-9995

P.O. Box 859060 (781) 843-0947

South Shore Braintree, MA 02185-9060  TDD/TYY: (781) 794-7829

418.100 Organization and administration of services- 1

. . : : : .
Iam request“lng a change in the language form " consistent with patient and family needs
and desires t\O "consistent with the patient's goals." The proposed change suggests aIP
opportunity for unrealistic treatment and interventions and, in addition, the patient's |

wishes and preferences should be the priority where there are conflicts in the family.}

494.102 Medical Director-

Coordination of medical care- it is not a realistic expectation nor is it appropriate fori a
Medical Director to be responsible for directing the hospice's QA/PI programs. Many
hospices, mine included, are very part time and do not have the knowledge to undertake
this task. The medical director is utilized on a part time basis for IDT involvement,
clinical consultations, and certifications.
\
| 1

418.108 Short term inpatient care-

General Inpatient level of care needs to have an RN on site 24 hours a day as this is a
highly intense level of care. The 24-hour requirement should be removed from the \
Respite Care level. i

418.112 Hospice in the SNF-

Medical Director-The proposed requirement for the hospice medical director attendir‘lg
physician SNF medical director and other physicians is not realistic, is time consumipg
and frankly would not occur. This requirement would restrict access for patients, as the

physicians involved would find this burdensome. Physicians are always encouraged|to
be involved in patient care and communicate effectively as needed to all members of the

team. \

Thank you in advance for your time and willingness to revisit the proposed changes.’

——— ——— .- - |

Sincerely, ‘

WMoy WSM\ Comnsm o

Mary Beth Barry RN, MSM, CHPN
Director
Hospice of the South Shore

A program of South Shore Hospital, not-for-profit, tax-exempt provider of acute, outpatient, home and hospice care to Southeastern Massachusetts
|
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July 16, 2005
Centers for M‘edicare and Medicaid Services Via Certified Mail
Department of Health and Human Services 7002-0510-0003-6046-0383
Attention: CMS-3844-P
PO Box 8010

Baltimore, MD 21244-8010

Re: CMS-3844-P
Proposed Rule to 42 CFR Part 418

Hospice Conditions of Participation

This letter is respectfully submitted in response to the Proposed Rule regarding
changes to the Hospice Conditions of Participation.

In this response, I will focus on one aspect of an area that appears to be neglected
in this propos‘al but that needs to be addressed in order to prevent abuses to patients and
to the Medicare Program, as well as, to achieve the desired quality improvement and|that
is “patient cﬂ oice.”

The Importance of this Rule

In the |Introduction it was stated that CMS has historically adopted an “approach
that has been|directed toward identifying health care providers that furnish poor qu}ality
care or fail to meet minimum Federal standards.” As providers, we never cease to be
amazed by the lack of understanding at the Federal level of the abuses that go unchecked

daily until they become so big that they can no longer be ignored and then the OIG takes
action. That action is always late; long after the damage has been done to patiénts,
providers, communities, taxpayers and the Program. The headlines of the past ten y;ears
of the billior#s assessed against hospital chains, therapy chains, home health chains,

national hospice chains, not for profit providers and unscrupulous physicians attest to the

unrelenting tiéyle of greedy operators in the Medicare Program.

Many providers know of violations and abuses by other providers but don’t want
to get involved, the so called, “Good old’ boys (or girls) club.” Some of the national
associations that depend on provider assessments and dues to pay their executives and
employees salaries and benefits, are reluctant to take a position on “patient choicer’ or
other potential abuse areas for fear of losing their income stream from the providers who
rely on “pati“ent steering.”. And so we all regard the efforts of CMS and the OIG to
chase down the rogues much like drivers gawking at the car accident on the side of the

highway with several well lit police cars providing a barrier. A more humorous analogy

Assured Home Health, Hospice, Home Care and Medical Staffing

P.O. Box 610 ® Woodinville, WA 98072-0610

Phone (206) 907-0580 e Fax (425) 483-2044
Web Site: www.assurednw.com




\‘_,,...1 L ‘ ’*%W( (73

Northwest Healthcare Alliance, Inc.
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July 16, 2005
Page 2

is viewing GMS and the OIG as Wiley Coyote chasing but never catching the Road
Runner, no matter what devilish instrument he employs. We do not understand the
mentality of J“catching them doing something wrong” and it appears from the words jused
in the introduction and the resultant rule changes and proposals that CMS is finally
beginning to understand the problem. However, it does not go far enough.

Patients have a right to choose their providers in the Medicare Program. That right
is fundamental to our American heritage and is guaranteed in the Social Security‘Act,
Section 1802“(a) and the Medicare Conditions of Participation. Patients, in some settings
are not given that option, but rather through coercion, fraud, neglect or more subtle

manipulation‘s are losing their protected health care rights.

The Problem

|
Nursing home chains have discovered “hospice” and the financial benefits it

brings to their owners and shareholders. National hospice chains have discovered a rich

source of referrals and revenues and have implemented plans to “milk™ that resource

through “exciusive” provider agreements that violate “patient choice.” While seekirflg to

“focus on a‘ patient-centered, outcome-oriented process that promotes patient “care
Joremost rather than penalizing unproductive providers” please don’t underestimate the
impact on human behavior of having to report quarterly results to market analysts. CMS

still needs to utilize the “carrot and the stick” method to achieve its lofty goals.

These nursing home chains inherently can “influence” patients when they
are most vulnerable -- at the point in their illness or when there is little or no

resistance to a persuasive healthcare worker. Some patients may even be fearful of
asserting their rights to choose a hospice provider (if they even know that they have| that
right!) for fear of retribution by the nursing home personnel.

Why is this an issue? In proposed 418.112, clarifying the relationship betv‘veen
nursing facilities and hospices there is the goal of ensuring “that the resident meetTv all
the same Meciicare eligibility requirements as a patient who resides in his or her home..”

CMS pointed|out in “RESIDENTS RESIDING IN A FACILITY” (page 30858 of the
Federal Register) that the OIG’s office has been very active in the “contractual
arrangementsg between hospices and nursing homes.” It appears that there is another
initiative un lerway  to deal with obligations regarding residents in LTC faciliities
receiving hospice services but we submit, additional strengthening of the Hospice COP

needs to be in;cluded in these proposed rules.

Assured Home Health, Hospice, Home Care and Medical Staffing
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National nursing home chains who own their own hospice agencies, have

developed ex
longer have a
chain to:

clusive relationships with their own captive agencies and so patientis no
“choice” of their Medicare hospice provider. This enables the nursing I‘lome

Limit the oversight. There will be no “arms length” relationship to protect
patients. One provider might be more inclined to cover for the other. If
CMS only relies on Qui Tam reporting opportunities, the abuses| will
grow. If a nurse working for the nursing home division wants to run some
errands and the hospice nurse who works for the same organization is
available to cover for him/her, who will report it? Would this be viewed as
a “gift” in order to secure referrals? How will CMS ever hear aboﬁt it?
Over the years, due to our agencies presence in several nursing homes, we
reported several incidents of abuse by nursing home personnel | and
cooperated with the survey team to help them sanction those homes and
personnel. We were another level of oversight and visa-versa. How|will
that happen when all the incentives are aligned against repo‘rting
violations? Will people report their friends, their fellow employees, their
bowling team members? What if there is a problem patient who has no
family, which is the typical nursing home patient, and the care is suspect,
who will report it to the authorities? The employees of the same company
who may have stock options in the parent organization? That didn’t work
at Enron, WorldCom and Tyco very well. |

The statement, “It is not reasonable to expect the hospice to delegate any
of its standard hospice core services to the nursing or residential facility
staff” sounds like someone at CMS still believes in the “tooth fairy!”
Criminals don’t do what is “reasonable.” With no oversight because the
nursing home has an “exclusive” relationship with its own company’s
hospice division, abuses will be guaranteed to make the news stories iril the
years ahead. And again, we will all gawk and shake our heads because we
knew it was destined to happen. “

We attended a certificate of need hearing in our state recently and listened
to a nurse who was the director of a local outlet of a national nursing h}ome
chain that was applying for a CON for hospice in the same area tell the
audience, “I will not let my patients be taken care of by anyone other than
my staff. That is why 1 want our own hospice agency.” For emphasis, she
stood and pointed her finger at the audience in a reproachful manner as
she spoke. Does CMS think for one minute that this is an isolated
response? While an argument could be made that she was sir‘nply

passionate about the care they gave at her institution, she forgot one tﬂing,

Assured Home Health, Hospice, Home Care and Medical Staffing
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IT IS NOT HER CHOICE, IT IS THE PATIENT’S! It is not her
decision. It is the patient’s. And who anointed her as the sole judge of
the “quality” care that SHE allegedly gives.? By not stopping| this
dangerous trend in its tracks, CMS is dooming itself and the OIG to
continued “chasing of the abusers,” always one step behind. The sad part
is that these patients are the last ones who should be abused. They‘ will
take their abuse to the grave and the very feature of hospice, its palliative,
dignified care and compassion will be only a statement on a wall, not a
practice protocol for the patient. "

National hospice chains have also developed a highly trained, professi‘onal
sales force to get nursing homes to sign exclusive relationships with them
with promises such as by giving the hospice access to all the patients, the
hospice provider will automatically enroll more residents in hospice and
when the census reaches 10 patients, the facility will have a full ‘time
hospice nurse on premises. This again helps the facility if they are short of
staff. How will CMS or the OIG ever know that this is going on? Oh, I
forgot, Qui Tam. Has CMS ever seen their sales manuals? Has the QOIG?
There is another way.

The Solution

How does CMS enforce the law against this kind of subtle but exceedingly

effective man;

ipulation? We believe the following considerations are appropriate:

Assured Home Health, Hospice, Home Care and Medical Staffing

While we agree with CMS’ stated goal of improving outcomes and patient

care, that will be a futile exercise if the trend of “steering patients”
continues. A recent Harris Interactive poll showed that only 1%—2"}%) of
consumers changed their decisions when presented with information on
quality. How many patients are going to even fathom what CMS comes up

with to validate quality while they are dealing with the most traurﬁatic

event of their lives? They will never hear it or see it. They will onlly be
told, “Here is the hospice nurse.” ‘

CMS would be better served if it followed a model similar to o‘ther
government agencies protective and proactive models. That includes
properly trained surveyors who can :ac-t on short notice to responld to
an alleged violation, as they do for a patient safety violation. It incll‘ldes
working with affected agencies to identify violations and violators. It
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includes working with patients to help CMS identify violators. |
¢ | Finally, there have to be teeth to the law. Unless a hospice or nursing
home is sanctioned and fined significantly, the practice of “steering” will
continue and probably increase since publicly traded nursing home chams
and hospice agencies have discovered the significant financial benefit of a
\
symbiotic relationship between the two. If there is no punishment, there

will be no change in behavior.

Specific Recommendations

I. Restriction on National Hospice Chains and National Nursing Homes:

We propose that CMS establish rules that restrict any “exclusive”
relationships with nursing homes and hospices. Medicare Certified hospices should
not be allowe‘d to enter into exclusive relationships. Separately, nursing homes should be

mandated to (‘)ffer their residents in the Medicare Program a choice of hospice prm‘zlder

and should be made to give their residents a list of the Medicare Certified hos‘plce
agencies that| serve the area, much like hospitals are required to do with home héalth

agencies.

Nursing homes should be mandated to requlre that every employee be in serv‘lced

on the law aé it relates to “patient steering.” Each employee should sign a statement,
similar to what is required now in sexual harassment policy documents, that ‘they
understand the law and recognize that if they “steer” a patient to the nursing homes
hospice agenc‘y or to one agency, which has an exclusive contract with the nursing home,
they could be‘subject to disciplinary action up to and including termination. Finally, ‘each
employee 1nvolved in the process should know that they are eligible for a cash award if
they report corporate personnel to the OIG, who pressured them to violate patient’s rl\ghts
for the benefit of the nursing home’s or the hospice’s financial standing. These steps|will

go a long way towards assuring compliance through self-awareness at all levels.

I1. Additional Steps to Assure Compliance:

A;ssured Home Health, Hospice, Home Care and Medical Staffing
\
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Conclusion

‘ and

has the duty to protect patient’s rights and to ensure the fairness

le Medicare system. In a free enterprise system, hospices should have equal
ve patients using the traditional methods of education, community se
quality outcomes and community outreach. None of that is effective if a nursing ho

rivice,
me’s

employees “persuade” a patient to use the facilities captive hospice agency when the\y are
most vulnerable. What good is improved quality if there is no access because of “patient

steering?”

Enhancing the provisions of the Medicare Conditions of Participation Pro
Rules to protect a patient

integrity of t

outcome dom

Sincerely,

—

Richard D. B
President

Ce: R.J.R

Anne
Mark

RDB: nbc

Assured Home Health, Hospice, Home Care and Medical Staffing

posed
b (3994 L} . . . . (
s “right to choose” their own Medicare provider, will ensure the
he Medicare Program and the achievement of the four measures for the

ains of self —determination, comfort, safety and effective grieving.

lock

uff, Jr., FAAMA, CHE-CMS Regional Administrator
Keopsell, Executive Director, WSHPCO
Rake-Marona, Western Regional Representative NHPCO
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June 30, 2005

Centers for Medicare and Medicaid Services
Department of Health and Human Servrces
Attention: CMS ‘3844-P

P.O. Box 8010

Baltimore, MD Jl244-8010 T -
Re: 2005 PropoJed Medicare COPs for Hospice Programs

Dear StaffOfCI\}S ST

y | |

Both Sylvia Marcantel, RN and I attended NHPCO’s Tram the Trainer Session i in'; Baltlmore on

June 9-10, 2005,

where CMS presented in detail the new proposed Medicare COPs for Hpsplce

Programs. We were very pleased with CMS’s preparation and presentation of the tralmng to aid
us in reviewing the information with hospices in our states. We provided this mformatron to all
members of the ﬂoulsrana and Mississippi Hospice & Palliative Care Organization (LMHPCO)

in both states M

embers were given time to review the 1nformat10n beforewe held a conference

call to discuss the proposed COPs. Members were then grven -another week to provide comment

back to Sylvia and 1, so-we could formulate our member’s responses into a single document to
provide CMS our- unified  response. We feel comfortable that this document represents our

member’s- consensus The following represent our comments for the proposed Hosplce COPs:

Preamble

1) Throughout the preamble the term “hospice industry” is used. We believe the correct

terminology shot

has been provide
the country, it do

2) On page 3084
CMS cites the w
(NHWG) and NF

outcome-based s

1ld be “hospice associations” in the context used, because the information cited

d by NHPCO. While NHPCO does represent a large amount of hospnce‘s across

es not represent the entire “hospice 1ndustry

[s»
2 of the federal register, d1scussron centers on outcome-based measures

ork of a Task Force that was convened by the National Hospice Work G‘roup
IPCO in 1999. We believe this work was relevant and necessary to advance the

tudies hospice should be considering.. However, there is a sigriificant dlsconnect

between the toplcs of these studies and-the topics that CMS is suggesting that hospice’ track in

418.58. The Tas

k Force created four measures for the outcome domains, including self-

1




determination, comfort, safety, and effective grieving. While all of these are certainly in?portant
outcomes, they do not all meet the requirements specified in 418.58(c), which specifies that
“performance im}provement activities must focus on high risk, high volume, or problem-}‘)rone
areas.” We understand-the intent of what CMS is trying to indicate, but we believe both the
preamble and section 418.58 needs some clarification. We recommend one Standard be ‘created
for Quality Asst&ance and one Standard be created for Performance Improvement Activi!ties.
The language in Fhe preamble is really directed towards the Quality Assurance Standard, while
language in 418.58(c) is directed towards the Performance Improvement Activities. Mu<‘:h of the
confusion related to outcome-based measures during our meeting in Baltimore can be attributed
to not talking about these two topics as separate Standards. Quality Assurance ensures high
quality of care is‘being provided. Performance Improvement Activities are specifically initiated

to fix problematic areas.

3) On page 30850 of the federal register, CMS describes how Medicare makes a distinction
between providin‘g services directly, as opposed to providing services under arrangement. CMS
states the most common way is to utilize employees. Then Medicare cites a common law
definition. CMS‘ should clarify if its intent in citing the common law definition was to promote

its use in determining whether or not an individual is considered an employee of a hospice.

4) On page 3085l) of the federal register, CMS discusses the requirement of licensed ‘
professionals, such as PT, OT, and ST, participating in coordinating all aspects of care, including
. -updating the IDT comprehensive assessment, developing and evaluating plans of care,

participating in p‘atient and family counseling, participating in the quality assessment and‘
performance improvement plan, and participating in inservice training. First, CMS should

clarify this is onlgf appropriate when these licensed professionals are treating specific patilents.

Currently, the laﬁ‘guage implies licensed professionals would be involved in these activitiies for
all patients. PT, OT, and ST are used infrequently in hospice, but are needed for some plans of

care. They should not have to be involved in all activities. Second, we do not believe
professionals, such as PT, OT, and ST, should be involved in the hospice quality assurance and
performance improvement activities. These activities should be administered through the

employees of the hospice.

5) Also on page §0850 of the federal register, CMS states that “contracted individuals w‘ould be
required to actively participate in the coordination of care, including patient assessment and care

planning, and in ’u‘he primary hospice’s inservice training and quality assessment and

performance imp‘rovement process. We have the same concern here that we had in #4 ablove.

Please clarify that these contracted individuals would only participate in these activities for

patient’s they were treating. We also do not believe contracted individuals should partici‘pate in

the hospice’s quality assurance and performance improvement activities.

6) Spiritual counseling is an important part of hospice. On page 30851 of the federal register,

CMS states, “If a“patient and family do desire spiritual counseling, then a hospice would be

expected to facilitate visits by local clergy, pastoral counselors, or others to the best of its

ability.” We beli}eve this lessens the importance of requiring these services. These services must

be provided as part of the plan of care. Also, in this same paragraph, CMS using the term

“desires”. We suggest changing this term to “goals”. ‘ ‘ ‘

:




7) On page 3085i5 of the federal register, under section 418.104(e)(2), CMS is requiring ‘the
hospice to submit a copy of the patient’s clinical record and discharge summary to the patient’s

attending physician, if the hospice patient revokes or if the'hospice discharges the patientl‘. We

disagree with thié requirement. This information can be provided to the attending physician, if
he or she needs the information and requests it. Further, it is the patient’s right to determine who
should receive the information and when. We are concerned that a HIPPA violation would occur
in this scenario, t‘jecause the information is being provided without regard to need and wi‘thout a

direct request fro‘m the patient. _ . '

8) On page 30855 of the federal register, under section 418.104(e)(3), the term “patient’s stay”
isused. Since thl; vast majority of hospice care is not provided in a facility the hospice owns and
operates, we suggest this be changed to “patient’s service duration”. “Patient’s stay” is more

appropriate for nursing facility or hospital COPs.

9) On page 30855 of the federal register, under section 418.104(f), Retrieval of clinical rgcords, \
we would like to see some language that allows for cost recovery according to state law for the
gathering and copying of records. The currently proposed language could imply that clinical
records must be made available regardless of payment for gathering and copying services,

10) On page 30855 of the federal register, under section 418.106, CMS discusses the

responsibility anc‘i accountability for maintaining controlled substances in the home. CMS
indicates that primary responsibility rests with the hospice. We strongly disagree. The family

takes responsibilﬂty for the controlled substances upon delivery to the home. Hospice provides

intermittent care "cmd in no way can protect the controlled substances 24 hours a day. Hospice

should provide ox‘fersight and monitoring of the controlled substances, but hospice should
absolutely not be‘primarily responsible for the controlled substances in the possession of the

patient and/or family. .

11) On page 308l6 of the federal register, under section 418.108, we suggest CMS add
“inpatient facilit "’ after “...provided either in the hospice inpatient facility or in a participating
Medicare or Medicaid facility.” : _ , '

12) On page 30856 of the federal register, under section 418.110, we suggest CMS add

“whenever possiﬂle” at the end of the sentence, “We would require that each patient be kept

comfortable, clea‘n, well-groomed and protected from accident, injury, and infection, whenever

. PO . ) . . .
possible.” This 1‘ necessary, because hospice cannot not always prevent an accident or 1qfect10n.
By definition an accident is unexpected, and infections occur even when the best medical care is

provided.

13) On page 308§8 of the federal register, under section 418.112, we suggest CMS add ;

“hospice” in this sentence, “Regardless of where the hospice patient resides, the responsibilit

for developing and implementing an appropriate hospice plan of care rests with the hospi‘ce.”

14) On page 30858 of the federal register, under section 418.122(e), bullet (1), CMS states that

“Written consent and documentation of the patient or the patient’s representative that hos‘pice

services were desired” is required. This should not be part of the overall contract betwceh a

hospice and a fac‘lhty. This is a consent from a patient to receive hospice services and it belongs

in another section of the COPs. One agreement needs to govern the way the hospice and facility

will work with each other for all patients, so the agreement should not identify specific patients.
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15) On page 30860 of the federal register, under section 418.114, related to social workers, CMS
states, “Later, the social worker’s goal is to help family members during the bereavement process
through in-depth |counseling.” While this is true sometimes, a hospice chaplain or bereavement
counselor often provides this service. The proposed language seems to limit these services to a

social worker. V&e do not believe this is appropriate.

418.3 Definitions

1) Clinical Note - The use of “or” should be used in this definition. The way it is written implies
that all of the elements listed must be present in order for a document to be considered a
“Clinical Note”.

2) Drug Restraint — The use of the term “standard” in confusing, because most drugs that|are
administered to restrain a patient would be considered standard treatment for a patient’s medical
or psychiatric coﬂdition that would require restraint.

3) Employee — ‘e do not believe that a Volunteer should be considered an Employee.
Volunteers should have a separate definition. Legally, hospice does not have the same control of
or obligations to Volunteers that it has to Employees. This definition could be problematic for
hospice in the legal system.

1
4) Palliative Care — We question the use of the term “intellectual” and the phrase “to facilitate ...

access to informa‘tion”. These seem to be beyond the scope of Palliative Care.

5) Satellite Location — Can CMS provide a general definition to limit the distance a Satell‘ite
Location can be located from the main Provider # site? Some regional CMS memos havc?
indicated that a Satellite location must be within the same “catchment” area as the main Provider

# site. This should be specified in the COPs to give clear guidance to hospices.

Subpart C Patient Care

418.52(a) Standald: Notice of Rights

1) Regarding “in a language and manner that the patient understands during the initial evaluation

visit in advance of furnishing care.” We suggest you include language to cover “to the e><Ttent
possible”, since providing written materials may limit access to care. We also suggest you
include language ‘to meet this standard for minority languages that are most common in a|given
area, since it is impossible to cover all languages and dialects.

3) We believe the provision of all drug policy information upon admission is too much
information for the patient and family to absorb immediately upon admission. We suggest
changing to within the timeframe of the comprehensive assessment, which we believe should be
within 7 days of admission and also upon the addition of new orders for additional controlled
substances. Hosﬂice should be able to provide information to the patient and family in a
handbook upon admission, and then allow the patient and family to review. The hospice “would
then explain the policies in detail and answer any questions within 7 days of the admission to the
patient and/or leg‘al representative.

4) Please clarify the term “demonstrated” as meaning a signature of the patient or legal

representative.

418.52(b) Standard: Exercise of rights and respect for property and person
4




1) We believe (iii) should include language to include the right to refuse treatment such as, “The
patient has the right to refuse treatment or to refuse to participate in experimental research.” We
also suggest adding (v) and including, “The patient has the right to formulate an advance
directive.”

3) We suggest adding “and practice.” to the end of the sentence. |

- 4) We suggest using the Home Health language from the HHA COPs, as this language is more

appropriate for hospice than the language from the Nursing Facility COPs. We also sugéest

removing any language that would require a report of “alleged violations™ to the State survey
agency within 5 working days. This is language specific to Nursing Facilities. '

418.52(e) Standard: Patient Liability

CMS has request:ed comment related to notification of expected payment from the patient and
determining patient’s liability related to nursing facility Medicaid Room & Board payments.

Hospices notify, ‘to the extent possible, the patient or legal representative of any expected charges
prior to admission. For standard Medicare/Medicaid hospice services this is not necessary, as no

charges are passed on to the patient. There are often times we do not have the patient co-pay, co-

insurance, or deductible information from commercial payors prior to admission. Requir‘ing this
information primj‘ to admission can significantly delay the admission, thus affecting quality

patient care for patient’s in immediate need of care. We again believe that this kind of |

information should be provided to the patient and family within the 7 day timeframe of the

comprehensive assessment. This allows the hospice to provide the immediate care n_eede‘d and

gives the hospice‘ time to communicate with the commercial payor to determine any patiént

responsibility. A‘dvance Beneficiary Notices (ABN) or notices of non-coverage are sometimes

used to communilcate this information.

Hospices often hfwe difficulty obtaining patient’s liability information related to nursing facility
Medicaid Room & Board. Since the current pass-through law is legislated at the federal ‘Ievel for

dually eligible Medicar_e and Medicaid beneficiaries, we would like to see some language in both
the Hospice and Ii\Iursing Facility COPs that helps facilitate the coordination of this information '
between the Hospice, Nursing Facility, and Medicaid. :

418.54(a) Standard: Initial assessment.

We suggest inclu‘ding the following language, “(unless ordered otherwise by the physician or as
requested by the family)”. ‘

|

418.54(b) StandaLd: Time frame for completion of the comprehensive assessment.
Please clarify that “in consultation” does not mean the attending physician must be present in
person. We believe the 4 day timeframe is too short and strongly suggest modifying to 7/day
timeframe. Man;‘/ times families request a later visit or deny the chaplain or social worker visits
the first week while more immediate pain issues are addressed. It has been suggested tha‘t other
IDT members could complete the initial assessment, such as a social worker. We believ,e: that an

RN should complete the initial assessment, since patients often have medical issues requiring
immediate attention. ' '

418.54(c) Standard: Content of the comprehensive assessment. )
In (ii) Drug therapy we suggest adding a bullet that requires all drugs in the medication profile be
listed and to designate which drugs hospice will be responsible for. We also suggest adding
language of “drugs that are reasonable and necessary for the palliation or management of the
terminal illness.”| Too often patients and families desire drugs with are proven not to be c?ffective
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in the terminal phase of an illness and only benefit in the early or mid stages. Usually these are
cost prohibitive and have no benefit.

418.54(d) Standa‘rd: Update of the comprehensive assessment.
Some parties hav;e commented that the comprehensive assessment should be updated every 15
days to tie into certification periods. We disagree with this suggestion. We believe the existing

- 14 day review is lappropriate. We also do not believe it is necessary to have a timeframe |
specified to revie‘w the comprehensive assessment prior to recertification, since the revie\‘v of the
comprehensive assessment will likely take place on a different day than the recertification. The
existing requirerﬂent allows hospices to review the comprehensive assessment as frequently as is

necessary, which provides flexibility to provide the appropriate care to the patient and farln'ly.

418.54(e) Standard: Patient outcome measures. ' _
We do not believe “patient outcome measures” are too burdensome for hospices. However, we

would like the procedure to be clearly defined as it pertains to hospice, such as what is an

adverse patient event? We do not want a certain number of quality improvement proj ect§ that

have to be done each year, but rather issues that are discovered during normal program auditing

should be documented on how they were improved to meet standards.

\ -
Examples of outcomes indicators are:

o Pain management (6 indicators relative to assessment and reassessment)

Fa}ll risk and prevention |

Adverse drug reactions

M‘edication reconciliation

Lilfe closure

D%Vice-related urinary tract infection
Management of documentation

National Patient Safety Goals implementation

0000O0O0O0

o
Wound management .

We do not want these prescribed in the regulations, but a list like this could be provided a‘s an
example. Some guidance should be given to allow new programs a foundation to start from;
however, hospices should select their own measures depending on the risk factors determined in

each program.

o.

418.56(a) Standard: Approach to service delivery. |
(1) Please add a ﬂrovision to allow the hospice medical director to be the patient’s attending

physician. We believe that allowing the hospice to designate a qualified hospice professi‘onal

that is a member of the interdisciplinary group is appropriate to coordinate the care of ea(‘Th
patient and familgf. This person should not have to be an RN; however, we do believe the‘
selection should be limited to an RN or social worker, since both have medical training ar\1d

college education. Other disciplines may have more limited training and education-and may not
be best suited to coordinate this care. In bullet (iv) the IDT role was narrowed from the driginal

COPs. We suggést, “a counselor, including pastoral, clergy, spiritual, or other counselor.”

(2) We disagree with the proposed language. One IDT does not establish governing polici:ies of
the day-to-day care. An administrative team establishes policies and procedures and oversees the
day-to-day proviéion of hospice care and services.

418.56(c) Standard: Content of the plan of care. o : .
In (2) we would like a provision added to allow flexibility to increase the frequency upward to
address changing needs, such as 2 X week and prn. In (6) we do not believe “agreement’ is the

most appropriate"word to use. Patients and families may not agree with the entire plan of care,
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but need to be knowledgeable of what is included in the plan. They may want more aggressive
treatment than hospice was designed for or is covered by the Hospice Medicare Benefit. | Also,
the family may not be in agreement, but the patient is. We suggest using “knowledgeable”
instead. :

418.58(c) Standard: Program Activities..
In (2) please clarify “adverse patient event”. We do not want a certain number of quality‘ }
improvement projects that have to be done each year, but rather issues that are discovered during
normal program auditing should be documented on how they were improved to meet standards.

418.58(d) Standa‘rd: Performance improvement projects.
We do not want a certain number of quality improvement projects that have to be done each year

but rather issues that are discovered during normal program auditing documentation on how they

were improved to meet standards. '

418.58(e) Standard: Executive responsibilities. :

In order to fulfill the Governing Body’s responsibility for the quality of care and services
provided, it must|receive performance information regarding the results of outcome
measurements, so that it can provide input and allocate resources for identified improvements.

\
418.64 Core serv‘ices

We believe contracting for staff for continuous care should be allowed. Most hospices ate small
and cannot afford to hire full time continuous care staff, nor is it feasible to even find statf that

will be able to sta{y continuously with a patient in the middle of the night at a moments notice.

Disallowing cont‘racting of staff basically eliminates the possibility of providing continuo‘us care
when a patient de‘sperately needs it, The consequence of this is likely an ER admission to a
hospital, which is significantly more expensive and is not the best course of treatment for the
patient and family. CMS should definitely consider these issues before disallowing contract staff
for continuous care. Disallowing this option is not in the best interests of the patient and|it is

more costly to the Medicare system.

418.64(d) Standard: Counseling services.

Hospice provides counseling services to patients and families in their homes and in a nursing

home setting in the same manner. No denigration of services occurs. Bereavement services are

provided through‘ memorial services and private or group sessions for staff or other residénts in
nursing facilities. Unfortunately, not all nursing facilities take advantage of these services, but

neither do all families.

418.72 Condition of participation: Physical therapy, occupational therapy, and speech-language
pathology. '
" We believe the dietitian should be moved to the list of non—core services. The dietitian serves
more like a therapy provider than a counselor.

418.76 Condition of participation: Home health aide and homemaker services.

We believe “home health” aide should be changed to “hospice” aide. Most hospices do not

provide home hea{lth.

418.76(g) Standa}rd: Home health aide assignments and duties.

In (2)(i) an aide should not need an MD or nurse practitioner order to perform duties. The RN

Case Manager ass‘lgns aides duties, and includes these duties in the plan of care, which a ‘
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physician signs. [Home Health needs orders for these services, because Home Health is
administered in a very different fashion and its staff and goals are also very different. It needs to
be assumed that %111 services are available for the hospice patient, and the RN may assign |as
needed. This information is documented in the plan of care, if the IDT needs to coordinate this
information. Hogpices need to be able to defer to state law (such as the nurse practice act),
especially with régards to medications. Most allow delegation to the aide or unlicensed g‘.taff the
task of assisting the patient to take their own medications, as long a judgment is not required.
They can physicélly move the medication to the mouth and give the patient water or liquid to aid
in swallowing. _ |

418.76(h) Standard: Supervision of home health aides. _ _
COPs should spe‘cify that supervisory visits assessing the aide services may be conducted when
the client is admitted, recertified or during a prn visit. We agree that the RN should make an

_ onsite visit to the patient’s home no less frequently than every 14 days to assess the aide’s ' |

services. We absolutely disagree that an RN should be onsite with the aide no less frequéntly

‘than 28 days. We believe onsite visits should be made at least every 90 days. This shoul}d not be
for every patient, The intent of this standard is to assess the aide’s competency. This can be

accomplished sui“ﬁcient_ly by having each aide visit one of their patients, while an RN ass‘esses

the aide’s competency.

Medicaid persongﬂ care benefit.

It is very importeint that CMS add language that it is not a duplication of services to have|a
waiver aide-only‘service and the Medicar¢/Medicaid Hospice Benefit at the same time. Ip
Louisiana the waiver is denied, if hospice services have been elected. This most often prevents
the patient from ﬁccessing the Hospice Medicare Benefit at the time they need it the most. The
waiver aide does‘J’not provide clinical care. The waiver aide is simply a sitter. Terminall)‘l ill

patients must have access to professional clinical care at the end of their lives. ‘

418.76(1) Standard: Individuals furnishing Medicaid personal care aide-only services und‘er a

o
.

418.78(e) Standa‘rd: Level of activity.

A major point of ‘revising these regulations is to make the regulations less prescriptive and“‘to

. . . \
focus on a patient-centered, outcome-oriented process that promotes patient care foremost”,

according to the ﬁreamble associated with these revisions. We believe that setting a 5%

volunteer hour minimum is simply a prescriptive method to ensure volunteer utilization that has

absolutely nothin‘\g to do with providing quality patient care. The 5% target is an arbitrary

percentage that h‘as no basis to ensure quality patient care. It is interesting that our existing

regulations presc}ribe this minimum percentage to require volunteers, yet require no minir{num
number of visits for patient care staff. Ensuring a minimum number of patient visits wou‘ld have
had a si gniﬁcantl}y larger affect upon quality patient care that designating a specific number of

volunteer hours. 'We would like this prescriptive 5% minimum removed from the regulatlions,

since it is not a statutory requirement. In order to ensure volunteer continuity, the Volunt<‘3er
program should document recruiting, educating, and retention of volunteers and the process of

assigning appropriate volunteers to patients with needs that can be met by volunteers. .

Subpart D Organizational Environment

418.100(a) StandLlrd: Serving the hospice patient and family.

Substitute "prom({)te" in place of "ensure", since you cannot ensure patient/family experiences.
Also, in (2) subst?tute “goals” in place of “desires”, since desires may actually be signiﬁclantly
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more than what i}s needed to accomplish goals and interventions of a plan of care. Finally, we
~ suggest adding (3) “When the patient and family are not in agreement with the election of
hospice care and/or the plan of care, the hospice will honor the patient’s needs and goals,”

Section 418.100 \e) Standard: Professional management responsibility.

Requiring hosplqe agencies to supervise the staff and services provided pursuant to 1ndep‘endent
contracts probabl‘y will result in the IRS concluding the entity or person providing the service is

an employee of the agency and not an independent contractor. One of the critical factors

distinguishing en!lployees from independent contractors is whether the employer significantly

controls and supervises the work. The hospice should not be required to supervise staff and

services for all arranged services. Further, in-section (e)(2) of this Section, personnel of arranged
services are not likely to have the same qualifications as hospice employees. Hospice em‘ployees
perform their job‘s routinely every day, which provides them certain skills that outside contracted
personnel would have difficulty achieving without the same experience. This requiremel‘lt
should be changed to require the hospice to ensure that arranged services are pr0v1ded by] :

qualified personn‘el

Section 41 8.100(L) Standard: Hospice satéllite locations.

The preamble states that CMS is “accepting comment on applying the Medicare Appeals
Procedures that affect participation in the Medicare program.” We are not sure how this relates
to the approval of hospice satellite locations. We would recommend continuing to use th}e CMS

Form 855A to esJ[ablish new satellite locations with CMS. Please elaborate on how the Medicare
Appeals Procedures affects hospice satellite locations. |

418.102 Condition of participation: Medical Director

The proposed addition should be changed to “When the medical director is not available,a
physician designated by the medical director or the hospice assumes the same responsibilities
and obligations as the medical director. The medical director or physician designee coordinate

with other physicians and health care professionals to ensure that each patient experiences

medical care that‘ reflects hospice policy.” Also, please specify that a hospice may contra:ct with

an entity (such as a hospital) to allow a physician to serve as a hospice medical director. \‘Many
hospitals control physician’s time, since the hospitals pay physicians a salary. Consequently,

many contracts have to be made with the hospitals directly to allow the physicians to devote

some of their time to medical director activities.

418.102(c) Standard: Coordination of medical care.
The Medical Director should be a "participant” in the QAPI Comm1ttee/Program but should not
be responsible for directing the hospice QAPI Committee/Program. The hospice Govern ng
Body should be responsible for the QAPI Committee/Program and the hospice Governing Body
should be able to|designate a member of the hosplce staff to direct the QAPI
Committee/Program.

418.104 Condition of participation: Clinical records

Advantages of using an EHR:

1. Access from any computer anywhere in the world at any time of the day.
2. Easily portable ,
3. Clean copy that is legible, if notes are typed vs. scanned.
9
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Disadvantages of
1. Must have ver
environment. :
2. Must carry lagtop from house to house. This causes many issues, including the appearance of —
a “cold machine”| between the clinical staff and the patient/family, breakage caused by dr‘opping
laptops (occurs often), theft out of cars (laptops are targets for thieves), potential cross

using an EHR:
y computer literate clinical staff, which is often unavailable in today’s

ey

1try

|
contamination between households (laptops are not sterile medical instruments, nor are tt
disposable items that are only used in one household).
3. Significantly increased costs of infrastructure, software, maintenance, training, data er
staff, etc. L _ ‘
4. If laptops are not used, and handwritten notes are used instead and then entered at the office
to become part of the EHR, several issues arise: 1) gaps in time between handwritten note and
- entry into EHR p‘uts patients at risk, if information is not immediately transcribed. Under any .
circumstance, the‘re would always be a gap in time which puts the patient at risk. 2) double entry
/ double time to c‘omplete a medical record caused by handwriting the note and then entering the -
note in the complilter. 3) transcription errors are possible by taking a handwritten note an‘d
transcribing into the EHR. Transcription errors associated with medications could especi!ally put
a patient at risk. ‘ " ' _
5. Increased time devoted to EHR, instead of patient care. EHRs tend to work well in facilities
such as hospitals,‘ nursing facilities, or doctor’s offices. This is due to the nature of the care
provided and the location. For example, hospitals and doctor’s offices bill hundreds, if not
‘thousands of codL s for different procedures. EHRs have been created to help these entiti%s bill
appropriately and efficiently. Hospice only uses 4 billing codes, and 1 code is used 90%+ of the
time. Consequently, hospice gains no efficiency by implementing an EHR system. Hospitals,

nursing facilities,land doctor’s offices are all physical locations where-an EHR system can be
placed for easy access. The system is always on and ready to be used. Since hospice pro
- care in hundreds of homes across a given community, the only logical way to implement

is to use a laptop
as they are transp
shutting it down t

the computer than the patient/family. A clinical note can be written by the time a laptop 1

turned on, so this
6. Unless hospic
hospices would s
entered by a new
issue, we have se
laptops to nurses.
This system is no,

vides
an EHR
system for portability. These systems would be turned on and off all day long
orted from one home to the next. This process of booting.a machine and
akes time, and forces a clinical staff member to spend more time working with
S

is definitely an added burden.

cs provide laptops to every staff member and volunteer (this is not pract‘lcal),
ill have handwritten notes from certain disciplines that would have to b‘e

data entry employee in order to have a complete EHR. Due to this practicality

en some providers in our states try to implement an EHR by only providing
-All other disciplines retained using the process of handwritten clinical ‘notes.

‘t a true EHR, because more than half of the IDT is not included in the EHR.

However, this is as far as these providers were willing to go to implement an EHR due to|the
practicality of pr&viding laptops to every staff member and volunteer.

7. One of our largest hospice providers that serves multiple states across the country abandoned

a trial run of impliementing an EHR due to the same problems mentioned above. This is an
organization that has the resources and infrastructure to take on a task like this, but reported that

~ due to the model of providing hospice services throughout the community, the cost-prohibitive
nature of providing laptops to all staff and volunteers, the extensive training, and the very‘ long

learning curve, they decided to go back to handwritten clinical notes. It was just too difficult to

fully implement outside of 2 facility, and the hospice failed to recognize any positive patient
10




outcomes. In fact time devoted to patient care was decreased as a result of the implementation of

the EHR.

Barriers/Issues with electronic medical records:
Learning cur\'Je of computer program is long.
Staff available is often poorly trained in use of computers. _
Decrease in number of hours spent providing patient care in order to utilize the EHR system. .

Security of ¢
Maintenance

N e L=

Cost.

418.104(b) Stan

omputer devices. ’ :

. \
Increase in staff numbers.

dard: Authentication

l)f devices and system; troubleshooting on a daily basis.

Hospice is simplﬁf too broad to implement this newly proposed regulation. Too maﬂy physicians
and nursing facility staff are included in our coordination of care to implement this across all

persons connected to a clinical record. We suggest removing this requirement, as this is onerous

and does not pro

418.106(b) Standard: Controlled drugs in the patient’s home

“/ide for better patient outcomes.

We believe that education of the “potential dangers” of controlled substances must be taught for

patient, family, and staff safety. However, “potential dangers” is misleading and we would like

“side-effects” substituted in its place.

418.106(c) Stan

‘ard: Use and maintenance of equipment and supplies.

This Section should be rewritten to-specify that when DME is provided by a contracted v}endor,
the vendor assumes the responsibility to ensure internal or manufacturer policies exist for repair
and routine maintenance of equipment. The hospice should be required to verify these policies

are in place with the vendor the hospice chooses.

418.108 Condition of participation: Short-term inpatient care.

We suggest that

you include a description of short-term inpatient care and when it can be

utilized. General Inpatient care is designed to be provided intermittingly and can be used to 1) to
provide pain and symptom management that cannot be provided in the patient’s home either due
to the staff required or the equipment necessary to provide the care, 2) ensure appropriate care
due to the inability of the hospice and or the patient’s caregivers to provide services in a isafe' and
effective manner in the home, or 3) ensure continuity of care in the event of a psychosocial or

family problem.

family/caregiver|a break during the care of the patient.

418.108(a) Standard: Inpatient care for symptom management and pain control.

Inpatient Respite care is limited to a five day duration and is used to give the

We agree with rqmoving the 24 hour nursing coverage requirement for Inpatient Respite|care.

However, we believe the 24 hour nursing coverage requirement should remain in effect for
General Inpatien‘t care. '

418.112(d) Standard: Medical Director
Medical director

:s of hospices and nursing facilities should not have to be the primary designees

coordinating care for a hospice patient. Instead, the IDT should be allowed to designate a team
inate care. Also, we do not agree that it is necessary for the hospice medical
11
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director to com Lunicat_e with the SNF/NF medical director, the patient’s attending physician,
and other physicians in the provision of care for the terminal condition to ensure quality care for
the patient and fe‘imily. The hospice medical director needs to be able to provide services with
some autonomy to make decisions for the patient and family. The attending physician can
request to receive communication related to updates to the patient and family care, but the
hospice medical director is ultimately responsible for this care. Some attending physicians want
to be more invol‘ved in care planning than others, but this is an individual preference that varies
by physician. Most attending physicians develop a relationship with the hospice medical director
and become com‘fortable with the medical director’s assumption of the responsibility to
participate in the IDT care planning process.

418.112(f) Standard: Hospice plan of care.

We would prefer the 14 day interval to review the plan of care to remain in place. Some
providers have suggested maybe moving to a 15 day interval to tie in with recertification periods.
However, leavin‘g the standard as 14 days allows the IDT to have regular meetings on.specific
days of the week (i.e. every other Tuesday). This logistically works well with hospice m‘edical
directors too, beéause they can block out their clinic days on Tuesdays, for example.
Recertifications that come due can be anticipated and can be reviewed at the IDT meeting

immediately pre&eding the recertification.

418.112(i) Standard: Orientation and training of staff.

This proposed Séction would inundate facilities with an overflow of inservices that likely

couldn’t be acco‘mmodated in the facilities schedules. We suggest modifying the langua‘ge to

state, “Hospice s[aff must assure orientation of facility staff.”

418.114 Condition of participation: Personnel qualifications for licensed professionals.

This Section seems to indicate that a non-degreed social worker can be hired to fulfill the duties
of a hospice soci‘al worker, because they are “licensed” by the State. This is a lower qualification
level than is curr‘ently in place. We strongly believe that a degreed social worker remain the
standard for hospice care. Section 418.114(c)(7) specifies a baccalaureate degree requirement,
but only when no State licensing requirements exist. In a state where State licensing
requirements exi‘st, a non-degreed social worker could fulfill the duties of a hospice social
worker under the proposed condition of participation. This needs to be modified to correct this

problem.

418.114(c) Personnel qualifications when no State licensing, certification or registration
requirements exilst. '
CMS has requested comment on (7) social worker related to the possibility of requiring an MSW
to fulfill the hos T'ice social worker duties. The BSW curriculum is obviously not as rigorous as
the curriculum for an MSW. We believe an MSW is often better prepared to fill the role of a

hospice social w‘orker, ‘but MSWs are often difficult to find in many states, especially rural states.

We would propo‘se that the MSW requirement be imposed, but a waiver should be given to
hospices that shéw cause why they cannot hire an MSW. CMS should keep in mind that many
* hospices will no% be able to hire MSWs due to the location of the hospices and local avai‘lability
of MSWs. CMS should also consider that while one MSW may exist in a small rural area, the
hospice may not be able to afford the MSW due to price competition for the limited supply of
MSWs in that area. Also, if an MSW requirement is imposed, existing hospice social workers
must be grandfathered in to allow them to continue practicing as hospice social workers! We

12
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believe one year of experience as a social worker is appropriate before becoming a hospice social |
worker. It is not necessary to have this one year of experience in a health care setting. T‘his
“would signiﬁcanﬂly limit the pool of new social workers entering hospice, as they are more likely

to remain in the health care setting they were originally hired in.

418.114(d) Standard: Criminal background checks.

States already require specific criminal background checks that vary by state. We would|suggest
removing this Section from the proposed conditions of participation. If the condition remains,
there must be some guidance as to what law violations prevent staff from being hired and what
response or action is to be taken when a criminal background check reveals violations of ithe law.

Thank you for the oppo}tunity to comment on the proposed hospice COPs. If you have any
questions or comments related to this response, please contact me at your convenience at (205)
970-8888, ext.102 or via email at brad@chahospice.com.

Sincerely,

J. Brad Hunter
President
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To: Department of Health and Human Services

¢

Re: Medicare requirements for Masters in Social Work (MSW): file code CMS-3844-B

|
~ Date: June 29, 2005 1
}

I’'m responding to your request for comments concerning the Medicare requirement for
MSWs in the hospice setting. The Federal Register article cited several reasons for chapging
this requirement. Additional reasons include: 4

1) In order‘ to receive a MSW, students are required to have about two years of clidical
internship in different settings where they are supervised by another MSW. Clinical
expeﬂeﬁce enables the student to gain real life experience, which can’t be duplicated
in a classroom situation. People with a bachelor’s degree or Masters in Counselfng
don’t re:ceive these intense clinical experiences. : 1

2) Most hqspita]s require social workers to have a MSW as cited in Social Work Today,
March 24, 2003. MSWs are trained to ask questions, which encompass the holistic
‘approach. Hospice social workers tend to follow people longer than in a hospital
setting. ‘We interact with clients and their family and friends in a different way, have a

 better uﬁlderstanding of community resources, and since we work primarily withj
people in their homes don’t have the immediate back up of co-workers in difficult -
situations. Thus hospice social workers should have the minimum requirements for
hospital|social workers. f

3) Incorporating the requirement of one-year experience in a medical setting enablcjas the
MSW to better understand the medical terminology and abbreviations often used in
docume‘ntation. However, due to the shortage of MSWs, this could be more of Zji
recomm}endation than a requirement. ’ |

4) Rural areas do present a challenge in meeting the MSW standard. The HHS
depanm‘ent’s suggestion of having assistant social workers supervised by an MSW is a

viable-one.

Social workers are called in to deal with difficult and complicated situations, which often
occur when people are in emotional and/or psychological pain. Without the necessary
training and expertise, well-intentioned people can do more harm. Raising the standard of
care for hospice social workers will better insure that patients and their families and friends
will receive the necessary support and resources at a very vulnerable time in their lives.

Thank you for soliciting comments on this very important issue.

ReSpectively,

Ve /A 50

Marla Karow, MSW
Samaritan Ever‘green Hospice
(541) 812-4659“

mkarow @samhealth.org
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HOME HEALTH & HOSPICE | /’

COLUMBUS COMMUNITY HOSPITAL
June 22, 2005

Centers for Medicare & Medicaid Services
Department of Health and Human Services
Attention: CMS-3844-P ‘
P.O. Box 8010
Baltimore, MD 21244-8010

|
1
i
|
!
|
1
]
|
|
|
To whom it may concern, |

|
|
I attended an information session on June _2_(_)_“‘, where I had the opportunity, to be educated on the 2005, . . ..

" " TProposed Medicare Conditions of Participation for Hospice Programs. I feel that strongly that nieed to

— - e — —— treatment for grief is communication, and counseling-- - =~ - -

comment on the p‘roposed issues of Social Work qualifications (418.114 (7)) |

|
I have worked as a Medical Social Worker, in the area of Hospice for the last eight years, with a ;
bachelor’s degree. Up until the last couple of years I would have defended the issue that a BSW was
perfectly capable to serve in this capacity. I have been in the process of pursuing my Master’s D]egree in
Social Work for the last two years; I have found that I do not believe that I have done my past clients
justice. I feel that I have had the skills to listen and do case management, but the assessment and
counseling skills \‘{'ere not as effective as needed. With many Hospices using the Social Worker J;md
Counselor as a duel role I now believe that it will be imperative to have a Master’s level person in that
position. When thére is the possibility of having both the BSW and a professional counselor, the fskil'},s of
the Social Worker| -

is used to determine if the counselor is needed. :
!
)

With a BSW, you are taught the basics in community resources, case management, advocacy, an(fi, limited
assessment skills. | As a MSW, you are intensively educated on assessment of individuals and family
functioning, and how to counsel them. This is very important when working with Hospice patients.

. )
A good example of this would be in the area of grief versus depression. So many times we see iﬁ IDG’sa
patient being put on an anti-depressant because of depression. Since taken masters classes I have been
able to do some assessments and determine that is was grief, and grief cannot be treated with medication.

Treating grief witﬁ medication can lead to unnecessary medication reactions, and cost. Where as the

]
Coming from a smaller community I can see the impact that this could have on the smaller rural hospice

organizations. But I firmly feel that a Master’s level person should somehow be involved with each
Hospice patient. Being in the position that I am in I can see both sides of this issue.

Please feel free to contact myself if any further input or comments are needed, (402) 562-4496 ;
i }
Sincerely,

N

-

“*Ma'l;iv

U0 Qo 0

Lisa Webér DeVoll, BSW, CSW

0%

P.O/Box 1800 & Columbus, Nebraska 68602-1800 & Ph:402-562-3300
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ASSOCIATION FOR Teresa E. Snorton, D.Min.
CLINICAL Executive Director
PASTORAL ‘ Deryck Durston, M.Div, S.T.M.
EDUCATION, INC. Associate Director

June 30, 2005

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-3844-P

P. O. Box 8010

Baltimore, MD 21244-8010

Dear CMS:

This is in response to the proposed rule to revise the existing conditions of participati
that hospices must meet to participate in the Medicare and Medicaid programs.
Specifically, we are supportive and appreciative of CMS’s commitment to have
requirements
including attention to spiritual care.

that focus on the care delivered to patients and their families by hospices,

The Association for Clinical Pastoral Education, Inc. is a professional association
committed to‘ advancing experience-based theological education for seminarians, clergy
and lay persons of diverse cultures, ethnic groups and faith traditions. We establish

standards, certify supervisors [faculty] and accredit programs and centers in varied

settings. Clinical Pastoral Education (CPE) is the requisite training for board certification

as a professional chaplain. ACPE programs promote the integration of personal history,
faith tradition and the behavioral sciences in the practice of spiritual care. We have nearly
350 accredited programs and over 800 certified faculty nationwide. For further
information about ACPE, Inc. please visit our website at www.acpe.edu, or contact our

Executive Director, Rev. Dr. Teresa E. Snorton at 404-320-1_47 2.
We would like to offer this response to the proposed rule:

PROPOSED 418.62: LICENSED PROFESSIONAL SERVICES

The proposed hospice rules contain specific standards for licensed professional services.

We understand the rationale for basing these upon State standards for those in other
healthcare pré)fessions, such as physicians, nurses, therapists, medical social workers,

home health aides, etc. However, professional spiritual care providers are first
extensively tr\aining and then board certified by national professional groups. We wo

encourage tha}t the proposed rules include this requirement of training and board

certification for those providing spiritual care and counseling in all hospice settings.

'

iuld

President President-Elect Secretary Tl‘-easurer
A. Arthur Schmidt, Jr., D.Min. Joan E. Hemenway, D.Min. Jenny T. Lannom, M.Div. Paula J. 'feague, D.Min.
St. Francis Hospital 76 Grist Mill Cir. Presbyterian Healthcare Services The John I—‘{opkins Hospital
34515 9th Ave. S. Guilford, CT 06437-1919 P. O. Box 26666 600 1\‘1 Wolfe St.
Federal Way, WA 98003-6761 jhemen@att.net Albuquerque, NM 87125-6666 Baltimore, MD 21287-0005
artschmidt@fhshealth.org jlannom@phs.org pteagu%l @jhmi.edu
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ACPE, Inc. {(esponse to CMS-3844-P

June 30, 2005

In addition to undergraduate and graduate theological degrees, a Board Certified chaplain
must complete a minimum of 4 units (requiring 1600 hours of training) of Clinical
Pastoral Education, which is nationally recognized clinical training in the provision of
professional spiritual care. Clinical Pastoral Education is an outcomes-based educational
program, recognized by the United States Department of Education. Our standards focus
on the development of pastoral formation, pastoral competence and pastoral reflection.

Pastoral formation aids the professional spiritual care provider in self-awareness, values
assessment, and use of consultation. Pastoral competence leads the student in skill
development, i.e. pastoral care skills (listening, empathizing, conflict resolution, crises
management) counseling, spiritual assessment, multidisciplinary teamwork, multicultural
concepts of réligion, spirituality and care, care to the grieving, leadership, management,
positive use of power and authority, responsible boundaries to name a few. Pastoral
reflection dirécts the student in the use of collaboration with other professionals, and self
and peer evaluation in providing ministry to others.

The ACPE, Inc. maintains rigorous standards for its educational programs, all of which
are reviewed In one-year, five-year and ten-year cycles to assure quality, integrity and
consistency. Our standards are reviewed annually for adequacy and relevance to the
field. Further, they are revised every five years in conjunction with our application for
re-recognitioA by the United States Department of Education. '

A copy of the) ACPE training standards (which includes our objectives and outcomes for
Clinical Pastoral Education) is included with this response. We are also including a copy
of the Comm&n Standards for Professional Chaplaincy and our Code of Ethical Conduct
adopted by the Council on Collaboration in 2004, which provides a unified voice of the
six largest professional spiritual care groups in the United States and Canada. The
membership of these groups represents over 10,000 members who currently serve as
chaplains, pastoral counselors, and clinical pastoral educators in specialized settings,
including hospice and other healthcare organizations, counseling centers, prisons, or the
military.

By including ‘standards that require the employment of a trained and Board Certified
spiritual care professionals, the proposed CMS Rules would ensure that those providing

spiritual care to hospice patients, families, and staff would be held accountable just as

other professi‘onal, licensed staff are. This protects hospice patients, family, and staff

with unwanted, intrusive, and potentially abusive spiritual interventions by those who are

not professioﬂally trained, certified, nor held accountable to professional standards of

. ..
practice and ethics.

While community religious leaders provide gifts in the provision of religious care to
hospice patients and families, professionally trained and certified spiritual care providers
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bring to the hospice environment the skills to provide spiritual assessment, an outcome-

based spiritua‘l plan of care and interventions based on professional spiritual care

standards of p‘ractice, the ability to work effectively within an interdisciplinary team, and

specialty in lo‘ss, grief, and bereavement care and counseling Board certified chaplains

work with cor}nmunity religious leaders to facilitate their care to their religious
community members, while also serving as an educator and facilitator of the hospice
environment and specialist in the unique spiritual and emotional needs of hospice patients

and families.

We recommer‘ﬁd that standards be included to require hospices to employ trained and
certified professional chaplains in order to meet clearly and effectively the proposed rules
including: ‘

Proposed 418‘.52: PATIENT RIGHTS

Professionally‘l trained and nationally certified spiritual care providers are advocates for
patient rights, educators for patients, families, and hospice staff, and are trained to
provide spiritual care to those seeking to make treatment and end of life decisions.

Proposed 418.54:  COMPREHENSIVE ASSESSMENT OF THE PATIENT
Board certified chaplains are trained to provide spiritual assessments that identify issues,
interventions, and specific outcomes to meet the unique needs of each hospice patient and
their family. j;kdditionally, board certified chaplains are trained in how to document in
both clinical apd progress notes in ways that articulate clearly to the entire
interdisciplinary team what spiritual issues may impact the overall care of the patient and
family. Professional chaplains are guided by and adhere to national standards of practice
in assessment,‘ interventions regarding spiritual distress, loss, bereavement, coping, and

the use of religious and spiritual resources identified by the patient and family.

Proposed 418.56: PLAN OF CARE AND COORDINATION OF SERVICES
Professionally|trained and nationally trained spiritual care providers have extensive

training and experience in developing and writing an outcome-based written spiritual

plan of care for patients and families and working with interdisciplinary group care

planning and c}oordination of services.

Proposed 418.58: QAPI
Board certified chaplains not only have training in quality assessment and performance

improvement, but also have shown value to organizations that they serve in actively

participating and maintaining QI and PI planning and projects. All work of board

certified chaplilins is informed and guided by professional practice standards applicable

to hospice carel.
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Proposed 418.78 VOLUNTEERS

Clinically trained and nationally certified professional spiritual care providers are skilled
in the training and oversight of volunteers, particularly those who seek to provide
emotional andl spiritual care to hospice patients and families. Having a board certified
chaplain in this role assures the hospice of maintaining patient rights and providing

appropriate care by volunteers.

Proposed 418.100 ORGANIZATION AND ADMINISTRATION

Again, board certified chaplains are trained and professionally credentialed and follow
national standhrds of practice in order to organize, manage, and administer spiritual
services to patients, caregivers, and families within the hospice environment while
maintaining dignity, comfort, and advocacy for patient/family needs and desires. Board
certified chaplains serve as educators to other professional staff and volunteers in areas of
patient rights, advance care planning, end of life, and spiritual, religious, and cultural

needs.

INCLUSIVE ‘SPIRITUAL AND RELIGIOUS LANGUAGE

We strongly encourage the Proposed Rules be adapted to utilize language that is inclusive
of persons of 511 spiritual and religious traditions. Rather than using the word ‘clergy’
(which is a Christian term) in the Proposed Rules, we suggest the use of the word “Board
Certified Chaﬂ lain” for those employed by the hospice and “community religious
leaders” for those who serve as community support and/or volunteers.

CULTURAL ISSUES _

We also strongly encourage that the proposed rules be attentive in the inclusion of
additional language addressing the cultural needs of patients and families. It is important
to all patients, especially when dealing with the stresses of a terminal diagnosis and end
of life, that their rights be respected in all areas of life. For many of differing cultural and
spiritual backgrounds, the issues of diet, space for cultural, spiritual, and/or religious
ritual, medication and other treatments, the inclusion of complementary therapies, and
conversations around diagnosis, treatment, and death are essential dimensions of patient
rights.

Thank you for this opportunity for us to comment on CMS-3844-P, the new proposed
rules for hospice and for your consideration of our concerns. Do not hesitate to contact

the Association for Clinical Pastoral Education, Inc. if we can provide more information

regarding clinical pastoral education or the training of professional chaplains.
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Respectfully submitted,

Arthur Schmidt, D. Min, BCC

ACPE President

9"0@5*?“ MB /{a

Joan Hemenway, D. Min.

ACPE Preside‘nt-Elect

; eresa E. Snorton, D. Min., BCC

ACPE Executive Director

ATT: ACPE Standards (2005)
Common Standards for Professional Chaplaincy
Commoén Code of Ethics for Chaplains, Pastoral Counselors, Pastoral Educators,
and Students
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/‘ , Hosplce &
S Igalhatlve Care July 13, 2005

Federation of Massachusetts

Center for Medicare & Medicaid Services
Departiment of Health & Human Services
Attention: CMS-3844-P |

PO Box 8010
Baltimore, MD 21244-8010

N

Dear Sir/Madam:

Thank you for this opportunlty to comment on the Medicare and Medicaid Programs:

Hospice Cond1t10~ns of Participation; Proposed Rule which appeared in the Federal Register on

- May 27, 2005. The Hospice & Palliative Care Federation is a non-profit organization,

established in 1980, whose membership includes 45 licensed hospices in Massachusetts as well
as other orgamzahons and individuals who share our mission of advancing and promoting
excellence in end‘ of llfe care. :

In general hospice prov1ders have found the new organization of the proposed CoPs
helpful and more user friendly. For the most part new standards are consistent with the
hospice community’s interest in assuring quality and encouraging a greater degree of
uniformity amon‘g hospice programs. We will prov1de comment on those standards which we
feel need further clarification or where the standards may pose 1mplementatlon problems for

hospices in Mass\achusetts. In addition, we have highlighted our priority issues in bold type.

Other General Comments

. Well-orgamzed with new structure -- Patlent Care followed by Administrative Standards

. The Nurse Practitioner’s role as an attendmg phys101an should be included and clarified
throughout :

. The impact analyses appears to minimize-time and cost on most activities

. Palliative Care was not focused upon enough to help move hospice “upstream”

. Concern that the Interpretative Guidelines falling from the CoPs be clear so that
differences in interpretation and enforcement by regions is minimized

. The greater flexibility to choose appropriate practices is appreciated

418.3 Definitions :

Clinical note - Change to include spiritual changes . -

Drug restraint - (‘Jlarlﬁcatlon needed. At end of life (EOL), certain medlcatlons can be standard

- treatment to manage terminal agitation or to induce sedation for those experiencing intractable

suffering. Surveyors who are not expert in EOL care may view this as a drug restraint rather

1420 Providence Highway,.Suite 277, Norwood, MA 02062-4662 * 781-255-7077 * FAX 781-255-7078

E-MAIL: hospicefed@aol.com * WEB SITE: hospicefed.org

i
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than as acceptable|practice. Surveyors and hospices will have to agree to the definition of
“standard treatments” used at end of life in order to assure that there are options for controlling

Lo .
symptoms not responsive to conventional treatment. :

Hospice care - shPuld include that “hospice means a comprehensive set of services provided
in the home, in the community and in facilities, identified and coordinated by an
interdisciplinary team....” Despite memos from CMS to the contrary, some facilities are
becoming licensed as hospice programs with no intention of caring for other than their own
residents. This (iilutes the foundation hospice philosophy of providing care across all
settings wheréve# the patient’s home may be and is a risk to potential fraud and abuse.

Satellite location - needs further clarification. With the growth of corporations with
multiple entities Jwithin a state, Medicare should be clear about what criteria a “satellite”
must meet if it is to use a single provider number to establish other hospice programs.
Criteria might ix‘lclude shared staffing, level of administration on site, and distance of
service area froxﬁ main office. Clarification on the survey process/time frame for the
approval process is also requested.

|

418.52 Patient’s rights
~ (a) Notice of righ!ts

(1) T ranslation - requirement for written translation could provide problems for hospices
in urban areas wi(th significant multi-cultural populations. ,

(3) Information about tracking and disposal of controlled substances - Informing families
about drug policiJ}es at the time of admission will be confusing and potentially terrifying to
families already concerned about having controlied substances in the home. Given how much
- information is already conveyed during the admission visit, information about drug policies may
be better provided during the assessment visit rather than admission. Explanations in a patient
handbook shoulci suffice until further explanation is appropriate. Language should consistently
state “controlIed/substances” rather than “narcotics.”
(b) Exercise of rights and respect for property/person

(1) Shouljd include right to refuse treatment

(4) Should use language from Home Health CoPs more appropriate to home setting

‘(e) Patient liability - Use of ABN form for hospice is still confusing.

418.54'C0mpreLensive assessment of the patient

(a) Initial assessment - requirement for assessment within 24 hours is not practical. About
half of hospice ; eferrals come from non-physician sources and is not subject to an

- attending physician’s order. Even with a physician referral, the first physician order may
be for a consuld‘ not for an admission. Whatever the source of the referral, the
family/patient (ilecides and controls when the admission takes place as the patient must
elect the benefit. Language might be revised to “make available to the family a visit within

24 hours” or “ as otherwise requested by the family,” or “contact” rather than “visit.”



We also recommend that the CoPs allow the initial assessment of the patient to be carried
out by other than an RN, such as by the social w orker, as long as the nursing assessment be done

by the RN within 24 hours. Many hospices currently allow this practice.

(b) Time for com})letion of comprehensive assessment - 4 calendar days is a realistic time frame

and necessary given that 1/3 of hospice patient die within 7 days.

(e) Patient outcome measures - While it is a desirable goal to have “systematic and

retrievable” dat‘a for each patient, implementation will be very difficult for hospices

without comput‘erized clinical record systems. Many hospices in Massachusetts do not

have the financi‘al resources to purchase these expensive computerized systems. Since
EOL/hospice outcomes have not been accepted to date by the National Quality Forum, it

will take leaders‘hip and research on the part of CMS and the National Hospice & Palliative

Care Organization to identify, test, and standardize a reliable set of indicators to determine

quality. A phas‘e-in period for this standard is recommended.

418.56 Interdisciplinary group care planning _

(a) (1) Appré‘ach to service delivery - There was consensus that a qualified licensed
professional could coordinate a patient’s plan of care, thus lessening the burden on RN
responsibilities. |[However, in many hospices, this would require a significant culture shift.

(c)  (6) Content of the PoC. - There should be no requirement that the family agree with the
PoC as the patient’s wishes should prevail. Further clarification is needed if the patient is not
competent and there is disagreement among family members. In Massachusetts, the patient’s
appointed health“ care proxy makes the health care decisions. )

(d) Review of the PoC - The requirement for the Hospice Medical Director to collaborate with
the attending ph)‘lsician is desirable but not always practical given time, interest of the attending
and the resources of the hospice program. “To the extent possible” is acceptable language.

418.58 Quality assessment and performance improvefnent

Performance measures for hospice and EOL are not agreed upon or uniformly used within the
provider commu!nity and computerized systems are not consistently available for efficient
collection and su‘mmary of data. A '

c) .2 Progl“am activities - An adverse event is sometimes defined as an “unexpected death
or an incident thth has serious consequences. ” An example would be the unlawful diversion of
medication lead'i g to the death of other than the patient outside the home. ‘

(e) (2)Executive responsibility - QA/PI outcomes should be shared on a regular basis with the

governing body of the hospice program.

418.64 Core Services

(a) Allowiné the primary hospice to enter into arrangement with another Medicare certified
hospice to obtairjl core services out of area for routine travel is very helpful. However, when the
patient remains in the hospice’s own service area or when a hospice has extraordinary staffing
needs due to unlllsual vacancies, a number of difficulties may be presented. For instance, in
non-CON/DON ‘states, the limiting of arrangements to contracting only with another certified

hospice, would put hospices in the position of being required to contract with competing

3




hospices and thus may raise conflict of interest concerns. In addition, since hospices in non-
CON/DON stat{es have overlapping service areas. Recruitment problems for one hospice
program may extend to other hospices in the same area. Hospices should be allowed to contract
with other staffing resources such as home health agencies, nursing staff agencies, or counseling
agencies as long as they ensure that competencies and skills of contracted staff and maintain’
professional resbonsibility for the care they provide.

(d) (3) (iii) S‘piritual counseling - Revise language “hospice need not go to extraordinary,
lengths to do so.‘w” If spiritual care is important enough to be a core service, the hospice should
try hard to arrange it. - S ‘ :

418.66 Nursing services .
(a) For purpose  of waiver, what is the definition of a non-urbanized area?

418.76 Home hLalth aide and homemaker services. _

(h) Supervision ‘of HHA -this standard requires clarification. Is this a Human Resource
function such that EACH HHA must be supervised for job performance or is it the
patient’s Plan of Care that is being supervised? If the former, this will pose a substantial
coordination arid operational challenge since there may be more than one HHA caring for

the patient’s length of stay in hospice care.

Further,‘ it is not clear whether the requirement for on-site supervision of the HHA
every 28 days is in addition to the requirement for supervision every 14 days.
418.100 Organization and administration of services :
@ @ Servil‘zg the hospice patient and family - Change language from “consistent with
patient and family needs and desires”to “consistent with the patient’s goals.” The former
language leaves‘ the door open to futile and unrealistic treatment and interventions. Patient
~ preferences should have priority in situations where there are conflicts in the family. In
addition, the lin‘mited availability and reliability of outcome measures to date to satisfy this
~ requirement sthuld be considéred as well as the challenges of auditing the family’s
satisfaction. ‘ _
(e) Professional ‘management responsibility - The hospice should have professional oversight
responsibility for the services provided but not the staff. That responsibility belongs to the SNF.
(© Satellite loc«Ltions - With the growing number of corporations with multiple entities
opening hospicel programs using the same provider number, the definition of satellite
should be clarified so that it is consistent across regions and not subject to interpretation.
The process for \determining approval of the satellite needs to be further clarified.
418.102 Medical Director , .
(¢ Coordination of medical care - 1t is neither realistic nor appropriate for a medical

director to be re‘sponsible for directing the hospice’s QA/PI program. The average hospice

medical director has not the time, the training or the interest in administering such a
program. In Mstsachusetts, there are only two full time HMDs in the state. All other
hospice progran;ls use the services of a medical director on a part time basis and those
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hours are used for clinical consultation, IDT involvement and direct patient care.
For the QA effort, the Hospice Medical Director should have involvement but not
primary responsibility.

418.104 Clinical records

(b) Authentifi cation - this is not practlcal for home hospice care and the financial impact
would be significant.

(e) Discharge ahd transfer of care - facilities do not want to receive a complete copy of the
patient’s clinical record. This is not done in any other aspect of health care. A detailed
discharge summary is acceptable and consistent with HIPAA standards to provide the
minimum information necessary..

418.105 Drugs, controlled substances ....

(b) Controlled drugs in the patient’s home - language should be revised to “safety of controlled

substances” rathF:r than “potential dangers” of their use. It is challenging enough to have the

- family comfortable with controlled substances in the home without reinforcing social stigmas.

The hospice policy for the use of the drugs and their disposal should be stated in the hospice’s
prlnted materials but not necessarily discussed at the initial visit.

(c) (1) Use (\)f DME - the DME vendor, not the hospice, should be responsible for the repair
and routine maintenance policies and procedures with the hospice responsible for the

professional management of the contract.

418.108 Short-term inpatient care }

General inpatie‘nt care should be appropriate and available to families who are
experiencing a s‘hort—te'rm crisis of a psychosecial nature as well as for an acute symptom
condition that requires 24 hour skilled nursing care. Criteria for the use of GIP and
resplte should be clearly defined and separate in their requirements as this is a point of
mlsunderstandlhg by professionals and the public.

(a) Inpatient care for symptom management and pain control - The CoPs should retam the
requirement that an RN be on-site 24/7 at facilities providing the GIP either as
freestanding units or as contracted facilities. GIP, as the most acute level of hospice care,
warrants the expertise and care of an RN to monitor pain and symptoms deemed
unmanageable at the routine hoine level of care.

(b) Respite - for this level of care, we agree that an RN providing direct care 24/7 is not )
needed on-site in the facility as respite care is primarily for care glver relief and the patient
is usually stable‘

(c) (3)Acopyof the entire medical record is not needed, only a discharge summary.

418.110 Hospice providing mpatlent care directly
(b) Staffing - an \RN should be on-site 24 hours a day to provide direct patlent care.

(0) Seclusion and restraint - As stated in Definitions, clarification and mutual understanding is
needed here. At end of life (EOL), certain medications can be standard treatment to manage




terminal agitati?n or.induce sedation for those experiencing intractable suffering. When certain

drugs are used to manage the treatmerit of a single symptom, it is not the same as using the drug

for “restraint.” Surveyors who are not expert in EOL care may view such treatment as a drug

restraint rather than acceptable practlce As an example, Mrs. S. has advanced cancer and a
prognosis of j justa few days. She is being treated with high doses of Resperidol for terminal
agitation as she has become severely agitated, exhibiting violent behavior toward her family. Her
family was extremely distressed by this unusual behavior from such a gentle person. Mrs. S’
medication was titrated to treat the terminal agitation and its resulting violent behavior, the
symptom was eliminated and she died peacefully with her family at her side.

Surveyo‘rs and hospices will have to agree to the definition of “standard treatment”

“end of life care 1n order to assure there aré adequate options for symptoms not responsive to

conventional treatment

418.112 Hospice in the SNF

(d) Medical director - the requirement for communication between the hospice medical
director, attending physician, SNF medical director and other physicians is burdensome
and may restrict access to hospice for nursing home residents. The coordination with the
SNF medical director, attending physician and other consulting physicians should be
encouraged where feasible and when the parties have expressed a desire to be directly
involved in-the patient’s care.

(1) Orientation and training of staff - Training of SNF staff by hospice is critical to the care of
the nursing home resident in hospice care. However, depending on the number of hospice
contracts held by the SNF, it may be impractical for all hospices to be required to provide
training w1thout ;overwhelmlng SNF staff. Wording should be * ‘must assure’ orientation of
facility staff.’

418.114 Personn‘el qualifications - -
(c) (7) Social worker - there was consensus that the minimum education requirement for a

direct care social worker should be a MSW degree as the level of clinical judgement and
independence renguired in the culture and environment of a person’s home comes only through
experience, educétion and training. However, a waiver exemption should be afforded where the
hospice can show undue difficulty in recruiting a master’s prepared social worker.

(d) Criminal bac}cground checks - CORI checks should be required for all direct care hospice
staff and volunteErs This is already required by Mass. statute for all direct care

staff and VolunteErs in health care settings.

418.116 Comphance with Federal, State and local laws
(b) Multiple locations - see comments on satellites in Definitions (418.3) and Organization

and Admmlstratllon of Services (418.100)




: We appreciate the opportunity to offer these comments to CMS on behalf of
- Massachusetts h‘ospices and hope that the implementation process will move ahead to provide
3 updated, fresh and clear rules to guide care to individuals-at the end of life.

Sincerely,

B G —
1 D. unnngham. \Y

Executive Director
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Preface

-Richard C. |Cabot conceived of ¢linical pasteral education (CPE) as a method of

learning pastoral practice in a clinical setting under supervision. Anton T. Boisen
enlarged the concept to include a case study method of theological inquiry -- a study of
“living human documents.” William S. Keller began supervising theological students in
case study Ijnethods, believing pastoral practice was complete only as it addressed
contributing social conditions. As CPE developed, other leaders opened the doors to
integrating knowledge from medicine, psychology and other behavioral sciences into
pastoral practice. ' '

The Association for Clinical Pastoral Education, Inc. (ACPE) formed in 1967 after
some forty ’years of experience, development and practice of clinical pastoral education
by several organized but uncoordinated groups. The groups merging to form ACPE
included th}e Institute of Pastoral Care; Inc., the Council for Clinical Training, Inc., the
Association of Clinical Pastoral Educators, and the certification and accreditatien
functions of the Lutheran Council in the U.S.A.

Thus ACP]‘JZ became the standard setting, accrediting, certifying resource agency in the ,
field of clinical pastoral education. It accredits institutions, agencies and parishes as
clinical pag‘toral education centers to offer programs of climical pastoral education and

. |
certifies supervisors to conduct these programs.

ACPE a'ccr“edited centers offer clinical pastoral educatien as: part of theological
education,; training for pastoral ministry; training for institutional chaplaincy; training for
pastoral co{mseling; training for certification as a supervisor of clinical pastoral
education; and training for other specialized ministries. Theological schools give
academic credit for clinical pastoral educatien according to the credit system of each

school.

NOTE: Throughout the manual, bold text indicates a term defined in the glossary;
text in italics is for emphasis.

Preface u
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STANDARDS
of the
Association for Clinical Pastoral Education, Inc.

'Part One - Introduction

L Missior‘l of the Association for Clinical Pastoral Education, Inc. (ACPE)
The Associ‘ation for Clinical Pastoral Education, Inc. (ACPE) is a professional
association‘ committed to advancing experience-based theological education for -
semmaﬁan§, clergy and lay persons of diverse cultures, ethnic groups and faith
traditions. ACPE establishes standards, certifies supervisors and accredits centers to
provide prégrams of clinical pastoral education (CPE) in varied settings. ACPE
approved programs promote the integration of personal history, faith tradition and the
behavioral sciences in the practice of spiritual care.

I Philosophy for Promulgation of Stan‘dardsv

Asa profes‘sional association, ACPE has responsibility to the public to define standards
of conduct for members and promulgate standards for education and certification in
clinical pastoral education to safeguard the public and to help assure quality education

forand corﬁpetence of practitioners.

Ill. Standards Committee

‘ -

A. Function and authority

The Standards Committee, responsible to the ACPE Board of Representatives,
mcommenqs to the Board standards for ethical conduct of members, clinical pastoral
education (CPE), accreditation of centers to offer programs of CPE, and certification
of supervis{ors. The Board, after’considering the recommendations of the Standards
Committeel sets the standards for ethical conduct, clinical pastoral education,
accreditation of programs to provide CPE, and certification of supervisors. -

The Standards Committee develops recommendations for standards based on input
from the ACPE Accreditation, Certification and Professional Ethics Commissions,
ACPE mexﬁbers, constituents, cognate groups, care recipients, and the public. The
Standards‘Committee also develops mechanisms for feedback and review of the
respective Commissions’ manuals every five years. '

B. Composition

The Standards Committee is comprised of ten members, a representative from each of

. the nine regions and a chair. Members are elected for a three year term, with one-third
elected each year. Members are elected by the Board of Representatives upon
nomination by the Representation and Nomination Committee from the candidate(s)
suggested Qy each region. '

1 Introduction
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Part TV%‘IO e Starwdards

Standard 100 Code of Professional Ethics for ACPE Members

Maintenance of high standards of ethical conduct is a responsibility shared by ali ACPE
members and students. .

ACPE members agree to adhere to a standard of conduct consistent with the code of
ethics established in ACPE standards. Members are required to sign the Accountability
For Ethical Conduct Policy Report Form (Appendix 1) and to promptly provide notice to
the ACPE Executive Director of any complaint of unethical or felonious conduct made
against thp‘m in a civil, criminal, ecclesiastical, employment, or another professional
organizati(l)n's forum. ' :

Any ACPE member may invoke an ethics, accreditation or certification review process
when a member’s conduct, inside or outside their professional work involves an alleged
abuse of power or authority, involves an alleged felony, or is the subject of civil action or
discipline in another forum when any of these impinge upon the ability of a member to
function effectively and credibly as a CPE supervisor, chaplain or spiritual care provider.

"Standard 101 In relationship to those served, ACPE ﬁnembers:

101.1 affirm and respect the human dignity and individual worth of each
person. '

101.2 do not discriminate against anyone because of race, gender, age,
faith group, national origin, sexual orientation, or disability.

. 101.3 respect the integrity and welfare of those served or supervised,
refraining from disparagement and avoiding emotional exploitation,
sexual expioeitation, or any other kind of exploitation.

101.4 approach the religious convictions of a person, group and/or CPE
student with respect and sensitivity; avoid the imposition of their
theology or cultural values on those served or supervised.

101.5 respecf confidentiality to the extent permitted by law, regulations or -
other applicable rules.

101.6 follow nationally established guidelines in the design of research

involving human subjects and gain approval from a recognized
institutional review board before conducting such research.

Code of Professional Ethics 2
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ndard 102 In relation to other groups, ACPE members:
. 102.1 maintain good standing in their faith group.

102.2 abide by the professional practice and/or teaching standards of the
state, the community and the institution in which they are
employed. If, for any reason they are not free to practice or teach
according to conscience, they shall notify the employer and ACPE
through the regional director. .

102.3 maintain professional relationships with other persons in the ACPE
center, institution in which employed and/or the community.

102.4 do not directly or by implication claim professional qualifications
that exceed actual qualifications or misrepresent their affiliation
with any institution, organization or individual; are responsible for
correcting the misrepresentation or misunderstanding of their
professional qualifications or affiliations. :

ndard 103 In relation to ACPE, members:

103.1 continue professional education and growth, including part1c1pat10n
in the meetings and affairs of ACPE.

103.2 avoid using knowledge, position or professional association to
secure unfair personal advantage; do not knowingly permit their
services to be used by others for purposes inconsistent with the
ethical standards of ACPE; or use affiliation with ACPE for
purposes that are not consistent with ACPE standards. -

103.3 speak on behalf of ACPE or represent the official position of
"ACPE only as authorized by the ACPE governing body.

103.4 do not make intentionally false, misleading or incomplete
statements about their work or et‘mcal behavior when questloned by
colleagues -

Standard 104 In collegial relationships, ACPE members:

104.1 respect the integrity and welfare of colleagues; maintain
professional relationships on a professional basis, refraining from
disparagement and avoiding emotional, sexual or any other kind of
exploitation. :

104.2 take collegial and responsible action when concerns abouit
incompetence, impairment or misconduct arise.

3 Code of Professional Ethics
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Standard 105 In conducting business matters, ACPE members:

105.1 carry out administrative responsibilities in a timely and professional
manner.

105.2 implement sound fiscal practicés, maintain accurate financial
records and protect the integrity of funds entrusted to their care.

105.3 distinguish private opinions from those of ACPE, their faith group
~ or profession in all publicity, public announcements or publications.

105.4 accurately describe the ACPE center, its pastoral services and
educational programs. All statements in advertising, catalogs,
publications, recruiting, and academic calendars shall be accurate at
the time of publication. Publications advertising a center’s programs -
shall include the type(s) and level(s) of education offered, and the
ACPE address, telephone number and website address. '

105.5 accurately describe program expectations, including time
requirements, in the admissions process for CPE programs.

Standard 200 Complaints

ACPE encourages persons to work out concerns or grlevances mformally, face-to-face,
andina sﬂmt of collegiality and mutual respect. If differences are not resolved, a
complainﬁ‘ involving an alleged violation of the ACPE ethical or professional standards
may be registered in accordance with the procedures set forth in the manual Processing

Complaints of Ethics Code Violations.

The Profeiswnal Ethics Commxssxon has final authonty to determme whether violations

of ACPE sﬁandards have occurred and to determine final disposition of complaints.
Policies ar‘ld procedures for registering a complaint, conducting mediation and hearings,
and disposing of complaints are found in Processing Complaints of Ethics Code

Violations,

Standard 300 Accreditation‘

The Accreditation Commission establishes procedures and guidelines, detailed in the
ACPE Accreditation Manual, for granting and maintaining the accreditation of an
ACPE center and its programs. The Accreditation Commission has authority to take
action on all accreditation matters, including granting, deferring, denying, suspending,
or withdrawing accreditation for any center, subject to the ACPE appeal process.

Complaints/Accreditation 4
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301-306 ACPE Accredited Centers

All ACPE Accredited Centers shall:

Standard 301 develop and maintain a written plan which:

\ 301.1 describes the administrative structure. and lines of authority within
the center.

301.2 provides for compliance with ACPE standards.

. 301.3 describes how commitments to students will be met in the event of
2 : substantial change within the institution or center.

Standard 302 provide at least the following components:

302.1 financial, human and physical resources sufficient to support the
units of CPE offered by the center.

302.2 a population that prov1des students with opportunities for ministry
and clinical pastoral education.

- 302.3 a written agreement that specifies the relationship and operational
details between the center and any agency(ies) whenever a program-
uses.elements from any agency(ies) external to itself.

Sta‘ndar,d 303 provide these educational resources:
 303.1a faculty of sufficient size to fulfill program goais and comprised of
persons authorized by ACPE. A center’s faculty must include at
least one supervisor certified by ACPE as Associate Supervisor or <«
ACPE Supervisor.

303.2 a faculty development plan.

303.3 interdisciplinary consultatior and teaching within the program(s)
~ provided by adjunct faculty and/or guest lecturers.

303.4 individual and group supervision by a person authorized by ACPE.

303.5 a peer group of at least three CPE (Level I/II) students engaged in
small group process and committed to fulfilling the requirements of
the educational program.

303.6 access to library and educational facilities adequate to meet the
the ACPE standards.

5 Accredited Centers
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303.7 access to current ACPE standards and commissions’ manuals.

303.8 student support services including, but not limited to, orientation, a
process for educational guidance and recommendations for
counseling resources, resume preparation and employment search.

Standard 304 provide all policies and procedures in writing and inform all
students and ACPE program staff of their content. These include,
but are not limited to:

304.1 an admission policy that clearly states the ACPE accredited center
does not discriminate against persons because of race, gender, age,
faith group, national origin, sexual orientation, or disability.

304.2 a financial policy that clearly states fees, payment schedules,
refunds, stipends, and benefits.

304.3 a complaint procedure consistent with ACPE standards and the
ACPE manual Processing Complaints of Ethics Violations.

304.4 a procedure for maintaining student records for ten years, which
addresses confidentiality, access, content, and custody of student
records should the center be without a supervisor and/or
accreditation. (See Guidelines for Student Records, Appendix 12,
ACPE Accreditation Manual.) '

304.5 a procedure for providing consultation for CPE students.
304.6 a procedure for discipline, dismissal and withdrawal of students.

304.7 a policy for ethical conduct of students and program staff consistent
with the ACPE Code of Ethics. '

304.8 a statement of student righté and responsibilities.

304.9 an agreement for training at the ministry site that includes, but is not
limited to:
o authorization to visit patients, parishioners or clients;
‘e access to appropriate clinical records and informed consent
with regard to use of student materials; and
e agreement by the student to abide by center polices protecting
confidentiality and rights of clients/patients/parishioners.

304.10 a policy and procedure that provides for completion of a unit or
program in process if the supervisor is unable to continue.

Accredited Centers . 6
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ard 305 have consultation and program evaluation, including:- .

305.1 an on-going process of consultation with a designated professional
advisory group.

305.2 on-going program evaluation sufficient to promote the continuous
quality improvement of the educational program(s) including:

e course content and materials;

e success with respect to student achievement, including course
completion, certification rate and job placement;
educational methods and supervisory relationship;
student to supervisor ratio; ‘
appropriate level of challenge in individual learning contracts;
assessment of students’ use of CPE.

® ©® & ©

Standard 306 accurately describe the center, its pastoral services and educational

programs. : .
e All statements in advertising, catalogs, publications, recruiting
and academic calendars shall be accurate at the time of
publication.
e Publications that advertise a center’s programs shall include the
type(s) and level(s) of education offered and the ACPE mailing

' J} address, telephone number and website address.
307-3

8 ACPE Accredited Programs

Standard 307 An applicant’s suitability for admission to any CPE program is a

matter of judgment by the ACPE accredited center in accordance
with its admission policies. Requirements for admission to CPE
programs include, but are not limited to:

307.1 a completed ACPE applicatioh.

307.2 an admission interview with a qualified interviewer for persons
applying for an initial unit of CPE to determine readiness for
clinical learning.

307.3 either graduation from high school/completion of a GED or
ordination by a faith community or commission to function in
ministry by an appropriate religious authority as determined by
ACPE.

307.4 fulfillment of education or experience requirements established by
the ACPE accredited center.

7 Accredited Programs
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307.5 acceptance by an ACPE accredited center accredited for
appropriate program type.

307.6 Additional'requirements for admission to Supervisory CPE
include, but are not limited to:

- 307.6.1 previous ministry experience in which the applicant
~ demonstrated ability to function pastorally. -

307.6.2 spccessfull‘y meeting CPE Level II outcomes.

307.6.3 consultation for réadiness for the student and supervisor
as specified in the ACPE Certification Manual, Part Two,
IV.A.

307.6.4 ACPE membership.

Standard 308 Program standards include:

308.1 a specific time period for a program unit of clinical pastoral
education or a half unit of clinical pastoral education.

e A unit of CPE is at least 100 hours of structured group and
individual education. Each unit shall be accompanied by the
supervised, clinical practice in ministry. The combined time shall
be no less than 400 hours. ’

e A half unit of CPE is at least 60 hours of structured group and
individual education. Each half unit shall be accompanied by the
supervised, clinical practice in ministry. The combined time shall
be no less than 240 hours.

308.2 supervised clinical practice of ministry to persons and the detailed
reporting and evaluation of that ministry.

308.3 supervision by a person authorized by ACPE.

308.4 an individual contract for learning developed collaboratively by the
student and supervisor.

308.5 a relational learning environment that fosters growth in pastoral
formation, pastoral reflection and pastoral competence; such an
environment involves mutual trust, respect, openness, challenge,
conflict, and confrontation.

Accredited Programs 8
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308.6 an instructional plan that employs a process model of education
' ~and clinical method of learning including:’ :

308.6.1 delineation and use of students’ goals.

308.6.2 core curriculum appropriate to the CPE setting.

u ‘ 308.6.3 clearly written syllabus.

308.6.4 ewdence of congruence between program goals and the
mission of the institution..

308.6.5 program evaluation by the students.

308.7 presentation and use of literature and instruction appropriate to the
students’ learning goals and needs.

308.8 ﬁnal evaluations written by the student and supervisor.

308.8.1 Supervisor’s evaluation will be available to the student
within 45 calendar days of the completion of the unit.

308.8.2 Supervisor’s assessment reflects professional judgment
about student’s work, abilities, strengths, weaknesses.

308.8.3 Supervisor certifies completion of a unit or half unit of
CPE (Level I/II).

308.8.4 Student may attach a written response to the supervisor’s
evaluation, which then becomes part of the student’s
record. . ey

309-ZJ19 Objectives .and Qutcomes of ACPE Accredited Programs

N CPE‘&)rovides theological and professional education using the clinical method of
Eearn’mg in-diverse contexts of ministry. ACPE accredits two types of clinical
pastdral education programs: CPE (Level I/Level I) and Supervisory CPE.
ACPE accredited programs provide a progressive learning experience througha
two lc‘:vel curriculum. Level I curriculum outcomes must be satisfactorily
addressed ] prior to admission to Level II. Completion of CPE (Level I/Level II)
currululum outcomes is prerequisite for admission to Supervisory CPE.

9 | | Objectives/Outcomes
CPE (Level I/'Level IT)
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309-310 Objectives of CPE (T.evel I/Level I1)

CPE ](Level I/Level IT) énables- pastoral formation, pastoral competence, and
pastoral reflection. Some CPE centers offer pastoral specialization(s) as part of
their Tevel Il curriculum.

CPEl(Level I/Level II) objectives define the scope of the CPE (Level I/Level II)
program curricula. Outcomes define the competencies to be developed by
students as a result of participating in each of the programs.

Standard 309 The center designs its CPE (Level I/Level IT) curriculum to
_ facilitate the students’ achievement of the following objectives:

Pastoral Formation _
309.1 to develop students’ awareness of themselves as ministers
and of the ways their ministry affects persons.

309.2 to develop students’ awareness of how their attitudes, values,
~ assumptions, strengths, and weaknesses affect their pastoral care.

309.3 to develop students’ ability to engage and apply the support,
confrontation and clarification of the peer group for the integration
of personal attributes and pastoral functioning.

Pastoral Competence

309.4 to develop students’ awareness and understanding of how persons,
social conditions, systems, and structures affect their lives and the
lives of others and how to address éffectively these issues through
their ministry.

309.5 to develop students’ skills in providing intensive and extensive
pastoral care and counseling to persons.

309.6 to develop students’ ability to make effective use of their
- religious/spiritual heritage, theological understanding, and
- knowledge of the behavioral sciences in their pastoral care of
persons and groups. '

309.7 to teach students the pastoral role in professional relationships and
how to work effectively as a pastoral member of a multidisciplinary
team. '

309.8 to develop students’ capaéity to use one’s pastoral and prophetic
perspectives in preaching, teaching, leadership, management,
pastoral care, and pastoral counseling.

|
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Pastoral Reflection ' :
309.9 to develop students’ understanding and ability to apply the
clinical method of learning.

309.10 to develop students’ abilities to use both individual and group
supervision for personal and professional growth, including the
capacity to evaluate one’s ministry.

Standard 310 Where a pastoral care specialty is offered, the CPE center designs

Standard 311-312 Qutcomes of CPE (Level I/Leng i) Programs
~ Standard 311 Outcomes of CPE Level I

The ¢
formation, pastoral competence and pastoral reflection through one or more
program units. Satisfactory achievement of Level I outcomes must be
documented in the sup/eri'isor’s evaluation(s).

At the conclusion of CPE Level I studenfs are able to:

its CPE Level II curriculum to facilitate the students’
achievement of the following additional objectives:

310.1 to afford students opportunities to become familiar with and
apply relevant theories and methodologies to their ministry
specialty. '

- 310.2 to provide students opportunities to formulate and applyrtheir
philosophy and methodology for the ministry specialty.

310.3 to provide students opportunities to demonstrate pastoral
competence in the practice of the specialty.

urriculum for CPE Level I addresses the fundamentals of pastoral

Pastoral Formation .
311.1 articulate the central themes of their religious heritage and the
theological understanding that informs their ministry.

311.2 identify and discuss major life evénts, relationships and
cultural contexts that influence personal identity as expressed

in pastoral functioning.

311.3 initiate peer group and supervisory consultation and receive
critique about one’s ministry practice.

Pastoral Competence
311.4 risk offering appropriate and timely critique.

1 Qutcomes CPE Level 1
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' 311.5 recognize relational dynamics within group contexts.

" 311.6 demonstrate integration of conceptual understandings presented in

the curriculum into pastoral practice.
311.7 initiate helping relationships within and across diverse populations.
Pastoral Reflection
311.8 use the clinical methods of learning to achieve their educational

goals. )

311.9 formulate clear and specific goals for continuing pastoral
~ formation with reference to personal strengths and weaknesses.

Stant;ard 312 Outcomes of CPE Level I1

The ¢
pastc

comp:

urriculum for CPE Level II addresses the development and integration of
ral formation, pastoral competence and pastoral reflection to a level of
etence that permits students to attain professional certification and/or

admiFsion to Supervisory CPE. The Level II curriculum involves at least two or
more|program units of CPE. Supervisors must document satisfactory completion
of CPE Level II curriculum outcomes in the supervisor’s final evaluation(s).

At thL conclusion of CPE Level II students are able to:

Pastoral Formation
312.1 articulate an understanding of the pastoral role that is congruent
with their personal values, basic assumptions and personhood.

Pastoral Competence

312.2 provide pastoral ministry to diverse people, taking into
consideration multiple elements of cultural and ethnic differences,
social conditions, systems, and justice issues without imposing their
‘own perspectives.

312.3 démonstrate a range of pastoral skills, including listening/attending,
~ empathic reflection, conflict resolution/confrontation, crisis
management, and appropriate use of religious/spiritual resources.

312.4 assess the strengths and needs of those served, grounded in theology
and using an understanding of the behavioral sciences.

3125 inanage ministry and administrative function in terms of
accountability, productivity, self-direction, and clear, accurate
professional communication. :

Outcomes CPE Level 11 12
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312.6 demonstrate competent use of self in ministry and administrative
function which includes: emotional availability, cultural humility,
appropriate self-disclosure, positive use of power and authority, a
non-anxious and non-judgmental presence, and clear and
responsible boundaries.

Pastoral Reflection
312.7 establish collaboration and dialogue with peers, authorities and
other professionals. ‘

312. 8 demonstrate self-supervision through realistic self-evaluation of
pastoral functioning.

Stand&rd 313 Objectives of Supervisory CPE

Through Supervisory CPE, ﬁualiﬁed persons who have demonstrated pastoral,
professional, and clinical competence will develop compétence in the art, theory
and practice of supervision of clinical pastoral education.

The objectives of SuperQisory CPE define the scope of the Supervisory CPE
program curriculum. Outcomes define the competencies that result from a’

super\‘risory student’s participation in Supervisory CPE programs.

Standz’u‘d 313 The Supervisory CPE center designs its Supervisory CPE
" curriculum to facilitate achievement of the following objectives:

313.1 to develop supervisory students’ knowledge in theories and
methodologies related to CPE supervision drawn from theology,
professional and organizational ethics, the behavioral sciences, and
adult education.

313.2'to provide students practice in the supervision of CPE under the
supervision of an ACPE Supervisor.

313.3 to facilitate students’ integration of the theory and practice of CPE
supervision in their identity as a person, pastor and educator.

314- 319 Outcomes of Supervisory CPE

Standard 314 Outcomes achieved by Supervisory CPE students accrue in six
areas of competency derived from the Supervisory CPE objectives.
A successful candidate for certification as ACPE Associate
Supervisor demonstrates the following:

13 Objectives/Outcomes Supervisory CPE
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Standard 315 Competence as a pastoral supervisor: : -

315.1 maintains personal integrity and a deepening pastoral
identity.

315.2 demonstrates emotional and spiritual maturity.
315.3 forms meaningful pastoral relationships.

3154 self-supervises own on-going pastoral practice.

. 315.5 refines one’s professional identity as a clinical pastoral educator.

315.6 demonstrates awareness of how one’s culture affects professional
and personal identity, pastoral practlce the supervisory relationship,
. and student learning.

Standard 316 Competence in the theories of supervision:

© 316.1 articulates understanding of and methodology for clinical _
pastoral supervision based on a critical grasp of the professional
literature relating to the field of clinical supervision.

316.2 articulates and implements'a philosophy of CPE based on
an educational model integrating the theory and practice of CPE,
which is based on and congruent with one’s theology.

316.3 articulates rationale for multicultural competence, integrating the
theory and practice of CPE, wh1ch is based on and congruent with
one’s theology. «

Standard 317 Competence in the practice of CPE supervision including:
317.1 individual supervision

317.1.1 assesses an individual student’s learning patterns,
personality, and rehglous history as a basis for supervisory
strategies.

317.1.2 supervises students’ pastoral work, giving attention to
unique patterns of personal and professional development,
including the ability to assist students’ movement toward
pastoral identity. .

317.1.3 defines and evaluates students’ pastoral and personal
resources, and uses supervisory strategies and

Outcomes Supervisory CPE 14
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interventions to facilitate students’ learning and
~development in pastoral care.

317.1.4 assists students in taking responsibility for formulating a
learning process and evaluating the results of the learning
experience.

317.1.5 uses one’s personality and personal, religious and cultural
history as a teaching resource in shaping a personal
supervisory style.

317.2 group CPE supervision

317.2.1 facilitates development of group interpersonal interaction.

317.2.2 enables students to use their responses to the program as a
learning experience.

Standard 318 Competence in CPE prbgram design and implementation:

318.1 develops and organizes'programs of CPE based on program
- educational principles appropriate to experiential learning . -

318.2 manages CPE programs effectively.

318.3 develops a variety of CPE program resources.

318.4 uses dive.rse clinical educational methods.

318.5 works with the theological implications of the ministry context.

318.6 understands and applies professional organizational ethics as they
relate to CPE and pastoral practice.

\ : 318.7 uses appropriate clinical skills and teaching methods that integrate -
the role of context and culture in pastoral practice and education.

318.8 advocates for students based on awareness of how persons’ social
. locations, systems and structures affect one’s ministry, learning and
the educational context.

' 318.9 considers cultural factors in the use of learning assessments,

educational strategies, curriculum resources, and evaluation
procedures. ' '

15 Outcomes Supervisory CPE
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Standard 319 Competence in pastoral education:

319.1 integrates educational theory, knowledge of
behavioral science, professional and organizational ethics, theology,
and pastoral identity into supervisory function.

319.2 demonstrates awareness of the cultural contexts of diverse student
groups and clinical populations, that integrates and articulates
ethnic identity development and its implications for pastoral
practice and supervisory relationships.

320 Apbeal of Adverse Accreditation Decisions

Informal discussion and consultation are available when adverse accreditation
decisions are rendered. Applicants seeking acereditation have a right to request a
rev1e¢v of an adverse decision and a right to an orderly presentatlon of views when
a declsmn is appealed.

320.1 The procedures for filing an appeal, designed to insure the
right of fair process as defined by ACPE, are found in the ACPE
Accreditation Manual, Appendix 7 Appeal of Adverse
Accreditation Decision(s).

320.2 An appeal must be based on the grounds that such decision was:
_ e arbitrary, capricious or otherwise in violation of ACPE
standards or the ACPE Accreditation Manual, or
e not supported by substantial evidence in the record on which
the adverse decision was based.

:Appeal/Accreditationv v 16
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Standard 400 Certification

Certification by ACPE is granted by the Certification Commission. The Certification
Comnission establishes procedures and guidelines, detailed in the ACPE Certification
Manual, for granting and maintaining certification of CPE Supervisors.

The Certification Commission has authority to take action on all certification matters,
including; grlmting, denying or continuing certification; defining and implementing
procedures $y which certification may be withdrawn; and determining the limits and
conditions uﬂder which a person in training may practice supervision. All Certification
_Commission‘ decisions are subject to the ACPE appeal process.
Entry into the formal certification process requires successful completion of at least four
units of CPE (Level I/Level IT) and demonstration of having met CPE (Level ILevel
II) outcomes. (See ACPE Certification Manual,) |

401 ‘04 Certification as Supervisory Candidate
Stanl\iard 401Formal requirements include:
401.1 ACPE membership.

401.2 college graduation.

401.3 Master of Divinity degree or its equivalent.

401.4 ordination or commission to function in ministry by an
appropriate religious authority as determined by ACPE.

401.5 faith group endorsement.
401.6 pasto_ralr éxperience.
401.7 completion of at least one unit of Supervisory CPE.
Standard 402 i’astorai competence: |
-Demonstrates
~ 402.1 personal integrity and pastoral identity.
402.2 emotional and spiritual maturity.

402.3 ability to form meaningful pastoral relationships.

17 Certification Supervisory Candidate
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Standard 403 Conceptual competence:

403.1 is familiar with diverse conceptual frameworks in pastoral theology
and the behavioral and social sciences as they relate to pastoral
functioning.

14032 integrates knowledge, skill, theory, and practice to the end
that one functions creatively, flexibly and imaginatively in pastoral
ministry.
Standard 404 Potential for certification by ACPE as an ACPE Supervisor:

404.1 demonstrates an understanding of CPE supervision that is
congruent with ACPE standards.

404 .2 integrates personal and professional strengths and weaknesses
and understands how these factors influence supervision.

.405-408 Certification as Associate Supervisor
'StamLard 405 Formal requirements: |
405.1 certification as Supervisory Candidate.
405.2 ACPE membership as a Supervisory Candidate.

405.3 completion of at least two units of supervised supervision
* of CPE as a Supervisory Candidate.

405.4 approval of all required theory position papers.
Standard 406 Supervisory competence:
406.1 completes the objectives and outcomes of Supervisory CPE.

406.2 chooses among methods of individual and group
supervision.

-406.3 plans, organizes and implements a unit of CPE.
406.4 relates to and uses interdisciplinary tcéch'mg resources.

406.5 critiques one’s supervisory methodology based on feedback.

Certification Associate Supervisor 18




E RS

ACPE Standards Revised January 2005

Stanhardi 407 Conceptual competence:

407.1 is familiar with diverse conceptual frameworks in pastoral theology,
personality theory, learning theory, group process theory, cultural
\ anthropology, social organization, and change.

407.2 is able to articulate and integrate one’s theory, skill and art of
supervision.

\ 407.3 knows the ACPE standards and the history of CPE.
407. 4 is able to affirm and/or modify one’s supervision in response to

self-reflection, self-evaluation and the consultation of one’s
supervisors, peers and students.

Standard 408 Cop’ﬁnues to demonstrate pastoral competence as defined in
Standard 402.

409-410 Certification as ACPE Supervisor ¢

Staxﬁdard 409 Formal requirements:

409.1 certification as Associate Supervisor.

409.3 having conducted at least two independent units of CPE

'l 409.2 ACPE membership.
‘ ‘ following certification as Associate Supervisor.

Standard 410 Professional competence:
Demonstrates

410.1 supervisory competence and conceptual competence as defined in
Standards 406-407.

410.2 autonomy in CPE supervision that is both responsible and collegial.

411 Continuation of Supervisory Status
L .
Standard 411 Continuation of supervisory status is contingsnt upon:

411.1 adhering to the ACPE Code of Professional Ethics.

~ 411.2 demonstrating spiritual and educational growth.

19 ~ Certification ACPE Supervisor/
Continuation Supervisory Status




ACPE Standards Revised 2005

e 411.3 supervising students in an ACPE accredited program at
least once every-three years or participation in other CPE-related
educational activities. '
. i
\ 411.4 maintaining ordination or commission to function in

ministry by an appropriate religious authority.

411.5 maintaining faith group endorsement.

411.6 participatih‘g in peer review at least every five years in
\ accordance with regional procedures.

L 411.7 maintaining membership in ACPE.

412

eciprocity for CPE Supervisor Status

Proledures and guidelines for reciprocity shall be included in the ACPE

Certification Manual (Part Two, IV. K). Organizations with which reciprocity

exists are published in the ACPE Directory.

413 Appeal of Certification Decisions

Applicants seeking certification have a right to request a review of a negative

deci‘sion and a right to an orderly presentation of views when a decision is
appeTaled. Members of sub-committees rendering a negative certification
decision are prohibited from discussing the dynamics of the review process with

the z‘gpplicant or anyone outside the committee until the time for filing an appeal
has passed. ‘

413.1 The procedures for filing an appeal, designed to insure the right of
fair process as defined by ACPE, are found in the ACPE
Certification Manual, Appendix 7, Appeal of Negative Certification
Decisions.

413.2 An appeal must be based on the grounds that such decision was:
e .arbitrary, capricious or otherwise in violation of ACPE
. standards or the ACPE Certification Manual, ot
e not supported by substantial evidence in the re¢ord on which
the negative decision was based.

Reciprocity/Appeal Certification 20
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PART THREE -- GLOSSARY

ACPE cente‘r -- an administrative structure (or entity) authorized by the ACPE
Accreditation Commission to conduct programs of CPE (Level I/Level IT) and/or

) \ . g

Supervisory CPE. A center is responsile for providing (or contracting for) and
coordmatiniﬁose components identitied by ACPE standards as necessary for clinical
pastoral learning to occur. The term agplies to such structures with Candidacy or

Accredited Member status.

ACPE Direitory -- The official ACPE listing of accredited ACPE centers and their
designated p{'ograms and supervisors: member seminaries; denomination, faith group
and agency n‘lernbers; network members; and international affiliate members.
Supervisors‘(Associate Supervisors. ACPE Supervisors, retired supervisors,

Supervisory Candidates) and clinical members are listed on the ACPE website at
www.acpe,ellu. :

ACPE SupeLvisor -- person authorized by ACPE to function autonomously to conduct
CPE (Level /Level IT) and Supervisory CPE.

Accreditation -- authorization, granted by the ACPE Accreditation Commission, to
conduct prog‘rams of CPE (Level/ Level IT) and/or Supervisory CPE, based on _
demonstrateqi ability to meet ACPE standards. Accreditation ordinarily consists of two
stages: Candidacy (pre-accreditation) and Accredited Member status. A separate

accreditatioh 1s required to offer Supervisory CPE.
Accreditation review - formal process for examining a proposed CPE center’s or ACPE

accredited center’s compliance with ACPE standards and procedures, and for taking

action on the accreditation of the certer and/or its CPE program(s).

Admission -+ acceptance of an applicant into a designated CPE program.

Admission interview -- the meeting of an applicant to a CPE program with a qualified
interviewer to discuss the applicatior. provide information, assess the applicant’s
readiness for CPE, and discuss the suitability of the center to the educational goals of the
applicant. A face-to-face meeting is sTongly recommended.

Appeal -- formal request for reconsiceration of a decision made about ACPE
certification‘ by the Certification Commission or ACPE accreditation by the
Accreditation Commission or formz! challenge of a decision by a panel in the

professional ethics process. :

Associate Slpervisor -- person authorized by ACPE to function as an autonomous CPE
supervisor for a limited period of tire and who has demonstrated to the Certification
Commission: (1) successful integration of theoretical positions with supervisory practice;
and (2) supervisory identity and skills sufficient to allow autonomous functioning that is
responsible and collegial.

21 ‘ A Glossary
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-- authority given by ACPE for specific persons to serve as primary :
supervisor for a unit of CPE, i.e. ACPE Supervisor, Associate Supervisor, or Nationa
Assdciation‘of Catholic Chaplains Supervisor in a center dually accredited by the U.S.
Catholic Conference and ACPE. A Supervisory Candidate may only supervise under
the superviéion of an ACPE Supervisor and may sign students’ evaluations in
conjunction with the supervisor, but may not sign the ACPE student unit report form.

Certification -- action by the ACPE Certification Commission to grant the time-limited
status of Supervisory Candidate or Associate Supervisor or the status of ‘ACPE
Supervisor ito persons affirmed in a review as having satisfied ACPE standards for the
respective status.

Clinical me‘thod of learning -- an educational model that uses data from the actual

- practice of ministry as the content for reflection.

Clinical Pastoral Education (CPE; clinical education, clinical pastoral learning) -- a
method of léaming ministry by means of pastoral functioning under supervision as
developed by ACPE. It is a process model of education, predicated on students’
individual needs that are compatible with program objectives. ACPE distinguishes two
types of CPE programming: CPE (Level I /Level II) and Supervisory CPE.
Commission -- a representative group given authority to make decisions on behalf of
ACPE.

Complaint -- a grievance, presented in writing and signed, involving an alleged
the ethical criteria established by ACPE Standards 100 Code of Professional
Ethics. A complaint must identify the specific standard alleged to have been violated.

Componeni -- one of the structured elements that comprise a CPE program.

Consultation -- a meeting of persons in which an individual or group seeks feedback and

non-bindingl advice about functioning, progress and/or plans in CPE.

Contract for learning -- an agreement develéped cooperatively by a student and CPE
supervisor which establishes the learning goals of the student and the means to achieve
those goals in a unit of CPE.

CPE Level
meeting the

I -- a program consisting of CPE unit(s) in which the student focuses on
outcomes established in ACPE Standard 311.

CPE Level II -- a program consisting of CPE unit(s) in which the student focuses on
meeting theLoutcomesestablished in ACPE Standard 312. '

CPE program(s) -- structured system of components (e.g., supervisor, curriculum,
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multi-disciplinary personnel, evaluation process, specific time frames, learning contract, '
etc.) in which clinical pastoral learning can occur and is accredited by ACPE.

Cultural humility -- an attitude of respect when approaching people of different
cultures, which entails engagement in a process of self-reflection and self-critique
requiring an lei:lity to move beyond one’s own biases.

{

Culture -- A‘ symbolic system of meanings, attitudes, feelings, values and behaviors that
is shared by a group of people, a particular society or population, and is communicated

from one geﬂeration to the next via language and/or observation. Culture regulates and
organizes at a group feels, thinks or does, but may be expressed individually in a
variety of wa‘ys. .Culture includes: familial roles, patterns of social and interpersonal
communicat"on, affective styles, values and ideals, spirituality and religion, habits of
thinking and artistic expressions, customs and norms, rituals and celebrations, and
geographic?l and historical location.

Curriculum)-- the total educational program of CPE, including its methodology

(program co i ponents, i.e., conceptual/didactic sessions, ministry practice, clinical
critique, semiinar types, written materials, bibliography, other creative experiences, etc.),
appropriate to the center’s CPE programs. ' ‘

Educational guidance -- timely provision of, or referral to, educational resources
appropriate to the needs of the student in addressing the student’s goals or the objectives
and outcomes of the CPE program.

Ethnic Identity -- refers to people who share a common nationality, culture or language.
Race refers to differences due to observable physical features, such as skin color, hair
type and col$r, stature, head shape and size, and other facial features. Both are socio-

cultural ‘cOns‘tructs, defined communally and contextually.

Faculty -- pirson(s) employed or contracted by the ACPE center to provide clinical
instruction arild/or direct supervision of students’ pastoral or supervisory formation and
function. A faculty member must be certified as ACPE Supervisor, Associate
Supervisor or Supervisory Candidate. A Supervisory Candidate functioning as a
clinical educator must work under the supervision of a person with current credentials as
ACPE SupeHisor. In a center dually accredited by the U.S. Catholic Conference and
ACPE, a National Association of Catholic Chaplains Supervisor may be a faculty

member.

Faith group endorsement -- formal recognition by a faith group that a person is a
member in good standing of that group and affirmation of that person for admission to
the status of Supervisory Candidate and/or certification as Associate Supervisor or

'ACPE Supe‘rvisor.

Grievance - an alleged violation of ethical/and or professional conduct believed to
afford reason for a complaint. (See definition of complaint.)
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Impairment -- state of reduced professional functioning wherein a practitioner fails to
provide saf?, ethical, competent service due to organic illness, excessive use of alcohol
and/or drugs, stress related disorder, mental or emotional disability, or deterioration

through the|aging process.

Master of Divinity degree or equivalent -- graduation from an accredited theological
school withla Master of Divinity degree; or ordination from a recognized Jewish
seminary; or three academic years of full-time (or equivalent part-time) post-
baccalaureate accredited, theological education; or a post-baccalaureate theological
degree with such additional study and vocational formation experience as may be
evaluated by an appropriate ACPE regional certification committee to constitute
equivalent level of study; or a Master’s degree in a related field with such additional post-
baccalaureate theological course work and vocational formation experience as may be
evaluated by an appropriate ACPE regional certification committee to constitute an
equivalent level of study. -

Member -- for purposes of the ACPE Standards, individuals holding the class/type of
membership in ACPE as ACPE Supervisor, Associate Supervisor, Supervisory
Candidate, Supervisor on Leave, Retired Supervisor, Clinical Member, Student
Affiliate M‘ember, and Retired Member as defined in the ACPE Bylaws.

Multicultu‘ al -- a society made up of peoples of many cultures, in which there is cross-
cultural interaction and intercultural engagement.

Pastoral Competence -- the discovery and use of skills necessary for the intensive and
extensive pfactice of ministry. ' '

Pastoral F ‘ rmation -- the exploration and development of one’s pastoral identity and
practice through integrating one’s heritage, theology and knowledge of behavioral and

social scien‘ces.

Pastoral Reflection -- the process of increasing awareness and understanding of, and
ability to articulate, the meaning and purpose of one’s experience in ministry.

Pastoral Specialization -- development of pastoral competence in an area of ministry
with an ideﬁltiﬁed focus in a particular setting or context.

Peer group -- small group of at least three CPE (Level I/II) students engaged in small
group process and committed to fulfilling the requirements of the educational program.

Policy -- a set of rules and/or directions on a designated Subject, congruent with ACPE
standards, procedures and guidelines, by which decisions are made.

9

" Procedure -- a set of steps to be followed in a regular and definite order to accomplish a

designated purpose. Procedures for accreditation of centers, certification of
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supervisors, and dealing with complaints of ethics code violations can be found in the
respective manuals, available from ACPE or at www.acpe.edu.

Process model of education -- an understanding of growth and change (in Behavior,
beliefs, ideas, awareness, etc.) as taking place gradually or in on-going modifications, and
as never being finished or perfected. - -

Professional advisory group (professional consultation group, committee, etc.) -- group
- of interdisciplinary professional resource persons\used the ACPE center at rcgular
intervals over time to provide advice and consultation ¢ center and program planning,
development andtf)rogram evaluation. Members of this group are qualified in their fields
and knowledgeable about CPE. ' '

Program unit -- a unit of CPE, as defined in ACPE standard 308.1. The curriculum of
a program unit is at least 100 contact hours of structured group and individual education.
Each unit shall be accompanied by the supervised clinical practice in ministry. The
combined time shall be no less than 400 hours.

Qualified int‘erviewer -- ACPE supervisor or other person meeting these criteria:
¢ knowledgeable about current ACPE standards, procedures, practices, and
~ objectives,
o objec{ive as to the interests of the applicant, church, seminary, center, and CPE,
o able ti) recognize those qualities of well being, personality and faith which will
enable an applicant to develop in CPE, '

e able ti) dynamically engage the applicant and assess readiness for CPE,

e able t‘o assess the applicant's potential to benefit from CPE in the center(s) to

; which application is being made, ‘ . ,
and who may prepare an admission interview report that becomes part of the applicant’s
CPE application.

Reciprocity |- mutual exchange of the status of certification of CPE supervisors as

authorized b‘y the ACPE Board of Representatives.

Representative -- person appointed, elected or employed, who serves in an ACPE
regional or national office or po_%i?t_i% or chairs a committee or commission.

Sexual exploitation -- any sexual advance, request for sexual favors, or physical contact
of a sexual nz;ture, even if by mutual consent, between persons in situations of unequal
power. Sexu}al exploitation is inclusive of the terms sexual harassment, sexual abuse

. and sexual misconduct. Sexual contact with those served pastorally or supervised, even if

by consent, 1§ considered a violation of the ACPE Code of Professional Ethics.

Social location -- a person’s position in the world in relation to accessing resources;
location is in reference to social groups; complex arrangements determined by

economics, class structure, culture, etc.
. Bl -
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Standards-- adequate and relevant parameters of educational quality that define and
advance practice and provide a framework for evaluation.

- Student -- person admitted to and participating in a program of CPE.

Student record -- confidential file maintained by a CPE center that may contain
admissions ‘material, reports, evaluations, individual contract for learning, and other
material related to a student’s CPE experience. (See ACPE Accreditation Manual,

Supervisio | (CPE supervision, pastoral supervision)*f an educational method by which
a supervisor, through a face-to-face relationship, enables students to learn about self,
others, the sbiritual, and ministry from clinical experience and examination of that
experience so that students integrate their learning in their professional identity and
functioning. :

Supervisor -- a clinical pastoral educator who satisfies ACPE requirements for
certification, either an ACPE Supervisor or Associate Supervisor.

Supervisory Candidate -- an admission status into the certification process granted to
students inlSupervisory CPE who demonstrate readiness to supervise students in
programs of CPE under the supervision of a person with current credentials as an ACPE
Supervisor; may supervise students under supervision, but without direct observation,
as further sﬁpervisory competence is gained.

_ B .
Types of CPE programs -- CPE (Level 1/Levell) and Supervisory CPE, with

standards, ‘objectives and admission requirements specific to each type.

£
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APPENDIX 1
|

ACCOUNTABILITY FOR ETHICAL CONDUCT POLICY
' . REPORT FORM

For the purposes of this Policy, "member" refers to: ACPE Supervisors, Associate Supervisors, Active Retired
Supervisors, Supervisory Candidates, and Clinical Members.

{
I certify that (ab no discipline or corrective action arising from a complaint of unethical or felonious .
conduct has been imposed on me, and no complaint against me for unethical or felonious conduct is
pending in a civil, criminal, ecclesiastical, employment or another professional organization's forum; and,
(b) I have never|resigned, been transferred or terminated, nor negotiated a settlement from a position for
reasons related to unethical or felonious conduct, ’

Date / /

Signature

If the above cannot be certified, please provide an account of the complaint including the forum, the
charges, and the final outcome. Provide the names of people involved in the process whom you authorize
to provide full information to ACPE representatives. Prior actions are not an automatic bar to ACPE
membership. Each situation will be evaluated on its own merits by an Accountability Review
Committee _corhposed of the Executive Director, the Chair of the Professional Ethics Commission
(PEC), the Chz‘;ir of the Certification Commission, the PEC legal consultant, and a designated Board
member. ACPE has the right to extend or deny candidacy status or membership regardless of previous .
complaints, other forum's findings or subsequent remedial actions according to the judgment of the named
representativg§ to the Accountability Review Committee on behalf of the Association. If denied, the
applicant may resubmit an application at a later time. Decisions are final and binding on ACPE. (4ttach
pages if necessary.)

[ understand that as a condition of membership in the Association for Clinical Pastoral Education [ will
provide to the Association timely notice of any complaint of unethical or felonious conduct filed against
me. [ agreeto f)rovide to the ACPE Professional Ethics Commission in a timely fashion the information it
requests regarding the investigation, adjudication, dismissal or settlement of-such complaint. Failure to
report or provide accurate, full and truthful information may be grounds for discipline including removal of
membership in‘the Association for Clinical Pastoral Education, Inc.

Date / / S

Signature.

Printed
Name

Current Membership
Category ' ' k

Appendix -- Accountability for 28
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Comments for CMS-3844-P

Medicare and Medicaid Programs:
Hospice Conditions of Participation

July 13, 2005

“II. Background (pg 30840)

A. The Medicare Hospice Benefit _
Hospice care is an approach to caring for the terminally ill individual that provides palliative care
rather than traditional medical care and curative treatment. Palliative care is treatment for

the relief of pain and other uncomfortable symptoms through the appropriate coordination of all
aspects of care needed to maximize personal comfort and relieve distress. Hospice care allows
the patient to reﬁlain at home as long as possible by providing support to the patient and
family, and keep‘ﬁng the patient as comfortable as possible while maintaining his or her
dignity and quality of life.” ( Proposed Hospice Conditions of Participation as published on
May 27, 2005)

This explanation of the hospice benefit is designed to set the framework that the rest of
the legislation is {o build upon. The emphasis placed on patient comfort and dignity resonates
through out the eﬁtirety of the Conditions of Participation with the exception of the way that
outside staffing is handled when dealing with continuous care.

“We believe that the new MMA provision authorizes us to propose that hospices may not
routinely contract‘ for a specific level of care (e.g., continuous care) or for specific hours of care
(e.g., evenings and week-ends), as these are regularly occurring situations that hospices are able
to plan staffing for.” Pg 30850

Unfortunately the| authors of this passage are incorrect about a hospice’s ability to “plan staffing
for” continuous care for two main reasons.

Continuous Carl: Patient Census are Extremely Unstable
According to previous regulations continuous care is only to be given to patients in crisis that

need eight or more hours of nursing care per day to be maintained at home. By their very

definition continu‘ous care patients are critical unstable patients. It has been our experience that

continuous care p!atients survive an average of three to four days before passing on, and have the
habit of going in&) a periods of crisis which necessitates continuous care at very inconvenient
times for their hospice provider. Hence, Continuous Care Patient Census Are Not Stable and
Are Not Predictable. A hospice can literally have 6 continuous care patients on Friday, 10 by
Saturday, and 3 by Tuesday. Exactly how is a hospice supposed to plan staffing for continuous

care patients if they cannot predict how many continuous care patients they are going to have?

Contihuous Car‘ Shifts are Generally 12 Hour Shifts
In order to maintz‘lin consistency of staff with a patient and their family that is facing immanent
death, Continuous Care Shifts normally last 12 hours. In contrast the average routine visit lasts a

little longer than an hour making it easy for a hospice to request a staff member to take on an




extra routine visit‘ when the hospice is running short on staff. Obviously it is not possible to-
request a staff member to take on an extra 12 hour continuous care shifts on top of their
previously scheduled routine care visits.

If a hospice is going to “provide support to the patient and family, and keep the patient as
comfortable as péossible while maintaining his or her dignity and quality of life”, they need to be
allowed to use an‘y experienced qualified nurses they can find, otherwise you are holding them to
a standard that is ‘impossib]e to live up to unless they use the tools (staffing agencies) that you
have forbidden them to use. If the reason for this restriction on the use of staffing agencies stems
from anxiety regérding the quality of staff provided by staffing agency than why include the
following in the conditions of participation?

“As with all other contracting arrangements, the hospice would be required to maintain

professional man}agement responsibility for the service(s) being provided under arrangement as
well as the individual(s) providing them. “ pg3085

If there is still a question of the quality of care provided by staffing agencies who care for
hospice patients, the answer to ensuring quality of patient care is not banning legitimate and
needed uses of outside agency such as in the realm of continuous care, but instead overseeing
them. Why not survey staffing agencies for the right to see hospice patients? If the staffing
agency is enforcing the standards set for in the conditions of participation than your anxieties are
eased with a sur\J‘ey, if a staffing agency is not living up to those standards than they can be
forced to shape up or stop seeing hospice patients. Either way quality of care for hospice patients

is improved and more patients gain access to the care that they need.

“The hospice must organize, manage, and administer its resources to provide the hospice care
and services to p‘atients, caregivers and families necessary for the palliation and management of
terminal illness.

(a) Standard: Serving the hospice patient and family. The hospice must ensure--
1) hat each patient receives and experiences hospice care that optimizes comfort
(#nd dignity; and '
(2)  That each patient experience hospice care that is consistent with patient and
family needs and desires.” (Sec 418.100)
Unfortunately nurses do not take turns being sick or having family emergencies, and patients do
not wait their turn to enter into a period of crisis. If you truly want a hospice to live up to the
standards quoted‘ above for all their patients, continuous care patients included, you must find a
way to allow hospices access to the quality nurses that they need when they are short on staff,
otherwise those standards are simply unobtainable.

Thank you for y(i)ur time.

Shauna L. Stone




