
 
 
June 26, 2017 
 
Ms. Seema Verma, Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
P.O. Box 8010, 
Baltimore, MD 21244-1850 
 
Attention: CMS-1675-P 

 
Dear Administrator Verma, 
 
The National Coalition for Hospice and Palliative Care appreciates the opportunity to comment on CMS 

1675-P, Medicare Program; FY 2018 Hospice Wage Index and Payment Rate Update and Hospice 

Quality Reporting Requirements; Proposed Rule. The Coalition is composed of the nine leading national 

hospice and palliative care organizations dedicated to advancing care of patients, families and caregivers 

living with serious illness, as well as those facing the end of life. The organizations that form the 

Coalition represent more than 5,000 physicians and 1,000 physician assistants, 11,000 nurses, 5,000 

professional chaplains, more than 5,000 social workers, researchers, 1,600 palliative care programs, and 

over 5,300 hospice programs and related personnel, caring for millions of patients and families. Our 

combined membership represents the interdisciplinary hospice and palliative care team which is person 

and caregiver-centered. 

  

The Coalition is pleased to provide comments to CMS for your consideration on several issues in the 

proposed rule.  

 

1. Discussion and Solicitation of Comments Regarding Sources of Clinical Information for Certifying 

Terminal Illness  

 

CMS has raised concerns about the source of clinical information the hospice medical director (or 

hospice physician designee) relies on to support his or her certification that the individual is 

terminally ill. CMS solicits comments for possible future rulemaking to amend the regulations to 

specify that the patient’s referring physician’s and/or acute or post-acute care facility’s medical 

records would have to serve as the basis for the initial hospice eligibility determination, and that 

they would have to be obtained prior to the patient’s election of the hospice benefit. CMS also 

solicits comments on amending the regulations to specify that documentation of an in-person visit 

by a hospice physician could be used to support initial eligibility determinations, only if needed to 

augment the clinical information from the referring physician or facility’s medical records. 



 

Coalition Perspective: The Coalition concurs that all patients referred to hospice should be 

appropriately assessed to determine their eligibility. Hospice physicians and their clinical teams 

gather clinical information from a multitude of sources, including the referring physician or facility, 

as well as information from the patient and his or her family. Current hospice regulation 

appropriately requires that information be reviewed during the assessment and determination of 

the eligibility process. We are concerned, however, that with the increasing number of very short 

stay patients in hospice, if there are barriers to hospice admission because of delays in medical 

record receipt, access to hospice care would adversely be affected and many patients who most 

need care at the end of life would not receive it.  We share more of our concerns below. 

 

A. Source of referrals 

CMS states that the majority of hospice referrals come from family physicians who have often cared 

for patients with chronic illnesses for long periods of time, and have knowledge of the patient’s 

values, family issues and communication style. CMS also refers to the Local Coverage 

Determinations (LCDs) of the Medicare Administrative Contractors (MACs) that may assist the 

attending physician and hospice medical director in determining hospice eligibility, and notes that 

documentation of the indicators in the LCDs likely would not exist without some degree of long term 

monitoring by a physician, and that this information would typically be found in the referring 

physician’s and/or acute care or post-acute care facility’s medical records. 

 

However, many Members within our Coalition Membership have vast experience that 

demonstrates that the family practice physician is only one referral source among many physician 

specialties. However, it should be noted that the largest single referral source for hospice referrals 

is often the hospital and the hospitalists who work there. 

 

B. Source and content of the medical record 

The hospice, per current regulations, collects clinical information as a part of the hospice’s 

assessment of eligibility and includes it in the medical record.  The certification of terminal illness 

must include clinical information that supports the terminal prognosis, and the certifying physician 

must provide a narrative explanation of the clinical findings that support the determination that the 

patients has a life expectancy of six months or less. Hospice physicians and their teams make every 

effort to obtain clinical information on the referred patient from every source possible, including 

information from family. This information is used together with the hospice nurse’s assessment of 

the patient and recommendations to the hospice physician. Clinical records which are delayed 

should not be a barrier in admitting a patient to hospice if other clinical information is available to 

make the determination of eligibility.   

  



C. Skills of the interdisciplinary hospice clinical team 

The Medicare hospice benefit, from the start, has involved a team-based interdisciplinary approach 

to care delivery. The important, and specialized, skills of the hospice physician and the hospice nurse 

in assessing patients who are referred for hospice services need to be acknowledged. Clinician 

assessment outside of hospice care is not specialized to determine a patient’s status in their 

terminal disease trajectory or individualized symptom management needs. Hospice physicians and 

nurses have this expertise, and through a comprehensive physical assessment, they can validate 

referral information and determine the patient’s true clinical status.  This provides relevant 

information for a hospice physician to make an eligibility decision.   

 

The hospice medical director (HMD) has primary responsibility for the medical component of the 

hospice’s patient care program. The HMD is responsible for the palliation of distressing symptoms 

and the medical management of those medical conditions contributing to the terminal prognosis 

with an expected survival of six-months or less. A critical component of the HMD’s role is the 

determination of eligibility on admission and for subsequent recertifications; included is the 

determination of potential related diagnoses and face-to-face encounters.  

 

Hospice nurses’ entire caseloads are made up of patients with a limited life expectancy and hospice 

nurses are thoroughly trained to assess a patient holistically with specific knowledge of end of life 

disease presentation. During the assessment process, the hospice nurse can validate referral 

information and determine the patient’s true clinical status and relevant information for a hospice 

physician to make an eligibility decision. In addition, hospice nurses typically utilize specific 

assessment tools such as the Karnofsky Performance Status Scale, Palliative Performance Scale, 

ECOG Scale and other specialized symptom management scales to assess a patient’s function and 

symptom status.  These tools are not used in primary care settings. 

 

Coalition Recommendation: 

The regulations at 418.22(b) specify that the clinical information and other documentation that 

support the medical prognosis must accompany the certification and must be filed in the medical 

record. Hospices receive clinical information from a variety of sources, and the sources and details 

are case-specific.  There is no need, and no evidence was presented, which would necessitate 

additional regulatory requirements at this time. The MAC medical review process should be used 

to identify hospices that may not be meeting the currently established regulatory guidelines.  The 

Coalition strongly recommend no changes to this policy as no changes are warranted. 

D. Certified as terminally ill prior to receiving hospice services   

CMS has stated that the “beneficiary be certified as terminally ill prior to receiving hospice services 

and that the determination fundamentally could not be determined by the hospice after admission.”   

The Coalition has significant concerns about the language “prior to”.  Hospice clinicians rely on 

clinical information from a variety of sources and the hospice nurse also conducts an initial 

assessment of the patient to determine whether or not the patient is eligible for hospice care and 

communicates that clinical assessment information to the hospice physician for determination 



about eligibility.  These steps in the certification process occur prior to the patient receiving hospice 

services.   

 

As for the CMS statement that the “determination fundamentally could not be determined by the 

hospice after admission”, that is contrary to the process already set out in hospice regulations for 

determining hospice eligibility. As we state in other sections of this letter, the hospice team is in 

the best position to assess the patient’s disease progression and eligibility status. Medical records 

and other tests and lab work can be evaluated and reviewed, but the hospice team’s experience in 

evaluating patients should not be minimized.   

 

E. An in-person visit from the hospice Medical Director or the hospice physician could be used as 

documentation to support initial hospice eligibility 

CMS is soliciting comments on amending the regulations at §418.25 to specify that documentation 

of an in-person visit from the hospice Medical Director or the hospice physician member of the 

interdisciplinary group could be used as documentation to support initial hospice eligibility 

determinations, only if needed to augment the clinical information from the referring 

physician/facility’s medical records. 

 

The Coalition concurs that an in-person visit from the hospice physician may be necessary to 

augment the clinical information available. However, this decision is one that should be left to the 

clinical judgment of the hospice physician as part of their responsibility as the leader of the 

hospice clinical team. The decisions about who to visit and when a visit is needed are case-specific 

and the Coalition strongly recommends CMS not change this regulation. This would represent 

undue regulatory burden and possibly cause a delay in providing much needed hospice services to 

those who are terminally ill.  

 

2. Proposed Updates to the Hospice Quality Reporting Program (HQRP) 

 

A. Claims-based measures under consideration 

CMS is seeking comments on two new claims-based measures under consideration.   

 

Priority Area 1: Potentially avoidable hospice care transitions 

Potentially avoidable hospice care transitions at end of life are burdensome to patients, families, 

and the health care system at large because they are associated with adverse health outcomes, 

lower patient and family satisfaction, higher health care costs, and fragmentation of care delivery.  

By encouraging hospice providers to assess and manage patients’ risk of care transitions, the 

Coalition believes this measure concept has the potential to improve quality care at the end of life 

by reducing potentially avoidable hospice care transitions. 

 

Priority Area 2: Access to levels of hospice care 

The Medicare Hospice Benefit covers four levels of care to meet patients’ and families’ clinical 

needs: routine home care (RHC), continuous home care (CHC), general inpatient care (GIP), and 



inpatient respite care. The goal of this measure concept is to assess the rates at which hospices 

provide different levels of hospice care. The Coalition believes this measure has the potential to 

improve access to various levels of care for patients and caregivers. Appropriate use of CHC and 

GIP increases the likelihood of a hospice patient dying in his or her location of choice, decreases 

health resource utilization resulting in potential cost savings, and increases patient and caregiver 

satisfaction. Measuring use of levels of care will incentivize hospice providers to continuously assess 

patient and caregiver needs and provide the appropriate level of care to meet these needs. 

 

The Coalition believes that claims alone do not provide enough information to adequately 

represent hospice practice or quality of care.  Claims data cannot and should not be used as a 

substitute for the creation of performance measures that are fair and objective. The Coalition 

encourages CMS to continue to work on specific hospice performance measures and our Members 

are enthusiastic about working with CMS on this activity. 

  

B. New Data Collection and Submission Mechanisms Under Consideration: Hospice Evaluation & 

Assessment Reporting Tool (HEART) 

 

CMS states “We [CMS] envision the hospice patient assessment tool itself as an expanded HIS. The 

hospice patient assessment tool would include current HIS items, as well as additional clinical items 

that could also be used for payment refinement purposes or to develop new quality measures. The 

hospice patient assessment tool would not replace existing requirements set forth in the Medicare 

Hospice CoPs (such as the initial and comprehensive assessment), but would be designed to 

complement data that are collected as part of high-quality clinical care.” 

 

The Coalition certainly agrees that it is important for CMS to develop a hospice patient assessment 

tool that is scientifically rigorous and clinically appropriate for the hospice population, thus we 

believe that continued and transparent involvement of stakeholders is crucial. The Coalition strongly 

encourages CMS to work directly with our Coalition and the wider stakeholder community. 

Additionally, the Coalition strongly recommends that CMS minimize data collection burden on 

providers in the development of HEART. 

 

The Coalition and its members are very interested in the ongoing development of the HEART 

patient assessment tool and want to encourage CMS to gather comprehensive input from hospice 

providers and other stakeholders about what should be included, or not included in it.  We 

encourage CMS to use pilot testing with a number of hospice providers of different sizes and areas 

of the country to ensure that the tool is user friendly and covers the information that will be 

needed for directing patient care. The Coalition also encourages CMS to allow sufficient time both 

for software to incorporate and test the HEART tool prior to release to hospices, and time for 

hospices to test the tool and achieve staff proficiency its use.  

The National Coalition for Hospice and Palliative Care, and our member organizations, thank CMS 

for your interest in receiving input from the broad stakeholder community and your interest in 



improving the care of Medicare beneficiaries who elect hospice. We look forward to future 

stakeholder engagement opportunities as CMS continues to refine these policies moving forward. If 

you have any questions, please do not hesitate to contact the Coalition at 

amym@nationalcoalitionhpc.org or 202.306.3590. I would be happy to set up an additional time 

with you or your staff and our Coalition leadership to discuss these comments in more detail. 

Sincerely, 

 

Amy Melnick, MPA 
Executive Director, National Coalition for Hospice and Palliative Care 
www.nationalcoalitionhpc.org 

 

 

National Coalition for Hospice and Palliative Care member organizations are: 

 American Academy of Hospice and Palliative Medicine (AAHPM) 
 Association for Professional Chaplains (APC) 
 Center to Advance Palliative Care (CAPC) 
 Health Care Chaplaincy Network (HCCN) 
 Hospice and Palliative Nurses Association (HPNA) 
 National Hospice and Palliative Care Organization (NHPCO) 
 National Palliative Care Research Center (NPCRC) 
 Physician Assistants in Hospice and Palliative Medicine (PAHPM) 
 Social Work Hospice and Palliative Care Network (SWHPN) 

 

http://www.nationalcoalitionhpc.org/
http://aahpm.org/
http://www.professionalchaplains.org/
https://www.capc.org/
https://www.healthcarechaplaincy.org/
http://hpna.advancingexpertcare.org/
http://www.nhpco.org/
http://www.npcrc.org/
http://www.pahpm.org/
http://www.swhpn.org/

