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Centers for Medlcare and Medlcald SerV|ces : S R ‘
Dept. of Healthrand Human Servrces A R
Attn: CMS- 3844‘1P T L e
POBox 8010 &~ - R S
BaIt|more MD 21244 8010 ' Lo >
. Dear Slr or. Madam DR ‘, ,4 ‘ - |

Thank you for thls opportunlty to comment on the Medlcare and Medlcald Programs
Conditions of Part|C|pat|on Proposed Rule pubI|shed on May 27, 2005 in the Federal
Register.. The f\ollownng comments aré derived from participation in the Hospice and
". Palliative Care Assomatlon of New York State audio conferences re: the proposed: -
\changes as well as'from personal observat|on of the effects these changes may have
/on our smaII rural hosplce |n Upstate New York: \ R
"7 <"~ The work that has been done by CMS to modlfy the CoPs is to be commended "The
© shift in focus from a somewhat punitive’ stance“looklng to d|scover flaws, to one of

Y

"performance |m‘provement focusmg on cI|n|caI outcomes and reaI outcomes is . o - ._.{30 o
;\welcome R . P S | Co L Park

o - L Co . Street
- FoIIowmg are comments and suggestlons for changes to the proposed reV|S|ons They New York =~
arein bold type. Vlgnettes from our-own hosp|ce experience W||| foIIow certaln S 1eess
recommendatlons and will be indented and in.quotes. R T e
“ e L R fo T T Raxsts T
f.-SubpartA Defnltrons T PR R ST Lo eeg;g ’

""v(a) (3) Attendlng physman please add (3) I'he hosplce medlcal dlrector hosplce s

. Durkee.

‘phyS|C|an or nurse practltloner may also act -as: the patlent’s attendmg physmnan . Strest

: Surte

Add “Counselmg SerVIces counselmg services are services that assrst the -~ - 200

. patient/family to minimize the stress and problems that arise from the termmal P'i;ﬁ"\’;ﬂ:

> ‘|I|ness or from the dymg process D . v T T a0t - _
. o Lo ' ' : Co L vl Telste .
o Dru‘g-restra'mt a med|cat|on used to control behavnor or to restrlct the patlent’ 561 8465 -

SR g ) 5187
.. ‘freedom‘of movement, which is not a standard hospice treatment for a medical o 56?"3, 52

o psychiatric COndltlon or not requested by the patlent of the patlent’s surrogate o
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Our hosplce frequently uses Atlvan or HaIdoI for termlnal restlessness T T
. and anX|ety Terminal: restléssness iS a common occurrence in the dy|ng A

: person and |s uncomfortable for both the patient and the fam||y Atlvan o
- and HaIdoI are very effective at calmlng the terminally restless, thus .

creating a miuch calmer atmosphere for the: patient and familyto - . ; 'jﬁ". SN

. ‘ expenence the death, We believe it is within the patlent s rlghts to have
- avallable to them the medlcatrons that can provide the greatest: degree of .
‘ = _symptom control.. In addmon having to report the deaths of our patlents

- “who have been prescribed. these medications would create unnecessary

‘ and one rous add|t|onal paperwork unless sald death was unexpected "

Ty . \\,“t_

Nursmg Serwc s care prowded by a Ilcensed nurse or under the superwsron of a-

||censed nurse as aIIowed by Iaw o T . _-"‘f,\ o

P
'

P e ('

Palllatlve Care {add |nterd|sc|p||nary group to the deﬁnltlon palhatwe care |s patlent

: and family-centered: care that optimizes quallty of life by ant|C|pat|ng, preventlng,

. and. treating sufferlnq Palliative care uses an mterdrscrplmary team to address _f SN ’

physrcal mtellectual emotlonal -social and spiritual needs and to facilltate patrent

' autonomy, access to |nformat|on and chorce o S AR

Patlent’s re5|dence |pat|ent’s chosen«settlng in whlch he/she I|ves R O S

Sectlon 418, 52 (,ondmon of Part|C|pat|on Pat|ent s Rrghts
Section (a) Standard Notlce of Rights. . | e

TN

,Sectlon (a) (3). needs to be adjusted. to assure patlent and famlly comfort Would

prefer this section to read: “The Hosplce must inform the pat|ent and family of the

4

‘hospiCe s.drug polrcres and. procedures re management and disposal of controlled .~ Y

- substances dunng ithe comprehenswe assessment ? ‘We, would prefer to have thls SN
_information inc uded in the admission packet, introduced and then gone over ata <
later date. - Patlents and famllles are exhausted by the admlsswn process and B

would not necessanly be abIe to take in extra mformatlon ‘ '.i L

care

(a) 1) (VI ) Please add the “rlght of the patlent to refuse treatment” i

Sect|on (e) Patle‘ht Llab|I|ty . : / AP N

e

(a) (1) (v ) Please add the “rlght of the patlent to be mvolved |n her or her plan of

o, . K ' e - N

B
N

. Please consider changmg the Standard Ianguage to read

. “Before care is. |n|t|ated the patient must be informed, verbaIIy and in wr|t|ng, and

©ina Ianguage that he/she can: understand if payment may be expected from the -

: patlent as well as hosplce s intention to bill’ Medicare, Med|ca|d or thlrd party " . L

payers or other resources of fundlng known to hosplce

“As a smalt rural hosplce itis wrtually impossible for us to identify i |nsurance f.‘ f el

coverage during a weekend or after hours admission. Would it be - - .

_acceptab_le that the patlent and fam|Iy be |nformed that coverage\has not

; »ﬁ\‘
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/ o ﬂ,the cost of hospice serv1ces’? In our world of decllnlng length of stay, the: ;

Sectlon (a) St-awdard' In|t|aI Assessment'- n

L

Y
oy

\
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" been determlned and therefore that they may be personaIIy responsrble for

) |mperat|ve is that they get hosprce care as soon as pos5|b|e |n order to reap
- the beneflts of our servrces ‘ . _

)

/\".
= o

W ‘A(.' ' B .

e ZT\here i's"no' “phy5|cnan admlssmn order for care” We recommend that thrs be SR

_changed to “phySIcnan s certlflcatlon” to be conS|stent wrth the Hosplce statute

A <

. ‘Sectron (b) Standard T|me frame for completlon of the comprehenswe assessment

A ‘vaIease consrder maklng thls a 7 day tlme frame Reducmg thls to 4 days would put

m't

Sectlon (d) Standard Update of the comprehenswe assessment

S serV|ces . o

-undue pressur‘e oh the patient and’ fam||y at a highly stressful time. .+

- “Atour hosp|ce and 1 believe all hospices, our prlorlty is’symptom control
- Having' a four day restnctron would place pressure on patlents and fam|||es
" 'who may be dealrng with any. number of stressors, both phys|caI and .
'emotlonal | believe strongly that our: IDG members are: quallt"ed to make the o -
o 'dec|S|on on what d|scrpI|nes have the’ |mperat|ve to getinto a home qwckly If o
- we have a|patient deallng with mtractable nausea who i is retlcent to have new - ‘j N
'7folks in his home and we mandate that he also have to see the social worker SR ,\: I
to’ meet regulatlons we are not keeprng the patlents rlghts in m|nd L S

Please conS|der changlng the Ianguage re the attendlng physnman to read ‘. th'ed - _ _
attendlng physrclan if he/she is wrllrng to partrc:pate ”. /Attendlngs are |nV|ted to - 7 -
parﬂcnpate in IDG meetlngs most do not probably due to tlme constralnts S T

',\',4‘
P

.:u (,

Please cons1der changmg thls time frame from “every 14 days to every two: weeks o

e " or “15'days”.- This change wouild prowde the erX|b|||ty to accommodate holidays, 5 _
- emergencies,. staff schedules and would synchronlze W|th the Hosplce 90/90/60 SEVEEREIY

certlf' cat|on penods W|th m|n|ma| |mpact on the CoPs

418 56 Condltlon of Part|C|pat|on |nterd|SC|pI|nary group care pIannrng and coordlnatlon of

VAR

Sectlon (a) Standard Approach to SerV|ce De||very

(1) (i) please change to “the hosplce Medlcal Drrector or physman de5|gnee” to be

- consistent with \the other: sectlon of the CoPs. This change WI|| also alleviate a
potent|a| proble |f the Med|ca| Dlrector or hosprce physmlan is. also the. attendmg

(2) Thls should be removed or changed to read if a hosplce has more than one
|nterd|sc|pI|nary ‘group,-there will be con5|stency across. teams and aninclusive .

_ process: for developlng pohmes that. represent all disciplines and teams, with: fmal R
authorlty restrng wlth the governlng body and senlor management It is the role of

. (". . '/
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Sectron (d) Standard Revrew of Plan of Care o

.

(s . .
o Lo o o]

‘ the governlng body to establlsh poI|cy for an orgamzatron s0 the eX|st|ng |anguage
s not onIy contrary to common practrce but aIso to corporate Iaw

;Sectlon (c) Stan‘dard Content of Care Plan | »"\} om0 o o

.7 (C)e6) Regardmg famlly agreement strongly recommend that “agreement” be : PR
- “deleted. . . |- o - S

, “It is 5o cornmon in- hosprce to have famrly members at odds wrth one A
o another To mandate famlly agreement could potentlally stop a patlent s o
_ hospice care in it's tracks.’ To be sure, we work:with families to overcome .~ - (- .o "
L dlsagreements we. medlate arguments and we work very drhgently to try and
o .bring families: together but famllres are.dynamic entities and we are never
fully: assured of agreement UItlmater iti is the patlent sor the patrent s '

-'surrogatewhoqetthefnal say ’ NI ‘

rAgaln please con3|der changmg “every 14 days” to every two ‘weeks or “15 days”.r" '

. .This accommodates for holidays, .emergencies and staffmg and synchronlzes wrth' e S
the hosplce 90/90/60 day certrf' catlon perlods e : : T

f_PIease do not separate the medlcal d|rector or phys|C|an desrgnee from the rest of

the hosplce |nterd|sc||plmary team at the begmnmg of this standard. The team is -

based on the ph|Iosophy that no one'is more important than anyone eIse that

- -‘418 58 Cond|t|on %f Partrcrpatron Quallty assessment and \performance |mprovement

) - ‘everyone’s voice is heard equally because they represent the different and equally'{ 3
o ‘lmportant parts of the whole patient. We have worked very hard to create th|s ‘ .
. l_;vequahty Please\ reconslder taklng it away 5 j ‘ .\x_ e

;Hosplces across the country are acknowledgmg and actmg upon. the need to be more o

. data driven. It WI|| take tlme to fuIIy develop QAPI protocols As weII |t W|II take

R :,peOpIe power. Lo
AT Asasmal| rural hosprce it is very drffrcult and t|me consuming to put |nto T

' We recommend that hosplces be aIIowed to contract for contlnuous care staff on a

Ve

_ place all the data collection and analyS|s that we would like.to. | am ofthe o
- belief that this is defmtely the d|rect|on in-which we need to grow but | also - W
.+ have a hard\tlme paying the salaries of my. cI|n|caI staff, my compllance staff, .
" my. admrnlstratrve and support staff. Tacklng on more hours for collection

‘and ana|ysrs adds up: Will CMS.consideri lncreasrng hosprce rermbursement

¢

: to augment the added person power'?” o

ac .‘ P e

418 64 Cond|t|on of Partrcrpatlon Core Serwces L '

“routine basis. ,"w e
' Agaln as.a small rural hosplce servrng 1700 square mrles of upstate Newt P o
York, it is nearly lmpossrble for us to give contlnuous care -Our nurses are i ;

overworked \T'and we have one LPN for 1700 square m|Ies If someone is |n R . .

’ T . Lo - < s ) - -' At 2
T rA T e \ . ,‘t} P oo ks

e e




: }\Sect|on (b) Standard Authent|cat|on e

. o g:.:( . ) :
need of 'ItanOUS care we are maore llkely to admrt them to the hospltal
Berng able/to contract for these serV|ces would alIeV|ate areal stafflng

. .;' CrUth ", ) - ) . S . , ’ , l:_‘\\ ’ R “ N .

. j\'.

v

_' :'41'8 76 Cohdrtron of Partrcrpatlon Home health alde and homemaker services ;
N Agam please cLonsrder changmg “every 14 days" to “every two weeks” or “15 ‘
days” for the reasons stated pr|or : \ :

418 102 Condltron of Partrcrpat|on Medlcal Dlrector R W
Sectlon (c)Standard (,oordrnatron of Medlcal Care\ IV

s L t:. :

We strongly recommend that the Iast sentence in th|s sectlon be revrsed to read

- “The Medical Director or phyS|c|an desrgnee is also responS|ble for partrcrpatmg in: O
: “the hosp|ce S QAPI program. .The program may be drrected by the medlcal d|rector, T
"~ physician de5|gnee or other qual|f|ed professmnal AR S

““In‘this small rural hosplce we have a very busy gastroenterolog|st as our
R .volunteerlmedlc -al director.. On our QAPI committee we have ‘a Director of
.V« . Public He‘alth Nursing,.2'local phyS|C|an board members (one’ retired) and Ty
A three nurses as well as our Medical D|rector Our committee is led by the . v
o _retrred doc with an. enormous amount of help: and talent from the otherlocal -
physician and the nurses. It would\be poor form to belittle their inputand "
' ‘commrtment in-order. to have the one doc with the least amount of t|me hold

the trtle in name only

- ; .

r N A c - ‘ o . v
~ 0 P . ‘ o C : o .

. This section is’ doableé in.a hospltal setting but not for home based hosp|ce
R Nursmg facﬂrtrbs and Home Health agencies do not have this standard, ‘why then
- 'should hosplce? Hosp|ces have no mechanism beyond the verbal order taken by

- S the reglstered nurse to authentlcate)a coverlng phy5|c|ans S|gnature

. Sectlon (e) Standard Drscharge or transfer of care NS o e B
- rhere is really no need to do more than offer the full cllnlcal record to the attendmg
) phy5|c|an If tltey desire it, it will be sent. HIPAA clearly states that only the

minimum necessary mformatlon be exchanged It would seem appropnate to Ieave i

© "+ the decision of what is necessary to the attendmg phys|c|an o
- *Our: hosplce has*always sent a discharge summary to the attendlng

o '-physmart We have never been asked to prowde the full clinical record If
.~ we had, vve would have furnished it. It:seems a waste of time and . L
. _;jresources both i in short supply, to send a record for wh|ch we have never L

"“beenasked”--"'- SR ~ O : Ce

o Sectlon (b) StancLard Controlled drugs in the patlent's home Lo PR o
L ,We recommend the followmg change in language: “The. hosplce must have wrltten .
,‘rpollcy for d|spos|ng of controlied drugs, in the hospice plan‘of care, ‘that are t

maintained in the patlent’s home...”: Hosp|ces are not legally able to collect
- controlled substances in a patlent’s home It i |s |Ilegal to transport a controlled

i

v ' Cee
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o substance WIthout a prescrlptlon When a patlent d|es the prescrlptlon is no Ionger

E _in homes;, not l‘n a hospltal setting. We do not, for the most part, admlmster

valid. The words “coIIectmg” and “tracklng” should be removed. We' are worklng

" medications  as, is done in a hospital. We do count medlcatlons ‘watch for mlsuse

| ‘.‘-."and address issues as they arise. While we do have a policy for- drug d|sposaI N

" 'those-drugs- Ieéally belong to the fam|Iy Famllles can refuse to have the . " e

, medlcatlons dlsposed of What |s the I|ab|I|ty of the hosplce in that case?

Ty

N Sectlon 418 108 Condltlon of PartICIpatlon Short term |npat|ent care

» .Please |nc|ude\“careg|ver coIIapse” as an ellglble need as’ |s currently aIIowed |n

- "eX|st|ng hospice regulatlons A Ll

(a) Standard: Inpatlent care for symptom management pam Control and Lo o

.~ psychosocial issues. - SRR S

¢ - "under general |‘npatlent care. ‘'Paragraph (a) should note that pain-control and | ,‘; a
o symptom management would be done on an |npat|ents basis either because of the

*Itis of-utmost |n|por|ance that psychosoclal |ssuesIcare glver coIIapse be covered

“specific need for the staff and eqmpment -available there for because or the |nab|I|ty

" .ofthe hosplce and Jor the- patlent's careglvers to assure that the services are.
" properly. prowded in the home. We strongly advocate for the need for RN presence

.. on a'24 hours Bams for the general inpatient level of care. ‘The critical i issues

i '\ - encountered wrth the’ hosplce patlent in this setting faclng end-stage changes call
R for the assessment and treatment skills of an RN. RN presence ona 24 hours basls

R .'resplte care is not seen as presentlng the equ|valent need

- Please aIso rep‘lace the word “approved” WIth “certlf' ed” |n |tem (a) (1)

‘- - 1

‘ |
418, 110 Condltlon of F’art|C|pat|on Hosplces that prowde |npat|ent care d|rectly

. 'ltem (o) Standard Re tra|nt and Secluslon

; “Restramt” and “secllus|on” are perce|ved dlfferently in hosplce Seclus|on |s often 2
.what a patient. and famlly wantas they near the end. As mentioned earlier, - .
‘ medlcatlons which are considered “restraints” in the hosp|tal are considered
. (comfort care |n‘hosp|ce, when a patient may. choose comfort over. alertness Both
- of these words have the connotat|on of punishment for poor behavior. Nothing i is ’
‘farther from the case in hosplce -Privacy and the patlent’s r|ght to have the|r

| symptoms controlted\ are the |mperat|ves v : JECA _\ .

) AN
'-\,/t.

ity X7 T , _ SR o

~ Request that the worqd “unpredlcted” precede “death” in. the sentence whlch refers .

3 __.to the reportmg of ¢ any death whiIe the patlent |s restralned : e

C )"418 12 Condltlons of partlcipatlon Hosplces Wthh provnde hosplce care to re3|dents of a,
) .SNF/ICF MR or. other facnlltles AT : :

(d) Standard Medlcal Dlrector




P

. '_ _Please re- t|tle thIS standard to : |nterd|sc|p||nary Group : S
. Please revise text to read The hosplce |nterd|sc|pI|nary group must prowde overaII

‘ Slncerely,_l S

Mary Hamllton Homer RN

' .coordlnatlon of the care of the hospice’ reS|dent that resides in an SNF, NF or. other
faclllty Members of the |nterd|sc|pI|nary group.will regularly communlcate and

coordinate care wrth SNF/NF staff to ensure. quallty care for the patient and family.”

"Th hosplce Medlcal Director or physlman des|gnee will: communlcate with' the

Medical Dlrector of the SNF/NF the patlent’s attending phys|C|an and other

' physlclans part|c|pa1t|ng in the proV|s|on of car for. the term|nal and related
' \condltlons as necessary. .

s “We ha\‘/e a.good relat|onshlp with the several nursmg home facllltles -
o inour, catchment area. This has been accompllshed with a varlety ‘of. o S
' communlcatlon routes the majority of which involve nursing staff to T
nursing ‘staff and admlnlstratlon to administration. When we have, " B
-needed/a physician to’ physnc1an interaction, that has occurred butin * - _"
- noway has it held more sway than inthe other |nstances Mandatlng )
phySIcla‘n phyS|c|an communlcatlon in nursmg homes would put an’
undue and unnecessary burden on our part time, volunteer very: busy A
coe medlcalelrector Again, 1 believe these sorts ofjudgment decisions . R

should be left to the |nterd|SClpl|nary team.. Aga|n this will really

o L *.impact the worklngs of small rural hospices on shoestrlng budgets

l S
otheravenue< R - ST oo

N

N R . X

“We. may‘ be small but we are doung the work for folks who have no ..

o n closmg thank you agam for the opportunlty to respond to the new reV|S|ons .-
"1 would ask that when 1|nal|Z|ng the new CoPs, you remerber us little guys-out here.
. We do not have Iarge censuses, wWe do not have any fat in our budgets Wedo: -
E prowde excellent end -of—l|fe care for.many rural d|senfranch|sed Jisolated folks. We

need CMS to understand our financial and service: del|very |ssues when maklng , .

\ vthese changes and to compromlse where you see Ft

T v ¢ . ) . e o v

e .

"X

Executive Dlrector .o R LR . AT : |

e ,Hosplce ofthe North (“ountry«-m T A
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July 25, 2005

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

P.O. Box 8010
Baltimore, MD 21244-8010

To the Members|of the CMS Staff concerned with the Medicare Hospice Conditions of
_Participation [COPs]: e e e
As a Medicare and Medicaid-participating Hospice provider deeply concerned with the well-
being of hospice patients, Assured Home Health and Hospice welcomes the opportunity to

comment upon the Hospice COPs’ revisions proposed in the Federal Register publication of May
27,2005 [70 Fed. Reg. 30839-30891.]

By all appearances, CMS shares the views of virtually all providers and health care professionals
in the hospice industry that quality of care is the prime component of this very important and
compassionate benefit. CMS has also through the years championed the articulation and
expansion of pati\ents’ rights in the election, exercise, care planning and end of life

determinations w;hich those facing terminal illnesses enjoy.

We therefore wish to bring to your attention a gap in the hospice regulations, which needs to be
filled in the finalization of these hospice COPs.  Specifically, language should be inserted in the
hospice COPs to ensure that a patient’s right to choice of his/her hospice provider is protected
and enhanced.

Section 42 CFR 41 8.52 Condition of participation: Patient’s rights

We propose that CMS add a subsection-within this Condition;-at 42 CFR-418.52(a) under i

“Standard: Notic‘b of JRights” and/or at 42 CFR 418.52(b), “Standard: exercise of rights and
respect for property and person”, stating:
“Hospice shall ensure that the patient has been provided a choice of hospice providers and is

aware of his/her r\ight to change or transfer to another hospice of his/her choice.”

Section 42 FR 4118.1 13 Condition of Participation; Hospices that provide hospice care to
residents of a SNIﬁ/N F, ICF/MR, or other facilities

Because the revised hospice COPs as proposed would include a new section, 42 CFR 418.112,
regarding hospice services provided to residents of a “SNF/NF, ICF/MR, or other facilities”, it is
clear CMS recognizes that an important and exceedingly vulnerable group of persons at the end

of life are Medica{re beneficiaries, Medicaid recipients and others who have made their homes in

Assured Home Health, Hospice, Home Care and Medical Staffing

1821 Cooks Hill Rd. Suite 200. ® Centralia, WA 98531 e Phone (360) 330-2640 ¢ Fax (360) 807-0859
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nursing homes, homes for the aged, homes for the handicapped or impaired and other facilities
serving those no longer able to reside in private homes.

Most of these individuals do not come to reside in such facilities at the moment of
determination of terminal status, i.e. within six months of the time of death should their
conditions detericl)raté as would normally be expected. Nor do these individuals give up any
legal rights under the Medicare or Medicaid programs as to the election of hospice care and the
choice of providérs. How could they be exercising such rights if they are not yet at the point

where their conditions have identified that such rights are at stake? Their admission contracts to

_facilities do not identify that they are giving up.a hospice provider.right of choice. They are not S—

electing a particu}lar HMO or other managed care plan, which with their knowledge and election,
limits the panel of available providers. Since the nursing facility or other residence will not have
hospice as a vendor to the facility under consolidated billing by the facility, the resident is not

waiving any rights to a future provider election regarding hospice.

We call on CMS to add to 42 CFR 418. 112 a subparagraph, which states that a hospice may not
enter into arrangements to provide hospice services for residents in a nursing facility if that

facility discriminates against residents in their choice of hospice provider. We believe that a

patient’s right to hualitv of care includes selecting a hospice whose care is, in that patient’s

opinion, superior. A nursing facility and a “captive” hospice should not be provided sanctuary

under the Medicare program if they collaborate in depriving a patient of a reasonable choice of

alternative hospices.

We believe it is ir‘lcumbent of CMS to strengthen the statutory provisions that promote a patient’s

right to elect the I‘)rovider of his or her choice. What more important time could there be than at

the time of impe@ding death? Why should a residential facility unreasonably restrict such an

election, when the practical implications of having multiple hospice choices for their residents

are inconsequential and the alternatives—forcing a hospice upon a resident or forcing a resident

to.move ,.at)the,.ve‘ry,end of life—are so.contrary.to.the-intentions of-Congress in-its recognition ofe-— = —

patients’ rights in receiving services they have earned through the contribution of tax dollars?

Thank you for this opportunity to participate in the comment period on this Hospice COP

revision. While we recognize there will be additional revisions to the SNF/NF COPs in the

future where para‘llel provisions should be added, we do not believe CMS should defer or waiver

in its providing tﬂe hospice COPs with the strongest language possible in order to preserve and
protect one of the most sacred provisions of Medicare law; the patient’s right to choose their

healthcare provider.

Respectfully submz' ed, Rk
Wilma Wayson, BSN! :

Vice President an}d Director of Hospice

Assured Home Health, Hospice, Home Care and Medical Staffing

1821 Cooks Hill Rd. Suite 200. @ Centralia, WA 98531 @ Phone (360) 330-2640 e Fax (360) 807-0859
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| .. )
Centers for Med}care and Medicaid Services

Department of H\ealth and Human Services
Attention: CMSL-3844—P
P.O. Box 8010

Baltimore, MD 21244-8010

Re: File Code CMS-3844-P
Dear Colleagues:

The Michigan Hc‘gme Health Association (MHHA) welcomes the opportunity to comment on the
proposed Hospice Conditions of Participation. While many of the proposed changes will improve
care for our patie~nts and their families, we are concerned that some changes reflect an increasing
medical model of care. One of the basic tenets of hospice care is the team approach for care. This
team approach recognizes that the spiritual and psycho-social concerns of a patient and family at
the end of life are just as important as the physical/medical issues. It is only through the

o \ . . )
coordination of all the team members that quality hospice care can be delivered..

The attached issues and recommendations have been developed through the collaborative efforts
of our hospice leaders. While many of the areas of comment call for further clarification, some

g .
comments indicate areas of concern that may actually become access to care issues.

In summary, we welcome this opportunity to assist in the development of Hospice COPs that will

improve the care of our hospice clients. Thank you.

Chris Chesny
, 'President
|

@a\merberg

Executive Director

2140 University Park \Drive, Suite 220, Okemos, Michigan 48864
l Phone 517 349-8089‘ Fax 517 349-8090

I
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Drug restraint means a medication

used to control behalvior or to restrict

the patient’s freedor“n of movement
which is not a stande\zrd treatment for
a patient’s medical or psychiatric

condition.

|

meds for the purpose of
sedation to promote the
comfort and dignity of
the dying patient it is
important that CMS

‘| change this language.

B 2f005f'C]lfl~S-PR'0¥’0_S§1)'CORS‘. s~ SUGGESTED REVISION .~ ~
. SubpartC- U 5 Y N I o

§418.2 Scope of the Part ,

§418.3 Definitions \ As hospice gives many §418.3 Definitions

Drug restraint means a medication
used to control behavior or to restrict the
patient’s freedom of movement which is

{ not a standard hospice treatment for a

patient’s medical or psychiatric
condition and/or is against the
patient/patient advocates desire for end
of life care.

§ 418.52 Condition \of
participation: Patient’s

rights.

The patient has the right to be
informed of his or her rights, and
the hospice must protect and
promote the exercise of these

rights.

(a) Standard: Notice|of rights.

(1) The hospice must
provide‘ the patient or
representative with
written jand verbal
notice of the patient’s
rights and
responsibilities in a
languagje and manner
that the |patient
understands during the
initial evaluation visit
in advaﬁce of
furm'shi‘ng care.

(2) The hos‘pice must
comply “with the

requirements of subpart

Tof part\‘ 489 of this
chapter regarding

advance\ directives. The

hospice must inform

and distr‘ibute written
informat\ion tothe
patient concerning its

policies on advance
directives, including a

descripti“on of

applicable State law.

(3) The hosRice must

inform the patient and

There are multiple
dialects of the same
language, and may be
impossible to provide
all with written
materials

Policies are written for
professional users.
Language may include

1 (a) Standard: Notice of fights.

(1)The hospice must provide the patient
or representative with verbal notice of
the patient’s rights and responsibilities
in a language and manner that the
patient understands during the initial
evaluation visit in advance of furnishing
care. Verbal notice may be made
through an interpreter. Written notice
must be provided when available.

Q...

3)The hospice must inform the patient
and family of the hospice’s drug

family of the hospice’s | information not practices, including those regarding the
drug policies and appropriate for tracking and disposing of controlled

\
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procedures 1nc1ud1ng patient/family. substances w1th1n 7days of hosplce
the po‘hmes and | admission or at the time of death.
procedures regarding
the tracking and @)...
disposing of controlled | - :

\
substances.

e :""SUG’GESTED REVISION
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(4) The h?spice
must rr\laintain
documentation

showir%tg that it
has comphed
with the

t requirements of

D b - S S

this seétion and

that thé‘ patient
or representative

has
demonstrated an

underst‘anding of

these ri&hts. ,
(b) Standard: Exercise of rights and (b) Standard: Exercise of rights and
respect for property lgnd person. : respect for property and person.

(1) The patient has the (5). The patient has the right—

right—
(i)To exercise his or her rights as Need to include patients | (i))To exercise his or her rights as a
a patient of the hospl\ce rights to refuse patient of the hospice;
(i1)To have his or her~ property and treatment (i1) To refuse care and treatment
person treated with respect; and _ recommended by hospice
(iii)To voice grievances regarding (ii)To have his or her property and
treatment or care thatis (or fails to person treated with respect; and
be) furnished and the lack of (1ii) To voice grievances regarding
respect for property by anyone | treatment or care that is (or fails to
who is furnishing ser\‘/ices on be) furnished and the lack of respect
behalf of the hospice; \ and for property by anyone who is

I (iv)To not be subjected to furnishing services on behalf of the
discrimination or repﬁsal for hospice; and
exercising his or her r‘ights. (iv)To not be subjected to
discrimination or reprisal for exercising
(2) Ifa patient has been his or her rights.

adjudgec\i incompetent 2) ...

under State law by a

court of \proper

jurisdiction, the rights
of the patient are
exercised by the person
appointed pursuant to
State law to act on the
patient’s |behalf.

(3) Ifa State court has not -
adjudged a patient
mcompet‘ent any legal
representative
designated by the

~ patient iri accordance
\

| 3

| |
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with State law may
exercise the patient’s
rights %o the extent
allowed by State law.
(4) The ho“splce must—
(i.) Ensure that all
alleged
violations
involving
mistreatment,
neglect, or
verbal, mental,
sexual, and
physical
abuse,
including
injuries of
unknown
source, and
_misappropriati
on of patient
property are
reported to
State and local
bodies having
jurisdiction
(including to
the State
survey and
certification
agency) within
at least 5
working days
| of the incident,
and
immediately to
the hospice
administrator.
Investigations
and/or
documentation
of all alleged
violations
must be
conducted in
accordance
with
established
procedures.
(ii.) Immediately .
investigate all

Hospice needs to
investigate complaints
and allegations before
acting on them. Some
patients make
allegations because they
are upset with a family
member etc

' (4)The hospice must—

(i)Investigate
complaints made by
a patient or the
patient’s family or
representative
regarding treatment
or care that is (or
fails to be) furnished,
lack of respect for
the patient or the
patient’s property by
anyone furnishing
services on behalf of
the hospice, and
document both the
existence of the
complaint and the
steps taken to resolve
the complaint.

(ii) Investigate and
document all alleged
violations involving
mistreatment, neglect,
or verbal, mental,
sexual, and physical
abuse, including
injuries of unknown
source, and
misappropriation of
patient property in
accordance with
established
procedures.
(iii)Ensure that all
violations involving
mistreatment, neglect,
or verbal, mental,
sexual, and physical
abuse, including
injuries of unknown
source, and
misappropriation of
patient property are
reported immediately
to the hospice

alleged administrator, and to

violations and State and local bodies

immediately having jurisdiction

take action to (including to the State
_prevent further survey and
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potential abuse certification agency)
while the as required by law,
alleged within at least 5
violation is working days of the
being verified; incident
(i1i.) Take (1.) Immediately
appropriate investigate all
corrective alleged violations
action in and immediately
accordance take action when
with State violation involves
law if the the
alleged physical/emotion
violation is al safety of the
verified by patient.
the hospice (ii.) Take
| administrati approp%'iate .
on or an corrective
outside action in
body having accordance
© jurisdiction, with State law
| “such as the if the alleged
State survey violation is
agency or verified by the
local law hospice
| enforcement administration
i agency; and or an outside
(1v }Investigate body having
complaints jurisdiction,
made by a such as the
patient or the State survey
patient’s agency or local
| family or law
representative enforcement
regarding agency; and
treatment or
care that is
(or fails to
be) furnished,
lack of
respect for
the patient or
the patient’s
property by
anyone
furnishing .
services on -
behalf of the
hospice, and
document
both the
existence of
! the complaint
\ and the steps
‘ taken to
i resolve the
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complamt

(c) Standard: Pain management and
symptom control. The patient has a
right to receive effective pain
management and symptom control
from the hospice. \

(d) Standard: Confidentiality of
clinical records. The hospice must
maintain the conﬁdéntiality of
clinical records. Access to or release
of patient information and clinical
records is permitted |in accordance

with 45 CFR parts 160 and 164.

|

() Standard: Patient liability.
Before care is initiat‘ed, the patient
must be informed, verbally and in -
writing, and in a lanéuage that he or

she can understand, of the extent to

from the patient, Me\dicare or
Medicaid, third-party payers, or other
resources of funding known to the

hospice.

Hospice may not know
patient pay amounts,
spend downs, amount
of cap or copay already
spent,

(E) Standard: Patient liability. Before
care is initiated, the patient must be
informed, verbally and in writing, and in
a language that he or she can
understand, of the extent to which
hospice is aware, what may be expected
from the patient, Medicare or Medicaid,
third-party payers, or other resources for
the coverage of hospice care.

§ 418.54 Condition of
participation: Comprehensive
assessment of the patient.

The hospice must conduct and
document in writing|a patient-
specific comprehenswe assessment
that identifies the patlent s need for
hospice care and services, and the
patient’s need for médlcal nursing,
psychosocial, emono‘nal and
spiritual care. This care includes,
but is not limited to,
and management of the terminal
illness and related medical

conditions.

Need clarification as to »

what this is

§ 418.54 Condition of participation:
Comprehensive assessment of the
patient.

The hospice must conduct and
document in writing a patient-specific
comprehensive assessment that
identifies the patient’s need for hospice
care and services including physical
status, coping, grief and bereavement,
resources, and spiritual needs for the
palliation and management of the
terminal illness.

(a) Standard: Initial assessment.
The hospice registeréd nurse must
make an initial assessment visit
within 24 hours after the hospice
receives a physician’s admission
order for care (unless ordered
otherwise by the physician), to
determine the patient’s immediate
care and support needs.

During times of
staffing shortages it
may put an agency at
risk to need to admit
within 24 hours.

Need consideration for
patient and family
wishes

(a) Standard: Initial assessment. The
hospice registered nurse must make an
initial assessment visit within 48 hours
after the hospice receives a physician’s
admission order for care (unless
ordered otherwise by the physician)

'| and the patient/family accept

admission, to determine the patient’s
immediate care and support needs.
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] (b) Standard Time frame for

completion of the comprehensive
assessment. The ho‘spice
interdisciplinary group in
consultation with the individual’s
attending physicianjmust complete
the comprehensive assessment no
later than 4 calendar days after the

patient elects the hospice benefit.

Again consideration for

patient/family wishes
needed. They are often
overwhelmed at start of
care and want to space
visits out.

(b)Standard sze frame Sfor
completion of the comprehensive
assessment. The hospice
interdisciplinary group in consultation
with the individual’s attending
physician must complete the
comprehensive assessment no later than
7 calendar days after the patient elects
the hospice benefit, as allowed by the
patient/family.

(c) Standard: Content of the
comprehensive assessment. The
comprehensive assessment must
identify the phys1ca1 psychosocial,
emotional, and spmtual needs related
to the terminal illness that must be
addressed in order té) promote the
hospice patient’s well -being,
comfort, and dlgmty throughout the
dying process. The comprehensive
assessment describes—

(1) The nature and
condition causing
admission (including
the pre‘sence or lack of
objective data and
subjective complaints);

(2) Complications and risk

factors|that affect care

planning;

(3) Factors that must be
considered in
developing

individiualized care plan
interve‘ntions
mcludm —

(i) B‘ereavement An
initial

bereavement
assessment of the

n%eds of the
patient’s family
and other

individuals
fc‘)cusing on the
s$cia1, spiritual,
and cultural
factors that may
1n‘1pact their
a‘twhty to cope
with the patient’s

death.

Need to address current
medications

(c) Standard: Content of the

" comprehensive assessment The

comprehensive assessment must
identify the physical, psychosocial,
emotional, and spiritual needs related
to the terminal illness and an
assessment of current medication
must be addressed in order to promote
the hospice patient’s well-being, ...
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25 Subpart C*
Informatlon
éathered from the
initial
bereavement
assessment must
be incorporated
i
¢

into the
ereavement plan
of care.

(ii.) Drug therapy. A
review of the
Ratlent S
Hrescription and
over-the-counter
drug profile,
including but not
limited to
identification of
the following—
(1)
Ineffectiv
e drug
therapy;
(ii)
Unwanted
drug side
and toxic
effects;
‘and
(iii) Drug
interactio
ns.
(4) The need for referrals
and further evaluation

by app‘ropriate health
profess\ionals.
(d) Standard: Update of the [ Usually comprehensive | (d) Standard: Update of the
comprehensive assessment. The assessment is done only | comprehensive assessment. An updated
update of the compréhensive as a baseline and then assessment must be accomplished by the
assessment must be ﬁccomplished by | ongoing assessments hospice interdisciplinary group and
the hospice interdisc\wiplinary group are based on patient must consider changes that have taken
and must consider cﬁanges that have | need. place since the initial assessment. It
taken place since thel initial must include information on the
assessment. It must include patient’s progress toward desired
information on the patient’s progress outcomes, as well as a reassessment of
toward desired outcomes, as well as the patient’s response to care. The
a reassessment of the patient’s Frequency should be assessment update must be
response to care. The assessment - | based on patient need accomplished— _
update must be accoﬁlphshed—— not dates - (1) As frequently as the
(1) As frequently as the condition of the patient
condition of the patient requires, but no less frequently
requires, but no less ' than the beginning of every
frequently than every certification period
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14 days; and

(2) At the time of each
recertification.

(e) Standard: Patient outcome
‘measures. '

(1) The comprehensive
assessment must
includ‘e data elements
.that allow for
measurement of
outcomes. The hospice
must measure and
document data in the
same way for each
patient. The data
elements must take into
consideration aspects of
care related to hospice
and palliation.

The d%lta elements must
be an iintegral part of
the comprehensive

assessment and must be

docurf‘lented ina
systen‘latic and
retrlevable way for

each patlent The data
elements for each
patien‘t must be used in
indivitliual patient care
planning and in the
coordination of
services, and must be
used in the aggregate
for the hospice’s
quality assessment and
'performance

improyvement program.

@

Data elements neéd to be

specific to patients needs.

Not all patients need the

| same data elements

measured. Should not
waste time assessing
what does not impact
this patient’s outcome

(e) Standard: Patient outcome

measures.
(1) The comprehensive
assessment must include data
elements .that allow for
measurement of outcomes. The
hospice must measure and
document data in the same way
for all patients to which the
data element applies. The data
elements must take into
consideration aspects of care
related to hospice and
palliation.
(2) The data elements must be
an integral part of the
comprehensive assessment and
must be documented in a
systematic and retrievable way.
The data elements for each
patient must be used in
individual patient care planning
and in the coordination of
services, and must be used in
the aggregate for the hospice’s
quality assessment and
performance improvement
program.

§ 418.56 Condition of
participation: Interdisciplinary
group care planning and
coordination of services.

The hospice must designate an
interdisciplinary group or groups as
specified in paragra‘ph (a) of this
section which, in co:nsultation with
the patient’s attendi;ng physician,
must prepare a written plan of care
for each patient. The plan of care
must specify the hospice care and
services necessary to meet the
patient and family-specific needs
identified in the comprehensive
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assessment and as it relates to the

terminal illness and related

conditions.

(a) Standard: Approach to service

delivery.

(1) The hospice must

nurse.

designate an
interdisciplinary group
or groups composed of
individuals who work
togethe:!r to meet the
physical, medical,
social, ‘emotional, and
spiritual needs of the
hospicé patients and
families facing terminal
illness and
bereavement.
Interdisciplinary group
members must provide
the care and services
offered|by the hospice,
and the|group in its
entirety‘ must supervise
the care and services.
The hos‘;plce must
demgnaL[e a qualified
health care professional

that is a member of the

interdis“ciplinary group
to provide coordination
of care and to ensure
continuous assessment
of each patient’s and
family’s needs and
implementation of the
interdisciplinary plan of
care. The
interdisciplinary group
must 1nc1ude but is not
limited to, individuals
who are: qualified and
competent to practice in
the following
professional roles:

(i) | A doctor of

medicine or

ostéopathy (who is

not|the patient’s

attending

..
physician).
(ii)| A registered

|
(iii) A social

Medical is physical

Needs to be RN who
coordinates care, other
members of IDT would
have a hard time based
on the acuity of the
dying patient.

(a) Standard: Approach to service
delivery.

(1)The hospice must designate an
interdisciplinary group or groups -
composed of individuals who work

“together to meet the physical, social,

emotional, and spiritual needs of the
hospice patients and families facing
terminal illness and bereavement.

Interdisciplinary group members must
provide the care and services offered by
the hospice, and the group in its entirety
must supervise the care and services. ... -

The hospice must designate a RN
member of the interdisciplinary group to
provide coordination of care and to
ensure continuous assessment of each
patient’s and family’s needs and
implementation of the interdisciplinary
plan of care...

10
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worker \
(iv) A pastoral,
clergy, or other
spiritual counselor.
(2) Ifthe ﬂosplce has more
than one
mterd1§c1plinary group,
it must designate in

advance only one of

those éroups to
establish policies
governing the day-to-
day provision of
hospice care and
service‘,s.

|
(b) Standard: Plan of care. All
hospice care and serv1ces furnished
to patients and their farmhes must
follow a written plan of care
established by the hosplce
interdisciplinary group in
_collaboration with the attending
physician. The hospi‘ce must ensure
that each patient and Lfamﬂy and
primary caregiver(s) receive
education and training provided by
the hospice as approfmate to the care
and services identified in the plan of
care.

ng 2005_ CMS PROPPSED COP
S e Y Subpart €%

" 'REQUEST FOR COMMENTS

(©) Standard: Content of the plan of

care. The hospice m4st develop a

written plan of care for each patient
that reflects prescribéd interventions
based on the problems identified in
the initial comprehensive and
updated comprehensive assessments,
and other assessments. The plan of
care must include but not be limited

to—

(1) Interventions to facilitate
the management of pain and
symptoms;

(2) A detailed statement of the
scope and frc“aquency of
services necessary to meet
the specific patlent and
family needs;

(3) Measurable ﬂargeted

0

|
|

11
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outcomes anticipated from
implementing and
coordinatin‘g the plan of
care;

(4) Drugs and ‘ eatment
necessary to meet the needs
of the patieht;

(5) Medical su;\)plies and
appliances hecessary to
meet the neleds of the
patient; and

(6) The interdis‘ciplinary
group’s documentation of
patient and family
understanding, involvement,
and agreement with the plan
of care, in a‘kcordance with
the hospice’s own policies,
in the clinical record.

Patients and families do
not always agree with the
POC, which family
members, what about the
one family member who
disagrees

(6)The interdisciplinary group’s
documentation of patient and
family understanding,

- involvement, and agreement
with the plan of care, in

- accordance with the hospice’s
own policies, in the clinical
record.

(d) Standard: Review of the plan of
care. The medical difector or
physician designee, and the hospice
interdisciplinary team (in
collaboration with the individual’s
attending physician to the extent
possible) must review, revise and
document the plan as|necessary at
intervals specified in fthe plan but no
less than every 14 calendar days. A
revised plan of care must include

_information from the patient’s

updated comprehensi\ve assessment
and the patient’s progress toward
outcomes specified in the plan of
care.

Medical
director/physician is a
member of IDT

What does to extent
possible mean

14 days is too
prescriptive, needs to
be based on patient
need

(d) Standard: Review of the plan of

care. The hospice interdisciplinary
team must review, revise and
document the plan as necessary at
intervals specified in the plan but no
less than every certification period. A
revised plan of care must include
information from the patient’s

| updated comprehensive assessment

and the patient’s progress toward
outcomes specified in the plan of
care. '

() Standard: Coordination of
services. The hospice\must develop
and maintain a system of
communication and integration, in
. NSO
accordance with the hospice’s own
policies and procedur“es, to— -

(1) Ensure the
interdisciplinary group,
through \its designated
professi?nals,
maintains responsibility
for direc‘ting,
coordinating, and
supervising the care
and serv“ices provided;

(2) Ensure that care and
services are provided in

accordance with the

|

w

12
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plan of care,

3) Ensure that the care and

] .
services provided are
based on all

assessr‘hents of the
patientiand family
needs; and

4) Provid‘e for and ensure

the ongoing sharing of

information between all

discipli‘nes providing
care an?d services in the
home, in outpatient
settings, and in

inpatier‘lt settings,

irrespective whether the

care anh services are

provided directly or
under arrangement.

This would mean
that we need to

coordinate with

all health care

persons involved .

in care.

(4)Provide for and ensure the
ongoing sharing of information
between all disciplines providing
hospice care and services in the
home, in outpatient settings, and
in inpatient settings, irrespective
‘whether the care and services are
provided directly.

§ 418.58 Condition ‘pf
participation: Quality assessment
and performance improvement,

The hospice must de\‘"elop,
implement, and maintain an

effective, ongoing, hé‘)splce wide
data-driven quality assessment and

performance improvement

program. The hospicé"s governing
body must ensure tha\‘t the
program: Reflects the complexity

of its organization and services;

‘involves all hospice services

(including those services furnished
under contract or arringement);
focuses on indicators related to
improved palliative outcomes;
focuses on the end-ofuhfe support
services provided; anh takes
actions to demonstrate
improvement in hosplce
performance. The hospice must
maintain documentary evidence of
its quality assessment and
performance improve‘ment
program and be able to

demonstrate its operation to CMS.

(a) Standard: Program scope.

(1) The proéram must at
least be capable of
showing| measurable
improvement in
indicators for which

oL
there is evidence that

13
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improyement in those

' indicators will improve

palhatlve outcomes and
end—of life support

) services.

' (2) The hésplce must

: \
% measure, analyze, and | Define.

track q‘uality indicators, | Is this a sentinel event

% including adverse as defined by JCAHO
i

patient events, and

other a~spects of

‘ perforr"nance that

/ enable the hospice to

4 assess processes of
care, hospice services,
and operations.

(b) Standard: Program data.

(1) The program must
utilize quality indicator
data, iﬂcluding patient
care, aﬁd other relevant
data, m‘ ' the design of its
program.

(2) The hoéplce must use
the data collected to—

@) Momtor the

effectweness and

safety of services
and quality of care;
and

(u)\ldentify

opportunmes for

1mprovement
(3) The freduency and
detail of\‘ the data
collection must be
speciﬁe!d by the | |
hospicels governing :
body.

(c) Standard: Program activities.
(1) The hos‘pice’s
performance\ improvement
activities must—

(i) Focus on high
risk, high volume,

or p:roblem-prone
areas;

(ii) Fonsider
incidence,
pre\\‘/alence, and
severlty of

problems in those

area% and

|

14
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(111‘) Affect
pal‘liative
outcomes, patient
safety, and quality
of care.

2 Performance
improvement activities
must track adverse
patient events, analyze
their causes, and
implement preventive
actions land
mechanisms that
include feedback and
learning throughout the
hospice.

(3) The hospice must take
actions aimed at
performance
improvement and, after
implementing those
actions;| the hospice
must measure its
success|and track
performance to ensure
that improvements are
sustained.

(d) Standard: Performance
improvement projects“.
(1) The number and scope

of distinct improvement
projects|conducted
annually must reflect
the scople complexity,
and past performance

of the h(l)spice’s

services|and operations. |

(2) The hospice must -
document what quality
Improvement projects
are beiné conducted,
the reasd‘ms for
conducting these
projects,\ and the
measurable progress
achieved on these
projects.‘

(e) Standard: Executive
responsibilities. The hospice’s
governing body is resf)onsible for
ensuring the following:
(1) That an ongoing
program|for quality

Governing bodies do
not usually want the
level of detail of
ensuring

“(e) Standard: Executive

responsibilities. The hospice’s
governing body is responsible for
oversight of the following:

(D

|

15
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improvement and
patient safety is
deﬁne‘d, implemented
and maintained;

(2) That the hospice-wide

qualit}‘L assessment and
perfon‘nance
improvement efforts

address priorities for

imprm‘/ed quality of
care and patient safety,
and that all

improx‘fement actions
are evaluated for
effecti“‘/eness; and

(3) That clear expectations
for patlient safety are

establi"shed.

§418.60 Condition of
participation: Infection control. -
The hospice must maintain and
document an effecti\(e infection
control program that protects
patients, families and hospice
personnel by preventing and
controlling infection and
communicable diseases.

(a) Standard: Prevention. The
hospice must follow|accepted
standards of practice to prevent the
transmission of infections and
communicable disea\ses, including
the use of standard p‘reca’utions.
(b) Standard: Contr){l. The hospice
must maintain a coordinated agency-
wide program for the surveillance,
identification, preverlltion, control,
and investigation of infectious and
communicable diseases that—

(1) Isan iﬂtegral part of the

hospicé’s quality

|
assessment and

|
perfom‘lance

improvement program,
and
2) Includqs:
(i.) A method of
identifying
infectious; and

comunicable
dis‘ease problems;
and

(ii.) A plan for the

16
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appropriate actions
that are expected to
result in
improvement and
disease prevention.

(c) Standard: Education. The
hospice must providie infection

|| control education to staff, patients,

and family members or other
caregivers. v

§ 418.62 Condition|of

“participation: Licensed

. .
professional services.

(a) Licensed professional services
provided directly or under
arrangement must be
authorized, deli}vered, and
supervised only by health care
professionals who meet the
appropriate qualifications
specified under/418.114 and
who practice under the
hospice’s policies and
procedures. J

(b) Licensed professionals must
actively particiﬂ)ate in the
coordination oq all aspects of the
patient’s care, in accordance
with current professional
standards and practice, including
participating injongoing
interdisciplinary comprehensive
assessments, developing and
evaluating the }‘alan of care, and
contributing to ‘patient and
family counseling and
education; andi

(c¢) Licensed profe ‘ sionals must
‘participate in the hospice’s
quality assessment and
performance irﬁproveme‘nt
program and hospice sponsored
in-service tIain‘ing.

(b)Licensed professionals must
actively participate in the
coordination of all aspects of the
patient’s hospice care, in accordance
with current professional standards
and practice, including participating
in ongoing interdisciplinary
comprehensive assessments,
developing and evaluating the plan of
care, and contributing to patient and
family counseling and education; and

§ 418.64 Condition of
participation: Core services.

A hospice must routinely provide
substantially all core services

directly by hospice Jemployees.

|| These services must be provided in
a manner consistent with acceptable -

standards of practic}e. These services

17
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include nursing services, medical
social services, and counseling. The
hospice may contract for physician
services as specified in § 418.64(a).
A hospice may, under extraordinary
or other non-routine| circumstances,
enter into a written arrangement
with another Medicare certified
hospice program for‘\ the provision
of core services to supplement
hospice emp]oyee/st\aff to meet the
needs of patients. Circumstances

under which a hospi‘ce may enter

into a written arrang‘ement for the

provision of core setvices include:
Unanticipated periods of high
patient loads, stafﬁn‘g shortages due
to illness or other short-term .
temporary situations|that interrupt
patient care; and temporary travel of
a patient outside of the hospice’s
service area.

" ISSUES REQUEST FOR COMMENTS ...

P S

AR

¢

Rl Mt

(a) Standard: Physician services.
The hospice medical director,
physician employees, and contracted
physician(s) of the héspice, in
conjunction with the ‘patient’s
attending physician, are responsible
for the palliation and\management of
the terminal illness, conditions
related to the termina‘l illness, and the
general medical needs of the patient.
(1) Al phy\sician
employees and those
under contract, must
function under the
superviéion of the
hospice medical
director
(2) All physician
employées and those
under contract shall -
meet this requirement
by either providing the
services|directly or
through \coordinating
patient care with the
attending physician.
(3) If the attending
physicia!n is
unavailable, the
medical director,
contracted physician,
and/or hbgpice

‘; 18
\
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phys1e1an employee is
responsible for meeting
the medical needs of

the pa\tient.

|

(b) Standard: Nursing services.

(1) The ho“spice must
provide nursing care
and services by or
under the supervision
ofa reglstered nurse.
Nursmg services must
ensure that the nursing
needs of the patient are
met as|identified in the
patient’s initial
comprehensive
assessment and updated
assessments.

2)If State\law permits
nurse practitioners
(NPs) to see, treat and
write o“rders for
patients, then NPs may
provide services to
beneficiaries receiving
hospice care. The role
and scope of the
ser’vice“s provided by a
NP that is not the
individhal’s attending
physici‘an must be
spemﬁed in the
individual’s plan of
care.

(3) Highly specialized
nursmg“ services that
are prov1ded )
mfrequently that the
prov1sx$n of such
services by direct
hospice|employees
would be impracticable
and prohlbmvely
expenswe may be
provided under

COIltIﬁCiC“\.

|
(c) Standard: Medica‘{ social
services. Medical somal services
must be provided by a qualified
social worker, under the direction of
a physician. Social werk services
must be based on the patient’s

sychosocial assessment and the

|
I
|

1

]
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patient’s and famlly s needs and
acceptance of thesel services.

|| (d) Standard: Counseling services.
Counseling services for adjustment

to death and dying must be available

to both the patient and the family.

Counseling services must include but

are not limited to the following:
(1) Bereavement
counseling. The hospice
must:
(i) Have an organized
program for the

pr‘ovision of
bereavement

se‘rvices furnished
un‘der the
supervision of a

qualified

pr?fessional with
experience in

grief/loss

, cow‘u.nseling.
(ii) M?ke bereavement
services available

to the family and

otl‘ler individuals in
theT bereavement
plan of care up to

. one year following
the death of the

pat‘lent
Bereavement

cox?.nseling also

ext@nds to

residents and
em’ployees ofa
SNF/NF, ICF/MR,

or éi)ther facility
when appropriate

and identified in

the lbereavement
plar‘l of care.
(iii) Ensure that

bereavement

sen‘lices reflect

the lneeds of the
bereaved.
@iv) De\:'eIOp a

bereavement plan

of c“

are that notes
the kind of
beréavement
services to be

]

! ' 20
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pr‘ov1ded and the
frequency of
service delivery.

Alspecial
coverage
provision for
bereavement
co‘unseling is
specified in §
418.204(c).

(2) Nutritional counseling.
Nutrltli)nal counseling,
when 1dent1ﬁed in the
plan of‘ ‘care, must be
performed bya
quahﬁed individual,
which include dietitians
as well as nurses and

other individuals who

are ablé to address and

assure ﬁlat the dietary

needs of the patient are -

met.

3) SpirituaL counseling.
The hospice must:

@) Provide an -

assessment of
the patient’s
and family’s
spiritual
needs;

(ii))  Provide
spiritual
counseling to
meet these
needs in
accordance
with the
patient’s and
family’s
acceptance of
this service,
andina
manner
consistent with
patient and

| family beliefs
1 and desires;
(iiiy  Facilitate

’ visits by local
clergy,
pastoral
counselors, or

‘\ other

|individuals

’\who can

In some situations local
clergy do not want to be
involved '

iii)Provide
reasonable
facilitation of visits
by local clergy,
pastoral counselors,
or other individuals

- who can support the
patient’s spiritual
needs to the best of
its ability.

|
|
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1 support the

| patient’s

| spiritual

| needs to the

“ best of its

\ ability. The

hospice is not

required to go

to

extraordinary

lengths to do

so; and
Advise

the patient

and family

of this

service.

@iv)

1

§ 418.66 Condition|of
participation: Nursing
services—Waiver of

requirement that sﬁbstantially

all nursing services“ be routinely
provided directly by a hospice.

(a) CMS may waive|the requirement
in § 418.64(b) that a hospice provide
nursing services directly, if the
hospice is located in|a nonurbanized
area. The location of a hospice that
operates in several afeas is
considered to be the location of its
central office. The hé‘)splce must

provide evidence to CMS that it has
made a good faith effort to hire a
sufficient number of inurses to
provide services. CMS may waive
the requirement that \nursmg services
be furnished by employees based on
the following cntena
(1) The location of the
hosplce"s central office
is in a nonurbanized
area as determined by
the Bureau of the
Census. ,
(2) There is evidence that a
hospice was|operational on
or before January 1, 1983
including—
(1) Proof that the
organization
was v
| established to
'provide

Need to provide
waivers for urban areas
as well. Nurses, are
hard to recruit and

retain in all areas of the |

state.

Suggest allowing to
contract for
continuous
care. This will increase
access to this benefit.

__'hospice
]

|
i
|
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E 1, 1983

(2) Evidence that
hospice-type
services were
furnished to
patients on or
before January
1, 1983; and

(3) Evidence that
hospice care
was a discrete

] activity rather

|

3
;.
-
A
i
i
:
be
.-
3

than an
aspect of
another type
of provider’s
\ patient care
program on
or before
January 1,
1983.
(3) By virtue of the
following exlldence that a
hospice made 2 good faith
effort to hire nurses:
(i) | Copies of
-adv‘ertisements in
1oc§1 newspapers
that‘ demonstrate
rectuitment efforts;
(i) | Job
descriptions for
nurse employees;
(iii) Evidence that
salary and.
benFﬁts are
competitive for
the lcu"ea; and
(iv)|Evidence of
any other
recruiting
activities (for
example,
recruiting
efforts at
health fairs
and contacts
B with nurses at
L ther
providers in
the area).
(b) Any waiver request is deemed to
be granted unless it is denied within

60 days after it is recel\ved

L 23
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(c) Waivers will remain effective for
1 year at a time from the date of the

|| request.

(d) CMS may approyve a maximum of
two 1-year extensions for each initial

waiver. If a hospice wishes to receive

|| 2 1-year extension, it must submit a

request to CMS before the expiration
of the waiver period,\ and certify that
the conditions under|which it
originally requested the initial waiver
have not changed since the initial
waiver was granted. |

|

Non-Core Services

§ 418.70 Condition of
participation: Furnishing of
non-core services. \

A hospice must ensure that the
services described in|§ 418.72
through § 418.78 areprovided
directly by the hospice or under
arrangements made ﬂy the hospice
as specified in § 418.\}100. These
services must be pro ‘ided ina
manner consistent with current
standards of practice.

§ 418.72 Condition of
participation: Physiéal therapy,
occupational therapy, and speech-
language pathology.\

Physical therapy services,
occupational therapy services, and
speech-language pathology
services must be availlab_le, and
when provided, offered in 2 manner
consistent with accepted standards
of practice.

§ 418.72 Condition of
participation: Dietary counseling,
Physical therapy, occupational
therapy, and speech-language
pathology.

§ 418.74 Waiver of r#quirement—

‘Physical therapy, occupational

therapy, speech-langhage

pathology, and dietax“'y counseling..
(a) A hospice located in-a non-
urbanized area may submit a written
request for a waiver of the '
requirement for provid‘ing physical
therapy, occupational therapy,
speech-language patho‘logy, and
dietary counseling services. The
hospice may seek a waiver of the

requirement that it make physical

|

|
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therapy, occupatlonal therapy,
!, speech-language pathology, and
, dietary counseling services (as
| needed) available onl a 24-hour
basis. The hospice may also seek a
waiver of the requirement that it
provide dietary counseling directly.
The hospice must prov1de evidence
that it has made a good faith effort
to meet the requlrem#nts for these
services before it seeks a waiver.
CMS may approve a waiver
application on the basis of the
following criteria: |
(1) The hospice is located
in a nonturbanized area
as determined by the
Bureau of the Census.
(2) The hosplce provides
evidencé that it had
made a good faith
effort to make available
physical ]therapy,
occupational therapy,
speech-language _
patholog‘y, and dletary
counseling services on -
a 24-hour basis and/or
to hire a llietary
counselol‘ to furnish
services directly. This
evidence must
include—
(i) Copies of
advertisements
i{l local
newspapers
that
demonstrate
recruitment
elfforts
(ii) Physwal
therapy,
occupational
therapy,
speech—
language
pathology, and
dlletary
counselor job
descriptions;
(iii) Ey1dence that
salary and
benefits are
competitive
for the area;

" REQUEST FOR COMMENTS "
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and
(1V) Evidence of
any other
recruiting
activities (for
example,
recruiting
efforts at
health fairs
and contact
discussions
with physical
therapy,
occupational
therapy,
speech-
language
pathology, and
dietary
counseling
service
| providers in
the area).

(b) Any waiver request is deemed to
be granted unless it is denied within
60 days after it is received.

(c) An initial waiver will remain
effective for 1 year at a time from the
date of the request.

(d) CMS may approve a maximum of

two 1-year extensions for each initial
waiver. If a hospice wishes to receive
a 1-year extension, it|must submit a
request to CMS prior to the
expiration of the waiver period and
certify that condltlons under which it
originally requested the waiver have.
not changed since thé initial waiver

| was granted. \\
|

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

All home health aide services must
be provided by individuals who
meet the personnel requirements
specified in paragraph (a) of this
section. Homemaker services must
be provided by individuals who
meet the personnel requirements
specified in paragraph (j) of this

section.

26
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(a) Standard: Home health aide
qualifications.
(1) A qualified home health
aide is a person who

has su‘ccessfully

compl ted—
(1) A training
program and
competency

evaluation as
specified in
paragraphs (b)
and (c)
(i) of this section
respectively;
i or
(iii) A competency
evaluation
program; or
) A State
licensure
program
that meets
. the
| requiremen
. tsof
paragraphs
(b) and (c)
of this
section.

G

—
_

A home health aide is not considered
to have completed a training
program, or a competency evaluation
program if, since the individual’s
most recent completlon of the
program(s), there ha‘g been a
continuous period of 24 consecutive
months during which none of the
services furnished b}‘f the individual
as described in § 40?.40 of this
chapter were for compensation. If
there has been a 24-rEr1onth lapse in
furnishing services, the individual
must complete another training
and/or competency evaluation
program before prov1d1ng services,

as specified in paragraph (a)(1) of
this section.

(b) Standard: Content and duration
of home health aide classroom and
supervised practical training.

(1) Home héalth aide

27
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classro:om training in a
practicum laboratory or

L .
other s?mng in which
the traipee

demonstrates

lmowle“‘dge while
perforrmng tasks on an

1nd1v1dua1 under the

direct s‘hpervmon ofa

registeﬁed nurse or

licensed practical nurse,

.
who is }mder the

supervi;sion ofa
registered nurse.
Classroom and
supervised practical
training combined must
total at|least 75 hours.

(2) A minimum of 16 hours
of classroom training
must precede a
minimum of 16 hours
of supervised practical
training as part of the
75 hours.

(3) A home health aide
training program must
address each of the
followi‘ng subject areas:

(i)| Communicatio

n skills,

including the

ability to read,
write, and
verbally report
clinical
information to
patients, care
givers, and
other hospice
staff;

(ii) Observation,

reporting, and

documentation
of patient
status and the
care or service
furnished;

(111) Reading and

recording

temperature

, pulse, and

| Tespiration;

June 8, 2005 ,
2005 CMS PROPOSED COPS. ISSUES &% " REQUEST FOR COMMENTS
SRR ..,SubpartC SIS RREICE TN N R T L
training must include
classroom and
supervised practical

28
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(iv) Basic

infection
control
procedures;

(v) Basic elements

of body
functioning
and
changes in
body
function
that must
be reported
to an aide’s
supervisor;

(vi) Maintenance

of a clean,
safe, and
healthy
environmen
t

(Vjii) Recognizing

emergenci
es and the
knowledge
of
emergency
procedures
and their
applicatio
n,

(viii) The

physical,
emotional,
and
developmenta
1 needs of and
ways to work
with the
populations
served by the

hospice,

including the
need for
respect for
the patient,
his or her
privacy, and
his or her

property;

(ix) Appropriate
‘ and safe
' techniques in

performing

~ personal
. hygiene and

29
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grooming
tasks,
including
items on the
following
! basic
checklist—
(A) Bed
bath;
®
‘ Sponge,
tub, and
shower
bath;
(C) Hair
shampoo

‘ (sink, tub,
| and bed);
1 (D) Nail

and skin
care;
(E) Oral

| hygiene;
{ and
\ (¥)

1 Toileting
| and

eliminati
i on;
(xl Safe transfer
te‘chniques and
ambulation.

():(i) Normal range
of motion and
positioning.

(x‘ii) Adequate

30
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i
(xm) Any other
task that the
hospice may

choose to have an

aide perform. The

ho‘spice is

re:sponsible for
trammg home
health aides, as
needed, for skills
not covered in the
basic checklist, as
described in
paragraph
(b)(3)(1x) of this
sectlon

4) T}‘le hospice must
maintain
documentation that
demonstrates that
the} requirements of
this standard are

met.

(¢) Standard: Competency
evaluation. An individual may
furnish home health services on
behalf of a hospice only after that
individual has successfully
completed a competéncy evaluation
program as described in this section.

(1) The competency
evaluat!}ion must address
each of the subjects
listed 1ﬁ paragraphs
(®)(1) ﬂhrough (b)(3) of
this section. Subject
areas specified under
paragraphs (b)(3)(i),
(b)(3)(iii), (b)(3)(ix),
(b)(3)(x) and (b)(3)(xi)
of this section must be
evaluatled by observing
an aidef's performance
of the task with a

patient) The remaining

31
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subJecti areas may be
evaluated through

written| examination,
oral examination, or

after observation of a

home health aide with a |

pauent\

2) A home health aide
compet‘ency evaluation
program may be
offered by any
orgamz‘atxon except as
spec:1ﬁed in paragraph
(® of tlTns section.

(3) The competency
evaluation must be
performed by a
registered nurse in
consultation with other
skilled :professionals, as
appropriate.

(4) A home health aide is
not considered
compet‘ent in any task
for whlch he or she is
evaluated as
unsatisfactory An aide
must not perform that
task without direct
supervision by a
registered nurse until
after he or she has
received training in the
task for which he or she
was evéluated as

unsatlsfactory, and
successfully completes
a subselquent
evaluation.

(5) The hosplce must
maintain
documentation that
demonstrates the
requirements of this
standard are being met.

(d) Standard: In-service training. A
home health aide must receive at
least 12 hours of i m—serv1ce training
during each 12- month period. In-
service training may occur while an
aide is furnishing care to a patient.
¢y In-servn‘:e training may
be offered by any
organization except one
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that is excluded by
paragraph (f) of this

section] and must be
supewiEed by a
reglstered nurse.

(2) The hosplce must

maintain
documentation that
demons:trates the
requirements of this

standar:d are met.

(e) Standard: Qualifications for
instructors conducting classroom
supervised practical training,

competency evaluations and in-
service training. Classroom
supervised practical ﬁahﬁng must be
performed by or under the
supervision of a regi:stered nurse who

possesses a minimum of two years
nursing experience, at least one year
of which must be in home health
care. Other individuals may provide
instruction under the general

supervision of a registered nurse.

Does this include

hospice

Classroom supervised practical
training must be performed by or
under the supervision of a
registered nurse who possesses a
minimum of two years nursing
experience, at least one year of
which must be in hospice care.
Other individuals may provide
instruction under the general
supervision of a registered nurse

(f) Standard: Eligible training
organizations. A horne health aide
training program may be offered by
any organization except by a home
health agency that, within the
previous 2 years— ‘

(1) Was out of compliance
with the requirements
of paragraphs (b) or (¢)
of this ‘sectlon

(2) Permitted an individual
that doc}as not meet the
definition of a
‘‘qualified home health
aide”’ ds specified in

aragraph (@) of this
sectlon‘ to furnish home
health ajiide services
(with the exception of
licenseld health
professionals and
volunteers)

(3) Was subJected to an
extended (or partial
extended) survey as a

result of having been
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4)

)

(6)

™

found to have furmshed —

substandard care (or for
other reasons at the
discretion of CMS or
the State);

Was assessed a civil
monebry penalty of
$5,000 or more as an
mtermedlate sanction;
Was found by CMS to
have eomphance

‘ deﬁciencies that

endangered the health
and safety of the home
health agency’s patients
and had temporary
mana‘gement appointed
to oversee the
mana‘gement of the
homei health agency;
Had a11 or part of its
Medleare payments
suspended; or
Was found by CMS or
the State under any
Federal or State law to
have:
(i) Hadits
participation
in the
Medicare
program
terminated;
(i) Been assessed
! apenalty of
$5,000 or
more for
deficiencies in
Federal or
State standards
|  for home
| health
| agencies;
(Tii) Been
|

subjected to a
suspension of
Medicare
payments to
which it
otherwise

. would have

| been entitled;

(1v) Operated

under
temporary
managemen
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Pt that was

| appointed

! bya

- government
\ al authority

_ to oversee

i the
operation of
the home
health
agency and
to ensure
the health
and safety
of the home
health

' agency’s
patients; or
(v) Been closed
by CMS or the
State, or had
its patients
transferred by
the State.

(g) Standard: Home %ealth aide

| X
assignments and duties. A registered

nurse or the appropri‘\ate qualified
therapist that is a member of the
interdisciplinary team makes home
health aide assignments.

(1) Home health aides are
assigned to a specific
patient ‘by a registered
nurse or the appropriate

qualiﬁéd therapist.

Written patient care
instructions for a home
health aide must be
prepare:d by a registered
nurse or other
appropriate skilled
professmnal (ie,a
physwal therapist,
speech-language
patholo‘gist, or
occupational therapist)
who is hesponsible for
the sup‘ervmon ofa
home health aide as
spemﬁed under
paragraph (h) of this
section)

(2) A home health aide

providés services that

Home health aides are assigned to a
specific patient by.a registered nurse.
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are:

(i) Ordered by the
physician or
nurse
practitioner;

(11) Included in

the plan
‘ of care;
(iii) Permitted to
| be
\ performe
! d under
State law
’ by such
home
health
aide; and
(1v) Consistent
with the
home
health
aide
training.
(3) The duties of a home
health aide include:
(i) The provision
* of hands-on
personal care;
(i) The
performance
| of simple
|

EQUEST-FOR COMMENTS - °

\
: |
) )
N |

procedures as
an extension
of therapy or
nursing
i services;
(iii) Assistance in
ambulation or
j exercises; and
@

) . ; Need to report changes
) Assistance in eec to rep g

in all needs

% ;d:;l;ﬁgr;:g (4)Home_ health aifies must report
" that are cha'nges in the patient’s needs to a
' ordinarily self- raglstered nurse or other appropriate
administered. licensed professional, as the chan_ges
(4) Home health aides must relate to the plaa of care and quality
report changes in the assagsr_nent and improvement
activities.

patient’s medical,
nursing, rehabilitative,
and social needs to a
registered nurse or
other appropriate
hcensed professional,
as the changes relate to
the plan of care and
__qualityjassessment and

| 36




T P

RN R

' 2005 PROPOSED MEDICARE CONDITIONS OF PARTICIPATION
' FOR HOSPICE PROGRAMS WITH REQUEST FOR COMMENTS
June 8, 2005

T FORCOMMENTS

improvement activities.
Home health aides must
also complete
appro;priate records in
compliance with the
hospice’s policies and

|
proce‘dures.

|
|
|

P R " =%

(h) Standard: Supervision of home
health aides. ‘

i. A registered nurse must
makean onsite visit to
the pailtient’s home no
less frequently than
everyi two weeks to
assess the home health
aide’s services. The
home| health aide does
not have to be present
during this visit. A
registered nurse or
qualified therapist must
make an onsite visit to
the lo;cation where the
patient is receiving care
in order to observe and
assess each aide while
he or she is performing
care no less frequently
than évery 28 days.

The supéwising nurse or
therapist must assess an
aide’s abil\'ty to demonstrate
initial and.‘continued
satisfactory performance in
meeting outcome criteria
that include, but is not
limited to-—

(i) Following the
| patient’s plan
1 of care for
' completion of
! tasks assigned
to the home
health aide by
the registered
nurse or
qualified
therapist;
(ii) Creating
; ‘[ successful
| interpersonal
relationships

with the

Current language is
every 2 weeks, don’t
change to every 14
days.

If we are tracking the
competency of the HHA
then we need to say
that, and address under
d) standard: Inservice
training

This needs to reflect
how burdensome this is
for family to have two
caregivers.

Also burden to facility.
No positive outcome.

A registered nurse must make an
onsite visit to the patient’s home no
less frequently than every two weeks
to assess the home health aide’s
services. The home health aide does
not have to be present during this
visit.
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patlént and
family;

(ii1) Demonstrati

ng
competency
with
assigned
tasks;

(1v) Complying

with infection
control

‘- policies and

™)

procedures;
and
Reporting
changes in the
patient’s
condition.

(3) If the hOSplCe chooses to
provxde home health
aide services under
contrac\t with another
organization, the

hospice’s

|

respon§ibiliﬁes include,
but are not limited to—

(i)

Ensuring the

overall quality of
care provided by

an

aide;

(ii!) Supervising

an aide’s
services as
described in
paragraphs
(h)(1) and
(h)(2) of this
section; and

(111 )Ensuring that

' home health
aides who

. provide

services
under
arrangement
have met the
training and/
or
competency
evaluation

requirements
of this

condition.

(i) Standard: Individ‘juals Jurnishing
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: Medzcazd personal care azde—only

services under a Mec{zcazd personal
care benefit. An individual may
furnish personal care|services, as
defined in § 440.167 jof the Code of
Federal Regulations, on behalf of a
hospice or home health agency.
Before the individual may furnish
personal care serv1ce£ the individual
must be found competent by the
‘State to furnish those} services. The
individual only needs to demonstrate
competency in the services the
individual is required to furnish.

() Standard: Homemaker
qualifications. A quahﬁed
homemaker is a home health aide as
described in § 418.76 or an
individual who meets[ the standards

in § 418.202(g) and ﬂlas successfully
completed hospice or‘ientation

addressing the needs and concerns of
patients and families ‘coping with a

terminal illness. ‘

(k) Standard: Homemaker
supervision and duties.
(1) Homemaker services
must be‘ coordinated by
a member of the
interdisciplinary group.
(2) Instructions for
homemaker duties must
be prepared by a
member of the
interdiseiplinary group.
3) Homem{akers must
report all concerns '
about the patient or
family to the member
of the interdisciplinary
group w;ho is
coordinating

t .
homemaker services.

§ 418.78 Conditions ‘of
participation: Volunteers.

The hospice must use‘ volunteers
to the extent spe01ﬁed in
paragraph (e) of this dection.
These volunteers must be used in
defined roles and under the
supervision of a designated
hospice employee. |
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(a) Standard: Training. The hospice

must maintain, docuw‘ment and
provide volunteer oriientation and
training that is consistent with

hospice industry standards.

(b) Standard: Role. Volunteers must
be used in day-to-day administrative
and/or direct patient care roles.

(¢) Standard: Recruiting and
retaining. The hospice must
document and demonstrate viable
and ongoing efforts to recruit and

retain volunteers.

@ Standard: Cost saving. The

hospice must docum?nt the cost
savings achieved through the use of

volunteers. Documentation must
include— |

(1) The identification of

each po‘smon that is

occupicld bya
volunte‘er; :

(2) The wo‘rk time spent by
volunteers occupying
those positions; and

(3) Estimates of the dollar

costs th)at the hospice
would have incurred if
paid em'ployees
occupied the positions
1dent1ﬁed in paragraph
(D) of this section for
the amount of time
spec1ﬁeh in paragraph
(d)2) oTthls section.

(e) Standard: Level of activity.
Volunteers must provide day-to-day
administrative and/or‘ direct patient
care services in an amount that, ata
minimum, equals 5 percent of the -
total patient care houts of all paid
hospice employees artld contract staff.
The hospice must maintain records
on the use of volunteers for patient

.. A '
care and administrative services,

including the type of ‘serv1ces and

time worked. {
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§418.100 Condition of

participation: Organization and
administration of|services.

The hospice must ¢rganize, manage, and
administer its resources to provide the
hospice care and services to patients,
caregivers and fanﬁlles' necessary-for the
palliation and manégement of terminal
illness. 1

Thkkkkk

(a) Standard: Servmg the hospice patient
and family. The hosplce will promote—
(1) That each patient receives
and expenences hospice care
that optlrmzes comfort and
dignity; and
(2) That each patient experience
hospice care that is consistent
with patient and family needs
and desires

**********************************

| wkkkrrhhhhkrirt

*

| kkkhkhkhhdhhkhhdhdhhhhiddk

(a) Standard: Serving the hospice
patient and family. The hospice will
promote—

(1)That 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 family goals
and is reasonable and
necesssary.

hkkhkkk

(b) Standard: Govérning body and
administrator. A governing body (or
designated persons|so functioning)
assumes full legal authority and
responsibility for tl[le management of the

hospice, the provisi}on of all hospice

_services, its fiscal operations, and

continuous quality : assessment and

performance 1mprovement A qualified
administrator reports to the governing body
and is responsible for the day-to-day

-operation of the hoépice. The administrator

must be a hospice émployee and possess
education and experience required by the
hospice’s governing body.

i

)
'
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(c) Standard Servzces
1 A hosp1ce must be primarily
engaged in providing the
following care and services
and must do so in a manner
that is consistent within
accepted standards of
practice:
(1) | Nursing services.
(i) Medical social
services.
(iif) Physician services.
(iv) Counseling services,
including spiritual
counseling, dietary
counseling, and
bereavement
counseling.
(v)i Home health aide,
volunteer, and
homemaker services.
(vi) Physical therapy,
occupational therapy
and speech-language
pathology therapy
services.
(Vii) Short-term
1np atient care.
(v111)Med1cal supplies
(mcludmg drugs and
biologicals) and medical
appliances.

(2) Nursing services, physician
services, and drugs and
blologlé:als (as specified in §
418. 106) must be made

routlne}y available on a 24-
hour ba‘sm 7 days a week.
Other covered services must

be available ona 24-hour

basis w;hen reasonable and

necessary to meet the needs

of the p[atlent and family.

(d) Standard: Contiﬁuation of care. A

_ hospice may not discontinue or reduce care
3 provided to a Medicare or Medicaid

: beneficiary because (‘)f the beneficiary’s

inability to pay for that care.

“ (a) Standard: Approézch to service delivery. (a) Standard: Approach to service
‘ A hospice that has a Mﬁen agreement : ' delivery.
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with another agency, individual, or
organization to furnish any services under
arrangement, must retain administrative
and financial mnaéement, and supervision
of staff and services: for all arranged
services, to ensure the provision of quality
care. (a) Standard: J4ppr0ach to service
delivery. }
(1) Authorized by the hospice;
(2) Furnished in a safe and
effective manner by
personnel having at least the
same dualiﬁcations as
hospice employees; and
(3) Delivered in accordance with

the patient’s plan-of care.

Hospice can not
supervise staff from

. other agencies,

however they do
monitor

| Most SNFs have

LPNs, and CNAs
and hospices have
RNs and HHAs

A hospice that has a written
agreement with another agency,
individual, or organization to furnish
any services under arrangement, must
retain administrative and financial
management, and monitor the care
provided by all arranged services, to
ensure the provision of quality care.
(a) Standard: Approach to service
delivery.

(1)Authorized by the hospice
(2)Furnished in a safe and effective
manner by qualified personnel.

A3)...

(f) Standard: Hospice satellite locations.

(1) Al hoépice satellite locations
must be approved by CMS
before providing hospice care
and services to Medicare
patients. The determination
that a satellite location does
or doe‘s‘ not meet the
definition of a satellite
locatio‘n, as set forth in this
part, is! an initial
determination, as set forth in
§ 498.3.

(2) The hospice must continually
monit&r and manage all
services provided at all of its
locations to ensure that
service’s are delivered in a

safe an‘d effective manner and

to ensutre that each patient
and far‘nily receives the
necessary care and services

outlineid in the plan of care.

(g) Standard: In-ser\;zice training. A
hospice must assess the skills and
competence of all individuals furnishing
care, including voluﬁteers furnishing
services, and, as nec:essary, provide in-
service training and education programs
where required. The hospice must have
written policies and procedures describing
its method(s) of assessment of competency
and maintain a writte%n description of the
in-service training provided during the
previous 12 months.
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§ 418.102 Condition of

participation: Me«;ﬁical director.

The hospice must designate a physician to
serve as medical dil%ector. The medical
director must be a doctor of medicine or
osteopathy who is dither employed by, or
under contract with,’ the hospice. When
the medical director is not available, a
physician designate‘ by the medical

director assumes the same responsibilities

and obligations as the medical director.
The medical director and physician
designee coordinate with other physicians.
and health care professionals to ensure
that each patient experiences medical care

that reflects hospice policy.

|

Medical director
coverage should be
chosen by the
hospice as well

§ 418.102 Condition of

-participation: Medical

director.

The hospice must designate a
physician to serve as medical director.
The medical director must be a doctor

_of medicine or osteopathy who is

either employed by, or under contract

“with, the hospice.

When the medical director is not
available, a physician designated by
the medical director and/or the hospice

-assumes the same responsibilities and

obligations as the medical director...

(a) Standard: Initial certification of
terminal illness. The medical director or

physician designee teviews the clinical
information for eacf# hospice patient and
provides written certification that it is
anticipated that the ﬂ)atient’s life

expectancy is 6 months or less if the illness

runs its normal couI‘T%e. The physician must
consider the followix\1g criteria when
making this determination:

(1) The ernaw terminal

condition.

(2) Related diagnosis(es), if any.

3) Current subjective and
objecti\ve medical findings.

) Curren[k medication and
treatment orders.

(5) Information about the
medicail management of any
of the patient’s conditions
unrelated to the terminal

illness. ‘t

|
(b) Standard: Recertification of the

terminal illness. Befcpre the recertification

/| period for each patient, as described in §

418.21(a), the medical director or
physician designee rr:lust review:
(1) The patient’s clinical
information; and
(2) The patient’s and family’s
exﬂ)ectations and wishes
for"the continuation of
hospice care.
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(c) Standard Coordmatzon of medical
care. The medical d]ICCtOI’ or physician
designee, and the other members of the
interdisciplinary gro'up'are jointly
responsible for the coordination of the
patient’s medical care in its entirety. The
medical director or ﬁhyswlan designee is
also responsible for duectmg the hospice’s

quality assessment and performance

Most medical .

{ directors do not have

time or qualifications
to direct the QA/PL

(c) Standard: Coordination of medical
care. The medical director or
physician designee, and the other
members of the interdisciplinary group
are jointly responsible for the
coordination of the patient’s medical
care in its entirety.

The medical director or physician

improvement program. designee is also responsible for
oversight and input into the hospice’s
| quality assessment and performance
improvement program.
§ 418.104 Condition of

participation: Clini!'cal records.
A clinical record cor}taining past and

current findings is maintained for each
hospice patient. The ‘clinical record must
contain accurate clinical information that is
available to the paﬁelnt’s attending
physician and hospic[e staff. The clinical

record may be maintained electronically

(a) Standard: Content. Each patient’s

record must include the following:

(1) The plan of care, initial
assessment, comprehensive
assessment, and updated
comprehensive assessments,
clinicalinotes, and progress
notes.

(2) Informed consent,

aumoﬁ}.ation, and election.
forms.

(3) Responses to medications,
symptom management,
treatments, and services.

(4) Outcome measure data
elements as described in §
418. 54(e) of this subpart.

(5) Physician certification and
recertification of terminal
illness als required in § 418.22
and descrlbed in § 418.102(a)
and § 418 102(b)
respectlvely

6) Any‘ad\'fance directives as
describe;d in § 418.52(2)(3).

(b).Standard: Authentzcatzon All entries
must be legible, cleari complete, and
appropriately authent{cated and dated. All
entries must be signed, and the hospice

Need clarification as
to what this means.
Hospice deals with

many physicians and

(b) Standard: Authentication All
entries must be legible, clear, and
complete. All entries must be signed,
and dated.

|

i
T
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g St

must be able to authenticate each
handwritten and electronic signature of a
primary author wholhas reviewed and
approved the entry. \

|

|

i

staff across many

settings.

{ This could be an

access to care issue.
We add office notes,

| etc to chart for

determining
terminal status.

(c) Standard: Protection of information.
The clinical record, its contents and the
information containe:d therein must be
safeguarded against loss or unauthorized
use. The hospice mulst be in compliance
with the Department’s rules regarding
personal health infor‘:mation set out at 45

CFR parts 160 and 1\‘64.

(d) Standard: Retention of records. Patient
clinical records must be retained for 5
years after the death\or discharge of the
patient, unless State law stipulates a longer

‘period of time. If the hospice discontinues

operation, hospice policies must provide
for retention and stolLage of clinical
records. The hospiceI must inform its State
agency and its CMS [Regional office where
such clinical records|will be stored and
how they may be accessed.

Needs to match
whatever may be in
HIPPA legislation.

(e) Standard: Discharge or transfer of
care.
(1) If the care of a patient is
transferred to another
Medicare/ Medicaid-
approved facility, the hospice
must forward a copy of the
patient’s clinical record and
the hospice discharge
summal:'y to that facility.
(2) If a patient revokes the
election of hospice care, or is
discharged from hospice

because eligibility criteria are

no longer met, the hospice
must provide a copy of the
clinical|record and the
hospice discharge summary
of this section to the patient’s
attending physician.

(3) The hospice discharge
summary must include—

(i) ;A summary of the

Providers rarely
require the entire
clinical record and it
would be
burdensome to the
hospice to copy and
mail the entire
record.

Hospices should be
required to provide
the minimum
necessary to provide
quality care

CMS need to add
allow for sharing of
electronic records

(e) Standard: Discharge or transfer of

care.

(1) If the care of a patient is
transferred to another
Medicare/ Medicaid-
approved facility, the
hospice must forward a
copy of the patient’s
hospice discharge
summary to that facility.

(2)If a patient revokes the
election of hospice care, or is
discharged from hospice
because eligibility criteria are
no longer met, the hospice
must provide a copy of the
hospice discharge summary
of this section to the patient’s
attending physician.

3)...
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’ patlent s stay

symptoms and pain

management;

(11) The patient’s current
plan of care;

(ii:i)The patient’s latest

] physician orders;
and .

(1\'/)Any other
documentation that
will assist in post-
discharge continuity

| ofcare.

|

including treatments,

(D) Standard: Retrieval of clinical records.
The clinical record, whether hard copy or
in electronic form, must be made readily
available on request by an appropriate

authority.

§ 418.106 Condition of participation:
Drugs, controlled drugs and
biologicals, medical supplies, and
durable medical equipment.

Medical supplies and appliances, as
described in § 410. 36 of this chapter;
durable medical equlpment as described
in § 410.38 of this chapter; and drugs and

biologicals related to

related conditions, as
hospice plan of care,
the hospice while the
hospice care.

the palliation and

management of the terminal illness and

identified in the
must be provided by
patient is under

(a) Standard: Admin

istration of drugs and

biologicals.

(1) All drugs and biologicals
must be administered in
accordance with accepted
hospicé and palliative care
standards of practice and
according to the patient’s
plan of|care.

(2) The interdisciplinary group,
as part of the review of the
plan oflcare, must determine
the ability of the patient
and/or family to safely self-
administer drugs and
biologicals. .
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. (b) Standard Controlled drugs in the

patient’s home. The hospice must have a
written policy for tqackmg, collecting, and
disposing of controlled drugs maintained in
the patient’s home. During the initial
hospice asscssment,l the use and disposal of
controlled substances must be discussed
with the patient and family to ensure the
patient and family are educated regarding
the uses and potential dangers of controlled
substances. The hoslpice nurse must
document that the policy was discussed
with the patient andifamlly

[
l
|
i

|
i
|
|
I
i

‘Néed a d‘eyfinitio’n'

for tracking. It is
difficult if not
impossible to
track meds in the
homes as multiple
care givers
administer meds.

Hospice needs to
discuss the risks
and benefits of all
meds

b) Standard: Controlled drugs in the

patient's home. The hospice must have
a written policy for collecting, and
disposing of controlled drugs
maintained in the patient’s home.
During the initial hospice assessment,
the use and disposal of controlled
substances must be discussed with the
patient and family to ensure the patient
and family are educated regarding the
uses and potential risks and benefits of
all medications including controlled
substances. The hospice nurse must

-document that the policy was

discussed with the patient and family.

(¢) Standard: Use and maintenance of
equipment and supplies.

(1) The hospice must follow
manufacturer
recommendations for
performing routine and
preventive maintenance on
durable medical equipment.
The equipment must be safe
and wo\rk as intended for use
in the patient’s environment.
Where there is no
manufa‘cturer
recommendation for a piece
of equipment, the hospice
must develop in writing its
own repair and routine
maintenance policy. The
hospice may use persons
under contract to ensure the
maintenance and repair of
durable medical equipment.

(2) The hospice must ensure that
the patient, where
appropriate, as well as the
family atnd/ or other
caregiver(s), receive
instruction in the safe use of
durable \medical equipment
and supplies. The patient,
family, and/or caregiver must
be able to demonstrate the

Many hospice
contracts require
that the medical
equipment provider
instruct on safe use.

(2) The hospice, either
directly or through
contracting, must ensure
that the patient, where
appropriate, as well as
the family and/or other
caregiver(s), receive
instruction in the safe use
of durable medical
equipment and supplies.
The patient, family,
and/or caregiver must be
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RN
appropnate use of dmable
medic;al equipment to the
satisfaction of the hospice

V aBle' to demoﬁstraite the
appropriate use of
durable medical

staff. | equipment to the
| satisfaction of the
‘ hospice staff.
§ 418.108 Condition of Need to split out | § 418.108 Condition of
participation: Short-term General participation: Short-term

inpatient care.

Inpatient care must be available for pain
control, symptom management, and
respite purposes, and must be provided in
a participating Medlcare or Medicaid
facility. i
f

Inpatient level of
care and
inpatient respite
level of care.

General inpatient care.

General Inpatient care must be
available for symptom management,
including pain, patient or family
psychosocial crisis , and must be
provided in a participating Medicare

‘or Medicaid facility.

‘ (a) Standard: Inpatient carefor syinptom

management and pa[zn control. Inpatient

care for pain control and symptom
management must be provided in one of
the following: |

(1) A Medicare-approved hospice
that meets the conditions of
parﬂcipation for providing
mpat1ent care directly as
spec1ﬁed in § 418.110.

) A Medlcare -participating
hospxtal or a skilled nursing
facﬂlty[ that also meets the
standar;ds specified in §
418.110(b) and (f) regarding
24-hour nursing services and
patlent‘areas

\

Again break out
General
inpatient from
respite. -

General
Inpatient level of
care for
treatment of

- crisis sitnations

or symptom
issues should
require an RN,
but inpatient
respite which
does not include
crisis or
symptoms
should not.

(a) Standard:General Inpatient care
Jfor symptom management and pain
control. Inpatient care for pain control
and symptom management must be
provided in one of the following:

(1) A Medicare-approved
hospice that meets the
conditions of
participation for
providing inpatient care
directly as specified in §
418.110.

(2) A Medicare-participating
hospital or a skilled
nursing facility that also
meets the standards
specified in § 418.110(b)
and (f) regarding 24-hour
Registered nursing
services and patient
areas.

(b) Standard: Inpatiént care for respite
purposes. Inpatient care for respite
purposes must be provxded by one of the
following:
1) A prov1der specified in
paragraph (a) of this section.
(2) A Medicare/Medicaid
approvéd nursing facility that
also meets the standards
specified in § 418.110(b) and

o |

(b) Standard: Inpatient care for respite
purposes. Inpatient care for respite
purposes must be provided by one of
the following;:

(1) A provider specified in
paragraph (a) of this
section.

(2) A Medicare/Medicaid
participating pursing
facility that also meets
the standards specified in
§ 418.110(b) and (f).

(c) Standard: Inpatient care provided
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under arrangements. It the hosplce has an

arrangement with a facility to provide for

short-term inpatient‘care, the arrangement
is described in a legally binding written
agreement that at a minimum specifies—

: (1) That th|? hospice supplies the

. ‘ inpatient provider a copy of

" the patient’s plan of care and

‘ speciﬁFs the inpatient

3 ‘ services to be furnished;

' (2) That the inpatient provider has
established patient care

£ - policies consistent with those

; of the hosplce and agrees to
abide ti>y the palliative care
protocols and plan of care
established by the hospice for
its patients;

(3) That the hospice patient’s
inpatient clinical record
includeTs a record of all
inpatieint services furnished,
events viregarding care that
occurred at the facility, and
that a ctopy of the inpatient
clinical record and discharge
summa[ry is available to the
hospicé at the time of
dischar‘gge;

(4) That the inpatient facility has
1dent1ﬁed a individual within
the fac111ty who is respon51b1e
for the implementation of the
pr0V151ons of the agreement;

(5) That the hOSplCC retains
respon51b111ty for arranging
the tralmng of personnel who
will be prov1d1ng the patient’s
care in the inpatient facility
and tha‘t a description of the
training and the names of
those giving the training is
documented; and

(6) Thata vs}[ay to verify that
requlrements in paragraphs
{©)(1) through (©)(5) of this
section \have been met is
estabhs|hed

(d) Standard: Inpatiént care limitation.
The total number of 1npat1ent days used by
Medicare beneﬁcmnes who elected

hospice coverage in a 12month period in a
i
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partlcular hosplce may not exceed 20

percent of the total number of hospice days
consumed in total by this group of
beneficiaries.

i

() Standard: Exemption from limitation.
Before October 1, 1986, any hospice that
began operation before January 1, 1975, is
not subject to the 111lmtat1on specified in
paragraph (d) of thls section.

|

§ 418.110 Condition of

participation: Hospices that

provide inpatient care directly.

A hospice that provides inpatient care
directly must demonstrate compliance with
all of the following standards:

(a) Standard: Staffing. The hospice is
responsible for en‘sxfring that staffing for all
services reflects its volume of patients,
their acuity, and the|level of intensity of
services needed to ensure that plan of care
outcomes are achieved and negative

outcomes are avoided.

(b) Standard: Twenty-four hour nursing
services. The hospice facility must provide
24-hour nursing se‘r\[/ices that meet the
nursing needs of all patients and are
furnished in accordance with each patient’s
plan of care. Each pa‘ltient must receive all

|
nursing services as prescrlbed and must be

kept comfortable, clean well groomed, and |

protected from acc1dent injury, and
infection. |

- staff, and visitors.

(c) Standard: Physchl environment. The

hospice must maintain a safe physical
environment free of hazards for patients,
O Safety
‘ manag
ement.
The hospice must
address real or
potential threats to

(1)

of the patients,
others, and property.
The hospice must
report a breach of
safety to appropriate

~ State and local

- bodies having

; regulatory

the health and safety
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) Junsdictlon and
| correct it promptly.
(11) The hospice must
. take steps to prevent
' equipment failure
. and when a failure
. occurs, report it
| appropriate State
i and local bodies
i having regulatory
| jurisdiction and
| correct it promptly.
(111) The hospice must
have a written
disaster
preparedness plan in
I effect for managing
| the consequences of
© power failures,

i natural disasters, and ‘

i that would affect the
hospice’s ability to
provide care. The
plan must be

| periodically

reviewed and

rehearsed with staff

(including non-

émployee staff) with

special emphasis
placed on carrying
out the procedures
necessary to protect
patients and others.

2) Physic

al plant and equipment. The
hospice, must develop
procedures for managing the
control, reliability, and

|
0
|
l\ other emergencies
|
|
|

quality of —
(i.)! The routine storage
. and promipt
| disposal of trash

i and medical waste;
(ii.) Light, temperature,
| and ventilation/air
| exchanges
throughout the
hospice;
(ili) Emergency gas
* and water supply;
" and

__(iv.) The scheduled and
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|  emergency
maintenance and
repair of all

' equipment

(d) Standard: Fire ];)rotection.
(1) Except as otherwise provided
in this sect{ion—
(i) The hospice must
| meet the provisions
| applicable to nursing
homes of the 2000
edition of the Life
Safety Code (LSC)
of the National Fire
| Protection
| Association The
! Director of the
{ Office of the Federal
Register has
i approved the NFPA
l 101 2000 edition of
\ the Life Safety
i Code, issued
| January 14,2000, for
incorporation by
! reference in
| accordance with 5
| U.S.C.552(a) and 1
\ CFR part 51. A copy

of the code is
available for

| inspection at the

| CMS Information

! Resource Center,

| 7500 Security

\‘ Boulevard,

¢ Baltimore, MD or at
the National
Archives and

. Records

i Administration
(NARA). For
information on the
availability of this

. material at NARA,
:i call 202-741-6030,
[ or go to:

| http://www.archives.
[ goV/ federal

| register/code of

| federal

, regulations/ibr
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I locations.html.
Copies may be
obtained from the
National Fire
Protection
Association, 1
Batterymarch Park,
Quincy, MA 02269,

i Ifany changes in the

* edition of the Code
are incorporated by

. reference, CMS will
publish a notice in

. the Federal
Register to

' announce the

. changes.

(ii) Chapter 19.3.6.3.2,

. exception number 2
of the adopted

i edition of the LSC

i does not apply to

¢ hospice.

(2) In consideration of a
recommendation by the State
survey‘agency, CMS may
waive, [for periods deemed
appropriate, specific
provisiions of the Life Safety
Code w'hlch if rigidly applied
would result in unreasonable
hardshlp for the hospice, but
only if the waiver would not
adversely affect the health
and safety of patients.

(3) The pro#isions of the adopted
edition |of the Life Safety
Code do not apply in a State
if CMS|finds that a fire and
safety code imposed by State
law adequately protects
panents in hospices.

4) Begmmng March 13, 2006, a
hosplce| must be in
compliance with Chapter
9.2.9, Emergency lighting.

(5) Beglnmng March 13, 2006,
Chapter 19.3.6.3.2, exception
number\ 2 does not apply to
hosplces

(6) Notw1thstand1ng any
prov151ons of the 2000 edition
of the Llfe Safety Code to the
contrar J a hospice may place

| 54
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Fionol

: dispenslers in its facility if—
(1){Use of alcohol-based

(ii)

i
|

(iii)

T

i that minimizes leaks
i and spills that could
'i lead to falls;

baéea hand rub ]

hand rub dispensers
does not conflict
with any State or
local codes that
prohibit or otherwise
restrict the
placement of
alcohol-based hand
rub dispensers in
i health care facilities;
The dispensers are
installed in a manner

The dispensers are
installed ina
manner that
adequately protects
against access by
vulnerable
populations; and
he dispensers are
installed in
accordance with.

chapter 18.3.2.7 or
chapter 19.3.2.7 of
the 2000 edition of
the Life Safety
Code, as amended
by NFPA
Temporary Interim
Amendment 00—
1(101), issued by
the Standards
Council of the
National Fire:
Protection
Association on
April 15, 2004,
lThe Director of the
Office of the
Federal Register
Ihas approved
NFPA Temporary
Interim
%&mendment 00—~
1(101) for
incorporation by
teference in
accordance with 5

55




' 2005 PROPOSED ME_DICARE CONDITIONS OF PARTICIPATION
FOR HOSPICE PROGRAMS WITH REQUEST FOR COMMENTS
June 8, 2005

2005 CMS PROPOSED ‘CoP
_i'~‘ : SubpartD Subpart D"
Orgamzatlonal Envn‘onment

=" SUGGESTED REVISION. .

U S C 552(a) and
1 CFR part 51. A
copy of the
amendment is
available for

| inspection at the

\ CMS Information
| Resource Center,

| 7500 Security

| Boulevard,

i Baltimore MD and
at the Office of the
Federal Register,
800 North Capitol
Street NW., Suite
700, Washington,
DC. Copies may

| be obtained from

\ the National Fire

i Protection
Association, 1
Batterymarch
Park, Quincy, MA
02269. If any
additional changes
are made to this
amendment, CMS
will publish notice
in the Federal
Register to
announce the

i changes.

(e) Standard: Patzentl areas. The hospice
must provide a homelhke atmosphere and
ensure that patient arcas are designed to
preserve the dignity, comfort, and privacy
of patients.
(1) The hospice must provide—
i) Physwal space for
private patient and
\ family visiting;
(ii) . IAccommodations for
| family members to
remain with the
patient throughout
the night; and
(111)(Phy51ca1 space for
gfamxly privacy after
|a patient’s death.
(2) The hospice must provide the
opportunity for patients to
receive visitors at any hour,

|
|
|
|
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mcludmg infants and small
chlldren

(f) Standard: Pattent rooms.

(1) The hosplce must ensure that
patient rooms are designed
and eqhipped for nursing
care, a's well as the dignity,
comfort and privacy of
patlents

(2) The hOSplCC must
accommodate a patient and
family request for a single
room whenever possible.

(3) Each patient’s room must—

(i)|Be at or above grade
" level;
Contain a suitable
| bed and other
appropriate furniture
for each patient;
(ii1) Have closet space
that provides
security and
privacy for
clothing and
personal
belongings;
(iv) Accommodate no
more than two
patients;
(v)|Provide at least 80
square feet for each
residing patient in a
double room and at
least 100 square feet
for each patient
residing in a single
room; and
(vi) Be equipped with an
| easily-activated,
functioning device
accessible to the
patient, that is used
for calling for
assistance.

(i

=3

(4) For an existing building, CMS
may waive the space and
occupancy requirements of
paragraphs (H)(2)(iv) and
(£)(2)(v) of this section for a

_period of time if it determines

(iv)Accommodate no
“more than two patients, except
during times of community disasters

|
4
|
|
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that—
(1) Imposition of the
. requirements would
- result in
unreasonable
hardship on the
hospice if strictly
. enforced; or
| jeopardize its ability
" 'to continue to
] participate in the
| Medicare program;
“ and
(11) The waiver serves the
| needs of the patient
| and does not
adversely affect their
i health and safety.

(g) Standard: T oilet/ibathing facilities.

Each patient room must be equipped with,
or conveniently loca’ited near, toilet and
bathing facilities. |

t

(h) Standard: Plumbing facilities. The
hospice must—
(1) Have anl adequate supply of
hot wat'er at all times; and
(2) Have plumbmg fixtures with
control|valves that
automawitically regulate the
temperature of the hot water
used by, patients.

(i) Standard. Infection control. The

hospice must maintain an infe¢tion control |

program that protects patients, staff and
|| others by preventing and controlling

infections and communicable disease as
stipulated in §418.60.

(i) Standard: Sanitary environment. The
hospice must provide a sanitary
environment by follol‘wing current
standards of practice, including nationally
recognized infection control precautions,
and avoid sources and transmission of
infections and communicable diseases.

(k) Standard: Linen. {The hospice must
have available at all times a quantity of
clean linen in sufﬁment amounts for all
patient uses. Linens must be handled,
stored, processed, and transported in such a
manner as to prevent fthe spread of

i
i
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contaminants.

(1) Standard: Meal service and menu
planning. The hospice must furnish meals
to each patient that are—

(1) Consistént with the patient’s

plan Ofi

care, nutritional

needs, and therapeutic diet;

(2) Palatable, attractive, and
served at the proper
temperature; and

(3) Obtained, stored, prepared,
distributed, and served under
sanitary conditions.

(m) Standard: Pharmaceutical services.

Under the direction ¢

f a qualified

pharmacist, the hospice must provide

pharmaceutical servil

biologicals and have

ces such as drugs and

a written process in

place that ensures dispensing accuracy.

We need language to
allow patients to use
already obtained
prescriptions, and to
allow these '
medications to be

(m) Standard: Pharmaceutical
services. Under the direction of a
qualified pharmacist, the hospice must
provide pharmaceutical services such
as drugs 'and biologicals and have a
written process in place that ensures

The hospice will evaluate a patient’s brought into dispensing accuracy. The hospice will
response to the medication therapy, facilities evaluate a patient’s response to the
identify adverse drug reactions, and take medication therapy, identify adverse
appropriate corrective action. Drugs and drug reactions, and take appropriate
biologicals must be obtained from corrective action. Drugs and
community or institutional pharmacists or biologicals must be obtained from
stocked by the hospi!ce. The hospice must community or institutional pharmacists
furnish the drugs and biologicals for each or stocked by the hospice. The hospice
patient, as specified in each patient’s plan must furnish the drugs and biologicals
care. The use of drugls and biologicals must - for each patient, as specified in each
be provided in accordance with accepted patient’s plan care. The use of drugs
professional principles and appropriate and biologicals must be provided in
Federal, State, and local laws. accordance with accepted professional
: principles and appropriate Federal,
State, and local laws.
(n) Pharmacist. A licensed pharmacist
must provide consultation on all aspects of
the provision of pharmaceutical care in the
facility, including ordering, storage,
administration, disposal, and record
keeping of drugs and biologicals.
(1) Orders for medications.
(i) A physician as
defined by section
1 1861(r)(1) of the
I Act, or a nurse
! practitioner in
! accordance with the
‘ plan of care and
: State law, must
| 59
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order a11 mediCations
for the patient.
(ii) If the medication
order is verbal or
given by or through
electronic
transmission—

(a) The
physician
must give it
onlytoa
licensed
nurse, nurse
practitioner
(where
appropriate
pharmacist,
or another
physician;
and

(b) The
individual
receiving
the order
must record
and sign it
immediatel
y and have
the
prescribing
physician
sign it in
accordance
with State
and Federal
regulations.

(2) Administration of medications.

Medications must be

administered by only the

following individuals:

(i)|A licensed nurse,
physician, or other
health care
professional in
accordance with
their scope of
practice.

(ii) An employee who
has completed a
State-approved
training program in
medication
administration.
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(111) The patlent upon
approval by the
attending

| physician.

(3) Labeling of drugs and
biologicals. Drugs and
biologicals must be labeled in
accordance with currently
accepted professional practice
and must include appropriate

',
G

%
=

i AL
s

P

TR

access:ory and cautionary

mstructlons as well as an

expnatlon date (if

applicable).
(4) Drug management

procec?ures

(1) All drugs and

biologicals must be
stored in secure
areas. All drugs
listed in Schedules
I, 1L, IV, and V of
the Comprehensive
Drug Abuse
Prevention and
Control Act of 1976
must be stored in
locked
compartments
within such secure
storage areas. Only
personnel authorized

61

to administer
controlled
medications may (iii) xgnz \nsios
have access to the histhl'ep :
locked e
compartments. acquisition,
(ii) The hospice must ' (Siﬁorage,lu;:,

| keep current and IZI:r(;Sa%

~ accurate records of ZZ e ﬁed

I the receipt and o

4 iti drugs must be

| disposition of all e

| controlled drugs. }E:’ms dgatel

(111) Any discrepancies o ; 1ately

i in the acquisition, 1};1 rria i
g, e Ia)nd hospice

| disposal, or return ho.

. of controlled administrator

| and where

i drugs must be and v

bl . required

. investigated e o

| immediately by gpo e

| the pharmacist € ‘

! and hospice appropriate

|
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? administrator and State agency.
- where required A written
a reported to the account of the
appropriate State investigation
agency. A written must be made
account of the available to
investigation must State and
be made available Federal
: to State and officials as
! Federal officials. required by
3 law.
(5) Drug disposal. Controlled () ...
i drugs no longer needed by a
| ~ patient must be disposed of in
compliance with the hospice
policy and in accordance with
State and Federal
requirements.
(o) Standard: Seclusion and restraint. Need to define (o) Standard: Seclusion and restraint
(1) The patient has the right to be coercion.

free from seclusion and
restrair{t, of any form,
imposed as a means of
coercion, discipline,
convenience, or retaliation by
staff. The term restraint
includes either a physical
restraint or a drug that is
being used as a restraint. A
physice{l restraint is any
manual method or physical or
mechal:lical device, material
or equipment attached or
adjacent to the patient’s body
that he jor she cannot easily

remove, that restricts free

movemlent of, normal In hospice we
function of, or normal access often use drug to %A drue used. as a restraint is a
to one’s body. *A drug used, change combative : Tug ’
L > . medication used to control

as a restraint is a medication behavior. b . R .

. ehavior or to restrict the patient’s
used to|control behavior or to freedom of movement and is not a
restrict|the patlent_s freedom Standard l30sp1ce standard treatment for a patient’s
of movement and is not a treatment include . . .

: medically effective hospice or

standard treatment for a the use of : hiatri diti ]

. dical N psychiatric condition and not
patientis medical or medications to - approved by the patient/family
psychiatric condition. control Seclusion Y _ )
Seclusion is the confinement restlessness,
of a person alone in a room or " delirium, nausea,
an area] where a person is hiccups,

! , 62
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physicj;:ally pre.vented from
leaving.
(2) Seclusion and restraint can

only b

¢ used in emergency

situations if needed to ensure

the pa;Lu

ient’s or others’

physical safety, and only if

less re

strictive interventions

have been tried, determined
and documented to be
ineffective.

(3) The use of restraint and
seclus‘ion must be—

(ﬂ

Selected only when
less restrictive
measures have been
found meffective to
protect the patient or
others from harm;

(i1) Carried out in

accordance with the
order of a physician.
The following will
be superseded by
more restrictive
State laws:

(a) Orders for
seclusion or
restraints
must never
be written
asa
standing
order or an
as needed
basis (that
is, PRN).

(b) The hospice
medical
director or
physician
designee
must be
consulted
as soon as
possible if
restraint or
seclusion is
not ordered
by the
hospice
medical
director or
physician

congestion,
terminal
sedation. (drugs
include ativan,
haldol, valium,
thorazine,
phenobarb,
xanax,
scopolamine,
atropine, robinol
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designee.
(c) A hospice
medical
; director or
physician
designee
must see
| the patient
i and
! evaluate the
need for
restraint or
seclusion
within 1
: hour after
i initiation of
% this
| intervention
I

(d) Each order for a f)hysical restraint or

seclusion must be in
4 hours for adults; 2

writing and limited to
hours for children and

adolescents ages 9 through 17; or 1 hour
for patients under the age of 9. The original
order may only be renewed in accordance
with these limits for i1p to a total of 24
hours. After the original order expires, a

physician must reass

ess the patient’s need

before issuing another seclusion and

restraint order.

(ii1) In accordance

with the
interdisciplinary
group and a
written
modification to
the patient’s plan
of care;

(iv) Implemented in the

least restrictive
manner possible not
to interfere with the
palliative care being
provided;

(v)| In accordance with

safe, appropriate
restraining
techniques;

(vi) Ended at the earliest

possible time; and

(vi1) Supported by

' medical necessity
. and the patient’s

| response or

(d) Each order for a physical restraint
or seclusion must be in writing and
limited to 8 hours for adults; 2 hours
for children and adolescents ages 9
through 17; or 1 hour for patients

under the age of 9. The order for

restraints expires every 24 hours and
must be reordered after reassessment

by a physician.

|

|
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outcome, and

documented in the

| patient’s clinical

record.

(4) A restraint and seclusion may

not be used|simultaneously unless

the patient is—
(i)|Continually
monitored face to

| face by an assigned

“ staff member; or

(11) Continually

' monitored by staff
using video and
audio equipment.

| Staff must be in

immediate response
proximity to the
patient.

(5) The condition of the patient

who is lin a restraint or in
seclusion must continually be
assessed, monitored, and
reevaluated by an assigned
staff m:ember.

(6) All staff who have direct
patienticontact must have
ongoing education and
training in the proper and safe
use of seclusion and restraint
applica'tion and techniques
and alternative methods for
handling behavior,
symptoms, and situations that
tradmonally have been
treated Ithrough the use of
restraints or seclusion.

(7 The hos'pice must report to the
CMS regional office any
death that occurs while the
patient|is restrained or in
seclusion, within 24 hours
after a ﬁatient has been
removed from restraint or
seclusion.

§ 418.112 Condition of

participation: I-Iosp'ices that provide
hospice care to resndents ofa
SNF/NF, ICF/MR, or other

facilities.

In addition to meetlng the conditions of
participation at § 418.10 through §

We need to define
facility.

§ 418.112 Condition of
participation: Hospices that
provide hospice care to
residents of a SNF/NF, ICF/MR,
or Medicare participating
facilities.

65




K

| 12005 PROPOSED MEDICARE CONDITIONS OF PARTICIPATION
F OR HOSPICE PROGRAMS WITH REQUEST FOR COMMENTS

June 8, 2005

5
-

’ Orgamzatlonal Env1ronment

2005 CMS PROPOSED C OPS

-Subpart D - Slllbpart D

SR

 SUGGESTED REVISION

418.1 16 a hosplce that prov1des hospice

care to residents of & SNF/NF, ICF/MR, or
other residential facility must abide by the
following additional standards.

(a) Standard: Resident eligibility, election,
and duration of benef ts. Medicare patients
receiving hospice serv1ces and residing in a
SNF, NF, or other fac111ty must meet the
Medicare hospice e11g1b111ty criteria as
identified in § 418. 20 through § 418.30.

|

(b) Standard: Professional management.
The hospice must assume full
responsibility for prlofessional
management of the re51dent’s hospice care,
in accordance with the hospice conditions
of participation and Imake any
arrangements necessary for inpatient care
in a participating Medicare/Medicaid
facility according to §418.100. '

(b) Standard: Professional
management. The hospice must
assume full responsibility for
professional

management of the resident’s hospice
Plan of care, in accordance with the
hospice conditions of participation and
make any arrangements necessary for
inpatient hospice care in a
participating Medicare/Medicaid
facility according to §418.100.

(c) Standard: Core services. A hospice
must routinely provide all core services.
These services include nursing services,
medical social services, and counseling
services. The hospic'e may contract for
physician services als stated in § 418.64(a).
A hospice may use dontracted staff
provided by another|Medicare certified
hospice to furnish core services, if
necessary, to supple'ment hospice
employees in order fo meet the needs of
patients under extIa(:)rdmary or other non-
routine circumstances, as described in §
418.64. !

\

Physician services
need to be included
in core services

(c) Standard: Core services. A hospice
must routinely provide all core
services. These services include
physician services, - nursing services,
medical social services, and
counseling services. The hospice may
contract for physician services as
stated in § 418.64(a). A hospice may
use contracted staff provided by
another Medicare certified hospice to
furnish core services, if necessary, to
supplement hospice employees in

order to meet the needs of patients

under extraordinary or other non-
routine circumstances, as described in
§ 418.64.

(d) Standard: Medical director. The
medical director and physician designee of

| the hospice must prolvide overall

coordination of the 1'nedlca1 care of the
hospice resident that resides in an SNF,
NF, or other fac111ty| The medical director
and physician demgﬂee must communicate
with the medical d1rector of the SNF/NF,
the patient’s attendlng physician, and other
physicians participating in the provision of
care for the terminal%and related conditions
to ensure quality care for the patient and
family.

Medical directors of
facilities may not
welcome the input of
hospice medical
directors, creating
an access to care
issue.

(d) Standard: Medical director. The
medical director and physician
designee of the hospice must provide
overall coordination of thehospice care
of the hospice resident that resides in
an SNF, NF, or other facility. An
assigned meémber of the IDG must
communicate with the SNF/NF, the
patient’s attending physician, and
other physicians participating in the
provision of hospice care for the
terminal and related conditions to
ensure quality care for the patient and
family.
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(e) Standard: Writte

|l hospice and the faciliity must have a written |

agreement that speci

4 agreement. The

fies the provision of

hospice services in the facility. The
agreement must be signed by authorized
representatives of the hospice and the
facility before the prlovision of hospice
services. The written agreement must

include at least the f¢

llowing;:

(1) The written consent of the

patient

or the patient’s

representative that hospice

service

s are desired.

(2) The services that the hospice
will furnish and that the

facility

will furnish.

(3) The manner in which the

facility

and the hospice are to

communicate with each other

to ensure that the needs of the

patient

|are addressed and met

24 hour:s a day.
(4) A provision that the facility
1mmed1ate1y notifies the

hosplce‘ if—

(M)

(i

A significant change
in the patient’s
physical, mental,
social, or emotional
status occurs;

Clinical
complications
appear that suggest a

i need to alter the plan

| of care;

(iii) A life threatening

(v

condition appears;
A need to transfer
the patient from the
facility and the
hospice makes
arrangements for,
and remains
responsible for, any
necessary
continuous care or
inpatient care
necessary related to
the terminal illness;
L or

(v) The patient dies.
(5) A provision stating that the

Patients consent
to hospice care
is not part of
the contract
with the facility

(iii) is already
addressed in (i)

(e) Standard: Written agreement. The
hospice and the facility must have a
written agreement that specifies the
provision of hospice services in the
facility. The agreement must be signed .
by authorized representatives of the
hospice and the facility before the
provision of hospice services. The
written agreement must include at least
the following:

(1) The services that the

hospice will furnish and

oo

(4) A provision that the
facility immediately
notifies the hospice if—

(1) A significant
change in the
patient’s
physical,
mental, social,
or emotional
status occurs;

(ii) Clinical
complications
appear that
suggest a need
to alter the plan
of care;

(iii) A need to transfer
the patient from
the facility and the
hospice makes ...

|
|
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s

hosplcc assumes
responsibility for determining
the appropriate course of
care, including the
determination to change the
level of services provided.

(6) An agreement that it is the
facility;'s primary
responsibility to furnish room
and board.

MHA delineation of the hospice’s
respons'ibilities, which
includel, but are not limited
to, providing medical |
direction and management of
the patient, nursing,
counseling (including
spiritual and dietary
counseling), social work,

bereavement counseling for

immediate family members,
prov151c!>n of medical supplies
and dutable medical
equ1pm|ent, and drugs
necessary for the palliation of
pain and symptoms
associated with the terminal
illness, las well as all other
hospice services that are
necessary for the care of the
resident’s terminal illness.
@A prov1s|1on that the hospice
may us{c the facility’s nursing
personnel where permitted by-
law and as specified by the
facility to assist in the
adminisltration of prescribed
theraples included in the plan
of care only to the extent that
the hos;!nce would routinely
utilize the services of a
hospice‘ resident’s family in
implem'enting the plan of
care. |
{
(®) Standard: Hospzce plan of care. A
written plan of care thust be established
and maintained for each facility patient and
must be developed b}'r and coordinated with
the hospice interdisciplinary group in
consultation with facﬂlty representatives
-and in collaboration vy1th the attending
hysician. All care provided must be in
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accordance with this plan. The plan must

reflect the hospice’s policies and

procedures in all aspects and be based on
an assessment of thc:e patient’s needs and
unique living su'uatlon in the facility. It
must include the patlent s current medical,
physical, social, em‘otlonal and spiritual
needs. Directives for management of pain
and other symptoms must be addressed and
updated as necessary to reflect the patient’s
status.

(1) The plan of care must identify
the car'e and services that are
needed and specifically
1dent1fy which provider is
respodmble for performing
the respectlve functions that
have been agreed upon and
1nc1uded in the plan of care.

(2) The plan of care reflects the
pamcfpatlon of the hospice,
the facility, and the patient
and fa:mily to the extent.
possible.

(3)In conjhnction with
represc':ntatives of the facility, .
the pla'n of care must be
reviewed at intervals
specified in the plan but no
less often than every 14-
calendar day.

(4) Any changes in the plan of
care must be discussed
among all caregivers and
must be approved by the
hospic|

e before
implementation.

. (3) In conjunction with

representatives of the
facility, the plan of care
must be reviewed at
intervals specified in the
plan but no less often
than every 15-calendar
day.

(g) Standard: Coordination of services.
The hospice must designate a member of
its interdisciplinary |group to coordinate the
implementation of the plan of care with the
representatives of the facility. The hospice
must provide the fac111ty with the followmg
information:

(1) Plan oficare.

(2) Patient or patient’s

representative hospice consent

form and advance directives.

(3) Names and contact

information for hospice personnel

involved i m hospice care of the

(g) Standard: Coordination of
services. The hospice must designate a
member of its interdisciplinary group
to coordinate the implementation of
the plan of care with the
representatives of the facility. The

hospice must provide the facility with
| the following information:

(1) Plan of care.

(2) Patient or patient’s
representative hospice
consent form and advance
directives.

(3) Names and contact

|
|
\
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patlent

(4) Instructions on how to access
the hospice’s 24-hour on-call
system.
(5) Medication information
specific to the patient

(6) Physician orders.

Physician orders are
part of the Plan of
Care.

information for hospice
personnel involved in hospice
care of the patient.
(4) Instructions on how to

“access the hospice’s 24-hour

~ on-call system.

- (5) Medication information

specific to the patient

(h) Standard: T ransfer revocation, or
discharge from hospzce care.
Requirements for dlscharge or
revocation from hos'plce care, §
418:104(e), apply. Discharge from or
revocation of hospicle care does not
directly impact the eligibility to continue
to reside in an SNF,|NF, ICF/ MR, or
other facility.

Hospice does
not control if
the patient can

cover the cost of

room and board
or is compliant
with facility
rules.

(h) Standard: Transfer, revocation, or
discharge from hospice care.
Requirements for discharge or
revocation from hospice care, §
418.104(e), apply.

(i) Standard: Orzentatzon and training of
staff. Hospice staff must orient facility
staff furnishing care|to hospice patients in
the hospice philosophy, including hospice
policies and procedures regarding
methods of comfort, pam control,
symptom management as well as
principles about death and dying,
individual responses to death, patient
rights, appropriate forms, and record
keeping requirements.

§ 418.114 Condition of
participation: Personnel
qualifications for licensed
professionals.
(a) General qualification requirements.
Except as specified in paragraph (c) of this
section, all professionals who furnish
services directly, under an individual
contract, or under arrangements with a
hospice, must be legally authorized
(licensed, certified or registered) to
practice by the State’ in which he or she
performs such functions or actions, and
must act only within the scope of his or her
State license, or State certification, or
registration. All pers‘onnel qualifications
must be kept current at all times.

(b) Personnel qualifications for physicians,
speech-language pat:hologists, and home
health aides.

The following qualifications must be

l
i
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¢)) Physzczlans Phys101ans must
meet the qualifications and
condlt\mns as defined in
sectlon 1861(r) of the Act and
1mp1emented at § 410.20 of
this chapter

) Speech‘ language pathologists.
Speech language pathologists
must meet the qualifications
spe01ﬁed in section
1861(11)(1) of the Act. The
1nd1v1ci1ual must have a
master| s or doctoral degree in
speech-language pathology
and mll.lst— :

(1) Be licensed as a
speech-language
pathologist by the
State in which the
individual furnishes
such services, or,

(ii) In the case of an

individual who

furnishes services in

. a State which does

i not license speech-

language

| pathologists, must:

(a) Have
successfull
y
completed
350 clock
hours of
supervised
clinical
practicum
(or is in the

1 process of

\ accumulati

: ng such

\ supervised

| clinical

‘} experience)

|

\

(b) Have
I performed
) not less
i than 9
J months of
! supervised

full-time

~__speech
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pathology
services
after
obtaining a
'\ master’s or
i doctoral
|

i‘ ‘ — languagew
|

degree in
speech-
language
pathology
or a related
field, and
successfull
y
completed
the Praxis
National
Examinatio
\ nin
Speech-

‘ Language

Pathology.

(3) Home health azdes Home health aides
must meet the quallf;lcanons required by
section 1891(a)(3) of the Act and
implemented at § 484 75.

(c) Personnel qualifications when no State
licensing, certification or registration
requirements exist. If no State licensing
laws, certification or registration

requirements exist fc
following requireme
(1) Occupa
occupationa

®

r the profession, the

nts must be met:

tional therapist. An

1] therapist must—

Be a graduate of an
occupational therapy
curriculum
accredited by the
American
Occupational
Therapy
Association, and be
eligible for the
National
Registration
Examination of the
American
Occupational
Therapy
Association; or

(ii) Have 2 years of

| appropriate
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(2) Occupa

experience as an
occupational
therapist, and have
achieved a
satisfactory grade on
a proficiency
examination
conducted,
approved, or
sponsored by the
U.S. Public Health
Service, except that
such determinations
of proficiency do not
apply with respect to
persons initially
licensed by a State
or seeking initial
qualification as an
occupational
therapist after
December 31, 1977.
ional therapy

assistant. An occupational therapy
assistant must—

(i)

Meet the requirements
for certification as
an occupational
therapy assistant
established by the
American
Occupational
Therapy

; Association; or
(ii)1 Have 2 years of

appropriate
experience as an
occupational therapy
assistant, and have
achieved a
satisfactory grade on
a proficiency
examination
conducted,
approved, or
sponsored by the
U.S. Public Health
Service, except that

; such determinations

apply with respect to

persons initially
 licensed by a State
or seeking initial

of proficiency do not |

\
|
|
|
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quahﬁcation as an
occupational therapy
assistant after
December 31, 1977.
(3) Physical therapist. A person
who—
(i)(Has graduated from a
physical therapy
curriculum approved
by—
(a) The
American
‘ Physical
| TheraPy .
| Association

(b) The Council
on Medical
Education
of the
American
Medical
Association
and the
American
Physical
Therapy

;or
(i) Prior to January 1,

1966—

(a) Was
admitted to
membershi
p by the

- American

Physical
Therapy
Association

" (b) Was

| admitted to
‘ registration
! by the

1 American

; Registry of
‘ Physical

‘ Therapists;
‘~ or

‘ (c) Has
graduated
froma
physical

Association -

|
| therapy
i
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curriculum

in a 4-year
college or
university
approved
by a State
department
of
education;
or

(iii) Has 2 years of

(v

appropriate
experience as a
physical therapist,
and has achieved a
satisfactory grade
on a proficiency
examination
conducted,
approved, or
sponsored by the
U.S. Public Health
Service except that
such determinations
of proficiency do
not apply with
respect to persons
initially licensed by
a State or seeking
qualification as a
physical therapist
after December 31,
1977; or

Was licensed or
registered prior to
January 1, 1966, and
prior to January 1,
1970, had 15 years
of full-time
experience in the
treatment of illness
or injury through the
practice of physical
therapy in which
services were
rendered under the
order and direction
of attending and
referring doctors of
medicine or
osteopathy; or

(v) If trained outside the

|
\

United States—
(a) Has

Il
|
|
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4 Physzcal therapist assistant. A

graduated
since 1928,
froma
physical
therapy
curriculum
approved in
the country
in which
the
curriculum
was located
and in

which there

isa
member
organizatio
n of the
World
Confederati
on for
Physical
Therapy;
(b) Meets the
requirement
s for
membershi
pina
member
organizatio
n of the
World
Confederati
on for
Physical
Therapy.

person who—

@

(i)

Has graduated from a
2-year college-level
program approved
by the American
Physical Therapy
Association; or

Has 2 years of
appropriate
experience as a
physical therapy
assistant, and has
achieved a

! satisfactory grade on

' a proficiency

‘ examination

i conducted,

Although we prefer
MSW some rural
areas can not recruit

|
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‘ approved, or
sponsored by the
w U.S. Public Health
| Service, except that
| these determinations
l of proficiency do not
\ apply with respect to
persons initially
\ licensed by a State
- or seeking initial
i qualification as a
‘ physical therapy
| assistant after
December 31, 1977.
(5) Registered nurse. A graduate
of a school of professional
nursing. ;
(6) Licensed practical nurse. A
person who has completed a
practical nursing program.
(7) Social worker. A person who
hasa baccafameate degree from a
school of social work accredited
by the Coun'cil on Social Work
Education.

|

MSWs just BSWs

(d) Standard: Criminal background
checks. The hospice Inust obtain a criminal
background check on each hospice
employee and contratted employee before
employment at the hds spice.

§ 418.116 Condntnon! of participation:
Compliance with Fe!deral , State, and
local laws and regulations related to
health and safety of ipatlents

The hospice and its staff must operate and
furnish services in comphance with all
applicable Federal, State and local laws
and regulations related to the health and
safety of patients. If State or local law
provides for 11cen51n§ of hospices, the
hospice must be licensed.

(a) Standard: Licensure of staff. Any
pérsons who provide hospice services must
be licensed, certified, \or registered in
accordance with applicable Federal, State
and local laws.

(b) Standard: Multiplé locations. Every
hospice must comply "wnh the
requirements of § 420,206 of this chapter
| regarding disclosure of ownership and
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control mformatlon \All hosplce satellite
locations must be approved by CMS and
licensed in accordance with State licensure
laws, if applicable, before providing
'Medicare reimbursed services.

B

e

(c) Standard: Laboratory services.

(1) If the hospice engages. in
laboratory testing other than
assisting a patient in self-

- administering a test with an

appliance that has been

: approved for that purpose by

' the FDIA, the hospice must be
in compliance with all
apphcable requirements of
part 49‘3 of this chapter. _

(2) If the hospice chooses to refer - ‘
specimens for laboratory '
testing to a reference
laboratory, the reference
laboratory must be certified
in the appropriate specialties
and subspecialties of services
in accdrdance with the
apphcable requirements of
part 493 of this chapter.

§ 418.200 [Amended]
6. Section 418.200 is amended by revising
the reference ‘‘§ 418.58’ to'read

©“§418.56"".

§ 418.202 [Amende
7.1In § 418.202, para

d]
graph (e) is amended

by revising the refer

ence *“§ 418.98(b)’”

to read ‘‘§ 418. 108(b)” and paragraph (g)
is amended by revising the reference “‘§
-418.94”’ to read *‘§418.76”".

o >Subpart.G- Payment for Hospice-Care, =-. = il .- 2005 CMS PROPOSED COPS ™.~ - 7 ...
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