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2005 Proposed Medicare Conditions of Participation 
for Hospice Proqrams Request for Comments 

Ramona VNA & Hospice 
890 W Stetson Ave, Suite A 

Hemet, CA 92543 

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. 

1 Pocket Guide to HospiceIPalliative Medicine, Table 57, 
page 106, ISBN 1 -889296-35-X 

Request for Comments 
This definition is inappropriate for hospice care, as many 
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 mn per day, 
regardless of the clinical situation. The American Academy 
of Hospice and Palliative Medicine (AAHPM) recommends 
using Ativan (lorazepam) at doses of 1-2 mq per hour in 
the treatment of moderate to severe agitated delirium.' 

I 

2005 CMS Proposed Cop's 
418.3 Definitions b Drug Restraint ( g 3) 

I / 418.3 Definitions i 
Licensed profess~onal (pg 4) 

This definition is inappropriate for hospice care, as many 
DME pieces that are commonly used to assist the patient 
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, wlc 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, andlor 
unrealistic about their ability to ambulate) from harming 
themselves. 

In some states, Social Workers are not licensed, but they 
are included in this definition. Social Worker should be 
defined by itself. 

1 

418.3 Definitions 
Physical Restraint (pg 5) 

I 

418.3 Definitions ( 
Terminally Ill (pg 6) 

Many patients reject hospice care because of the short 
prognosis language and what that represents to them. 
Many physicians hesitate to refer to hospice thinking they 
w~ll suffer consequences if the patient does not die in the 6 
months. Consider the following: 

I 
I 



< ' 

J Prognostic error is widespread 
J Only around 20% of estimates are accurate2v3 
J Physicians are much more likely to overestimate than 
underestimate life expectancy4 

I 

lrene J Higginson and Massimo costantinis conducted a 
prospective cohort study regarding the accuracy of 
prognosis by skilled palliative care teams in terminally ill 
patients. One would expect that teams specializing in 
palliative care would be more likely to pqovide an accurate 
prognosis than physicians at large. One finding of the study 
was that offering a prognosis range (i.e.6 to 12 months) 
was much more accurate than a specific prognosis. The 
study concluded that: "Offering a prognosis range has 
higher levels o f  accuracy (about double) than 
traditional estimates, but is still very often inaccurate, 
except very close to death. Where possible clinicians 
should discuss scenarios with patients, 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 patients accepting and 
entering into hospice care much too late;to truly receive the 
benefits of hospice in its finest form. Removing language 
that causes the most concern to patients, families and 
physicians would improve access to this entitled benefit. 

1 

Given the above evidence based finding; regarding 
prognosis, and the tendency of physicians to overestimate 
life expectancy, a more suitable definition of "Terminally 111" 
is suggested below: 

I 

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

t 
2 Mackillop WJ, Quirt CF: Measuring th$ accuracy of 
prognostic judgments in Oncology. 
J Pain Symptom Manage 1997, 50:21-9.1 
1 3Christakis NA, Lamont EB: Extent andl determinants of 
error in doctors' prognoses in terminally ill patients: 
prospective cohort study. 
BMJ 2000, 320:469-73. I 

Lamont EB, Christakis NA: Some elements of prognosis 
in terminal cancer. I 

Oncology (Huntingt) 1999, 13:1165-70. 
5 Higginson, lrene J and Costantini, Massimo: Accuracy of 
prognosis estimates by four palliative care teams: a 
prospective cohort study. BMC Palliative Care 2002, 1 : l .  

I 

418.52 Condition of Participation: Patient's Rights 
Standard: ~ o t i c d  of Rights (pg 6) 
(a) (1) 

I 

This standard as written would be nearly impossible for 
agency's to comply (both verbal and written). 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 

I 



418.52 condition of 6artisipation: Patient's Rights 
Standard: ~ o t i l  of Rights (pg 6) 
(a) (3) 

I 

418.52 ~bndition of ~brticipation: Patient's Rights 
standard: ~xer t i se  oi rights and respect for 
property and person (pg 7) 
(6) (iv) 

418.52 Condition of Participation: Patient's Rights 

418.52 ~bndition of ~dirticipation: Patient's Rights 
Standard: ~at ieht  liability (pg 8) 
(el 

I 

Standard: ~xe r j i se  of rights and respect for 
property and person (pg 7) 

hospitals are not held to this standard of providing this 
information both verbally and written. Family members 
should also qualify as interpreters in addition to others 
providing interpretation. I 

(b) (4) (i) (ii) (iii) 

I 

Patients and families are overwhelmed enough trying to 
comprehend the information related to ph~losophy of care, 
scope and frequency of services, 24 hour availability, levels 
of care, certification, etc. Many times hospice providers 
receive calls resulting from confusion in understanding 
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, providirlg the information in writing and 
leaving it with the patientlfamily 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 p to the time frame 
for the comprehensive assessment. 

and (iv) 

Suggest the addition of "...including the right to refuse 
treatment." at the end of the sentence. I 

1 

Concur with the proposed language from HHA COP 
Requirement 484.10 and the deletion of the language under 
(4) (i), (ii), (iii), and (iv). Our current practice in this area 
includes providing the patientlfamily information on 
admission regarding contacting the Agency with any 
concerns about their care or our staff providing care. The 
patienufamily 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 
managerldirector, then the patient and family are reminded 

i of their right to call one or both Hotlines. !All complaints are 
investigated fully, documented and resolved, if possible, in 
a timely manner. If employee counseling is required it is 
accomplished in a timely manner. ~o l low up is 
accomplished in meetings, through plans, of correction, and, 
if necessary, changes in Policy and Procedure. 

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 patientlfamily for 
reference, if the translation is available in writing. 

It is impossible to accurately determine the patient's liability 
with respect to Room and Board under M,edicaid (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. ~ 

/ an "evaluation.visit", or the "admission visit". Many 

I i I 

1 

418.54 Condition of Pdrticipation: Comprehensive 
Assessment o( the Patient. (pg 9) 

1 

The statement regarding the hospice's responsibility to 
perform a comprehensive assessment (Idter referred to as 
and "initial" assessment, does not indicate whether this is 



I 
418.54 Condition of Pijrticipation: Comprehensive 

Absessment of the Patient. 
(a) Standard: ~Ji t ia~ Assessment (pg 9) 

hospices utilize Social Workers, LVN/LPNSs, 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 admissionvisit then our 
position is as follows. The requirement that the initial visit 
occur within 24 hours of the physician oqder 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 completed within 24 hours of the patient's 
consent to begin hospice services. The regulation should 
not impose a time restraint based on the physician's 
certification that does not allow for the family to elect when 
to begin their hospice benefit. I 

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 cotiered 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 lang'uage are 
suggested below: 

t 
"The hospice registered nurse must complete 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 hidher designee. The purpose of the initial 
assessment is to determine the patient's immediate 
care and support needs. The patient reserves the right 
to determine when to initiate hospice services. " 

Again, the confusion related to the definition of "initial 
assessment" is very problematic here. Also, Home Health 
is allowed 48 hours in this area, and hospice should be 
afforded at least the same. Operationalizing this standard 
would prove very difficult, even impossible, for some 
providers. As to the physician's order, depending on the 
definition, this could be an order for a preiadmit 
visiffexplanation or an order for admission to hospice. This 
needs to be clarified. We concur with the'suggestion to add 
language which allows for the patienfffadily to impact the 
timeframe of the admission. This should not be in the 
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. I 

I 



418.54 ~bndit ion of Pprticipation: Comprehensive 
Assessment of the Patient. 
(b) Standard: l ime frame for completion of the 
cbmprehensive assessment. (pg 10) 

418.54 Condition of Pirticipation: Comprehensive 
Assessment of the Patient. 
(cj Standard: ~hntent  of the comprehensive 
assessment. (dg 11) 

I 

Suggested changes: 

(i) A doctor of medicine or osteopathy 

Patients may select the Hospice ~ e d i c q  Director as their 
"attending physician" for a number of reasons: 
J The patient has relocated from out of state and has no 
attending physician. 
J The patient's attending can not house calls, 
which may be required 
J The patient's attending elects not to follow patient's 
receiving hospice care 

The hospice regulations require the hosvice to provide a 
physician to be available to patients in the event that they 
do not have an attending physician avail'able. The 
regulations also support the patient's right to select the 
hospice physician as their attending physician. 

1 

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 Social Services and 
Chaplaincy, as long as the language alldws for 
patienufamily preference to supersede the regulatory time 
frame. As to the involvement of the attevding physician, 
this language is too restrictive. Most Attendings do not 
desire this much input, but rather rely onthe hospice to 
manage the plan of care with only minimal input from them. 

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

The proposed language should be changed as the 
requirement to "consult" with the attending is onerous. In 
many instances, attending physicians refer their patients to 
hospice to obtain expertise in palliative pain and symptom 
control (i.e. the Hospice Medical Directoris serving as the 
"Consultant" to the attending physician). In our experience, 
the attending physician does not want to be "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 hur t  complete the 
comprehensive assessment no later than 7 days after 
the patient elects to begin the hospice benefit. This 
assessment should be coordinated with the attending 
physician or hidher designee. " 1 

I 

We concur with the addition of language to indicate that this 
needs assessment is driven by the patienVfamily. Agree 
with the suggestion that the language lim[ts coverage and 
hospice should be responsible for assessing 
comprehensively, but be charged ONLY with providing 



418.54 C'ondition of Participation: Comprehensive 
Assessment of the Patient. 
(d) Standard: dpdate of the comprehensive 
assessment. (pg 17-12) 

palliation and management of the terminal illness. Also, 
there should be clarification in the language about what is 
appropriatelnot 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 solicitationlenticement. Hospices need to be 
limited to the provision of medicat ions ld~~,  etc. 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 hospices paying for 
patient's pre-existing pain or other medications. 

We strongly agree with recommendation 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 recertificakion would occur 
within the two calendar weeks prior to the end of the current 
certification period. I 

We would be in agreement with leadership of the IDTIcare 
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 appropriate for 
oversight to not be restricted. 

I 

418.56 Condition of Pprticipation: Interdisciplinary 
group care planning and coordination of 

I 

418.56 Condition of Participation: Interdisciplinary 
group care and coordination of 

418.56 Condition of Participation: lnterdisciplinary 

services. 
(a) Standard: 
1 3) 

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

services. 1 
(a) (1) (i) Standlard: Approach to service delivery 
(PCI 13) 

group care and coordination of - 

services. 
Approach to service delivery 

Approach to service delivery (pg 

physician)" - many hospices contract with physicians and 
often they may in fact be the attending physician and 
hospice medical director. I 

I 

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. 

Agree strongly with the insertion of the language "services 
for the palliation andlor rnanqgement 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 ~Artici~ation: Interdisciplinary 
group care plalnning and coordination of 

I 

418.56 Condition of Participation: Interdisciplinary 
group care planning and coordination of 
services. 
(c) (2) ( ~ g  14) 

services. 
(c) Standard: 

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. 

I 

418.56 Condition of Participation: Interdisciplinary 
group care plahning and coordination of 
services. 1 
(c) (6) ( ~ g  15) 

Content of the plan of care. @g 14) 

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 plan of care. We 
agree with removing the word agreement to allow for these 
instances. 

418.56 Condition of Pdrticipation: Interdisciplinary 
group care plahning and coordination of 
services. 
(d) Standard: ~ Q v i e w  of the plan of care (pg 15) 

We find this language too restrictive in terms of the 
involvement of the attending 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 

t 



418.56 Condition of qarticipation: Interdisciplinary 
group care planning and coordination of 
services. ~ 
(e) Standard: Coordination of services (4) (pg 15) 

I 

This sharing of information has proven very frustrating 
I within providers interpretations of the HlPAA guidelines. 

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. 

Many times the patient is a shared patient, but providers 
interpret very differently what they may or may not share 
which makes coordination of services difficult at best. We 
would support the proposed additions. 

I 

418.58 Condition of Participation: Quality assessment 
and performance improvement. 

1 and performahce improvement. 1 collect, relevant, and meaningful to hospice care. Many 1 

I 

Suggest consistency of verbiage related to QAPl 
throughout regulations. 

go- 
41 8.58 Condition of qarticipation: Quality assessment 

1 (b) Standard: qrogram Data. (pg 16-17) I current data set models are irrelevant tolhospice and itis a ( 

Program 
We simply request that the data collected by reasonable to 

I 1 1 burden to collect meaningless information. I 
418.58 Condition of Participation: Quality assessment 

and performabce improvement. 
(c) Standard: qrogram Activities (pg 17) 

I 
418.58 Condition of Participation: Quality assessment 

and performance improvement. 
(e) Standard: Executive responsibilities. (pg 17) 

Need to define "adverse event" in a way appropriate to 
hospice care. We define "adverse event" as "An unplanned 
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 adverse. 

We propose that the Governing Body maintains oversight of 
the QAPl program in order to identify trends in care and 

I process improvement areas. This is typically accomplished 
through a QI Sub-committee which reports back to the full 

1 governing body. This would seem most appropriate. 

(b) (pg 18) I 
418.64 Condition of Phrticipation: Core services (pg 

19) 

I 

418.62 Condition of Participation: Licensed 
professional d,ervices 

I 

418.64 Condition of Participation: Core services 
(d) Standard coiunseling services (pg 20) 

Agree with the addition of the word "hospice". 

We support contracting services for Continuous Care in 
order to meet the needs and provide thislevel 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 provide oversight through 
this visit. I 

We, like many hospice providers, extend bereavement care 
to patients, families, and staff in the nursing home setting. 
Under this proposed regulation there aredmany definition 
areas of concern. 

(1) Burden of widely providing bereavement services to 
all caregivers. 

(2) HlPAA concerns related to extending bereavement 
to residents of a facility. 

(3) Need for a definition of "availablel', "counseling" and 
"identified" in the Bereavement plan of care. 

(4) Should there be a timeframe for developing the 
bereavement plan of care? 

(5) What does CMS propose as they look to improve 
bereavement services? 

418.76 Condition of Participation: Home health aide 
and homemaker services. 
(f) Standard: Eligible training organizations (pg 
2 7) 

(6) 
We support the substitution language proposed. 

1 

I 
I 



418.76 condition of participation: Home health aide 
and homemaker services. 
(g) Standard: Vome health aide assignments and 
duties. (1) (pg 28) 

418.76 Condition of qarticipation: Home health aide 
and homemaker services. 
y (2) 0) ( ~ 9  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. 

We do not suppoft needing a physician's order to adjust the 
HHA plan of care, scope or frequency of visits. The team 
(including the patientlfamilylcaregiver) should be allowed 
total authority in adjusting the plan of care in order to meet 
the very fluctuating needs. I 

(9) (3) (iv) (pg128) 
418.76 Condition of Rarticipation: Home health aide 

I 

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

and homemaker s k i c e s .  I 

We do not support HHA's administering 'medications at any 
time. 

1 
418.78 Condition of Pprticipation: Volunteers 

(e) Standard: level of activity (pg 30-31) 

418.100 Condition of prticipation: Organization and 
administration; of services 
(e) Standard: Professional management. (pg 32) 

, 

I 

I 

I 
418.102 Condition of Participation: Medical Director 

(PO 34) 

"Qualified therapist" needs to be defined. Why is an onsite 
visit required every 14 day& We believe that a phone 
assessment also provides the same information and is 
entirely appropriate. We again would su'pport 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 it is to be required, 
then we would support the language "every month" so as 
not to be out of compliance if the visit is done on the 2gth 

I day. We support the issue of competency testing, which at 
our agency is done upon hire and then again annually or 

1 any time a need is identified and believeithat this process 
eliminates the need for direct supervisory visits. 

1 

Would a~~rec ia te  nuidance/recommendations for volunteer 
documeniation issies. Also, for guidance as to what 
"counts" toward the 5%. If, for example, ,a group of 
volunteers gets together and makes quilts 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 
patientlfamily and therefore all the time was specifically 
dedicated to patients. This area is very vague and not 
consistently calculated from hospice to hbspice. 

I 

We concur with the requirement about "supervision of staff' 
(as opposed to requiring supervision of services) as per the 
comments. We disagree STRONGLY wifh the language 
"Furnished in a safe and effective manner by personnel 
having at least the same qualifications as hospice 
employees.. ." This language would makk 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. 

The COP'S already state that the Hospice is responsible to 
coordinate and manage all aspects of professional care. To 
reiterate this requirement here is redundant and 
unnecessary. The proposed language islalso problematic 
because it seems to exclude other members of the IDG 
from the communication/coordination process. 

< 

I I I Below are suggested revisions to the wording: 
1 I 

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 

I 

contract with, the hospice. When the me@/ director is not 
available, a physician designated by the medical director 

I 



1 (or the hospice) assumes the same res~onsibilities and I obligations as the medical director. , ' 

I 
418.102 Condition of participation: Medical Director 

(c) Standard: Coordination of medical care. (pg 
35) 

I 

(Or) 
The f IDG, including the 1 medical dire'ctor and physician 
designee, coordinate with other physicians and health care 
professionals to ensure that each patient experiences 
medical care that reflects hospice policy. 

I 
1 

With regard to the language concerning when 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 HlPAA violation (neither an employee 
nor contract)? 

We believe that it would be impossible for the majority of 
hospices to find contract medical directors who are willing 
or able to head the QAPl program. Further, this takes away 
from the patient care time the medical director has and 
removes himlher from patients that much farther. The 

I Medical Director certainly should participate in the QAPl 
program, but need not be set aside as having this primary 

I responsibility. If the duties can be assigned to another staff 
member, nearly 100% of hospices would choose to do this. 

1 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. I 

I 

418.104 Condition of Participation: Clinical Records 

I 

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

418.104 Condition of Participation: Clinical Records 
(b) Standard: ~lthentication (pg 37) 

I 

(e) Standard:   is charge or transfer of care (pg 
38) 

. I  

Agree with clarification requested as to "accurate" records. 
I 

We question what is required to authenticate 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. 

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 documentation needed. 

(b) Standard: ~bntrolled drugs in the patient's 
home (pg 39) ~ 

I 

418.106 Condition of Participation: Drugs, controlled 
drugs and bio~bgica~s, medical supplies, and 
DME. 

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. i 

Please see our earlier concern (418.52 (a) (3)) about this 
information being a required part of the initial assessment. 
We disacrree with the use of the phrase "potential dancrers 

I 

418.104 C,ondition of Participation: Clinical Records 
(c) Standard: dlse and maintenance of 
equipment and supplies. (pg 39) 

We strongly support the recommendation regarding DME 
provider being responsible for informatiod, 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 



I 

418.108 Condition of Participation: Short-term 
i~npatient care (pg 40) 

L 

418.108 Condition of Participation: Short-term 
inpatient care 
(a) Standard: ~h~at ien t  care for symptom 
management and pain control. (pg 40) 

equipment, the . . ." (insert the rest of number (1)). If the 
Hospice contracts for DME and supplies, the vendor 
maintains this responsibjlity. 

I 
418.108 Condition of Participation: Short-term 

inpatient care) 
(b) Standard: Inpatient care for respite purposes. 
(PS 40) I 

418.108 Condition of participation: Short-term 
inpatient carel 
(c) Inpatient cake provided under arrangements. 
0s 40) 

We strongly agree with the need to put psychosocial crisis 
back into this area. We are interdisci~linarv because of the 
multifaceted issues of our care. If we value those things 
equally, then needing General lnpatient,level of care related 
to a psychosocial, or psycho spiritual crisis would be 
appropriate. Caregiver breakdown is a huge issue and truly 
leaves a patient in crisis if the caregiver has been providing 
for their needs. 

Would broaden this description to include 
psychosocial1psycho spiritual issues as a reason for GIP. 
Strongly agree that the requirement for an RN to be present 
providing 24 hour nursing care be dropp'ed. The expertise 
of the staff needed should be dependant on the needs of 
the patient. Our hospice visits all GIP's daily so the hospice 
RN could provide oversight without the facility 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 their; own. 

for medical needs, but for caregiver relief. Would 
appreciate more specific guidance as to the frequency of 
respite per cert period. 

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 facilitiei to follow up post 
discharge with copies of the record to the hospice provider 
It almost requires additional staffing just to monitor this 
area. 

(b) Standard: 214 hour nursing services (pg 42) 
418.1 10 Condition of participation: Hospices that I We are in aareement with the space reauirements outlined 

I 

41 8.1 10 Condition of participation: Hospices that 
provide inpatient care directly 

p'rovide inpatient care directly - 
(f) Standard: patient rooms (pg 45) 

Please see earlier support for removing this requirement 
(418.108 (a). I 

to provide skicient space to families who wish to stay with 
their loved ones. 

41 8.1 10 Condition of participation: Hospices that 
provide inpatient care directly 
(m) Standard: bharmaceutical services. (pg 47) 

(0) (3) (ii) (d) d g  49) 
418.112 Condition of qarticipation: Hospices that 

We strongly agree with allowing pharmaceuticals to be 
brought from home as long as they are in their original 
package. 

I 
41 8.110 Condition of varticipation: Hospices that 

provide inpatient care directly 
(0) Standard: ~bclusion and restraint (pg 48) 

418.110 Condition of prticipation: Hospices that 
provide inpatient care directly 

provide hospide care to residents of a 
SNFINF, ICFIM~R, or other facilities. 
(b) Standard: Professional Management (pg 51) 

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 restlessness 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. 
We endorse the suggested changes related to the 
timeframes when restraints are in use. ' 
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. I Facilities are often 
argumentative when a hospice consult is written on a 



418.112 Condition of Participation: Hospices that 
provide hospibe care to  residents of a 
SNFINF, ICFIMR, or other facilities. 
(8) (PS 53) ~ 

I 

patient on Skilled A days (takes revenue from the facility 
pocket). The patient may desire hospice instead, and the 
facilities often REFUSE 10 allow the patient to elect. 
Additionally, the hospice and facility regs are often in direct 
opposition with one another, and facilities fear being cited 
related to decubitus ulcers, medications] 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. Additionally! it is nearly 
impossible to use a facility, other than a hospital 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 attempt 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 meetings without 
notice. I 
Communication and coordination of card is already very 
difficult. This proposed regulation again leaves out the IDT 
and other facility staff who are more directly related to the 
care of the patient than the physicians specified. We 
strongly feel that the Medical Director is a valued member 
of the IDT, and should not be set apart from the team. 

1 
We STRONGLY disagree with facility ~ e d i c a l  Director(s) 
serving as the Hospice Medical Director. This opens up the 
potential for "double dipping" as the facility Medical Director 
is already being paid for seeing these patients, and then 
receiving additional reimbursement for hospice patients. 
Additionally, it sets up potential kickback~issues related to 
referrals only coming to a hospice because the facility 
medical director is the hospice medical director. In our 
area, we have seen hospices intentionally 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. 

I 

418.1 14 Condition of Participation: Personnel 
Qualifications (for Licensed Professionals. 
(4) Standard: chrnina~ Background Checks. (pg 
60) I 

418.1 14 Condition of prt icipation: Personnel 
dualifications for  Licensed Professionals. 
(a) (PS 56) 

The language is too broad. Suggest adding "independent 
contractors", otherwise this would imply that anyone who 
works with Hospice through a contracted arrangement 
(DME, Pharmacy, etc) would require the hospice performing 
a background check. We would suggest limiting 
background checks to those with patient contact, which 
would include Volunteers (who should be; treated as an 
employee). The time and cost burden of this proposed 
regulation, could prove very difficult to small or rural 
hospices. I 

We support following State guidelines in this area. 

I 
We think that many small or rural hospices may have 
difficulty hiring at the MSW level. Howev'er, we support 
following State guidelines for Social Work practice. 

I 

One additional point of ?iscussion focused around the "burden" these proposed regulations would cause to hospices. 
We wouldilike for CMS to explain where they pulled the figures from because to our estimation they arb not even close 
to our projected burden. Burden estimates should be derived from polling providers and guaging proje;ctions based on 
provider iriput. i 

i 



July 5,2005 
I 

I 
centers for Medicare & Medicaid Services 
Department of dealth and Human Services 
Attention: CM~-3844-P 
P.O. Box 8010 1 
Baltimore, MD 2 1244-8010 

TO whom It ~ a y  Concern: 

~heiMissouri ~ d ~ a r t m e n t  of Health and Senior Services, Unit of Home Care and ~ehabhitative 
standards, hospibe survey staff, met sevbral days to review and discuss the proposed rulk for the 
hospice regu~atidns. This group consisted of ten surveyors, six of who have been surveying 
hosbices for eigdt plus years. 

I ~ 

Thank you for ydur consideration of the enclosed comments. 
! 

Sinckrely, 

i b 

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

Lisa;Coots, R.N., Administrator 
Unit:of Home Care and 
Rehabilitative standards 

I 

Encl'osure 

Staridards. 

cc Maryalice ~ude l l ,  CMS, Kansas City Regional Office 

I 1 

I 

www.dhss.mo.gov 1 
The ~ i s s o u r i  Departm t of Health and Senior Services protects and promotes quality of life and health for all Missourians by developing 
and implementing pro ms and systems that provide: information and education. effective regulation and oversight, quality sedices, and 

.surveillance of diseases and conditions. ! 
I I 

1f ydu should hade any questions, I can be reached at 573-751-6336. 
1 

I AN EQUAL ~PPORTUNITY I AFFIRMATIVE ACTION EMPLOYER: Services provided on a nondiscriminatory basis. ( 



FILE CODE: CMS-3844-P 
Medicaid Programs Hospice Conditions of Participation; 

Proposed Rule 
Comments 

! 
I CAL NOTE: Request addition of psychosocial and spiritual services to this 
; definilion. These services are a very important part of hospice care and need tb be 

inclu9d in this definition. 

d I Pleas define: INITIAL ASSESSMENT, COMPREHENSIVE ASSESSMENT 
PLAN OF CARE 

RESTRAINT: Recommend the elimination of this definition. We fee1 this 
I to hospice as some medications that may be defined as chemical 
1 instances, may be normal patient care protocol in hospice. 
I 

EMP~OYEE: The definition states "an employee.. .who is appropriately traided." 
We relcommend including in the definition "one who has been appropriately 
traineh in death and dying." 

I 
I 

LICE~SED PROFESSIONAL: Recommend ending the sentence after the word 
"deliJered." Each state may have different requirements and adding "such as" 
createS limitations. 

I 

I RES RAINT: We feel the definition does not define the word restraint. A 
I T 

recommendation is being made to delete this definition. 
I 

i 

! 

b18.52 "PA IENT RIGHTS": T ! 

I SECL~SION: Recommend deleting this definition for two reasons: 1 
l 

! 

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. I 

(a) Standard: Notice of Rights I 
1 

(1) Recommend deletion of the word "language" from the sentence that states, "the 
hospike must provide the patient or representative with verbal and written notice 
of the patient's rights and responsibilities in a language and manner the I I under tands." We feel it would be too cost prohibitive to have in all languages. 

(3) ~ e c o k m e n d  deletion based on the following reasons: 
I a. 

1 

The patientlfamily receives extensive information during admission 
and this may become very burdensome. 



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

I 
(4) Recommend the last part of the sentence be deleted and only state 

'.'The hospice must maintain documentation showing that it has 
complied with the requirements of this section." We feel the 

will be accomplished. 
agency should state, in their own policy, how this documentation 

(b) standard: Exercise of rights and respect for and person 
I I 

(1) ~ h d e r  (1) we recommend adding a (v) to this standard stating, "has right 
~ k i c i ~ a t e  in their plan of care." 

I (4) d e  recommend deleting (i), (ii), (iii). These are not appropriate for hosp 
I ' 

(e) Standard: Patient Liability: 
I The sentence states, " Before care is initiated, the patient must be informed, 
i verbally and in writing, and in a language.. ." .We recommend deletion of the 
I 
I 

word "languagen and replace with the word "manner. 

418.54 Codpi-ehensive Assessment of the Patient 

I (1) 14 the language is meant to describe a comprehensive assessment, it is oud 
I 
I rqcommendation that it be updated every recert peridd & not every 14 days. 
, V$e do feel the ongoing plan of care needs to be updated every 14 days. 

(c) standard: Content of the comprehensive assessment 
I . (1) Please clarify what it is you are asking. If it is the admission diagnosis, 
I 

I d e  recommend just asking for the diagnosis. 

I (2) Please clarify what it is you are asking. Are you asking for morbidity & co- . . 
rdorbidity factors? Are you asking for social or economical barriers? ~ h k s e  

I fiLst two questions do not seem to be clearly worded. 
, (3) (i) We are woridering why other important issues for the hospice patient 

not addressed in as much detail as "bereavement" is here; 
I . , 

I assessment, encompassing 
I 

are 

I all disciplines, be done every 14 days? Or is it the ongoing plan of care derived 
I 
I from the comprehensive assessment on admission with an update at recertifichtion 
I 

I  time?^ 



disciplinary group care planning and coordination of services ~ 
(a) standard: Approach to service delivery 
1 ~ (1) We recommend changing "qualified health care professional" to "registered 

nlrse". We feel it should be the RN that coordinates the patient's care. 
I 

(i) We recommend changing to.. .."A doctor of medicine or osteopathy (bho 
may or may not be the patient's attending physician). 

, . (2) ~e would recommend deleting the part of the sentence saying "a detailed 
sdatement of '. It should be adequate just to say "The scope and frequency of 
skrvices. . . . . . . 7 7  

I 
I (6) Y/ould recommend changing "patient and family" to "patientlfamily". 

to 

!PLAN oh CARE" 

(c) Standard: 
I 

. I  

(b) Standard: 

Content of the plan of care 

Plan of care 

Please clarify. Are you expecting a complete comprehensive assessment by all 
1 

discidlines every two weeks as well as updating the plan of care every two wteks? 
I 

1 .  Our recommendation is to update the plan of care every two weeks or anytime a 
change in the patient's condition occurs. It's unrealistic that a full compreheAsive 

1 , assesdiment is to be done every two weeks by all disciplines. Not all hospice 
, patiedts may want or need all disciplines every two weeks. 

(d) Standard: Review of the plan of care 
We r 1 commend the following: 

We rkcommend there should be a time frame as to when the plan of care needs 
be co/npleted. 

I 

I 

I 

I 

 COORDINATION OF SER W C E S ~  
I 

(e) Standard: 

"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 interdisciplina/y 

Coordination of services i 

team.) 
"...at intervals specified in the plan" be deleted. The plan of care 

forecast or project the patient's needs or change in condition. 

(I) We recommend deleting "through its designated professionals". The 
I $terdisciplinary group has already been defined, thus, we feel this is not 

I +ecessary. 

cannot 

Delete "updated comprehensive assessment". Change to "a revised plan 
of care must include information from the patient's ongoing 
assessment.. . ." 

I 



(4) t o r  clarity purposes; we  recommended changing this to "Provide for and 

! 
ebsure the ongoing sharing of information between all disciplines providjng 
care and services in all settings, whether provided directly or under 

1 418.58 Qual~ty assessment and performance improvement I 
I We hkve a general comment for this entire condition. We feel the standards ?nder 

this cbndition are very "wordy" and unclear making it difficult to even commcmt. 
It seehs Standard (c) with the addition of "data collection" could encompass a d  

@) Standard: 1 Nursing services 
(2) Please clarify NP. Is the NP an employee df the hospice or the attending ~ 

physician? 
(d) Standard: Counseling services 

(3) s P iritual counseling 
I 

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

I required to go to extraordinary lengths to do this than the 
sentence should be deleted. 

I 

'I'STATUT b 1 RY NURSING WAIVERv I .  
i n I <  418.66 Nursi g Services - Waiver of requirement that substantially all nursing 

s~rvices be rbutinely provided directly by a hospice. 1 

, a QA From a surveyor perspective we feel these would be very difficult 
to enforce when we don't even understand them. 

(a) (1) We recommend changing the sentence to include both rural d d  
urban areas. 

Qd) Standard: 

! I 
418.72 PhyJical therapy, occupational therapy, and speech-language pathology 

We rekommend adding dietitians to the non-core services. 
I 

Performance improvement projects 
(1) Piease define what'is meant by "scope of distinct improvement projects". 

, Define what "complexity" is. 



418.76 HOI 
(c) Standard 

Recorm 
I "An ind 
(e) Standard 

train 
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I 

I 
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health aide and homemaker services 
Competency evaluation. 
nd adding the word "aide" after home health. The sentence should re 
idual may furnish home health aide services . . . ." 
Qualifications for, instructors conducting classroom supervised practic 
g, competency evaluations and in-service training. 
.ommend that qualifications should be " two years of nursing experier 
le year of which must be in hospice care". 

RAL COMMENT: All places in the document that states home h 
- home health agency should read hospice aide or hospice agency. 

3ligible training organization 
mend changing "home health agency" to "hospice agency". 
hange from home health to "hospice". 

recommend deleting this. It does not relate to hospice but instead r 
home health. There are no partial or extended surveys for hospice. 

ease explain. Is there a monetary penalty of $5000 for hospice? 
hange home health agency to "hospice agency". 
) Again, can hospice be assessed this type of penalty? 
r )  Change home health to hospice 

3ome health aide assignments and duties 
:ommend removing "qualified therapist". In hospice care, the therapi: 
st visit as often as nursing does. 

2 recommend to delete "or qualified therapist". We think it should 
hospice aides are assigned to a specific patient by a registered nurse. 
n patient care instructions for a hospice aide must be prepared by a 
red nurse who is responsible for the supervision of a hospice aide as 
ed under paragraph (h) of this section." 
lange home health to hospice. 
We recommend deleting this statement. It is our feeling that the IDT 
mld have authority to decide when a patient needs hospice aide. 
) We recommend adding, "as permitted by state law". 
commend deleting "or other appropriate licensed professional". 

I tea 

:, at 

11th 

ites 



(h) Standard: Supervision of home health aides 
Again, change home health to "hospice". 

(1) Rkcommend deleting "or qualified therapist" 
(2) Recommend deleting "or therapist" 

(i) Delete "or qualified therapist" 

WE VCOMMEND TO ADD: 
(3) When an aide is permanently assigned to a licensed hospice facility, the t 

2lweek supervisory requirement does not apply, however, there must be 
eiidence of an annual performance review in the aide's personnel file. 

"ORGAN~EA TION AND ADMINISTRATION" 

418.100 organization and administration of services 

(c) Standard: Services J ii) Please clarify "short term" i.e., respite vs. acute. 
(RE WE , COMMEND TO ADD: 
({x) Continuous care 

WE ALSO RECOMMEND TO ADD: 
(3) ~ a c h  hospice shall provide initial orientation for each direct employee 
that i4 specific to the employee's job duties. 

(e) Standard: ~rofessional management responsibility 
Recommend to delete "of staff and". The hospice agency is not responsible 
staff bf another agency 
(2) decornmend changing to "Furnished in a safe and effective manner by 

&alified personnel. 

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

418.1 02 1 " MEDICAL DIRECTOR" 
We recommend deleting the last sentence because this is the responsibility o 
IDT, khich include the medical director, attending physician and other healt 
profe/sionals. 

Jery 

)r 

the 
care 

r or 

rect 

(a) Standard: Initial certification of terminal illness 
The attending physician has been excluded from this initial certification. Wc 
recodmend changing it to say, "The attending physician and medical direct, 
physitian designee reviews. . . ." 

(b) Standard: 
41 

Recertification of the terminal illness 
8.21(a) does this reference the BBA of 1997 (Aug 5, 1997)? Is this the co 

recerljification timeframes? 



(c) Standard: Coordination of medical care 
We r d commend changing "patient's medical care in its entirety" to read "patient's 
medidal and hospice care". We also recommend deleting the last sentence. 

418.104 ' "CLINICAL RECORDS" 

418.106 ~ r u h s ,  controlled drugs and biologicals, medical supplies, and durable 
medical equipment 

(a) Standard: Each batient's record must include the following: 
(1) E X plain. Why would you expect updated comprehensive assessment and not 

41 8.1 08 "SEIOR 1 T-TERM INPA TIENT CARE" ~ 

(b) standard.controlled drugs in the patient's home 
~ e c o h e n d  rewriting to say, "The hospice must have a written policy for 
delivdry and disposing of controlled drugs maintained in the patient's home." 
It is our recommendation to delete the rest of the statement. We feel tracking 

(a) Standard: Inpatient care for symptom management and pain control 
(2) Please clarify "nursing services". Is this RN or LPN? ' 

(c) Standard: Inpatient care provided under arrangements 
(3) W'e feel a copy of the medical record is not necessary. A copy of the 

di I charge summary would be sufficient. 

~, 

ah updated plan of care? We recommend that it read: " The initial plan qf 
c&e, revisions to plan of care, initial assessnients, comprehensive assessdents 

and 

"INPA TIENT CARE" 

ad recertification, clinical notes." As a surveyor team, we find that the 
piogress notes is a repetition. If plans of care are updated appropriately 

. siould be no need for progress notes. 

418.110 ~ o s b i c e s  that provide inpatient care directly 
i 

there 

collecting does not apply to hospice. We do feel that education of patient and 
famil4 regarding controlled medications needs to be done and documented bdt all 

(b) Standard: Twenty-four hour nursing services ~ Please clarify "nursing services". 

the rekt of the information stated here is not appropriate for hospice. 
(c) Standard: /Use and maintenance of equipment and supplies 

(1) We recommend changing this entire paragraph to the "suggested language!" 
thk comment column. 

in 



, It is o h  feeling that a "Hospice House" environment is so different than a nursing 
home or hospital. Other than for safety reasons we cannot fathom using restrqints 
or seclusion on a hospice patient. Therefore, we feel we cannot comment on this 

(0 Standard: Patient rooms 
(4) (y I We recommend to change to 100 sq feet for each residing patient whelher 

' I  
"RESIDEYTS RESIDING IN A FACILITY" 

it ks a single or double room. 
(m) standard! Pharmaceutical services 

We recommend deleting: "Drugs and biologicals must be obtained from 
comrriunity or institutional pharmacists or stocked by the hospice." 

(0) Standard: "SECLUSION AND RESTRAINT" 

418.112 ~ o s ~ i c e s  that provide hospice care to residents of a SNFJNF, ICFIMR, a 
other facilitiks. 

$ 

~ 

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

(d) Standard: 1 Medical Director 
We recommend it to read, "The medical director or physician designee of the 
hospi{e must provide overall coordination of the medical care of the hospice 1 
resident that resides in an SNF, NF, or other facility." We recommend deleting 
the la& sentence. We feel this leaves out the IDT team concept. 

(e) Standard: [written agreement 
(1) Why would this be part of a contract" Shouldn't it be part of the patient 

clinical record? 
(4) (i) This would require a change in the plan of care . 

(ii) This says the same thing as (i). Why not combine? 
(iii) Recommend to delete. Hospice takes care of the dying. 

(g) Standard: 
(1) 

(h) Standard: 

Coordination of services 
Rycommend to add " and updates of plan of care". 

Transfer, revocation, or discharge from hospice 
Recommend changing "does not directly impact" to "may not directly impact". 

i) Standard: hhis standard needs to be ALSO added to subpart D 41 8.100 - Conditign 
:f Participatidn: Organization and administration of services. (DO NOT DELETE FROM 
THIS SECTION). 



"PERSONNEL QUALIFICATIONS" 

418.114 ~er ionoe l  qualifications for licensed professidnals I ~ 
(b) Any place that states "home health aide" should state "hospice aide" 

"SOCIAL ~ O R K "  - ' (c) (7) We recommend that a bachelor's degree in social work 
field (psychology, counseling, etc.) should be considered. 



and Medicaid Services 
and Human Services 

Dear Sirs: Healing thrlbugh Spiritual Care 

GENERAL: 1 

With commitdbnt to interfaith ministry and the professional practice of pastoral care, the 
Association of Professional Chaplains serves chaplains in all types of health and humad service 
settings. ~ l m o d t  4,000 members are chaplains involved in pastoral care, representing dore  than 
150 faith gauds. As a national, not-for-profit professional association, the APC advocdtes for 
quality spiritual care of all persons in healthcare facilities, correctional institutions, lonA term 
care units, rehabilitation centers, hospice, the military, and other specialized settings.  or more 
information abdut the APC or further information regarding our comments below, visit our 
website at htto:~/www.professionalchaplains.org, or contact our Executive Director, Jo Schrader, 
at 847-240-1 01 p. 

S 4 IRITUAL NEEDS OF HOSPICE PATIENTS AND FAMILIES 

We applaud c$s's awareness of and commitment to the inclusion of meeting the spifitual and 
emotional needs of hospice patients and families and a part of patient rights and the continuum of 
care. We would encourage the acknowledgement that spiritual needs, just as medicbl, social, 
physical, and psychosocial needs, depends upon the delivery of outcome-based, patient centered 
care by trained a d  certified professionals who are specialists in spirituality. While the proposed 
rules identify spiritual needs' and 'spiritual counseling7, what is lacking is more specific 
standards regar 1 1 ing who is qualified to provide these services. The proposed rules, in the use of 
terms such as "Llergyn, which is a specifically Chnstian term, fails to acknowledge aAd provide 
care for the net& of patients of other religious and spiritual traditions, and we would &courage 
CMS to utilize language that is more inclusive. We would also encourage CMS to ac&owledge 
the importance bfproviding for patient and family cultural needs, of which spiritual and religious 
needs are, whilk essential, only one part of a person's culture. There are no specific Ltandards 
within the rules that require hospices to assess and be attentive and sensitive to cultuial needs, 

I I 

1701 E. Woodfield Rd., Suite 7k0, Schaurnburg, IL 601 73 Tel: 8471240-1014 Fax: 8471240-1015 E-mail: info@profdssionalchaplains.org 

I 

such as dietary, 

LICENSED PROFESSIONAL SERVICES 
PROPOSED 418.62 

space, and treatment. 

PROFESSIONAL SPIRITUAL CARE PROVIDERS 
The proposed h spice rules contain specific standards for licensed professional services. 
understand the rhtionale for basing these upon State standards for those in other healthcare 

We 



professions, such as physicians, nurses, therapists, medical social workers, home health aides, 
etc. However, p!ofessional spiritual care providers are board certified by national profejsional 
groups, and we Aould encourage that the proposed rules include this requirement of those 
providing spiridal 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 prohides a unified voice of the six primary professional spiritual care grouds in the 
United States an& Canada. The membeiship of these groups represents over 10,000 menibers 
who currently sehe  as chaplains, pastoral counselors, and clinical pastoral educators in 1 
specialized setti&s, including hospice and other healthcare organizations, counseling cehters, 
prison, or the military. 

I 
In summary, Bo a rd Certified chaplains are required to possess: 

~h undergraduate degree and a graduate-level theological degree froin a college, 
udiversity, or theological school accredited by a member of the Council o k ~ i ~ h e r  
~kucation Accreditation 
~ m i n i i n u m  of 4 units (requiring 1600 hours of training) of Clinical Pastoral 
Education, which is nationally recognized clinical training in the provisioh of 
pdofessional spiritual care 
~ i a r d  certification by a national professional pastoral care cognate group by 
which the chaplain demonstrates competencies in pastoral theology and care, 
pdrsonal and professional identify and conduct, and commitment to a ~ o d b  of 
~liofessional Ethics . 
Cbntinued professional development by active participation in membership of a 
cdgnate group through the payment of dues, professional continuing educhtion, 
and peer review 

In addition, professional spiritual' care providers are required to abide by a Common Code of 
Ethics for ~ h a ~ l d i n s ,  Pastoral Counselors, Pastoral Educators, and Students, also a foundational 
document affirmed by the previously defined Council on Collaboration. We have also attached 
this document. dy including standards that require the employment of Board Certified sdiritual 
care 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; intrusiye, and 
potentially abusi 4 e spiritual interventions by those who are not professionally trained, cehified, 
nor held accountdble to professional standards of practice and ethics. 

I . ~ 
While communitt religious leaders provide gifts in the provision of religious care to hosdice . 
patients and families, professionally trained and certified spiritual care providers bring to ithe 
hospice envirodent the skills to provide spiritual assessment, an outcome-based spiritual plan 
of care and intervkntions based on professional spiritual care standards of practice, the ability to 
work effectively &thin an interdisciplinary team, and specialty in loss, grief, and bereavement 
care and counselihg Board certified chaplains work with community religious leaders to I 
facilitate their car1 to their religious community members, while also serving as an educator and 

I I 



Proposed 418.52: PATIENT RIGHTS 1 
nationally certified spiritual care providers are advocates for 4atient 

rights, families, and hospice staff, and are trained to provide spiritual care 
treatment and end of life decisions. 

facilitator of the 
of hospice patients 

COMPREHENSIVE ASSESSMENT OF THE PATIENT 
aplains are trained to provide spiritual assessments that identify issues, 
specific outcomes to meet the unique needs of each hospice patient add their 

family. ~ d d i t i o d a l l ~ ,  board certified chaplains are trained in how to document in both clinical 
and progress notks in ways that articulate clearly to the entire interdisciplinary team what 
spiritual issues d a y  impact the overall care of the patient and family. Professional chapllains are 
guided by and adhere to national standards of practice in assessment, interventions regarbing 
spiritual distress1 loss, bereavement, coping, and the use of religious and spiritual resoudes 
identified by the tpatient and family. 

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

Proposed 418.56: PLAN OF CARE AND COORDINATION OF SERVICES 
Professionally trkined and nationally trained spiritual care providers have extensive training and 
experience in de$eloping and writing an outcome-based written spiritual plan of care forpatients 

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

I 

and families and /working with interdisciplinary group care planning and coordination of 1 
services. I I 
Proposed 418.5$: QAPI 
~ o a i d  certified chaplains not only have training in quality assessment and performance 1 
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 chaplains is 
informed and guihed by professional practice standards applicable to hospice care. 

Proposed 418.7( VOLUNTEERS 
Clinically trained and nationally certified professional spiritual care providers are skilled in the 
training and overBight of volunteers, particularly those who seek to provide emotional and 

I spiritual care to dospice patients and families. Having a board certified chaplain in this rple 
assures the hospibe of niaintaining patient rights and providing appropriate care by volunteers. 

Proposed 418.160 ORGANIZATION AND ADMINISTRATION 1 
Again, board certlfied chaplains are trained and professionally credentialed and follow national 
standards of practice in order to organize, manage, and administer spiritual services to pabents, 
caregivers, and families within the hospice environment while maintaining dignity, comfort, and 



advocacy-for padient/family needs and desires. Board certified chaplains serve as educators to 
other professional staff and volunteers in areas of patient rights, advance care planning, And of 
life, and spiritua/, religious, and cultural needs. 

by the hospice a*d "community religious leaders" for those who serve as coininunity budport 
andlor volunteer& 

1 -  
CULTURAL ISSUES 

~ C L U S I V E  SPIRITUAL AND RELIGIOUS LANGUAGE 

We strongly enc b urage the Proposed Rules be adapted to utilize language that is inclusive 

We also strongly/ encourage that the proposed rules be attentive in the inclusion of additibnal 
language addresqing 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 ail areas of life. For many of differing cultural and spiritual backgrounddl, the 
,issues of diet, s p k e  for cultural, spiritual, andor religious ritual, medication and other 1 
treatments, the idclusion of complementary therapies, and conversations around diagnosils, 
treatment, and ddath are essential dimensions of patient rights. 

of 

I 
Thank you for this opportunity for us to comment on CMS-3844-P, the new proposed ru/?s for 
hospice and for dour consideration of our concerns. Do not hesitate to contact the Association of 
Professional  hab blains if we can provide more information regarding the training, certifibation, 
standards of practice, and work of professional chaplains. 

I 

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 ehployed 

Resp cthlly submitted, ,(!-.F& 
~ o b e r t  A. Kidd, Ibf.~iv. BCC 
President 

L J & d  
Schrader, CAE 

Executive Director 

ATT: Common standards for Professional Chaplaincy 
Common bode of Ethics for Chaplains, Pastoral Counselors, Pastoral Educators, 
Students 1 

and 



Common Standards for 
Professional Chaplaincy 

.Association of Professional Chaplains (APC) 
www.professionalchaplains.orq 
.American ~ssociation of Pastoral Counselors (AAPC) 
www.aapc.orq 
.Association fbr Clinical Pastoral Education (ACPE) 
www.ac~e.edd 
.National ~ssbciation of Catholic Chaplains (NACC) 
www.nacc.org 
.National Ass 1 ciation of Jewish Chaplains (NAJC) 
www.naic.org 

I 
Canadian As, I ociation for Pastoral Practice and Education (CAPPEIACPEP) 
www.caR~e.ot-q 

I 

This documeit is one of four foundational documents affirmed by the constituent boards of thecouncil 
on Collaboration on November 7, 2004 in Portland, Maine. Collectively, these documents establish a 
unified voice /or the six organizations that have affirmed them and describe what it means to thlese. 
organizationsto be a professional pastoral care provider, pastoral counselor or educator. The four 

For more information on the foundations of professional pastoral care see "Professional Chaplapy: Its 
Role and lmpdrtance in Healthcare" available at http:l/www.professionalcha~lains.orq/Drofessional- 
chanlain-sewi$es-resc)~~r~:es-readinn-mom-h- htm 

documents ar?: 
Common Standards for Professional Chaplaincy 
~ o m A o n  Standards for Pastoral EducatorslSupervisors 
~ o m r h o n  Code of Ethics for Chaplains, Pastoral Counselors, Pastoral Educators and 
~ r inc ib~es  for Processing Ethical Complaints 

Qualifications of Professional Chaplaincy 

Students 

The memberspip of the participating groups represents over 10.000 members who currently serve as 

The candidate 

chaplains, pastoral counselors, and clinical pastoral educators in specialized settings as varied 
healthcare, cdunseling centers, prisons or the military. The complete documents and information 
each of the co(llaborating groups can be found on the following websites: 

for certification must: 

QUA2: de current in the payment of the professional association's annual ddes. 

as 
about 

QUA1 : 
accordance with the requirements of hislher own faith tradition. 
Provide documentation of current endorsement or of good standing in 

I '  

QUA3: Have completed an undergraduate degree from a college, university, or 
theological school accredited by a member of the Council for Higher 
~bucation Accreditation (www.chea.org); and a graduate-level theoldgical 

I degree from a college, university or theological school accredited by a 
I 



I 

(Ilember of the Council for Higher ~ducadon Accreditation. ~~uivalelncies 
b r  the undergraduate andlor graduate level theological degree will be 
$ranted by the individual professional organizations according to their own 
kstablished guidelines. 

QUA4: Provide documentation of a minimum of four units of Clinical Pastorpl 
kducation (CPE) accredited by the Association for Clinical Pastoral 1 
I 

Education (ACPE), the United States Conference of Catholic Bishops 
Commission on Certification and Accreditation, or the Canadian 
Pssociation for Pastoral Practice and Education (CAPPEIACPEP). 
Equivalency for one unit of CPE may be considered. 

1 Section I: Theory of Pastoral Care 

The candidate for certification will demonstrate the abilitv to: 

TPCI: Articulate a theology of spiritual care that is integrated with a theory bf 
bastoral practice. 

TPC2: ~ncor~orate a working knowledge of psychological and sociological 1 
disciplines and religious beliefs and practices in the provision of pastoral 
care. 

I 
TPC3: ~hcor~orate the spiritual and emotional dimensions of human development 

into the practice of pastoral care. 

TPC4: 
context. 

I 
~hcor~orate a working knowledge of ethics appropriate to the pastoral 

TPCS: Articulate a conceptual understanding of group dynamics and 
organizational behavior. 

Section II: Identity and Conduct 

The candidatefor certification will demonstrate the ability to: 

IDCI: ~Gunction pastorally in a manner that respects the physical, emotional, and 
spiritual boundaries of others. 

I 
I 

IDC2: Use pastoral authority appropriately. 1 
I DC3: 

1 
Ic!lentify one's professional strengths and limitations in the provision of 
pastoral care. 

I 



IDC4: hrticulate ways in which one's feelings, attitudes, values, and assuthptions 
affect one's pastoral care. 

IDC5: hdvocate for the persons in one's care. 

IDC6: Function within the common Code of Ethics for Chaplains, pastoral 
~ounselors, Pastoral Educators and Students 

I 

IDC8: kommunicate effectively orally and in writing. 1 
I 

IDC7: 

I DC9: present oneself in a manner that reflects professional behavior, inclCding 
appropriate attire and personal hygiene. 

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

I Section Ill: Pastoral 

The candidatd for certification will demonstrate the abilitv to: 

PAS1 : kstablish, deepen and end pastoral relationships with sensitivity, ~ 
openness, and respect. 

I 

PAS2: Provide effective pastoral support that contributes to well-being of 
datients, their families, and staff. 

PAS3: provide pastoral care that respects diversity and differences includinb, but 
I not limited to culture, gender, sexual orientation and spirituallreligious 

I practices. 

Triage and manage crises in the practice of pastoral care. 

PAS5: qrovide pastoral ,care to persons experiencing loss and grief. 
I 

PAS7: qrovide religiouslspiritual resources appropriate to the care of patients, 
farnilies and staff. 

PAS6: Pormulate and utilize spiritual assessments in order to contribute to hlans 

PAS8: qevelop, coordinate and facilitate public worship 1 spiritual practices 1 
appropriate to diverse settings and needs. I 

I 

of 

PASS: Facilitate theological reflection in the practice of pastoral care. 

care. 



Section IV: Professional 

PROI: promote the integration of Pastoral I Spiritual Care into the life and service 
of the institution in which it resides. 

PR02: 
I I 

Establish and maintain professional and interdisciplinary relationships. 

PR03: 
I t 
Trticulate an understanding of institutional culture and systems, and1 
systemic relationships. 

I ~ 

The candidate for certification will demonstrate the abilitv to: 
I 

PR04: Support, promote, and encourage ethical decision-making and care1 
I 

I 

PR05: Document one's contributibn of care effectively in the appropriate relcords. 

PR06: koster a collaborative relationship with community clergy and faith group 
leaders. 

~equirementslfor the maintenance of certification 

In order to mai~ntain status as a Certified Chaplain, the chaplain must: 

MNTI : qarticipate in a peer review process every fifth year. 
I 
I 

MNT2: qocument fifty (50) hours of annual continuing education. 1 
(Recommendation that personal therapy, spiritual direction, supervision, 
dndlor peer review be an acceptable options for continuing education 
hours.) 

MNT3: Provide documentation every fifth year of current endorsement or of good 
standing in accordance with the requirements of hislher own faith tradition. 

MNT4: de current in the payment of the professional association's annual dues. 

MNT5: jdhere to the Common Code of Ethics for Chaplains, Pastoral 
Counselors, Pastoral Educators and Students. 



Common Code of Ethics 
for Chaplains, Pastoral Counselors, 

Pastoral Educators and Students 

hereinafter referred to as: Spiritual Care Professionals 

- 

This documen] is one of four foundational documents affirmed by the constituent boards of the bounci~ 
1 on ~ollaboratidn on November 7. 2004 in Portland. Maine. Collectively. these documents establish a 

unified voice fqr the six organizations that have affirmed them and describe what it means to thdse 
' organizations to be a professional pastoral care provider, pastoral counselor or educator. The fdur 

documents ard. 
1 .  Common Standards for Professional Chaplaincy 

~ o m m b n  Standards for Pastoral EducatorslSupervisors 
~ o m m b n  Code of Ethics for Chaplains, Pastoral Counselors, Pastoral Educators and ~ h d e n t s  
principles for Processing Ethical Complaints 

I The memberstip of the participating groups represents over 10,000 members who currently sede as , chaplains, pasioral counselors, and clinical pastoral educators in specialized settings as varied as 
healthcare, counseling centers, prisons or the military. The complete documents and information about 
each of the collaborating groups can be found on the following websites: 

I 
.Association of Professional Chaplains (APC) 

1 www.professio~alchaplains.or 
.American ~ssbciation of PasEral Counselors (AAPC) 
www.aapc.orq 
.Association for Clinical Pastoral Education (ACPE) 
www.acpe.edu 1 
.National ~ssobiation of Catholic Chaplains (NACC) 
www.nacc.or 1 .National As2obiation of Jewish Chaplains (NAJC) 
www.naic.or 1 Canadian ~9sd~ciation for Pastoral Practice and Education (CAPPEIACPEP) 

1 For more infordation on the foundations of professional pastoral care see "Professional chaplaincy: Its 
Role and lmpo A ance in Healthcare'' available at http:llwww.professionalchaplains.orqiprofessiodal- 
c h a n l a i n - s e r v i c e s - r e s n ~ ~ r c e s - r d i n a l r o  htm. 

The Code ?f Ethics for Spiritual Care Professionals: 

gives expression to the basic values and standards of the profession; 

guidbs decision making and professional behavior; 

provides a mechanism for professional accountability; and 

informs the public as to what they should expect from Spiritual Care 
Professiona'ls. 



Spiritual ~ b r e  Professionals are grounded in communities of faith,and informeb 
by professional education and training. I 

I 
They are dalled to nurture their personal health of mind, body and spirit and be 
responsiblk for their personal and professional conduct as they grow in their ~ 
respect fo/ all living beings and the natural environment. 

When spidtual Care Professionals behave in a manner congruent with the valles 
of this cod+ of ethics, they bring greater justice, compassion and healing to our 
world. ~ 
Spiritual C k re Professionals: 

affirb the dignity and value of each individual; 1 

respect the right of each faith group to hold to its values and traditions; I 
advfcate for professional accountability that protects the public and 
advances the profession; and 

I 
resdect the cultural, ethnic, gender, racial, sexual-orientation, and re~icjidus 
divdsity of other professionals and those served and strive to eliminate 
dischimination. 

1.0 ~ th ica l  Principles in Relationships with Clients 

Spiritual care Professionals understand clients to be any counselees, patients,i 
family medbers, students or staff to whom they provide spiritual care. In 
relationshids with clients, Spiritual Care Professionals uphold the following 
standards Of professional ethics. Spiritual Care Professionals: 

I 
1 . I  speak and act in ways that honor the dignity and value of every individual. 

I 
1.2 ~rod ide  care that is intended to promote the best interest of the client and 

to fokter strength, integrity and healing. 
I 

1.3 ~edonstrate respect for the cultural and religious values of those they ( 
serve and refrain from imposing their our own values and beliefs on those 
served. 

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

3.5 ~a in~ ta in  relationships with clients on a professional basis on'ly. 



1.6 ~ v o ) d  or correct any conflicts of interest or appearance of conflicting ~ 
interest(s). ~ 

1.7 Refrain from any form of sexual misconduct, sexual harassment or sexual 
assault in relationships with clients. 

1.8 Ref ain from any form of harassment, coercion, intimidation or otherwise I abusive words or actions in relationships with clients. 

1.9 ~ a f d ~ u a r d  the confidentiality of clients when using materials for 
edulational purposes or written publication. 

1 . I0  Respect the confidentiality of information entrusted to them by clients 
when communicating with family members or significant others except 
when disclosure is required for necessary treatment, granted by client 
permission, for the safety of any person or when required by law. 

1 .I 1 ~ndbrstand the lirr~its of their individual expertise and make referrals to 
othdr professionals when appropriate. 

2.0 Ethical Principles in Relationships Between 
~u~erv isors l~ducators  I and Students 

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

2.1 ~a in ta in  a healthy educational environment free of coercion or 
intimidation. 

2.2 Maintain clear boundaries in the areas of self-disclosure, intimacy and 
sexl)ality. 

2.3 ProJide clear expectations regarding responsibilities, work schedules, f4es 
and payments. 

2.4 ~ r o d d e  adequate, timely and constructive feedback to students. 

2.5 ~a id ta in  a healthy respect for the personal growth of students and provibe 
app4opriate professional referrals. 

2.6 Maintain appropriate confidentiality regarding all information and 
knodledge gained in the course of supervision. 



3.0 Ethical Principles in Relationships with Faith community 

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

3.1 ~ a i h t a i n  good standing in their faith group. ' 
3.2 Abide by the professional practice and/or teaching standards of the 

stat&lprovince, the community and the institution in which they are 
employed. If for any reason a Spiritual Care Professional is not free to 
pra{tice or teach according to conscience, the Spiritual Care Professior 
shall notify the employer, his or her professional orgar~ization and faith 
groJp as appropriate. 

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

4.0 Ethical Principles in Relationships with Other 
~rdfessionals and the Community 

Spiritual care Professionals are accountable to the public, faith communities, 
employers land professionals in all professional relationships. Spiritual Care 
~rofessionhs: 

4.1 promote justice in relationships with others, in their institutions and in 

society. ~ 
4.2 Represent accurately their professional qualifications and affiliations. 

4.3 ~xetc ise good stewardship of resources entrusted to their care and 1 
employ sound financial practices. 

4.4 Respect the opinions, beliefs and professional endeavors of colleagues 1 
and bther professionals. 

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

I 4.6 ~ro? 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 
health professionals. 

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



4.9 ~ r o f i d e  other professionals with chart notes where they are used that 
further the treatment of the clients or patients, obtaining consent when 
required. 

4.1 0 ~onimunicate sufficient information to other care team members while ~ 
res(Secting ,the privacy of clients. 

4.1 1 ~ n s u r e  that private conduct does not impair the ability to fulfill 
prcifkssiona~ responsibilities or bring dishonor to the profession. 

I 

4.1 2 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. 

5.1  ono or all consultations, whether personal or client-related, with the 
highest professional regard and confidentiality. 

5.0 

5.2 ~ a i n t a i n  sensitivity and professional protocol of the employing institution 
andlor the certifying organization when receiving or initiating referrals. I 

Ethical Principles in   elation ships with Colleagues 
I 

5.3 ~xedcise due caution when communicating through the internet or other1 
electronic means. 

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

5.4 ~espec t  each other and support the integrity and well being of their 
colldagues. 

5.5 Tak d , collegial and responsible action when concerns about or direct 
knowledge of incompetence, impairment, misconduct or violations against 
this Lode arise. 

^5.6 Communicate sufficient information to other care team members while 
respkting the privacy of clients. 

6.0 ~ th ica l  Principles in Advertising 

Spiritual care Professionals engage in appropriate informational activities that 
educate t h j  public about their professionall qualifications and individual scopes 
practice. Sqiritual Care Professionals: 

of 



I 6.1 Reqresent their competencies, education, training and experience relevant 
to their practice of pastoral care, education and counseling in an accurate 
mahner. I 

6.3 ~ist land 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. 

I 

6.2 Do hot use any professional identification (business cards, letterhead, 1 

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

lntelrnet or telephone directory, etc.) if it is false, misleading, fraudulent 
decbptive. 

6.5.1 ~edresent themselves as providing specialized services only if they have 
the bppropriate education, training or supervised experience. 

or 

7.0 ~ th ica l  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 
participant$. Spiritual Care Professionals: 

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

7.2 In rdsearch activities involving human participants, are aware of and 1 
ensdre that the research question, design and implementation are in full, 
comb~iance with ethical principles. 

I I 
7.3 Adhere to informed consent, including a clear and understandable 1 

explInation of the procedures, a description of the risks and benefits, aqd 
the duration of the desired participation. 

7.4 infodm all participants of the right to withdraw consent and to discontinue 
involvement at any time. 

7.5 Enggge in research while being sensitive to the cultural characteristics of 
participants. 

7.6 ~a id ta in  the confidentiality of all research participants and inform 
partikipants of any limits of that confidentiality. 

7.7 Use hny information obtained through research for professional purposes 
only.~ 



I 
7.8 ~xekcise conscientiousness in attributing sources in their research and 

writing thereby avoiding plagiarism. 
I 

7.9 ~ e b o r t  research data and findings accurately. 



Hospice of the 
South Shore ~ 100 Bay State Drive ' (800) 432-9995 

P.O. BOX 859060 (781) 843-0947 
Braintree, MA 02185-9060 TDDYY:  (781) 794-7829 

July 7,20051 

Center for ~ e d i c a r e  & Medicaid Services 
Department bf ~ e a l t h  & Human Services 
Attention: CMS-3844-P 
PO Box 8010 
Baltimore, $D 21244-8010 

---- - 
u L  Dear s i r /~ddkm:  -.. - - -- . - 

I appreciate this opportunity to comment on the Medicare and Medicaid Programs: 
Hospice  oddi it ions 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 revieding the proposed changes there are several comments that I need to share 
along with t i e  impact several of the proposed changes. 

418.76 Home health aide and homemaker services- 

Supervision bf HHA standard is a bit confusing and I would appreciate some clarification 
on the intent1 For hospices to physically supervise each HHA involved in the patiends 

. care would bL an operational challenge as many patients have multiple HHA's involved 
!F in their care. 1 

148.54 ~ombrehensive assessment of the patient- 

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

current practice is to contact every patient br 
introduce ourselves and set up an appointmint 

is not ready for the admission within 24 hour$ but 
contact as an initial step. I am requesting that the 24-hour 

be iemove~Ed'thZlKgu~chan~ed to "ko5tact" within h4 
and achievable standard. We make every effort to 
timely manner and have more "same day admissions" 

requests which are done on a 24 hour basis. I ask for your consideration on the impact 

A program of South Shore Ho pitai, not-for-profit, tax-exempt of acute, outpatient, home and hospice care to southeasiern Massachusetts 
I 
I 

this standard would impose on hospices. 



Hospice of the 
South Shore ~ 100 Bay State Drive 1 (800) 432-9995 

P.O. Box 859060 1 (781) 843-0947 
Braintree, MA 02185-9060 T D D T Y :  (781) 794-7829 

I 
I 

4 1 8.100 Organization and administration of services- I 

I am requesting a change in the language form " consistent with patient and family needs 
. and desires tb "consistent with the patient's goals." The proposed change suggests an 

opportunity kor unrealistic treatment and interventions and, in addition, the patient's 1 
wishes and preferences should be the priority where there are conflicts in the family? 

I 
494.102 Me h 1 ical Director- 

~oordinatioh of medical care- it is not a realistic expectation nor is it appropriate for; a 
Medical ~ i rkc tor  to be responsible for directing the hospice's QAPI programs. Many 
hospices, mine included, are very part time and dp not have the knowledge to undertake 
this task. ~ d e  medical director is utilized on a part timebasis for IDT involvement, 
clinical consultations, and certifications. 

41 8.108 Shod term inpatient care- I 

General Inpatient level of care needs to have an RN on site 24 hours a day as this is a 
highly intenie level of care. The 24-hour requirement should be removed from the 1 

Respite card level. 

41 8.1 12 ~odp ice  in the SNF- 
I 

Medical Director-The proposed requirement for the hospice medical director attending 
physician s I ' ~  medical director and other physicians is not realistic, is time consuming 
and frankly would not occur. This requirement would restrict access for patients, as \he 
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. I 

advance for your time and willingness to revisit the proposed changes. 
-- * I 

I 

Sincerely, ~ 
! 

I 

Director ~ 
I 

~ 
! 
! 

1 
! 

I 

L$i 
A program of South Shore Hoipital. not-for-profit. tax-exempt provider of acute, outpatient, home and hospice care to Southeastern Massachusetts 
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Centers for ~ e d i c a r e  and Medicaid Services Via Certified Mail 
Department of ~ e a l t h  and Human Services 7002-05 10-0003-6046-0383 
Attention: C~S-3844-P  
PO Box 8010L 
Baltimore, M 21244-8010 

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

Hospice Conditions of Participation 

This lktter is respectfblly submitted in response to the Proposed Rule regarbing 
changes to the Hospice Conditions of Participation. 

The Importance of this Rule 

In thid response, 1 will focus on one aspect of an area that appears to be negldcted 
in this propodal but that needs to be addressed in order to prevent abuses to patients 
to the ~ e d i c h e  Program, as well as, to achieve the desired quality improvement and 
is Upatient cdoiee.77 

and 
that 

In the 
that has been 

qssured Home Health, Hospice, Home Care and Medical Staffmg ~ 

Introduction it was stated that CMS has historically adopted an "apprhach 
directed toward ident@ing health care providers that furnish poor quality 

Many providers know of violations and abuses by other providers but don't &ant 
to get involved, the so called, "Good old' boys (or girls) club." Some of the natibnal 
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 choice" or 
other potential abuse areas for fear of losing their income stream from the providers bho 
rely on "patilent 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 

P.O. Box 610 Woodinville, WA 98072-0610 
Phone (206) 907-0580 Fax (425) 483-2044 

Web Site: www.assurednw.com 

care or fail to meet minimum Federal standards." As providers, we never cease to be 
amazed by thk lack of understanding at the Federal level of the abuses that go uncheLked 
daily until thdy become so big that they can no longer be ignored and then the OIG t k e s  
action. That ktion is always late; long after the damage has been done to patiknts, 
providers, codnmunities, taxpayers and the Program. The headlines of the past ten years 
of the billiods assessed against hospital chains, therapy chains, home health chains, 
national hospice chains, not for profit providers and unscrupulous physicians attest td the 
unrelenting tihe of greedy operators in the Medicare Program. 

highway with several well lit police cars providing a barrier. A more humorous analogy 
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is viewing ~ M S  and the OIG as Wiley Coyote chasing but never catching the ~ o a d  
Runner, no hatter what devilish instrument he employs. We do not understand the 

1 mentality of 'catching them doing something wrong" and it appears from the words used 
in the introd?ction and the resultant rule changes and proposals that CMS is finally 
beginning to lnderstand the problem. However, it does not go far enough. 

~atierks have a right to choose their providers in the Medicare Program. That Light 
is fimdamenial to our American heritage and is guaranteed in the Social Security ~ c t ,  
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 skbtle 
manipulation$ are losing their protected health care rights. 

The Problem ' 
~ u r s i h ~  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 resdurce 
through "exciusive" provider agreements that violate "patient choice." While seeking to 
'Yocus on a patient-centered, outcome-oriented process that promotes patient bare 

foremost rather than penalizing unproductive providers 'I  please don't underestimate the 
impact on hdnan behavior of having to report quarterly results to market analysts. (EMS 
still needs to htilize the "carrot and the stick" method to achieve its lofty goals. ~ 

I 
~ h e s a  nursing home chains inherently can "influence" patients when hhey 

are most vulnerable -- at the point in their illness or when there is little ob no 
resistance to  a persuasive healthcare worker. Some patients may even be feardl of 
asserting their rights to choose a hospice provider (if they even know that they have' that 
right!) for f ed  of retribution by the nursing home personnel. 

Why is this an issue? In proposed 418.1 12, clarifying the relationship between 
nursing facilities and hospices there is the goal of ensuring "that the resident meetk all 
the same ~ e d i c a r e  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 Regibter) that the 0IG.s office has been very active in the "contractual 
arrangements between hospices and nursing homes." It appears that there is andther 
initiative un d envay to deal with obligations regarding residents in LTC facilities 
receiving hospice services but we submit, additional strengthening of the Hospice TOP 
needs to be in'cluded in these proposed rules. 

Assured Home Health, Hospice, Home Care and Medical Staffing 1 
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Assured Home Health, Hospice, Home Care and Medcal Staffing ~ 

~a t ioha l  nursing home chains who own their own hospice agencies, have 
developed edclusive relationships with their own captive agencies and so patien& no 
longer have 4 "choice" of their Medicare hospice provider. This enables the nursing qome 

P.O. Box 610 e Woohville, WA 98072-0610 
Phone (206) 907-0580 e Fax (425) 483-2044 

Web Site: www.assurednw.com 

chain to: ~ 
Limit the oversight. There will be no "arms length" relationship to pritect 
patients. One provider might be more inclined to cover for the othkr. 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 organizatidn is 
available to cover for himiher, who will report it? Would this be viewkd as 
a "gift" in order to secure referrals? How will CMS ever hear about it? 
Over the years, due to our agencies presence in several nursing homes, we 
reported several incidents of abuse by nursing home personnel 
cooperated with the survey team to help them sanction those homes 
personnel. We were another level of oversight and visa-versa. How 

and 
and 
will 

that happen when all the incentives are aligned against reporting 
violations? Will people report their friends, their fellow employees, \heir 
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 susbect, 
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 becausd the 
nursing home has an "exclusive" relationship with its own compdny7s 
hospice division, abuses will be guaranteed to make the news stories ih the 
years ahead. And again, we will all gawk and shake our heads becausk 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 hbme 
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 \ban 
my staff. That is why I want our own hospice agency." For emphasis! she 
stood and pointed her finger at the audience in a reproachful manndr as 
she spoke. Does CMS think for one minute that this is an isollated 
response? While an argument could be made that she was si*ply 
passionate about the care they gave at her institution, she forgot one tAing, 

I 
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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.  he^ will 
take their abuse to the grave and the very feature of hospice, its pallidtive, 
dignified care and compassion will be only a statement on a wall, $ot a 
practice protocol for the patient. 
National hospice chains have also developed a highly trained, professjonal 
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 OIG? 
There is another way. 

The Solution 

How boes CMS enforce the law against this kind of subtle but exceedihgly 
effective manipulation? We believe the following considerations are appropriate: 

While we agree with CMS' stated goal of improving outcomes and pakient 
care, that will be a futile exercise if the trend of "steering patidnts" 
continues. A recent Harris Interactive poll showed that only 1%-2?k of 
consumers changed their decisions when presented with informatioh on 
quality. How many patients are going to even fathom what CMS comds up 
with to validate quality while they are dealing with the most trawdatic 
event of their lives? They will never hear it or see it. They will onl) be 
told, "Here is the hospice nurse." 

CMS would be better served if it followed a model similar to dther 
government agencies protective and proactive models. That inclldes 
properly trained surveyors who can act on short notice to responld to 
an alleged violation, as they do for a patient safety violation. It inclAdes 
working with affected agencies to identify violations and violators. It 

qssured Home Health, Hospice, Home Care and Medcal Staffing I 
P.O. Box 610 Woodinville, WA 98072-0610 
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1 includes working with patients to help CMS identify violators. ~ ~ 
Finally, there have to be teeth to the law. Unless a hospice or nuking 
home is sanctioned and fined significantly, the practice of "steering" will 
continue and probably increase since publicly traded nursing home chains 
and hospice agencies have discovered the significant financial benefij of a 
symbiotic relationship between the two. If there is no punishment, there 
will be no change in behavior. 

Specific Recommendations 

I. ~estrictioh on National Hospice Chains and National Nursing Homes: I 

11. ~dditional Steps to Assure Compliance: I 

We propose that CMS establish rules that restrict any "exclusive" 
relationship with nursing homes and hospices. Medicare Certified hospices should 
not be allowdd to enter into exclusive relationships. Separately, nursing homes shouild be 
mandated to offer their residents in the Medicare Program a choice of hospice proJider 
and should de made to give their residents a list of the Medicare Certified hoJpice 

~ u r s i n ~  homes should be mandated to require that every employee be in sediced 
on the law a+ it relates to "patient steering." Each employee should sign a statedent, 
similar to what is required now in sexual harassment policy documents, that \hey 
understand the law and recognize that if they "steer" a patient to the nursing hdmes 
hospice agency or to one agency, which has an exclusive contract with the nursing hdme, 
they could be subject to disciplinary action up to and including termination. Finally, kach 
employee invplved in the process should know that they are eligible for a cash awad if 
they report corporate personnel to the OIG, who pressured them to violate patient's rilghts 
for the benefii of the nursing home's or the hospice's financial standing. These steps will 

towards assuring compliance through self-awareness at all levels. 

agencies that 
agencies. 

Assured Home Health, Hospice, Home Care and Medical Staffing 
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serve the area, much like hospitals are required to do with home h6alth 
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Conclusion I 
has the duty to protect patient's rights and to ensure the fairness' and 
e Medicare system. In a free enterprise system, hospices should have equal 

ability to ser?e patients using the traditional methods of education, community seivice, 
quality outcomes and community outreach. None of that is effective if a nursing hdme's 
employees "dersuade" a patient to use the facilities captive hospice agency when thek are 
most vulnerable. What good is improved quality if there is no access because of "patient 
steering?" ~ 

I 
~ n h a h c i n ~  the provisions of the Medicare Conditions of Participation proposed 

Rules to p-otkct a patient's "right to choose" their own Medicare provider, will ensde the 
integrity of dhe Medicare Program and the achievement of the four measures fok the 
outcome dordains of self -determination, comfort, safety and effective grieving. 1 

Sincerely, 1 

Richard D. ~ l o c k  
President 1 

Cc: R.J. duff, Jr., FAAMA, CHE-CMS Regional Administrator 
Anne keopsell, Executive Director, WSHPCO 
Mark Rake-~arona, Western Regional Representative NHPCO 

RDB: nbc 

Qssured Home Health, Hospice, Home Care and Medical Staffing ~ 
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. . . .  

. . . . . .  . - - .  . - ~  
--- - 
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. . 

Both sylvia  arca ant el, RN and I attended NHPC07s Train the ~rainer 6essionC~-dtimore on 
June 9-10,2005, where CMS presented in detail the-new proposed Medicare COEs for Hospice 
Programs. We yere very pleased with CMS's preparation and presentation of the training to aid 
us in reviewing the information with hospices in our states. We provided It'liis information to all 
members of the douisiana and Mississippi Hospice & Palliative C a ~ e  Organizqtion (LM$Pco)- - - 

in both states. Idembers were given time to review the inforGati6~ - - before q e  held a conference 
call to discuss the proposed COPs. Members were then given-another week to provide cbmment 
back to Sylvia add I, so we could formulate our member's responses into a single documknt to 
provide CMS oui-unified response. We feel comfortable that this document represents obr 
member's consebsus. T& following represent our comments for the proposed Hospice COPS: 

Preamble 

the country, it ddes not represent the entire "hospice industry". ~ - 

1) Throughout tde the term "hospice industry" is used. We believe the correct -- - 

2) On page 30845 of the federal register, discussion centers on "outcome-based measurek'. 
CMS cites the wbrk of a Task Force that was convened by the National Hospice Work Group 
(NHWG) and N$Pco in 1999. We believe this work was relevant and necessary to advance the 
outcomgbased studies hospice should be considqicg,- However, there is a significant dibconnect 
between the topi{s of these studies and the topics that CMS is suggesting that hospice trdck in 
418.58. The Task Force created four measures forthe outcome domains, including self- 

-. 

terminology shohld be :'hospice associations" in the context used, because the information cited - 7 

has been providdfl by NHPCO. While NHPCO does represent a large amount i f  hospices across 



3) On page 30850 of the federal register, CMS describes how Medicare makes a distinctibn 
between services directly, as opposed to providing services under arrangemend. CMS 
states the most cdmmon way is to utilize employees. Then Medicare cites a common lad 
definition. CMS should clarify if its intent in citing the common law definition was to p!ornote 
its use in determihing whether or not an individual is considered an employee of a hospice. 

determination, cbmfort, safety, and effective grieving. While all of these are certainly i+portant 
outcomes, they do not all meet the requirements specified in 41 8.58(c), which specifies that 
"performance idprovement activities must focus on high risk, high volume; or problem-/xone 
areas." We unddrstand the intent of what CMS is trying to indicate, but we believe both the 
preamble and sedtion 41 8.58 needs some clarification. We recommend one Standard be created 
for Quality ~ s s d a n c e  and one Standard be created for Performance Improvement ~ctivlties. 
The language in the preamble is really directed towards the Quality Assurance standard, while 
language in 418.?8(c) is directed towards the Performance Improvement Activities. Much of the 
confusion related to outcome-based measures during our meeting in Baltimore can be atdlibuted 
to not talking abdut these two topics as separate Standards. Quality Assurance ensures high 
quality of care is 
to fix problematic 

5) Also on page b0850 of the federal register, CMS states that "contracted individuals wbuld be 
required to activdly participate in the coordination of care, including patient assessment dnd care 
planning, and in the primary hospice's inservice training and quality assessment and ~ 
performance imp!ovement process. We have the same concern here that we had in #4 abbe .  
Please clarify thal these contracted individuals would only participate in these activities for 
patient's they wele treating. We also do not believe contracted individuals should in 
the hospice's quality assurance and performance improvement activities. 

being provided. Performance Improvement Activities are specifically ikitiated 
areas. 

4) On page 3085b of the federal register, CMS discusses the requirement of licensed I professionals, su/h 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 patient and family counseling, participating in the quality assessment  and^ 
performance improvement plan, and participating in inservice training. First, CMS should 
clarify this is onlb appropriate when these licensed professionals are treating specific 
Currently, the ladguage implies licensed professionals would be involved in these activities for 
all patients. PT, b ~ ,  and ST are used infrequently in hospice, but are needed for some pias of 
care. They should not have to be involved in all activities. Second, we do not believe 

6 )  Spiritual counseling is an importkt part of hospice. On page 30851 of the federal redister, 
CMS states, "1f apatient and family do desire spiritual counseling, then a hospice would be 

I 
expected to facilitate visits by local clergy, pastoral counselors, or others to the best of its 
ability." We believe this lessens the importance of requiring these services. These servides must 
be provided as pdrt of the plan of care. Also, in this same CMS using the t e d  

professionals, sudh as PT, OT, and ST, should be involved in the hospice quality assurance 
performance imp?ovement activities. These activities should be administered through the 
employees of thehospice. 

"desires". We subgest changing this term to "goals". 

and 



7) On page 308<5 of the federal register, under section 418.104(e)(2), CMS is requiring \he 
hospice to submit a copy of the patient's clinical record and discharge summary to the pabent's 
attending if the hospice patient revokes or if the hospice discharges the patiend( We 
disagree with thiA 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 determkne who 
should receive thk information and when. We are concerned that a HIPPA violation wo?ld occur 
in this scenario, decause the information is being provided without regard to need and wiihout a 
direct request froh the patient. 

8) On page 3085'5 of the federal register, under section 4 1 8.104(e)(3), the term ~~atient 'A stay" 
is used. Since th k vast majority of hospice care is not provided in a facility the hospice o b s  and 
operates, we sugaest this be changed to "patient's service duration". "Patient's stay" is niore 
appropriate for nhsing facility or hospital COPs. 

9) On page of the federal register, under section 41 8.104(f), Retrieval of clinical records, 
some language that allows for cost recovery according to state law for the 

of records. The currently proposed language could imply that clinical 
available regardless of payment for gathering and copying serviced 

I 

11) On page 30836 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." 

10) On page 30845 of the federal register, under section 41 8.106, CMS discusses the ( 
responsibility and accountability for maintaining controlled substances in the home. CMS 
indicates that pri?nary responsibility rests with the hospice. We strongly disagree. The family 
takes responsibil$ for the controlled substances upon delivery to the home. Hospice prdvides 
intermittent care knd in no way can protect the controlled substances 24 hours a day. ~ o J ~ i c e  

12) On page 308d6 of the federal register, under section 41 8.1 10, we suggest CMS add I "whenever possidle" at the end of the sentence, "We would require that each patient be kept 
comfortable, cleah, well-groomed and protected from accident, injury, and infection, whdnever 
possible." This is necessary, because hospice cannot not always prevent an accident or idfection. 
By definition an accident is unexpected, and infections occur even when the best medical' care is , 

provided. 

should provide oAersight and monitoring of the controlled substances, but hospice should 
absolutely not b e  primarily responsible for the controlled substances in the possession of 
patient and/or farfiily. 

\ 

13) On page 30838 of the federal register, under section 4 18.1 12, we suggest CMS add ~ 
"hospice" in this Sentence, "Regardless of where the hospice patient resides, the responsibility 
for developing add implementing an appropriate hospice plan of care rests with the hospite." 

the 

14) On page 30858 of the federal register, under section 41 8.122(e), bullet (I), CMS states that 
"Written consent and documentation of the patient or the patient's representative that hosbice 
services were desired" is required. This should not be part of the overall contract between a 

I 
hospice and a facility. This is a consent from a patient to receive hospice services and it helongs 
in another sectiod of the COPs. One agreement needs to govern the way the hospice and !facility 
will work with edfh other for all patients, so the agreement should not identify specific patients. 



I 
15) On page 30860 of the federal register, under section 418.1 14, related to social workers, CMS 
states, "Later, thd 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 beredement 
counselor often plrovides this service. The proposed language seems to limit these servicks to a 
social worker. w e  do not believe this is appropriate. 

1) Clinical Note 1 The use of "or" should be used in this definition. The way it is writted implies 
that all of the elekents listed must be present in order for a document to be considered a 
"Clinical Note". ~ 

4) Palliative card - We question the use of the term "intellectual" and the phrase "to facilitate . . . 
access to information". These seem to be beyond the scope of Palliative Care. 

5) Satellite Location - Can CMS provide a general definition to limit the distance a Satellite 
Location can be lbcated from the main Provider # site? Some regional CMS memos have 
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. 

2) Drug Restraint - The use of the term "standard" in confusing, because most drugs that 
administered to rkstrain a patient would be considered standard treatment for a patient's 
or psychiatric that would require restraint. 

believe that a Volunteer should be considered an Employee. 

are 
medical 

separate definition. Legally, hospice does not have the same cqntrol of ' h 

or obligations to bolunteers that it has to Employees. This definition could be problematic for '4 
d 'lz, 

hospice in the le a1 system. 

Subpart C ~ a t i e h t  Care 

418.52(a) Standa d: Notice of Rights 
1) Regarding "in 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 eJtent 
possible", since plroviding 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 
area, since it is i I possible to cover all languages and dialects. ? 3) We believe the provision of all drug policy information upon admission is too much 

given 

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 shbuld be 
within 7 days of admission and also upon the addition of new orders for additional contrdlled 
substances. ~ o s d i c e  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 admissidn to the 
patient andlor le& representative. 
4) Please clarify the term "demonstrated" as meaning a signature of the patient or legal 
representative. 

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



I) We believe (i$) should include language to include the right to refuse treatment such as, "The 
patient has the ribht to refuse treatment or to refuse to participate in experimental research." We 
also suggest (v) and including, "The patient has the right to formulate an advance 
directive." 

"and practice." to the end of the sentence. 
Home Health language from the HHA COPs, as this language i i  more 

the language from the Nursing Facility COPs. We also suggest 
would require a report of "alleged violations" to the State survey 

This is language specific to Nursing Facilities. 

4 18.52(e) ~ t a n d k d :  Patient Liability 
CMS has requasad comment related to notification of expected payment from the patient and - \  - 
determining patidnt's liability related to nursing facility Medicaid Room & Board 

4 18.54(c) ~tanda,d: Content of the comprehensive assessment. 
In (ii) Drug therap we suggest adding a bullet that requires all drugs in the medication Profile be 
listed and to desibate which drugs hospice will be responsible for. We also suggest adding 
language of "drubs that are reasonable and necessary for the palliation or management of the 
terminal illne'ss." TOO often patients and families desire drugs with are proven not to be kffective 

Hospices notify, 10 the extent possible, the patient or legal representative of any expected charges 
I prior to admissiob. For standard MedicareiMedicaid hospice services this is not necessary, as no 

charges are passdd on to the patient. There are often times we do not have the patient co!pay, co- 
insurance, or d e d h b l e  information from commercial payors prior to admission. ~ e ~ u i r i n g  this 
information prioll to admission can significantly delay the admission, thus affecting quality 
patienf care for patient's in immediate need of care. We again believe that this kind of 1 
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 needdd and 
gives the hospicd time to communicate with the commercial payor to determine any patidnt 
responsibility. Advance Beneficiary Notices (ABN) or notices of non-coverage are somCtimes 
used to communicate this information. L 

Hospices often have difficulty obtaining patient's liability information related to nursing !facility 
Medicaid Room 8 Board. Since the current pass-through law is legislated at the federal level for 
dually eligible Mfdicare and Medicaid beneficiaries, we would like to see some languagd in both 
the Hospice and Nursing Facility COPs that helps facilitate the coordination of this infoAation 
between the ~osp ice ,  Nursing Facility, and Medicaid. 

I 4 1 8.54(a) Standard: Initial assessment. 
We suggest incldding the following language, "(unless ordered otherwise by the physician 
requested by the family)". 

418.54(b) Stand a d: Time frame for completion of the comprehensive assessment. 
Please clarify thd  "in consultation" does not mean the attending physician must be present 
person. We belidve the 4 day timeframe is too short and strongly suggest modifying to 7 

in 
day 

timeframe. t an$ times families request a later visit or deny the chaplain or social worker visits 
the first week whale more immediate pain issues are addressed. It has been suggested that other 
IDT members cohld complete the initial assessment, such as a social worker. We believe! that an 
RN should complete the initial assessment, since patients often have medical issues requiring 
immediate attention. 



in the terminal pAase of an illness and only benefit in the early or mid stages. Usually thkse are 

o ~ h v e r s e  drug reactions 
o ~ed ica t ion  reconciliation 
o ~ i k e  closure 

cost prohibitive and have no benefit. 

41 8.54(d) ~ t anddd :  update of the comprehensive assessment. 
Some parties have commented that the comprehensive assessment should be updated every 15 
days to tie into ckrtification periods. We disagree with this suggestion. We believe the existing 
14 day review is Lppropriate. We also do not believe it is necessary to have a timeframe 1 
specified to review the comprehensive assessment prior to recertification, since the review of the 
comprehensive aAsessment will likely take place on a different day than the recertificatioh. The 
existing requiredent allows hospices to review the comprehensive assessment as 

o ~evice-related urinary tract infection 1 

- - 

necessary, which 

o ~ h n a ~ e m e n t  of documentation 
o ~d t iona l  Patient Safety Goals implementation 

provides flexibility to provide the appropriate care to the patient and 

o qound  management 
We do not want these prescribed in the regulations, but a list like this could be provided as an 
example. Some guidance should be given to allow new programs a foundation to start frbm; 
however, hospicds should select their own measures depending on the risk factors detedined in 

4 18.54(e) standaid: Patient outcome measures. 
We do not believe "patient outcome measures" are too burdensome for hospices. However, we 
would like the prbcedure to be clearly defined as it pertains to hospice, such as what is ad 
adverse patient ehent? We do not want a certain number of quality improvement projects! that 
have to be done dach year, but rather issues that are discovered during normal program additing 
should be documkmted on how they were improved to meet standards. 
Examples of outdomes indicators are: 

o pain management (6 indicators relative to assessment and reassessment) 
o ~ d l l  risk and prevention 

each program. 

4 18.56(a) standard: Approach to service delivery. 
(I) Please add a drovision to allow the hospice medical director to be the patient's attending 
physician. We believe that allowing the hospice to designate a qualified hospice professibnal 

I that is a member bf the interdisciplinary group is appropriate to coordinate the care of each 
patient and family. This person should not have to be an RN; however, we do believe thJ 
selection should be limited to an RN or social worker, since both have medical training and 

I college educatiod. Other disciplines may have more limited training and education and may not 
be best suited to koordinate this care. In bullet (iv) the IDT role was narrowed from the driginal 
COPS. We suggdst, "a counselor, including pastoral, clergy, spiritual, or other counselor.'" 
(2) We disagree &ith the proposed language. One IDT does not establish governing polidies of 
the day-to-day cde.  An administrative team establishes policies and procedures and ove!sees the 
day-to-day provijion of hospice care and services. 

of the plan of care. 
provision added to allow flexibility to increase the frequency upward to 

address needs, such as 2 X week and prn. In (6) we do not believe "agreement'] is the 
to use. Patients and families may not agree with the entire plan oscare, 

6 



but need to be knowledgeable of what is included in the plan. They may want more aggdessive 
treatment than hdspice was designed for or is covered by the Hospice Medicare Benefit. 
the family may nbt be in agreement, but the patient is. We suggest using "knowledgeable" 
instead. 

4 18.58(c) Standard: Program Activities. 

4 18.58(d) standard: Performance improvement projects. 
We do not want 4 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 td meet standards. 

Also, 

4 18.5 8(e) Standard: 
In order to fulfill 
provided, it must 

4 1 8.64 Core services 
We believe contracting for staff for continuous car6 should be allowed. Most hospices are small 
and cannot afford to hire full time continuous care staff, nor is it feasible to even find staff that 
will be able to stay continuously with a patient in the middle of the night at a moments ndtice. 
Disallowing contkacting of staff basically eliminates the possibility of providing continudus care 
when a patient ddsperately needs it. The consequence of this is likely an ER admission tb a 
hospital, which id significantly more expensive and is not the best course of treatment fo! the 

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 discovereh during 
normal program auditing should be documented on how they were improved to meet stddards. 

Executive responsibilities. 
the Governing Body's responsibility for the quality of care and services 
receive performance information regarding the results of outcome 

patient and family. CMS should definitely consider these issues before disallowing contract 
for continuous cake. Disallowing this option is not in the best interests of the patient and 
more costly to thk Medicare system. 

4 18.64(d) standard: Counseling services. 
Hospice provides counseling services to patients and families in their homes and in a nursing 
home setting in t d I e same manner. No denigration of services occurs. Bereavement servilces are 
provided through memorial services and private or group sessions for staff or other residknts in 
nursing facilities. Unfortunately, not all nursing facilities take advantage of these servicds, but 

measurements, so that it can provide input and allocate resources for identified improvements. 
I 

staff 
it is 

neither do all 

41 8.72 Conditiod of participation: Physical therapy, occupational therapy, and speech-ldguage 

418.76(g) ~tandatd: 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 asiigns aides duties, and includes these duties in the plan of care, which a ~ 

families. 

pathology. 
We believe the dietitian should be moved to the list of non-core services. The dietitian 
more like a therapy provider than a counselor. 

4 18.76 Conditiod of participation: Home health aide and homemaker services. 
We believe "homL health" aide should be changed to "hospice" aide. Most hospices do 
provide home health. 

I 

serves 

not 



41 8.76(i) standaid: Individuals furnishing Medicaid personal care aide-only services under a 
Medicaid personl care benefit. 
It is very important that CMS add language that it is not a duplication of services to have 
waiver aide-only service and the MedicareIMedicaid 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 accessing the Hospice Medicare Benefit at the time they need it the mosj. The 
waiver aide does not provide clinical care. The waiver aide is simply a sitter. ~erminal l j  ill 
patients must ha 1 e access to professional clinical care at the end of their lives. 

physician signs. 

41 8.78(e) standard: Level of activity. 
A major point ofrevising these regulations is to make the regulations less prescriptive and-'io 
focus on a patienl-centered, outcome-oriented process that promotes patient care forernodt.7, 
according to the Areamble associated with these revisions. We believe that setting a 5% 1 
volunteer hour minimum is simply a prescriptive method to ensure volunteer utilization that has 
absolutely nothidg to do with providing quality patient care. The 5% target is an arbitrary 
percentage that hhs no basis to ensure quality patient care. It is interesting that our existikg 
regulations this minimum percentage to require volunteers, yet require no minikum 
number of visits for patient care staff. Ensuring a minimum number of patient vieits wo?ld have 
had a significantly larger affect upon quality patient care that designating a specific numder of 
volunteer hours. w e  would like this prescriptive 5% minimum removed from the reguladions, 
since it is not a statutory requirement. In order to ensure volunteer continuity, the voluntker 
program should document recruiting, educating, and retention of volunteers and the prockss of 
assigning appropkate volunteers to patients with needs that can be met by volunteers 

\ 

Home Health needs orders for these services, because Home Health is 

Subpart D organizational Environment 

41 8.100(a) ~ t a n d b d :  Serving the hospice patient and family. 
Substitute p r o m ~ t e l l  in place of ensure", since you cannot ensure patientlfamily experi jhces. 
Also, in (2) substitute "goals" in place of "desires", since desires may actually be significantly 

administered in a very different fashion and its staff and goals are also very different. It 
be assumed that ill  services are available for the hospice patient, and the RN may assign 

needs to 
as 

needed. This information is documented in the plan of care, if the IDT needs to coordinate this 
I 

information. ~ o k ~ i c e s  need to be able to defer to state law (such as the nurse practice act), 
especially with rlgards to medications. Most allow delegation to the aide or unlicensed staff the 
task of assisting the patient to take their own medications, as long a judgment is not required. 
They can physically move the medication to the mouth and give the patient water or liquid to aid 
in swallowing. 

41 8.76(h) Standard: Supervision of home health aides. 
COPS should spdcify 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 makk an 
onsite visit to thd patient's home no less frequently than every 14 days to assess the aide9$ 
services. We ab$olutely disagree that an RN should be onsite with the aide no less frequc!ntly 
than 28 days. ~k believe onsite visits should be made at least every 90 days. This should not be 
for every patient] The intent of this standard is to assess the aide's competency. This cad be 
accomplished sufficiently by having each aide visit one of their patients, while an RN asdesses 
the aide's compelency. 



more than what is needed to accomplish goals and interventions of a plan of care. ~inallb, we 
suggest adding (3) "When the patient and family are not in agreement with the election df 
hospice care andjor the plan of care, the hospice will honor the patient's needs and goalsl" 

Section 4 1 8.100(e) Standard: Professional management responsibility. 
Requiring hospide agencies to supervise the staff and services provided pursuant to indekndent 
contracts probably will result in the IRS concluding the entity or person providing the selvice is 
an employee of the agency and not an independent contractor. One of the critical factors 
distinguishing edployees from independent contractors is whether the employer signific/ntl y 
controls and supdrvises the work. The hospice should not be required to supervise staff and I 
services for all +anged 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 edployees 
perform their jobs routinely every day, which provides them certain skills that outside cobtracted 
personnel would have difficulty achieving without the same experience. This requirement 

I 

that arranged services are provided by 
qualified i 

41 8.102(c) Standard: Coordination of medical care. 
The Medical ~ i rdc tor  should be a "participant" in the QAPI ~ommit tee i~ro~ram,  but shquld not 
be responsible fol directing the hospice QAPI Cbmmittee/Program. The hospice Governing 
Body should be rksponsible for the QAPI CommitteelProgram and the hospice ~oveminh  Body 
should be able to designate a member of the hospice staff to direct the QAPI 

. . CommitteeIProgram. 
I 

4 1 8.104 ~ondit idn of participation: Clinical records 
I 

Hospice satellite locations. 
is "accepting comment on applying the Medicare Appeals 

41 8.102 condition of participation: Medical Director 
The proposed addition should be changed to "When the medical director is not available, 

Advantages of ushg an EHR: 
1. Access from a!ny computer anywhere in the world at any time of the day. 
2. Easily portablk. 
3. Clean copy that is legible, if notes are typed vs. scanned. 
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a 

in the Medicare program." We are not sure how this relates 
We would recommend continuing to use the CMS 
with CMS. Please elaborate on how the Medicare 

Appeals ~rocedukes affects hospice satellite locations. 

I 

physician designated by the medical director or the hospice assumes the same responsibilities 
and obligations a!s the medical director. The medical director or physician designee coorhinate 
with other physidians and health care professionals to ensure that each patient experiencJs 
medical care that reflects hospice policy." Also, please specify that a hospice may contract with 
an entity (such ad a hospital) to allow a physician to serve as a hospice medical director. ,Many 
hospitals control bhysician9s time, since the hospitals pay physicians a salary. consequehtly, 
many contracts hhve to be made with the hospitals directly to allow the physicians to deJote 
some of their time to medical director activities. 



Disadvantages o f I using an EHR: 
1. Must have veAy computer literate clinical staff, which is often unavailable in today's 
environment. 
2. Must carry laptop from house to house. This causes many issues, including the appearance of - 
a "cold machineJ between the clinical staff and the patientlfamily, breakage caused by d!opping 
laptops (occurs often), theft out of cars (laptops are targets for thieves), potential cross 
contamination bAween households (laptops are not sterile medical instruments, nor are 
disposable items bhat are only used in one household). 
3. Significantly increased costs of infrastructure, software, maintenance, training, data 
staff, etc. n 

they 

entry 
I 

4. If laptops are , ot 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 noie and 
entry into EHR pits patients at risk, if information is not immediately transcribed. ~ n d e j  any 
circumstance, thdre would always be a gap in time which puts the patient at risk. 2) doutile entry 
I double time to domplete a medical record caused by handwriting the note and then enteding the 
note in the compiter. 3) transcription errors are possible by taking a handwritten note anh 
transcribing into hhe EHR. Transcription errors associated with medications could especially put 81 
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 cod, k s for different procedures. EHRs have been created to help these entities bill 
appropriately and efficiently. Hospice only uses 4 billing codes, and 1 code is used 90%+ of the 
time. conseque$ly, hospice gains no efficiency by implementing an EHR system. ~osditals, 
nursing facilities, and doctor's offices are all physical locations where an EHR system c k  be 
placed for easy a 1 1 cess. The system is always on and ready to be used. Since hospice prdvides 
care in hundreds bf homes across a given community, the only logical way to implement an EHR 
is to use a laptop system for portability. These systems would be turned on and off all day long 
as they are transp'orted from one home to the next. This process of booting a machine anh 
shutting it down lakes time, and forces a clinical staff member to spend more time working with 
the computer t h d  the patientlfamily. A clinical note can be written by the time a laptop is 
turned on, so this is definitely an added burden. 
6. Unless hospices provide laptops to every staff member and volunteer (this is not practical), 
hospices would shll have handwritten notes from certain disciplines that would have to bC 
entered by a new 
issue, we have seen 
laptops to nurses. 

data entry employee in order to have a complete EHR. Due to this praclticality 
some providers in our states try to implement an EHR by only providing 

All other disciplines retained using the process of handwritten clinical notes. 
This system is not a true EHR, because more than half of the IDT is not included in the DHR. 
However, this is as far as these providers were willing to go to implement an EHR due to the 
practicality of prdviding laptops to every staff member and volunteer. 
7. One of our larkest hospice providers that serves multiple states across the country abandoned 
a trial run of irnp\ementing 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 bfproviding hospice services throughout the community, the cost-prohibitive 
nature of providihg laptops to all staff and volunteers, the extensive training, and the very long 

G I  to go back to handwritten clinical notes. It was just too difficult to 
of a facility, and the hospice failed to recognize any positive patibnt 
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outcomes. In fadt time devoted to patient care was decreased as a result of the implemedtation of 
the EHR. 

BarrierslIssues dith electronic medical records: 
1. Learning cur J e of computer program is long. 
2. Staff availabd is often poorly trained in use of computers. 
3. Decrease in n?mber of hours spent providing patient care in order to utilize the EHR 
4. Security of cdmputer devices. 
5. Maintenance of devices and system; troubleshooting on a daily basis. ' 

6. Increase in staff numbers. 
7. Cost. 

4 18.106(b) standard: Controlled drugs in the patient's home 
We believe that dducation of the "potential dangers" of controlled substances must be taught for 
patient, family, $Id staff safety. However, "potential dangers" is misleading and we wodld like 
"side-effects" substituted in its place. ~ 

41 8.104(b) standard: Authentication 
Hospice is simp& too broad to implement this newly proposed regulation. Too many phlsirians 
and nursing facility staff are included in our coordination of care to implement this acrosk all 

I persons connectdd to a clinical record. We suggest removing this requirement, as this is onerous 
and does not probide for better patient outcomes. 

L ' 

4 1 8.106(c) standard: Use and maintenance of equipment and supplies. I 
This Section sho?ld be rewritten to specify that when DME is provided by a contracted Jendor, 
the vendor assudes the responsibility to ensure internal or manufacturer policies exist fo? repair 
and routine maintenance of equipment. The hospice should be required to verify these pblicies 
are in place with 

41 8.108 ~ondi t ihn of participation: Short-term inpatient care. 
We suggest that bou include a description of short-term inpatient care and when it can be 
utilized. ~ e n e r a l  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 eilher due 
to the staff required or the equipment necessary to provide the care, 2) ensure appropriatk care 
due to the inabilky of the hospice and or the patient's caregivers to provide services in a lsafe and 
effective manned in the home, or 3) ensure continuity of care in the event of a psychosocial or 

the vendor the hospice chooses. 

family problem. 
familylcaregiver 

a 41 8.1 12(d) standard: Medical Director 
Medical directors of hospices and nursing facilities should not have to be the primary 
coordinating cark for a hospice patient. Instead, the IDT should be allowed to designate 

Inpatient Respite care is limited to a five day duration and is used to gi?e the 
a break during the care of the patient. 

designees 
a team 

member to coordinate care. Also, we do not agree that it is necessary for the hospice medical 

41 8.108(a) Standard: Inpatient care for symptom management and pain control. 
We agree with removing 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 1npatiedI care. 

I 



4 18.1 12(f) standard: Hospice plan of care. 
We would prefe! the 14 day interval to review the plan of care to remain in place. Some 
providers have skggested maybe moving to a 15 day interval to tie in with recertification periods. 
However, leavink the standard as 14 days allows the IDT to have regular meetings on spkcific 
days of the weed (i.e. every other Tuesday). This logistically works well with hospice rdedical 
directors too, beLause they can block out their clinic days on Tuesdays, for example. 
Recertifications {hat come due can be anticipated and can be reviewed at the IDT meeting 
immediately preAeding the recertification. 

director to comdunicate with the SNFAVF medical director, the patient's attending physician, 
and other physicians in the provision of care for the terminal condition to ensure quality Lare for 
the patient and family. The hospice medical director needs to be able to provide services with 
some autonomy Lo make decisions for the patient and family. The attending physician chn 
request to receivk communication related to updates to the patient and family care, but t ie  
hospice medical director is ultimately responsible for this care. Some attending physicidns want 
to be more involved in care planning than others, but this is an individual preference thaj varies 
by physician. ~ o s t  attending physicians develop a relationship with the hospice medical director 
and become comfortable with the medical director's assumption of the responsibility to 

4 1 8.1 12(i) standard: Orientation and training of staff. 
This proposed ~ec t ion  would inundate facilities with an overflow of inservices that likely 
couldn't be accohrnodated in the facilities schedules. We suggest modifying the languabe to 
state, "Hospice dPff must assure orientatibn of facility staff." 

participate in the 

41 8.114 Conditi b n of participation: Personnel qualifications for licensed professionals. 
This Section seehs to indicate that a non-degreed social worker can be hired to fulfill thy duties 
of a hospice social worker, because they are "licensed" by the State. This is a lower qualification 
level than is cudently in place. We strongly believe that a degreed social worker remaid the 
standard for hospice care. Section 4 18.1 14(c)(7) specifies a baccalaureate degree requirkrnent, 
but only when nb State licensing requirements exist. In a state where State licensing 
requirements exist, a non-degreed social worker could fulfill the duties of a hospice rocill 
worker under thk proposed condition of participation. This needs to be modified to corrkct this 
problem. 

IDT care planning process. 

4 18.1 14(c) ~ersdnnel qualifications when no State licensing, certification or registration 
requirements exist. 
CMS has requesled comment on (7) social worker related to the possibility of requiring an MSW 
to fulfill the hospice social worker duties. The BSW curriculum is obviously not as rigo!ous as 
the curriculum fbr an MSW. We believe an MSW is often better prepared to fill the rod of a 
hospice social wbrker, but MSWs are often difficult to find in many states, especially ru!-a1 states. 
We would that the MSW requirement be imposed, but a waiver should be to 
hospices that show cause why they cannot hire an MSW. CMS should keep in mind that many 
hospices will not be able to hire MSWs due to the location of the hospices and local availability 
of MSWs. CMS should also consider that while one MSW may exist in a small rural arka, the 
hospice may not be able to afford the MSW due to price competition for the limited supIjly of 
MSWs in that area. Also, if an MSW requirement is imposed, existing hospice social wbrkers 
must be grandfathered in to allow them to continue practicing as hospice social workers! We 



I \  believe one year bf experience as a social worker is appropriate before becoming a hospice social 
worker. It is not becessary to have this one year of experience in a health care setting.   his 
would significandly limit the pool of new social workers entering hospice, as they are mole likely 
to remain in the kealth cgre setting they were originally hired in. ~ 
41 8.1 14(d) standard: Criminal background checks. 
States already reduire specific criminal background checks that vary by state. We wouldsuggest 
removing this section from the proposed conditions of participation. If the condition redains, 
there must be some guidance as to what law violations prevent staff from being hired and what 
response or actiob is to be taken when a criminal background check reveals violations of the law. 

Sincerely, I 

I Thank you for thk opp&unity to comment on the proposed hospice COPS. If you have any 

- 
J. Brad Hunter 

questions or cornhents related to this response, please contact me at your convenience at 
970-8888, ext. lob or via email at brad@chahospice.com. 

President 1 

(205) 



To: ~ e ~ a r t m e n f  of Health and Human Services 

Re: Medicare :equirements for Masters in Social Work (MSW): file code CMS-3844-d 
I 

I 

Date: June 29,2005 I 

j 

I'm responding to your request for comments concerning the Medicare requirement for 
MSWs in the h d 1 spice setting. The Federal Register article cited several reasons for changing 
this requiremedt. Additional reasons include: I 

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 
experieace enables the student to gain real life experience, which can't be dupliCated 
in a cla$sroom situation. People with a bachelor's degree or Masters in Counseling 
don't rekeive these intense clinical experiences. I 

2) Most h4spitals require social workers to have a MSW as cited in Social Work ~ b d a ~ ,  
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 hospitdl 
setting. w e  interact with clients and their family and friends in a different way,have a 

I better udderstanding of community resources, and since we work primarily with I .  people in their homes don't have the immediate back up of co-workers in difficult 
situatiods. Thus hospice social workers should have the minimum requirement$ for 

I 
I 

of one-year experience in a medical setting enables the 
medical terminology and abbreviations often used in 

documehtation. However, due to the shortage of MSWs, this could be more of 4 
recomdendation than a requirement. I 

present a challenge in meeting the MSW standard. The HHS 1 
suggestion of having assistant social workers supervised by an MSW is a 

I 

Social workers lare called in to deal with difficult and complicated situations, which oft& 
occur when pedple are in emotional andlor psychological pain. Without the necessary 
training and exbertise, well-intentioned people can do more harm. Raising the standard1 of 

i 
care for hospice social workers will better insure that patients and their families and friends 

1 will receive thenecessary support and resources at a very vulnerable time in their lives., 
I 

Thank you for doliciting comments on this very important issue. 1 
Respectively, ~ , 
Marla Karow, ~ S W  
Samaritan ~ve&reen Hospice 
(54 1) 8 12-4659' 
mkarow @ samhealth.org 
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June 22,2005 

I 

1 To whom it may doncern, i 
I 
I 

I 

I 

1 
i 
I 

1 

I 
I 

HOME HOSPICE I 1'- 

( O L U M B U I  ( O M M U H I T Y  H O I P I T A L  

Centers for ~ e d i d a r e  & Medicaid Services 
Department of ~ e a l t h  and Human Services 

- - - - - A .  1 attended -- an infohation - - I  -- session on June 2oth, where I had the opportunity-to be educated on th4 2005, - 
Proposed Medicare conditions of participzhn for Hospice Programs. I fed that strongly that lneed to 
comment on the ploposed issues of Social Work qualifications (41 8.1 14 (7) ) [ 

I 

Attention: CMS-3 
P.O. Box 8010 
Baltimore, MD 2 

I have worked as 4 Medical Social Worker, in the area of Hospice for the last eight years, with a 
bachelor's Up until the last couple of years I would have defended the issue that a BSW was 

o serve in this capacity. I have been in the process of pursuing my Master's ~ k g r e e  in 
last two years; I have found that I do not believe that I have done my past clients 

justice. I feel that k have had the skills to listen and do case management, but the assessment and 1 
counseling skills &ere not as effective as needed. With many Hospices using the Social Worker and 
Counselor as a dukl role I now believe that it will be imperative to have a Master's level person in that 
position. When thkre is the<possibility of having both the BSW and a professional counselor, the skilh of , . 
the ~bcia l  worker is uied to determine if the counselor is needed. I ). 

I 

844-P 

1244-80 10 

A good example df this would be in the area of grief versus depression. So many times we see id IDG's a 
patient being put dn an anti-depressant because of depression. Since taken masters classes I havebeen 
able to do some adsessments and determine that is was grief, and grief cannot be treated with mepcation. 
Treating grief wit$ medication can lead to unnecessary medication reactions, and cost. Where as the 

- .  - 
- -  I 

- - 
, - - -- - treatment for griefj is communication, and counseling.- - - 

With a BSW, you are taught the basics in community resources, case management, advocacy, an& limited 

Coming from a sldaller community I can see the impact that this could have on the smaller mral hospice 
organizations. BU\ 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. i 

assessment skills. 
functioning, and 

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

As a MSW, you are intensively educated on assessment of individuals and fa&ily 
how to counsel them. This is very important when working with Hospice 

I 

Sincerely, 

Lisa ~ e b ; r ~ e ~ o l l ,  BSW, CSW . 
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ASSOCIATION FOR 
CLINICAL 
PASTORAL 
EDUCATION, INC. 

Centers for qedicare and Medicaid Services 
Department df Health and Human Services 
Attention: ~ $ ~ - 3 8 4 4 - ~  
P. 0. Box 8010 
Baltimore, M b  2 1244-80 10 

Teresa E. Snorton, D.Min. ' Executive Director 

Deryck Durlton, M.Div, S.T.M. 
~ssoCiate  Director 

including attdntion to spiritual care. 1 
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. WTc establish 
standards, certify supervisors [faculty] and accredit programs and centers in vbied 
settings. Clinical Pastoral Education (CPE) is the requisite training for board certifichion 
as a professidnal chaplain. ACPE programs promote the integration of personal hi$ory, 
faith traditiod and the behavioral sciences in the practice of spiritual care. We have nkarly 
350 accreditkd programs and over 800 certified faculty nationwide. For fukher 
information about ACPE, Inc. please visit our website at www.ac~e.edu, or contack our 
Executive ~il-ector, Rev. Dr. Teresa E. Snorton at 404-320- 1472. 

Dear CMS : 

This is in 
that hospices 

We would like to offer this response to the proposed rule: 

response to the proposed rule to revise the existing conditions of 
must meet to participate in the Medicare and Medicaid programs. ~ 

Specifically, we are supportive and appreciative of CMSYs commitment to have 
requirements )that focus on the care delivered to patients and their families by hospicds, 

President 
A. Arthur Schmidt, Jr., D.Min. 

St. Francis Hospital 
34515 9th Ave. S. 

Federal Way, WA 98003-6761 
artschmidt@fhshealth.org 

PROPOSED 

President-Elect Secretary i Treasurer 
Joan E. Hemenway, D.Min. Jenny T. Lannom, M.Div. Paula J. Teague, D.Min. 

76 Grist Mill Cir. Presbyterian Healthcare Services The John $opkins Hospital 
Guilford, CT 06437- 19 19 I? O.Box26666 600 v. Wolfe St. 

jhemen@att.net Albuquerque, NM 87125-6666 Baltimore, M D  21287-0005 
jlann~m@~hs.org preagu!l@jhmi.edu 

418.62: LICENSED PROFESSIONAL SERVICES 
The proposed hospice rules contain specific standards for licensed professional services. 
We understadd the rationale for basing these upon State standards for those in other 
healthcare prdfessions, such as physicians, nurses, therapists, medical social workers, 
home health aides, etc. However, professional spiritual care providers are first 1 
extensively tl-aining and then board certified by national professional groups. We would 
encourage that the proposed rules include this requirement of training and board 
certification for those providing spiritual care and counseling in all hospice settings. ~ 

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

The ACPE, d c .  maintains rigorous standards for its educational programs, all of which 
1 

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. ~urthe!, they are revised every five years in conjunction with our application for 
re-recognitio 4 , by the United States Department of Education. 

Pastoral formhtion aids the professional spiritual care provider in self-awareness, values 
assessment, ahd use of consultation. Pastoral competence leads the student in skill 

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 ~ o m m h n  Standards for Professional Chaplaincy and our Code of Ethical Conduct 
adopted by thk Council on Collaboration in 2004, which provides a unified voice of the 
six largest prdfessional spiritual care groups in the United States and Canada. The 
membership df these groups represents over 10,000 members who currently serve as 
chaplains, pa$toral counselors, and clinical pastoral educators in specialized settings, 
including hospice and other healthcare organizations, counseling centers, prisons, or the 
military. 1 

development, 
management) 

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 professibnal, licensed staff are. This protects hospice patients, family, and staff 
with unwanteh, intrusive, and potentially abusive spiritual interventions by those who are 
not professiodally trained, certified, nor held accountable to professional standards of 
practice and ethics. 

i.e. pastoral care skills (listening, empathizing, conflict resolution, crises 
counseling, spiritual assessment, multidisciplinary teamwork, multicultural 

While commdnity religious leaders provide gifts in the provision of religious care to 
hospice and families, professionally trained and certified spiritual care providers 

concepts ofrdligion, spirituality and care, care to the grieving, leadership, management, 
positive use df power and authority, responsible boundaries to name a few. Pastoral 
reflection directs the student in the use of collaboration with other professionals, and self 
and peer evalbation in providing ministry to others. 
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bring to the hbspice 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 within an interdisciplinary team, and 
specialty in ldss, grief, and bereavement care and counseling Board certified chaplains 
work with cobmunity religious leaders to facilitate their care to their religious 
community dembers, 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 recommehd that standards be included to require hospices to employ trained and 
certified profkssional chaplains in order to meet clearly and effectively the proposed rules 
including: ~ 
Proposed 418.52: PATIENT RIGHTS 
~rofessionally trained and nationally certified spiritual care providers are advocates for 
patient rights, educators for patients, families, and hospice staff, and are trained to 
provide spirityal care to those seeking to make treatment and end of life decisions. 

Proposed 41d 54: COMPREHENSIVE ASSESSMENT OF THE PATIENT 
Board certifieh 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. Additionally, board certified chaplains are trained in how to document in 
both clinical and progress notes in ways that articulate clearly to the entire 
interdisciplin$ry team what spiritual issues may impact the overall care of the patient and 
family. ~rofedsional chaplains are guided by and adhere to national standards of practice 
in assessment, interventions regarding spiritual distress, loss, bereavement, coping, and 
the use of relidious and spiritual resources identified by the patient and family. 

Proposed 418156: PLAN OF CARE AND COORDINATION OF SERVICES 
Professionally trained and nationally trained spiritual care providers have extensive 
training and e 1 perience in developing and writing an outcome-based written spiritual 
plan of care fob patients and families and working with interdisciplinary group care 
planning and doordination of services. 

Proposed 418158: 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 ahd maintaining QI and PI planning and projects. All work of board 
certified chaplains is informed and guided by professional practice standards applicable 
to hospice card. 
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Proposed 418.78 VOLUNTEERS 
Clinically trained and nationally certified professional spiritual care providers are skilled 
in the trainin$ and oversight of volunteers, particularly those who seek to provide 
emotional and spiritual care to hospice patients and families. Having a board certified 

I 
chaplain in this role assures the hospice of maintaining patient rights and providing 
appropriate the by volunteers. 

INCLUSIVE SPIRITUAL AND RELIGIOUS LANGUAGE 
We strongly encourage the Proposed Rules be adapted to utilize language that is inclusive 
of persons of all spiritual and religious traditions. Rather than using the word 'clergy' 
(which is a chnstian term) in the Proposed Rules, we suggest the use of the word "Board 
Certified  hadl la in" for those employed by the hospice and "community religious 
leaders" for thbse who serve as community support andlor volunteers. 

Proposed 41h.100 ORGANIZATION AND ADMINISTRATION 
Again, board Lertified chaplains are trained and professionally credentialed and follow 
national standLrds of practice in order to organize, manage, and administer spiritual 
services to caregivers, and families within the hospice environment while 
maintaining dignity, comfort, and advocacy for patientlfamily needs and desires. Board 
certified chaplains serve as educators to other professional staff and volunteers in areas of 

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 thqir rights be respected in all areas of life. For many of differing cultural and 
spiritual backgkounds, the issues of diet, space for cultural, spiritual, andlor religious 
ritual, medication and other treatments, the inclusion of complementary therapies, and 
conversations hround diagnosis, treatment, and death are essential dimensions of patient 
rights. 

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. 

advance care planning, end of life, and spiritual, religious, and cultural 
needs. 
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Respectfully submitted, 

**A- 
Arthur Schmidt, D. Min, BCC 
ACPE ~residebt 

Joan Hemenway, D. Min. 
ACPE president-~lect 

qh&b- eresa E. Sno$on, D. Min., BCC 

ACPE ~xecutibe Director 

ATT: ACPE htandards (2005) 
commbn Standards for Professional Chaplaincy 
commbn Code of Ethics for Chaplains, Pastoral Counselors, Pastoral Educators, 
and ~tddents 
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July 13,2005 

\ Center for Medic a re & Medicaid Services 
Department of ~ k a l t h  & Human Services 
Attention: CMS-!3 844-P 
PO Box 8010 ~ 
Baltimore, MD 2 i1244-80 10 

I 
hospice providers have found the new organization of the proposed CoPs 

friendly. For the most part, new standards are consistent with the 
interest in assuring quality and encouraging a greater degree of 

progiams. We will provide comment on those standards which we 
feel need further 'clarification or where the standards may pose implementation problems for I 

hospices in ~asshchusetts. In addition, we have highlighted our priority issues in bold type. 

Dear SirIMadam: 

Other General cdmments 
well-organized with new structure -- Patient Care followed by Administrative Standards 
The ~ u r s k  Practitioner's role as an attending ph$sician should be included and clarified 
throughoh 
The impah analyses appears to minimize time and cost on most activities 
Palliative Care was not focused upon enough to help move hospice "upstream" 
Concern t hat the Interpretative Guidelines falling from the COPS be clear so that 
differencds in interpretation and enforcement by regions is minimized 
The greatkr flexibility to choose appropriate practices is appreciated 

I 

\ 

-,-- 
4 1 8.3 Definitio hs 
Clinical note - c/lange to include spiritual changes 
Drug restraint - Clarification needed. At end of life (EOL), certain medications can be standard 
treatment to manage tehinal 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 

Thank you for this opportunity to comment on the Medicare &d Medicaid Programs: 
Hospice ~onditidns 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 19b0, whose membership includes 45 licensed hospices in Massachusetts as well 
as other organizalions and individuals who share our mission of advancing and promoting 
excellence in end of life care. 

1420 Providence ~ i ~ h h a ~ ,  Suite 277, Norwood, MA 02062-4662 781-255-7077 FAX 781-255-7078 
E-MAIL: hospicefed@aol. corn WEB SITE: hospicefed. org 



than as Surveyors and hospi'ces will have to agree to the definition of 
at end of life in order to assure that there are options for controlling 

symptoms not responsive to conventional treatment. 

Hospice care - shbuld include that "hospice means a comprehensive set of services provided 
 identified and coordinated by an 

418.54 comprehensive assessment of the patient 
(a) Initial assesiment - requirement for assessment within 24 hours is not practical. About 
half of hospice heferrals 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 consul1 not for an admission. Whatever the source of the referral, the 
familylpatient decides and controls when the admission takes place as the patient must 
elect the benefil. Language might be revised to "make available to the family a visit within 

' 24 hours" or * /-ts otherwise requested by the family," or "contact" rather than "visit.". 

interdisciplinary 

Satellite location 
multiple entities 

team...." Despite memos from CMS to the contrary, some facilities are 

- needs further clarification. With the growth of corporations with 
within a state, Medicare should be clear about what criteria a "satellite" 

becoming licensed as hospice programs with no intention of caring for other than their own 
residents. This dilutes the foundation hospice philosophy of providing care across all 
settings wherevek the patient's home may be and is a risk to potential fraud and abuse. 

must meet if it is to use a single provider number to establish other hospice programs. 
criteria might idclude shared staffing, level of administration on site, and distance of 
service area fro& main office. Clarification on the survey process/time frame for the 
approval procesb is also requested. 

I 41 8.52 Patient's rights 
(a) Notice of righks 

(1) ~ransjation - requirement for written translation could provide problems for hospices 
in urban areas wi\h significant multi-cultural populations. 

(3) InjbrLation about tracking and disposal ofcontrolled substances - Informing families 
about drug policks at the time of admission will be confusing and potentially terrifying to 
families already koncerned about having controlled substances in the home. Given how much 
information is al!eady 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 should suffice until firther explanation is appropriate. Language should consistently 
state "controlled substances" rather than "narcotics." 
(b) Exercise of rzghts and respect for property/person 

(1) ~hou jd  include right to refuse treatment 
(4) Should use language from Home Health COPS more appropriate to home setting 

(e) Patient liabi/ity - Use of ABN form for hospice is still confusing. 



We also rkcommend that the Cops allow the initial assessment of the patient to be carried 
out by other thanan RN, such as by the social w orker, as long as the nursing assessment be done 
by the RN withid 24 hours. Many hospices currently allow this practice. 
(3) Time for completion of comprehensive assessment - 4 calendar days is a realistic time frame 
and necessary giden that 113 of hospice patient die within 7 days. 
(e) Patient outcohe measures - While it is a desirable goal to have "systematic and 
retrievable" data for each patient, implementation will be very difficult for hospices 
without eomputbrized clinical record systems. Many hospices in Massachusetts do not 
have the financkl resources to purchase these expensive computerized systems. Since 
EOLlhospice odtcomes have not been accepted to date by the National Quality Forum, it 
will take leaderjhip 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 phask-in period for this standard is recommended. 

4 1 8.5 6 Interdisciplinary group care planning 
(a) (1) ~ ~ ~ r a a c h  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) Contqnt of the PoC. - There should be no requirement that the family agree with the 
PoC as the patieht7s wishes should prevail. Further clarification is needed if the patient is not 
competent and tiere 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 Diiector to collaborate with 
the attending ph$sician 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. 

4 1 8.5 8 quality assessment and performance improvement 
Performance mehures for hospice and EOL are not agreed upon or uniformly used within the 
provider community and computerized systems are not consistently available for efficient 
collection and s?mmary of data. 
(c ) (2) prog?am activities - An adverse event is sometimes defined as an "unexpected death 
or an incident th a t has serious consequences. " An example would be the unlawful diversion of 
medication leadtg  to the death of other than the patient outside the home. 
(e) (2)ExecuVive responsibility - QAIPI outcomes should be shared on a regular basis with the 
governing body bf the hospice program. 

I 
4 18.64 Core Serbices 
(a) ~ l l owing  the primary hospice to enter into arrangement with another Medicaie certified 
hospice to obtait 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 undsual vacancies, a number of difficulties may be presented. For instance, in 
~ O ~ - C O N ~ D O N  states, the limiting of arrangements to contracting only with another certified 

, . hospice, would but hospices in the position of being required to contract with competing 



hospices and thhs may raise conflict of interest concerns. In addition, since hospices in non- 
CONIDON states 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 lon$ as they ensure that competencies and skills of contracted staff and maintain 
professional responsibility for th'e care they provide. 

(d) (3) (iii) Spiritual counseling - Revise language "hospice need not go to extraordinary. 
lengths to do so!" If spiritual care is important enough to be a core service, the hospice should 
try hard to arrange it. 

41 8.66 Nursing Services 
(a) For purposed, of waiver, what is the definition of a non-urbanized area? 

h 418.76 Home h aPth aide and homemaker services. 
(h) Supervision lof 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 df Care that is being supervised? If the former, this will pose a substantial 
coordination add operational challenge since there may be more than one HHA caring for 
the patient's ledgth of stay in hospice care. 

F'urtherl 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. - I 

418.100 organhation and administration of services 

(a) (2) Servihg the hospicepatient and family - Change language from "consistent with 
patient and fadily needs and desiresWto "consistent with the patient's goals." The former 
language leaves the door open to futile and unrealistic treatment and interventions. Patient 
preferences shohld have priority in situations where there are conflicts in the family. In 
addition, the lidited availability and reliability of outcome measures to date to satisfy this 
requirement shbuld be considered 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. 
(f) Satellite loc a tions - 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 betermining approval of the satellite needs to be further clarified. 

418.102 ~ e d i c a l  Director 
( c) ~oordinatioA of medical care - It is neither realistic nor appropriate for a medical 
direitor to be rdsponsible for directing the hospice's QARI program. The average hospice 
medical directol! has not the time, the training or the interest in administering such a 
program. In M A ssachusetts, there are only two full time HMDs in the state. All other 
hospice programs use the services of a medical director on a part time basis and those 



418.104 Clinich records 
(b) ~uthentijichtion - this is not practical for home hospice care and the financial impact 
would be signitkcant. 
(e) Discharge akd transfer of care - facilities do not want to receive a complete copy of the 
patient's clinics1 record. This is not done in anyother aspect of health care. A detailed 
discharge sumeary is acceptable and consistent with HIPAA standards to provide the 
minimum infoimation necessary.. 

hours are used 
For the 

4.1 8.105 Drues. Lontrolled substances .... 
@) Controlled drugs in the patient S home - language should be fevised to "safety of controlled 
substances" rathkr 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.hospice9s 
printed materials but not necessarily discussed at the initial visit. 

for clinical consultation, IDT involvement and direct patient care. 
QA effort, the Hospice Medical Director should have involvement but not 

(c ) ( 1 )  Use bf DME - the DME vendor, not the hospice, should be responsible for the repair 
and routine maidtenance policies and procedures with the hospice responsible for the 
professional madagement of the contract. 

418.108 Short-term inpatient care 
General inpatient care should be appropriate and available to families who are 
experiencing a ihort-term crisis of a psychosocial nature as well as for an acute symptom 
condition that requires 24 hour skilled nursing care. Criteria for the use of GIP and 
reipite should de clearly defined &separate in their requirements as this is a point of , 

misunderstandihg by professionals and the public. 
(a) Inpatient ccrh for symptom management andpain control - The Cops should retain the 
requirement th i t  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 a t  the routine home level of care. 
(b) Respite - for khis level of care, we agree that an RN providing direct care 2417 is not 
needed on-site ih the facility as respite care is primarily for care giver relief and the patient 
is usually stable! 
(c ) (3) A copv of the entire medical record is not needed, only a discharge summary. 

primary responsibility. 
I 

418.110 ~ o s ~ i c d  providinp inpatient care directly 
(b) Staffing - an RN should be on-site 24 hours a day to provide direct patient care. 
(0) Seclusion and restraint - As stated in Definitions, clarification and mutual understanding is 
needed here. AL end of life (EOL), certain medications can be standard treatment to manage 



terminal agitatidn or induce sedation for those experiencing intractable suffering. When certain 
drugs are used tb 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 practice. As an example, Mrs. S. has advanced cancer and a 
prognosis of just a 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 extrJmely distressed by this unusual behavior from such a gentle person. Mrs. S' 
medication was kitrated to treat the terminal agitation and its resulting violent behavior, the 
symptom was eliminated and she died peacefully with her family at her side. 

~ u r v e ~ d r s  and hospices will have to agree to the definition of "standard treatment" in 
end of lifi  care in order to assure there ark adequate options for symptoms not responsive to 
conventional trektment. 

I 
418.112 ~ o s ~ i c k  in the SNF 
(d) Medical dirJctor - the requirement for communication between the hospice medical 
director, attending physician, SNF medical director and other physiciais is burdensome 
and may restrich access to hospice for nursing home residents. The coordination with the 
SNF medical diCector, attending physician and other consulting physicians should be 
encouraged whkre feasible and when the parties have expressed a desire to be directly 
involved in the batientys care. 
(I) Orientation dnd training of staff- Training of SNF staff by hospice is critical to the care of 
the nursing homb resident in hospice care. However, depending on the number of hospice 
contracts held bd the SNF, it may be impractical for all hospices to be required to provide 
training without loverwhelming SNF staff. Wording should be " 'must assure' orientation of 
facility staff." 1 
4 1 8.1 14 ~ersonnkl qualifications . 

(c ) (7) worker - there was consensus that the minimum education requirement for a 
direct care should be a MSW degree as the level of clinical judgement and 

the culture and environment of a person's home comes only through 
experience, education 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 background checks - CON checks should be required for all direct care hospice 
staff and voluntekrs. This is already required by Mass. statute for all direct care 
staff and volunteers in health care settings. 

I 
4 1 8.1 16 ~omolidnce with Federal. State and local laws 
(b) Multiple locakions - see comments on satellites in Definitions (41 8.3) and Organization 
and ~dministratibn of Services (4 18.100) 



1.- 

We apprkciate the opportunity to offer these comments to CMS on behalf of 
Massachusetts hbspices and hope that the implementation process will move ahead to provide 
updated, fresh 4 d  clear rules to guide care to individualsat the end of life. 
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case study methods, 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 pr$ctice. 

The A~soci~tion 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 the Institute of Pastoral Care; Inc., the Council for Clinical Training, Inc., the 
Associatiod of Clinical Pastoral Educators, and the certification and accreditation 
fimctions okthe Lutheran Council in the U.S.A. 

y 
Richard C. 

Thus ACP$ became the standard setting, accrediting, certifying resource agency in the 
field of c8iriica% pastoral education. It accredits institutions, agencies and parishes as 
clinical paitoral education centers to offer programs of clinical pastoral education and 
certifies subervisors to conduct these programs. 

Preface 

Cabot conceived of clinical pastoral education (CPE) as a method of 

ACPE accredited centers offer clinical pastoral education as: part of theological 
education; training for pastoral ministry; training for institutional chaplaincy; training for 
pastoral cohseling; training for certification as a supervisor of clinical pastoral 
education; and training for other specialized ministries. Theological schools give 
academic dredit for clinical pastoral education according to the credit system of each 
school. ~ 

learning pabtoral practice in a clinical setting under supewision. Anton T. Boisen 
enlarged thk concept to include a case study method of theological inquiry -- a study of 
"living hunlan documents." William S. Keller began supervising theological students in 

indicates a term defined in the glossary; 
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STANDARDS 
of the 

Associa~on for Clinical Pastoral Educa~on, Inc. 

'part one -- Introduction 

I. ~ i s s i o h  of the hoc ia t ion  for Clinical Pastoral Education, Inc. (ACPE) 
The ~ s s o c i ~ t i o n  for Clinical Pastoral Education, Inc. (ACPE) is a professional 
association committed to advahcing experience-based theological education for 
seminarians, clergy and lay persons of diverse cultures, ethnic groups and faith 
mditions. ACPE establishes standards, certifies supervisors and accredits centers to 
provide prdgrms of clinical pastoral education (CPE) in varied settings. ACPE 
approved pkograms promote the integration of personal history, faith tradition and the 
behavioral bciences in the practice of spiritual care. 

11. ~ h i i o s d p h ~  for Promulgation of Stanbards 

-4s a profedsiona~ association, ACPE has responsibility to the public to defme standards 
of conduct kor members and promulgate standards for education and certification in 
clinical pahoral education to safeguard the public and to help assure quality education 
for and corhpetence of practitioners. 

a III. Stand , rds Committee 

A Function and authority 

The Standirds Committee, responsible to the ACPE Board of Representatives, 
recommen4s to the Board standards for e h c a l  conduct of members, clinical pastoral 
education (CPE), accreditation of centers to offer programs of CPE, and certification 
of supervidon. The Board, afier'considering the recommendations of the Standards 
committee, sets the standards for ethical conduct, clinical pastoral education, 
accreditatibn 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 Commissio~s, 
ACPE merhbers, constituents, cognate groups, care recipients, and the public. The 
~tandardsl~ommittee also develops mechanisms for feedback and review of the 
respective Commissions' manuals every five years. 

I The Stand rds 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 
nominatiod by the Representation and Nomination Comminee from the candidate(s) 
suggested by each region. 

Introduction 
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Part ~ & o  -- Standards 
I 

Standard I00 Code of Professional Ethics for ACPE Members 

~aintenanbe of high standards of ethical conduct is a responsibility shared by all ACPE 
members h d  students. 

ACPE mehbers agree to adhere to a standard of conduct consistent with the code of 
ethics established in ACPE standards. Members are required to sign the Accountabilily 
For ~ th icd l  Conduct Policy Rebort Fonn (Appendix 1) and to promptly provide notice to 
the ACPE hxecutive Director of any complaint of unethical or felonious conduct made 
against them in a civil, criminal, ecclesiastical, employment, or another professionil 
organizatiAnls forum. 

Any A C P ~  member may invoke an ethics, accreditation or ~ e ~ c a t i o n  review process 
when a mdmber's conduct, inside or outside their professional work involves an alleged 
abuse of pbwer or authority, involves an alleged felony, or is the subject of civil action or 
discipline another forum when any of these impinge upon the ability of a member to 
h c t i o n  effectively and credibly as a CPE supervisor, chaplain or spiritual care provider. 

~tdaadsard 101 In relationship to those served, ACPE members: 

10 1.1 a f f m  and respect the human dignity and individual worth of each 
person. 

10 1.2 do not discriminate against anyone because of race, gender, age, 
faith group, national origin, sexual orientation, or disability. 

10 1.3 respect the integrity and welfare of those served or supervised, 
refraining fiom disparagement and avoiding emotional exploitation, 
sexual exploitation, or any other kind of exploitation. 

10 1.4 approach the religious convictions of a person, group andlor CPE 
student with respect and sensitivity; avoid the imposition of their 
theology or cultural values on those served or supervised. 

101.5 respect confidentiality to the extent permitted by law, regulations or 
other applicable rules. 

10 1.4 follow nationally established guidelines in the design of research 
involving human subjects and gain approval fiom a recognized 
institutional review board before conducting such research. 

Code of drofessional Ethics 
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standard 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. 

~tdadard 103 In relation to ACPE, members: 

103.1 continue professional education and growth, including participation 
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 consbtent with ACPE standards. 

103.3 speak on bihalf 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 ethical behavior when questioned by 
colleagues. 

~tahdard 104 In collegial relationships, ACPE members: 

104.2 take collegial and responsible action when concerns about 
incompetence, impairment or misconduct arise. 

Code of Professional Ethics 
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~ t d n d a r d  105 In conducting business matten, ACPE members: 

105.1 carry out administrative responsibilities in a timely and professional 
manner. 

105.2 implement sound fiscal practices, maintain accurate fmancial 
records and protect the integrity of h d s  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 enc'ourages persons to work out concerns or grievances informally, face-to-face, 
and in a sdirit of collegiality and mutual respect. If differences are not resolved, a 
complaind 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 
Comp~ainhs of Ethics Code Violations. 

The ~rofedsional Ethics Commission has fmal authority to determine whether violations 
of ACPE dtatandsrds have occurred and to determine fmal disposition of complaints. 
Policies add procedures for registering a complaint, conducting mediation and hearings, 
and dispoding of complaints are found in Processing Cornplaiafs of Ethics Code 
violations1 

d Standar 308 Accreditation 

The Accreditation Commission establishes procedures and guidelines, detailed in the 
ACPE ~cc!reditation Manual, for granting and maintaining the accreditation of an 
ACPE cedter and its programs. The Accreditation Commission has authority to take 
action on 911 accreditation matters, including granting, defening, denying, suspending, 
or withdrawing accreditation for any center, subject to the ACPE appeal process. 
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301-306 ACPE Accredited Centers 

30 1.1 describes the administrative structure .and lines of authority within 
the center. 

All 

30 1.2 provides for compliance with ACPE standards. 

ACPE Accredited Centers shall: 

301.3 describes how commitments to students will be met in the event of 
substantial change within the institution or center. 

Stdndard 30 1 develop and maintain a written plan which: 

stalndard 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 provides students with opportunities for ministry 
and clinical pastoral education. 

302.3 a written agreement that specifies the relationship and operational 
dztails between the center and any agency(ies) whenever a program 
uses elements from any agency(ies) external to itself. 

standard 303 provide these educational resources: 

303.1 a faculty of sufficient size to fulfill program g o i s  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 consultation and teaching within the program(s) 
provided by adjunct faculty andor guest lecturers. 

303.4 individual and group supervision by a person authorbed by ACPE. 

303.5 a peer group of at least three CPE (Level HI) students engaged in 
small group process and committed to fulfilling the requirements of 
the educational program. , 

I 

303.6 access to library and educational facilities adequate to meet the 
the ACPE standards. 

kr 5 Accredited Centers 
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1 303.7 access to current ACPE standards and commissions9 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. 

~tahdard 304 provide all policies and procedures in writing and inform all 
studehts and A W E  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 andlor 
accreditation. (See Guidelines for Student Records, Appendix 12, 
ACPE Accreditation Manual.) I 

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 rights and responsibilities. 

304.9 an agreement for training at the ministry site that includes, but is not 
limited to: 
* authorization to visit patients, parishioners or clients; 

access to appropriate clinical records and informed consent 
with regard to use of studeet materials; and 
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. 

~ccredited Centers 
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Stand~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: 

course content and materials; 
success with respect to student achievement, including course 
completion, certification rate and job placement; 
educaiional methods and supervisory relationship; 
student to supervisor ratio; 
appropriate level of challenge in individual learning contracts; 
assessment of students' use of CPE. 

Standlard 306 accurately describe the center, its pastoral services and educational 
programs. 

0 All statements in advertising, catalogs, publications, recruiting, 
and academic calendars shall be accurate at the time of 
publication. 
Publications that advertise a center's programs shall include the 
type(s) and level(s) of education offered and the ACPE mailing 
address, telephone number and website address. 

Standhrd 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 hclude, but are not limited to: 

307.1 a completed ACPE application. 

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 schooVcompletion of a GED or 
ordination by a faith community or commission to hnction in 
ministry by an appropriate religious authority as determined by 
ACPE. 

307.4 fulfillment of education or experience requirements establishsd by 
the ACPE accredited center. 

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 successfully meeting CPE Level I1 outcomes. 

307.6.3 consultation for readiness for the student and supemisor 
as specified in the ACPE Certification Manual, Part Two, 
IV. A. 

307.6.4 ACPE membership. 

ard 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. 

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. , ,' 

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 supervisasr. 

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. 

ograms 
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308.6 an instructional plan that employs a process model of education 
and ciinical method of learning including: 

308.6.1 delineation and use of students9 goals. 

308.6.2 core crarriculum appropriate to the CPE setting. 

308.6.3 clearly written syllabus. 

308.6.4 evidence of congruence betwecn program goals and the 
Hdission of the institution.. 

308.6.5 program evaluation by the students. 

308.7 presentation and use of literature and imruction appropriate to the 
students9 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 4.5 calendar days of tht 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 Im. 

308.8.4 Student may attach a written response to the supervisor's 
evaluation, which then becomes part of the student's 
record. ea 

,ovides theological and professional education using the clinical method s f  
bg in,diverse contexts of ministry. ACPE accredits two types of clinical 
al  education programs: CBE (Level JILevel IOT) and Supervisory CPE. 
accredited programs provide a progressive learning experience through a 
,el curriculum. Level I curriculum outcomes must be satisfactorily 
ied prior to admission to Level 11. Completion of CPE (Level ILevel 111) 
lum outcomes is prerequisite for admission to Supervisory CPE. 

Objectives/Outcomes 
CPE (Level VLevel 11) 
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<=BE (Level WLevel I 0  enables pastoral formation, pastoral competence, and 
pastGrnl reflection. Some CPE centers offer pastoral specialization(s) as part of 
their Level 11 eurriculiurn. 

eve1 WLevel a) objectives define the scope of the CBE (Level ULevel II) 
curricula. Outcomes define the competencies to be developed by 

studdnts as a result of participating in each of the programs. 

~taohnrd 309 The cente; designs its CPE (Level VLevel curriculum to 
facilitate tlie students9 achievement of the following objectives: 

Pastoral f i r m  ation 
309.1 to develop students9 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 c1,arification of the peer group for the integration 
of personal attributes and pastoral functioning. 

Pasforal Competence 
309.4 to develop students9 awareness and understanding of how persons, 

social conditions, systems, and structures affect their lives and the 
lives of others and how to address effectively these issues through 
their ministry. 

309.5 to develop students9 skills in providing intensive and extensive 
pastoral care and counseling to persons. 

309.6 to develop students9 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 students9 capacity to use one's pastoral and prophetic 
perspectives in preaching, teaching, leadership, management, 
pastoral care, and pastoral counseling. 

Objectives ~ P E  (Level ULevel 11) 10 
I 
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pastoral ~ej7ection 
309.9 to develop students9 understanding and ability to apply the 

clinical method of learning. 

309.10 to develop students9 abilities to use both individual and group 
supervision for personal and professional growth, including the 
capacity to evaluate one's ministry. 

stanhard 3 10 Where a pastoral care specialty is offered, the CPE center designs 
its CPE Level I1 curriculum to facilitate the students' 
achievement of the following additional objectives: 

3 10.1 to afford students opportunities to become familiar with and 
apply relevant theories and methodologies to their ministry 
specialty. 

3 10.2 to provide students opportunities to formulate and apply their 
philosophy and methodology for the ministry specialty. 

3 10.3 to provide students opportunities to demonstrate pastoral 
competence in the practice of the specialty. 

standard 3 1 I Outcomes O ~ C P E  Level I 

The durriculum for CPE Level I addresses the fundamentals of pastoral 
fordation, pastoral competence and pastoral reflection through one or more 
progkam units. Satisfactory achievement of Level I outcomes must be 
docubented in the suppri.isor9s evaluation(s). 

At thb conclusion of CPE Level I students are able to: 

Pastoral Formation 
3 1 1.1 articulate the central themes of their religious heritage and the 

theological understanding that informs their ministry. 

3 1 1.2 identify and discuss major life events, relationships and 
cultural.contexts that influence personal identity as expressed 
in pastoral functioning. 

5 1 1.3 initiate peer group and supervisory consultation and receive 

Pastoral Competence 
3 1 1.4 risk offering appropriate and timely critique. 

Outcomes CPE Level I 
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1 1.5 recognize relational dynamics within group contexts. 

1 1.6 demonstrate integration of conceptual understandings presented in 
the curriculum into pastoral practice. 

1 1.7 initiate helping relationships within and across diverse populations. 

astoral Reflection 
1 1.8 use the clinical methods of learning to achieve their educational 

goals. 

1 1.9 formulate clear and specific goals for continuing pastoral 
formation with reference to personal strengths and weaknesses. 

3 3 12 Outcomes of CPE Level II 

iculum for CPE Level HI addresses the development and integration of 
formation, pastoral competence and pastoral reflection to a level of 
kce that permits students to attain professional certification andlor 
n to Supervisory CPE. The Level I1 curriculum involves at least two or 
gram units of CPE. Supervisors must document satisfactory completion 
.eve1 I1 curriculum outcomes in the supervisor's final evaluation(s). 

nclusion of CPE Levell II students are able to: 

astoral Formation 
12.1 articulate an understanding of the pastoral role that is congruent 

with their personal values, basic assumptions and personhood. 

astora8 Competence 
12.2 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. 

2.3 demonstrate a range of pastoral slulls, including listeninglattending, 
empathic reflection, conflict resolution/confrontation, crisis 
management, and appropriate use of religious/spiritual resources. 

.2.4 assess the strengths and needs of those served, grounded in theology 
and using an understanding of the behavioral sciences. 

.2.5 manage ministry and administrative function in terms of 
accountability, productivity, self-direction, and clear, accurate 
professional communication. 
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11 2.6 demonstrate competent use of self in ministry and administrative 
fimction 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. 

'astoval ReJlection 
11 2.7 establish collaboration and dialogue with peers, authorities and 

other professionals. 

1 12. 8 demonstrate self-supervision through realistic self-evaluation of 
pastoral functioning. 

d 

. Supervisory CPE, qualified persons who have demonstrated pastoral, 
mal, and clinical competence will develop competence in the art, theory 
:tice of supervision of clinical pastoral education. 

:ctives of Supervisory CPE define the scope of the Supervisory CPE 
n curriculum. Outcomes define the competencies that result from a 
sory student's participation in Supervisory ClPE programs. 

-d 3 13 The Supervisory CPE center designs its Supervisory CPE 
' curriculum to facilitate achievement of the following objectives: 

1 13.1 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. 

113.2 to provide students practice in the supervision of CPE under the 
supemision of an ACPE Supervisor. 

11 3.3 to facilitate students' integration of the theory and practice of CPE 
supervision in their identity as a person, pastor and educator. 

-d 3 14 Outcomes achieved by Supervisory CPE students accrue in six 
areas of competency derived from the Supervisory CPE objectives. 
A successfbl candidate for certiWcation as ACPE Associate 
Sopemisor demonstrates the following: 

13 Objectives/Outcomes Supervisory CPE 
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~ t a d a r d  3 15 Competence as a pastoral supenisor: 

3 15.1 maintains personal integrity and a deepening pastoral 
identity. 

31 5.2 demonstrates emotional and spiritual maturity. 

3 15.3 forms meaningful pastoral relationships. 

3 15.4 self-supervises own on-going pastoral practice. 

1 3 15.5 ref ies  one's professional identity as a clinical pastoral educator 

3 15.6 demonstrates awareness of how one's culture affects professional 
and personal identity, pastoral practice, the supervisory relationship, 
and student learning. 

~tanbard 3 16 Competence in the theories of supervision: 

3 16.1 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. 

3 16.2 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. 

3 16.3 articulates rationale for multicultural competence, integrating the 
theory and practice of CPE, which is based on and congruent with 
one's theology. 

dard 3 17 Competence in the practice of CPE supervision including: 

1 3 17.1 individual supervision 

3 17.1.1 assesses an individual student's learning patterns, 
personality, and religious history as a basis for supervisory 
strategies. 

3 17.1.2 supervises students9 pastoral work, giving attention to 
unique patterns of personal and professional development, 
including the ability to assist students' movement toward 
pastoral identity. . 

- 3  17.1.3 defines and evaluates students9 pastoral and personal 
resources, and uses supervisory strategies and 

14 

1 
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interventions to facilitate students' learning and 
development in pastoral care. 

3 17.1.4 assists students in taking responsibility for formulating a 
learning process and evaluating the results of the learning 
experience. 

3 17.1.5 uses one's personality and personal, religious and cultural 
, history as a teaching resource in shaping a personal 

supervisory q l e .  

1 3 17.2 group CPE supervision 

3 17.2.1 facilitates development of group interpersonal interaction. 

3 17.2.2 enables students to use their responses to the program as a 
learning experknce. 

standard 3 18 Competence in CPE program design and implementation: r 
3 18.1 develops and organizes programs of CPE based on program 

- educational principles appropriate to experiential learning . 

1 3 18.2 manages CPE programs effectively. 

3 18.3 develops a variety of CPE program resources. 

3 18.4 uses diverse clinical educational methods. 

3 18.5 works with the theological implications of the ministry context. 

3 18.6 understands and applies professional organizational ethics as they 
relate to CPE and pastoral practice. 

3 18.7 uses appropriate clinical skills and teaching methods that integrate - 

the role of context and culture in pastoral practice and education. 

3 18.8 advocates for students based on awareness of how persons' social 
, locations, systems and structures affect one's ministry, learning and 

the educational context. 

3 18.9 considers cultural factors in the use of learning assessments, 
educational strategies, curriculum resources, and evaluation 
procedures. 

Outcomes Supervisory CPE 
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~tandard 3 19 Competence in pastoral education: 

3 19.1 integrates educational theory, knowledge of 
behavioral science, professional and organizational ethics, theology, 
and pastoral identity into supervisory function. 

3 19.2 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. 

Info+al discussion and consultation are available when adverse accreditation 
decisions are rendered. Applicants seeking accreditation have a right to request a 
revieb of an adverse decision and a right to an orderly presentation of views when 
a decision 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: 
. 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. 
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Standard 4b0 Certification , 

Certification by ACPE is granted by the C e r ~ f i c a ~ o n  Commission. The Certification 
Commission1 establishes procedures and guidelines, detailed in the ACPE Cenijcation 
Manual, for &anting and maintaining certification of CPE Supervisors. 

tion Commission has authority to take action on all certification matters, 
including: &nting, denying or continuing certification; defming and implementing 
procedures hY which certification may be withdrawn; and determining the limits and 
conditions udder which a person in training may practice supervision. All Certification 
Commission decisions are subject to the ACPE appeal process. 

Entry into thk formal certification process requires successfbl completion of at least four 
units of C P ~  (Level VLevel 11) and demonstration of having met CPE (Level VLevel 
11) outcomes. (See ACPE Ce*l@cation Manual.) 

401404 Certification as Supervisorv Candidate 

asd 40 1 Formal requirements include: 

40 1.1 ACPE membership. 

1 40 1.2 college graduation. 

401.3 Master of Divinity degree or its equivalent. 

401.4 ordination or commission to fbnction in ministry by an 
appropriate religious authority as determined by ACPE. 

40 1.5 faith group endorsement. 

1 40 1.6 pastoral experience. 

40 1.7 completion of at least one unit of Supervisory CPE. 
' \  

Stan, d ard 402 Pastoral competence: 

, Demonstrates 

402.1 personal integrity and pastoral identity. 

402.2,emotional and spiritual maturity. 

pastoral relationships. 

Certification Supervisory 

, 

, Candidate 

402.3 ability to form meaningful 

17 
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rd 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 
hnctioning. 

403.2 integrates knowledge, skill, theory, and practice to the end 
that one functions creatively, flexibly and imaginatively in pastoral 
ministry. 

rd 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 supervisioo. 

rd 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. 

rd 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 CBE. 

406.4 relates to and uses interdisciplinary teaching resources. 

406.5 critiques one's supervisory methodology based on feedback. 

ssociate Supervisor 18 
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stanhard 407 Conceptual competence: 

407.1 is familiar with diverse conceptual frameworks in pastoral theology, 
personality theory, learning theory, group proem theory, cultural 
anthropology, social organization, and change. 

407.2 is able to articulate and integrate one's theory, shll and art of 
supervision. . 

407.3 knows the ACPE standards and the history of CPE. , 

407.4 is able to affirm andlor modify one's supervision in response to 
self-reflection, self-evaluation and the consultation of one's 
supervisors, peers and students. 

standard 408 Continues to demonstrate pastoral competence as defined in 
~ t i n d a r d  402. 

I 
409kl0 Certification as ACPE Supervisor ( 

~taddard 409 Formal requirements: 

1 409.1 certification as Associate Supervisor. 

' 1  409.2 ACPE membership. 

409.3 having conducted at least two independent unis of CPE 
following certification as Associate Supervisor. 

Standard 4 10 Professional competence: 

Demonstrates 

4 10.1 supeniisory competence and conceptual compstence as defined in 

I 
Standards 406-407. 

410.2 autonomy in CPE supervision that is both responsible and collegial. 

I 

~tahdard 41 1 Continuation of supervisory status is continpcnt upon: 
I 

4 1 1.1 adhering to the ACPE Code of Professional E h c s  

1 41 1.2 demonstrating spiritual and educational grourh. 

19 Certificarion ACPE Supervisor1 
Continuation Superviso'ry Status 
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41 1.3 supervising students in an ACPE accredited program at 
least once everythree years or participation in other CPE-related 
educational activities. 

I 

4 1 1.4 maintaining ordination or commission to function in 
ministry by an appropriate religious authority. 

4 1 1.5 maintaining faith group endorsement. 

41 1.6 participating in peer review at least every five years in 
accordance with regional procedures. 

4 1 1.7 maintaining membership in ACPE. 

eciprocitv for CPE Supervisor Status 

dures and guidelines for reciprocity shall be included in the ACPE 
ication Manual (Part Two, IV. K). Organizations with which reciprocity 
are published in the ACPE Directory. 

ppeal of Certification Decisions 

:ants seeking certification have a right to request a review of a negative 
on and a right to an orderly presentation of views when a decision is 
led. Members of sub-committees rendering a negative certification 
on are prohibited from discussing the dynamics of the review process with 
plicant or anyone outside the committee until the time for filing an appeal 
~ssed. 

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. 

4 13.2 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; a 
e not supported by substantial evidence in the record on which 

the negative decision was based. 

ippeal Certification 2 0 
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PART THREE -- GLOSSARY 

ACPE center -- an administrative s m m r e  (or entity) authorized by the ACPE 
~ccreditat idn Commission to conduct programs of CPE (Level IILevel II) andor 
Supervisory CPE. A center is responsible for providing (or contracting for) and 
coordinating those components identiiied by ACPE standards as necessary for clinical L pastoral lea g to occur. The term applies to such structures with Candidacy or 

Q Accredited Ahember status. 

q.< ACPE ~ i r e d t o l r ~  -- The official ACPE listing of accredited ACPE centers and their 
designated phograms and supervisors: member seminaries; denomination, faith group 
and agency &embers; network membfrs; and international affiliate members. 
Supervisors (Associate Supervisors. ACPE Supervisors, retired supervisors, 
Supervisory Candidates) and clinic21 members are listed on the ACPE website at 

ACPE ~ u ~ e h i s o r  -- person authorized by ACPE to function autonomously to conduct 
CPE (Level h e v e l  II) and Supervisory CPE. 

Accreditation -- authorization, granted by the ACPE Accreditation Commission, to 
conduct probarns of CPE (Level/ Level 11) andor Supervisory CPE, based on 
demonstrate4 ability to meet ACPE standards. Accreditation ordinarily consists of two 
stages: Candidacy (pre-accreditation) md Accredited Member status. A separate 
accreditatiob I .  is required to offer Su~srvisory CPE. 

~ccreditat idn review - formal process for examining a proposed CPE center's or ACPE 
accredited cdnter's compliance with ~ C P E  standards and procedures, and for taking 
action on the accreditation of the cerrsr andor its CPE program(s). 

Admission -1 acceptance of an applimt into a designated CPE program. n Admission i terview -- the meeting of an applicant to a CPE program with a qualified 
interviewer \o discuss the applicatior provide information, assess the applicant's 
readiness fo] CPE, and discuss the scrability of the center to the educational goals of the 
applicant. A face-to-face meeting is srrongly recommended. 

Appeal -- fokmal request for reconsiicration of a decision made about ACPE 
certification by the Certification Commission or ACPE accreditation by the 
Accreditation Commission or form4 challenge of a decision by a panel in the 
professional bthics process. 

Associate ~ d ~ e r v i s o r  -- person authorized by ACPE to function as an autonomous CPE 
supervisor $or a limited period of t k c  and who has demonstrated to the Certification 
commissiod: (I) successful integratian of theoretical positions with supervisory practice; 
and (2) supehisory identity and skilh sufficient to allow autonomous functioning that is 

I '  - responsible and collegial. 

2 1 Glossary 
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Clinical mekhod of learning -- an educational model that uses data from the actual 
practice of kinistry as the content for reflection. 

Clinical Pastoral Education (CPE; clinical education, clinical pastoral learning) -- a 
method of darning ministry by means of pastoral functioning under supervision as 
developed by ACPE. It is a process model of education, predicated on students' 
individual nkeds that are compatible with program objectives. ACPE distinguishes two 
types of C P ~  programming: CPE (Level 1 Level 11) and Supervisory CPE. 

~uthorized -- authority given by ACPE for specific persons to serve as primhry 
supervisor for a unit of CPE, i.e. ACPE Supervisor, Associate Supervisor, or National 
Association 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 supervihon of an ACPE Supervisor and may sign students' evaluations in 

coimissiob -- a representative group given authority to make decisions on behalf of 
ACPE. ~ 

conjunction with the supervisor, but may not sign the ACPE student unit report form. 

component -- one of the structured elements that comprise a CPE program. 

Certification -- action by the ACPE Certification Commission to grant the time-limited 
status of ~ u b e r v i s o r ~  Candidate or Associate Supervisor or the status oFACPE 
Supervisor ko persons affmed,in a ;eview as having satisfied ACPE stan@rds for the 
respective status. 

Complaint L- a grievance, presented in writing and signed, involving an alleged 

consultatidn -- a meeting of persons in which an individual or group seeks feedback and 
non-bindind advice about functioning, progress andlor plans in CPE. 

violation of 
Ethics. A 

Contract fdr learning -- an agreement developed cooperatively by a student and CPE 
supervisor bhich establishes the learning goals of the student and the means to achieve 
those goals ln a unit of CPE. 

the ethical criteria established by ACPE Stanaards 100 Code of Professional 
complaint must identify the specific standard alleged to have been violated. 

CPE Level h -- a program consisting of CPE unit(s) in which the student focuses on 
meeting the outcomes established in ACPE Standard 3 11. 

CPE Level 11 -- a program consisting of CPE unit(s) in which the student focuses on 
meeting the outcomes established in ACPE Standard 3 12. 
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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. 

the total educational program of CPE, including its methodology 
i.e., conceptualididactic sessions, ministry practice, clinical 

critique, seplbnar types, written materials, bibliography, other creative experiences, etc.), 
appropriate tb the center's CPE programs. 

I, Cultural hu ility -- an attitude of respect when approaching people of different 
engagement in a process of self-reflection and self-critique 

to move beyond one's own biases. 

system of meanings, attitudes, feelings, values and behaviors that 
is shared by group of people, a particular society or population, and is communicated 
from one gederation to the next via language and/or observation. Culture regulates and 
organizes d a t  a group feels, thinks or does, but may be expressed individually in a 
variety of ways. Culture includes: familial roles, patterns of social and interpersonal 
communication, affective styles, values and ideals, spirituality and religion, habits of * 

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. 

thinking and 
geographical 

I 

Ethnic Identity -- refers to people who share a common nationality, culture or language. 
Race refers tb differences due to observable physical features, such as skin color, hair 
type and coldr, stature, head shape and size, and other facial features. Both are socio- 
cultural conslructs, defined communally and contextually. 

I 

artistic expressions, customs and norms, rituals and celebrations, and 
and historical location. 

Faculty -- pkrson(s) employed or contracted by the ACPE center to provide clinical 
instruction abdior direct supervision of students' pastoral or supervisory formation and 
function. A faculty member must be certified as ACPE Supervisor, Associate 
Supervisor Ar Supervisory Candidate. A Supervisory Candidate functioning as a 
clinical educhtor must work under the supervision of a person with current credentials as 
ACPE supelvisor. In a center dually accredited by the U.S. Catholic Conference and 
ACPE, a ~adional 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 ~ u ~ e b i s o r .  

Grievance -1 an alleged violation of ethicaliand or professional conduct believed to 
afford reasod for a complaint. (See defmition of complaint.) 

2 3 Glossary 
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lmpairmedt -- state of reduced professional functioning wherein a practitioner fails to 
provide sad,  ethical, competent service due to organic illness, excessive use of alcohol 
andlor drugs, stress related disorder, mental or emotional disability, or deterioration 
through the aging process. 

Master of bivinity degree or equivalent -- graduation from an accredited theological 
school with a Master of Divinity degree; or ordination from a recognized Jewish 
seminary; dr three academic years of fill-time (or equivalent part-time) post- 
baccalauredte accredited, theological education; or a post-baccalaureate theological 
degree witd such additional study and "ocational 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- 
baccalauredte theological course work and vocational formation experience as may be 
evaluated bk an appropriate ACPE regional certification committee to constitute an - 

equivalent Level of study. 

Member -- for purposes of the ACPE Standards, individuals holding the classltype of 
membershi 1 in ACPE as ACPE Supervisor, Associate Supervisor, Supervisory 
Candidate, 'supervisor on Leave, 'Retired Supervisor, Clinical Member, Student 
Affiliate ~ b m b e r ,  and Retired Member as defmed in the ACPE Bylaws. 

~ultieultubal -- a society made up of peoples of many cultures, in which there is cross- 
cultural intdraction and intercultural engagement. 

Pastoral competence -- the discovery and use of skills necessary for the intensive and 
of ministry. 

-- the exploration and development of one's pastoral identity and 
practice thrbugh integrating one's heritage, theology and knowledge of behavioral and 
social sciedces. 

Pastoral ~eflect ion -- the process of increasing awareness and understanding of, ind 
ability to articulate, the meaning and purpose of one's experience in ministry. 

Pastoral ~decialization -- development of pastoral competence in an area of ministry 
with an ide4tified focus in a particular setting or context. 

Peer group -- small group of at least three CPE (Level HI) students engaged in small 
group procdss and committed to filfilling the requirements of the educational program. 

I Policy -- a e t  of rules andlor directions on a designated subject, congruent with ACPE 
and guidelines, by which decisions are made. 

8 

to be followed in a regular and definite order to accomplish a . 

designated kurpose. Procedures for accreditation of centers, certification of 

Glossary 1 



I ACPE Standards Revised January 2005 

dealing with complaints of ethics code violations can be found in the 
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 beink finished or perfected. . 

~rofess ionaladvisor~ group (professional consultati2.n group, committee, etc.) -- group 
+ - - :; of interdisciplinary professional resource persons'usedi>he ACPE center at rsgu!ar 

di 
intervals ove! time to provide advice and consultation ficenter and program planning, 

evaliation. Members of this group are qualified in their fields 

I 

Program unit -- a unit of CPE, as defined in ACPE standard 308.1. The curriculum of 
a program udit 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 t ide  shall be no less than 400 hours. 

Qualified interviewer -- ACPE supervisor or other person meeting these criteria: 
knowledgeable about current ACPE standards, procedures, practices, and 
objecbves, 

a objechve as to the interests of the applicant, church, seminary, center, and CPE, 
a able tb recognize those qualities of well being, personality and faith which will 

enablk an applicant to develop in CPE, 
able tb dynamically engage the applicant and assess readiness for CPE, 

a able tb assess the applicant's potential to benefit from CPE in the center(s) to 
whici application is being made, 

and who ma)/ prepare an admissibu interview report that becomes part of the applicant's 
CPE application. 

I 

Reciprocity 1- mutual exchange of the status of certification of CPE supervisors as 
authorized by the ACPE Board of Representatives. 

I Representative -- person appointed, elected or employed, who serves in an ACPE 
regional or national office or position or chairs a committee or commission. 

+ @ *  

Sexual exploitation -- any sexual advance, request for sexual favors, or physikal contact 
of a sexual nature, even if by mutual consent, between persons in situations of unequal 
power. Sexual 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, id considered a violation of the ACPE Code of Professional Ethics. 

Social loeatibn -- 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. 

3 
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1 Standards- adequate and relevant parameters of educational quality that define and 
advance lxaitice and provide a framework for evaluation. 

I Student -- derson 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, 

. - Guidelines for Student Records.) r;+ 
a - -  'j* 4 ,. 

2- 6 . L  

(C-PE supervision,'pastoral  supervision)^^ an educational method by which 
a supervise? through a face-to-face relationship, enables students to learn about self, 
others, the sGritual, and ministry from clinical experience and examination of that 
experience do that students integrate their learning in their professional identity and 
functioning.~ 

-- a clinical pastoral educator who satisfies ACPE requirements for 
either an ACPE Supervisor or Associate Supervisor. 

supervisory Candidate -- an admission status into the certification process granted to 
' students in Supervisory CPE who demonstrate readiness to supervise students in 
programs o 1 1 CPE under the supervision of a person with current credentials as an ACPE 

I Supervisor, may supemise students under supervision, but without direct observation, 
as m h e r  sdpervisory competence is gained. 

Types of C ~ E  programs -- CPE ( ~ e v e l  ILevelI) and Supervisory CPE, with 
standards, bbjectives and admission requirements specific to each type. 

Glossary ~ 



ACPE Standards Revised January 2005 

PART FC 

APPENDE! 

R -- APPENDICES 

Accountability For Ethical Conduct Policy Report Form 

Appendices 



I ACPE Standa ds Revised 2005 

I 
APPENDIX 1 

I 
ACCOUNTABILITY FOR ETHICAL CONDUCT POLICY 

I REPORT FORM 
I 

For the purposes of this Policy. "member" refers to: ACPE Supervisors, Associate Supervisors, Active Retired 1 , Supervisors, Supervisory Candidates, and Clinical Members. 

I certig that (ai no discipline . or corrective action arising from a complaint of unethical or felonious 
conduct has bee+ 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 transferfed or terminated, nor negotiated a settlement from a position for 
reasons related !o unethical or felonious conduct. 

Date / ~ / 

Signature 

If the above ~ a d n o t  be certified, please provide an account of the complaint including the forum, the 
charges, and thd final outcome. Provide the names of people involved in the process whom you authorize 
to provide f i l l  ihformation to ACPE representatives. Prior actions are not an automatic bar to ACPE 
membership. hach situation will be evaluated on its own merits by an Accountability Review 
Committee coAposed of the Executive Director, the Chair of the Professional Ethics Commission 
(PEC), the ~ h / i r  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, otder forum's findings or subsequent remedial actions according to the judgment of the named 
representativek to the Accountability Review Committee on behalf of the Association. If denied, the 
applicant may Jesubmit an application at a later time. Decisions are final and binding on ACPE. (Attach 
pages ifnecesshry.) 

I 

I understand th+t as a condition of membership in the Association for Clinical Pastoral Education I will 
provide to the Association timely notice of any complaint of unethical or felonious conduct filed against 
me. I agree to brovide 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 1 1 1 

Signature S 
Printed i 

Current ~embbrsh ip  
Category 

I 

Appendix - - I  Accountability for 
I: Ethical Con d uct 

;* 
$.' 
l a 



Comments for C~S-3844-P 

Medicare and dedicaid Programs: 
Hospice ~onditiAns of Participation 

July 13,2005 1 

"II. Background (bg 30840) 
A. The Medicare hospice Benefit 
Hospice care is ad approach to caring for the terminally ill individual that provides palliative care 
rather than traditibnal medical care and curative treatment. Palliative care is treatment for 
the relief of pain a d  other uncomfortable symptoms through the appropriate coordination of all 
aspects of care nJeded to maximize personal comfort and relieve distress. Hospice care allows 
the patient to rel$ain at home as long as possible by providing support to the patient and 
family, and keeping 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 do build upon. The emphasis placed on patient comfort and dignity resonates 
through out the edtirety of the Conditions of Participation with the exception of the way that 
outside staffing id 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 fdr." Pg 30850 

Unfortunately the authors of this passage are incorrect about a hospice's ability to "plan staffing 
for" continuous c p e  for two main reasons. 

Continuous car& Patient Census are Extremely Unstable 
According to pre?ious regulations continuous care is only to be given to patients in crisis that 
need eight or mok hours of nursing care per day to be maintained at home. By their very 
definition continuous care patients are critical unstable patients. It has been our experience that 
continuous care patients survive an average of three to four days before passing on, and have the 
habit of going intb a periods of crisis which necessitates continuous care at very inconvenient 
times for their hobpice 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 bb 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? 

e Continuous Car, Shifts are Generally 12 Hour Shifts 
In order to maintain consistency of staff with a patient and their family that is facing immanent 
death, ~ontinuouk Care Shifts normally last 12 hours. In contrast the average routine visit lasts a 
little longer than 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 mdmber to take on an extra 12 hour continuous care shifts on top of their 
previously schediled routine care visits. 

If a hospice is going to "provide support to the patient and family, and keep the patient as 
comfortable as pdssible while maintaining his or her dignity and quality of life", they need to be 
allowed to use ady experienced qualified nurses they can find, otherwise you are holding them to 
a standard that is impossible to live up to unless they use the tools (staffing agencies) that you 
have forbidden t 4 em to use. If the reason for this restriction on the use of staffing agencies stems 
from anxiety reg&ding the quality of staff provided by staffing agency than why include the 
following in the donditions of participation? 
' i i s  with all other contracting arrangements, the hospice would be required to maintain 
professional madagement responsibility for the service(s) being provided under arrangement as 
well as the indiviUual(s) providing them. " pg3085 
I f  there is still a duestion 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 ohtside agency such as in the realm of continuous care, but instead overseeing 
them. Why not shrvey staffing agencies for the right to see hospice patients? If the staffing 
agency is enforcihg the standards set for in the conditions of participation than your anxieties are 
eased with a surdey, if a staffing agency is not living up to those standards than they can be 
forced to shape Jp or stop seeing hospice patients. Either way quality of care for hospice patients 
is improved and bore 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 pLtients, caregivers and families necessary for the palliation and management of 
terminal illness. ~ 
(a) Standard: Sewing the hospice patient and family. The hospice must ensure-- 

( I )  #hat each patient receives and experiences hospice care that optimizes comfort 
and dignity; and 

(2) That each patient experience hospice care that is consistent with patient and 
fqmily needs and desires. " (Sec 4 18.100) 

Unfortunately nurses do not take turns being sick or having family emergencies, and patients do 
not wait their t u h  to enter into a period of crisis. If you truly want a hospice to live up to the 
standards cjuoted 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 ydur time. 

Shauna L. stone1 


