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INTRODUCTION

The Regulatory Blueprint for Action identifies important regulatory issues for hospice providers. It
provides a summary of each issue, including background information, recommendations, and rationale
for the recommendations. This document provides a guide to the hospice industry’s position on the
issues addressed. The Hospice Association of America (HAA) 2011 Regulatory Blueprint for Action
has been developed with input from the HAA Advisory Board, hospice agencies and associations that
represent hospice organizations at the state level, and was subsequently reviewed by the Regulatory
Affairs Subcommittee and the approved by the Board of Directors. Items have been placed in order
of priority based on member votes.

The Blueprint serves as HAA’s regulatory plan for action for the upcoming year. Issues that are
identified as most important by members become the priorities in the plan for action. However,
HAA recognizes that priorities may shift during the course of any year as a result of federal regulatory
action or policy changes. HAA is an affiliate organization of the National Association for Home Care

& Hospice (NAHC).
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WORK WITH HOSPICE INDUSTRY TO EVALUATE REVISION OF THE
MEDICARE HOSPICE BENEFIT REIMBURSEMENT SYSTEM

ISSUE: The Medicare hospice benefit (MHB) was created in 1982 to care for terminally ill cancer
patients. Currently, hospice patients with a cancer diagnosis represent only about 32 percent of those
being served by hospices. The median length of stay remains at about 17 days. There is growth in
the number of long stay patients such as those with neurodegenerative conditions such as dementia,
end-stage Alzheimer’s disease, Parkinson’s disease and cardiovascular disease. Although costs for
pharmaceutical and pharmacotherapy for symptom control and pain management have increased
dramatically, the reimbursement system has not changed since its inception. The Centers for Medicare
& Medicaid Services (CMS) is in the process of gathering hospice data to assist in development of
revisions to the MHB payment system, which were recommended by the Medicare Payment Advisory
Commission (MedPAC) in 2009 and again in 2010. The Patient Protection and Affordable Care Act
of 2010 (Public Law 111-148) requires that CMS revise the hospice payment system and implement
these payment changes no earlier than October 1, 2013.

RECOMMENDATION: CMS should work with the National Association for Home Care &
Hospice and the hospice industry to determine the most effective data to collect, the most efficient
means of collecting it and what analysis of the data means when considering revision of the hospice
payment system.

RATIONALE: To ensure that an accurate and rich data bank is created, it is imperative that CMS
collect the necessary data to accurately reflect the full scope of services currently provided by hospices.
It is critical thar all stakeholders be included in the process of developing a revised hospice payment
system to ensure that thorough consideration of the impact of the changes is fully considered.
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REINSTATE THE BUDGET NEUTRALITY ADJUSTMENT FACTOR IN THE
MEDICARE HOSPICE WAGE INDEX

ISSUE: President Bush’s proposed 2009 budget included a regulatory proposal that would
permanently eliminate the budget neutrality adjustment factor for the hospice wage index resulting
in about a 4 percent cut in the hospice reimbursement rates each year. The anticipated savings would
be $2.29 billion over five years. The Centers for Medicare & Medicaid Services (CMYS) issued a
Notice of Proposed Rulemaking (NPRM) calling for comments followed by issuance of a final rule.
CMS essentially ignored the comments and began a three-year phase out of the BNAF, effective
November 1, 2008. As a result of passage of the American Recovery and Reinvestment Act of 2009
which postponed elimination of the BNAF until October 1, 2009, CMS reinstated the BNAF back
to October 1, 2008. In subsequent 2009 rulemaking, CMS modified the schedule for eliminating the
BNAF to phase it out over a seven year period beginning in FY2010. That phase out started with a
10 percent reduction in FY2010 followed by six years of consecutive 15 percent reductions.

The House proposal for health care reform included a one year delay (until October 1, 2010) in the
start of elimination of the BNAF (H.R.3962, Section 1113). This was not included in the final health

reform legislation.

RECOMMENDATION: CMS should reinstate the budget neutrality adjustment factor in the
Medicare Hospice Benefit wage index annual update.

RATIONALE: 1In 1994, as a result of disparity in wages from one geographical location to another,
CMS established a committee to negotiate a wage index methodology that could be accepted by the
industry and the government. The National Association for Home Care & Hospice participated in
the Hospice Wage Index Negotiated Rulemaking Committee along with representatives of CMS and
other hospice stakeholders. On April 13, 1995, the Hospice Wage Index Negotiated Rulemaking
Committee signed an agreement for the methodology to be used for updating the hospice wage index
which is now in place. At that time, CMS agreed to continue the same budget neutrality adjustment
factor that was put into place when the benefit was created in 1983. Given that the agreement was
entered into in good faith by all parties, action in this area should only be considered as part of a
broader effort to refashion the hospice benefit.

The elimination of the BNAF creates a serious risk of loss of access to hospice care. MedPAC reports
that the average hospice margin for 2011 will be approximately 4.2 percent; full elimination of the
BNAF decreases hospice reimbursement annually by 4 percent. There is no reliable data available
to indicate whether the majority of hospices would be able to sustain such an overwhelming cut
in reimbursement rates. There is a very real danger that such deep reductions will put community
hospices out of business, resulting in a lack of access to the hospice benefit, particularly in rural areas.
The BNAF elimination, on top of additional hospice market basket and productivity adjustment
reductions mandated by the Patient Protection and Affordable Care Act of 2010 (Public Law 111-
148) will all but guarantee this result.

A June 2004 report by the Government Accountability Office (GAO) determined that 34 percent
of hospices in 2000 and 32 percent in 2001 had higher costs than reimbursement. The GAO
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recommended that CMS collect comprehensive, patient-specific data on the utilization and cost of
hospice visits and services to determine whether the hospice payment categories and methodology
require modification. CMS is in the process of collecting such dara. However, the existing data
indicates that hospices can not sustain a 4 percent cut in Medicare payment rates.

The Medicare budget also will suffer through the loss of hospice care. A Duke University study
showed that patients who died under the care of hospice cost the Medicare program an average of
about $2,300 less compared with those that did not.
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PROVIDE FULL DISCLOSURE AND ENSURE
SNF/NF MEDICARE BENEFICIARY RESIDENTS’ RIGHT
TO CHOOSE HOSPICE PROVIDER

ISSUE: In 1989, Public Law 101-239 mandated the ability of terminally ill Medicare beneficiaries
residing in skilled nursing facilities/nursing facilities (SNF/NFs) to access services under the Medicare
hospice benefit (MHB). As SNF/NF residents become aware of the MHB, more of them are seeking
hospice services. However, the SNF/NF is not required to offer hospice services, nor is it required to
disclose at admission if residents will be able to access hospice services without the need to transfer to
another facility. Further, if the facility does have an arrangement to provide hospice, it is not required
to disclose the hospice program with which it has a contract to provide services to residents. F inally, a
resident does not have the right to choose the hospice program that he/she will receive hospice services
from in the facility.

RECOMMENDATION: Congress should require that SNF/NFs disclose upon admission whether
or not hospice services are available at the facility, and the name(s) of the hospice(s) with which the
facility has contracted to provide hospice services on site. Additionally, Congress should mandate that
eligible Medicare beneficiaries residing in SNF/NFs have the right to receive hospice services from the
Medicare-certified hospice of their choice.

RATIONALE: SNF/NFs should provide full disclosure regarding the availability of hospice services
through the facility at admission so that potential residents are fully aware of whether or not they will
be able to access hospice services at some time during their stay if needed. Such disclosure could help
to avoid the significant upheaval and trauma that could result from a resident’s transfer to a different
facility in order to exercise his/her right to the hospice benefit. Potential residents should also be
notified regarding the names of the program(s) through which hospice services would be provided if
they elect the hospice benefit while in residence at the facility. Finally, Medicare beneficiaries eligible
for the hospice benefit should have the right to choose which hospice will serve them. Currently, a
terminally ill SNF/NF resident may only access the Medicare hospice benefit if the SNE/NF has a
formal arrangement with a hospice program to provide services in the facility.
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ENSURE ACCESS TO DRUGS NECESSARY FOR PAIN CONTROL

ISSUE: Inadequate pain management has been identified by experts in the field as a national public
health issue. Terminally ill patients may require very high doses of pain medication to achieve effective
pain control. Physicians and other health professionals often do not have adequare knowledge about
pain control, and/or have fears of laws related to controlled substances. Exacerbating the problem is the
Drug Enforcement Agency’s (DEA) reaction to Oregon’s assisted-suicide law. The FDA has warned
that physicians who prescribe lethal doses of narcotics under Oregon’s Death with Dignity Act would
be in violation of federal drug laws. The Institute of Medicine (IoM) has convened a committee at
the request of the Department of Health and Human Services (HHS) to address the current state of
the science with respect to pain research, care, and education and to explore approaches to advance

the field.

RECOMMENDATION: HHS should closely monitor the work of the IoM related to pain research,
treatment and education, and make every effort to implement IoM’s findings relative to pain. HHS
should also work with the Food and Drug Administration to:

— Develop guidelines and educational material that promote effective use of drugs to control
pain.

—  Avoid DEA actions that would discourage or prohibit physicians from prescribing adequate
and appropriate controlled substances for the management of pain related to terminal
illnesses.

RATIONALE: Pain and symptom management is the cornerstone of good hospice care, which
rests on the belief that terminally ill patients should not have to suffer because of inadequate pain
management and lack of access to appropriate medications. Creating laws and policies that impose
arbitrary limitations on physicians who prescribe controlled substances could very well have the
unintended consequences of discouraging or limiting them from adequately treating terminally ill
patients.
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IMPROVE APPLICATION OF WAGE INDEX FOR MEDICARE
HOME HEALTH AND HOSPICE

ISSUE: Since the inception of the Medicare per visit cost limits, home health payment rates have
been adjusted to reflect varying wage levels across the nation through the application of a wage index.
This payment rate adjustment continues under the Medicare home health prospective payment
system (PPS), which was implemented effective October 1, 2000. However, the wage index that has
been utilized by the Centers for Medicare and Medicaid Services (CMS has been based upon varying
wages within hospitals across the nation. The hospice benefit payment also is adjusted by the same
hospital wage index with a further adjustment known as the Budget Neutrality Factor (the BNAF will
be phased out between FY2009 and 2011.) .The hospital index is derived from data that explicitly
excludes any home health services costs. Furthermore, it is based on the mix of employees found in
hospitals, rather than home health agencies and hospices. In addition, providers have seen wide swings
in their wage index from one year to the next. An attempt some years back to create and uilize a home
care-specific wage index failed due to the unavailability of reliable wage data.

While the home health and hospice payment rates are based upon the application of a hospital wage
index, the index utilized, and its manner of application, is significantly distinct from that utilized
relative to hospital services payment rates. Hospitals are allowed to secure a geographic reclassification
for application of the wage index by establishing that the particular hospital draws on an employment
pool different from the geographical area to which it would otherwise be assigned for its wage index
level. Home health agencies and hospices are not authorized to secure a wage index reclassification.
As a result, a hospital may compete for the same health care employees as a hospice or home health
agency, but be approved for a relatively higher payment rate through the wage index reclassification.
Congress has established specific wage index criteria for certain geographic locations. However, these
criteria apply only to hospitals which are also protected from wide variations from one year to the
next by establishment of a floor.

The Medicare Payment Advisory Commission (MEDPAC) has recommended that Medicare replace
the hospital wage index with one that relies on data from the Bureau of Labor Statistics and to design
the new wage index in a manner thar allows for tailoring to other provider sectors including home

health and hospice.

In the Patient Protection and Affordable Care At of 2010 (PPACA) Congress directed Medicare to
reform the hospital wage index consistent with the recommendations of MedPAC ad to report to
Congress no later than December 31, 2011 on its plan for instituting a new wage index.

RECOMMENDATION: CMS should move quickly to develop the wage index reforms as directed
in PPACA. The goal should be to put all providers on a level playing field with their respective wage
indexes. If the revised wage index allows for geographic reclassifications for one provider group it
should provide he same allowance for all. Any wage index weight changes in a reformed model or in
future years in applying the wage index model should be subject to a transition limitation on increases
and decreases from one year to the next.
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RATIONALE: The current hospital wage index does not fairly reflect variations in wages in home
health and hospice. In today’s health care environment, health care providers of all types compete for
employment of the same personnel. The adjustment of Medicare payment rates intended to reflect
variations in wages across the nation should be consistent across all provider types. With increasing
shortages of health care personnel, unequal wage index adjustments for health care providers in the
same geographic region results in an uneven and discriminatory distribution of the employment pool
of personnel. Prevention of wide swings in wage indexes will enable health care providers to more
precisely project revenue and budget expenses.
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REVISE REQUIREMENTS FOR HOSPICE FACE-TO-FACE ENCOUNTERS

ISSUE: Section 3132(b) of the Affordable Care Act of 2010 requires a hospice physician or nurse
practitioner (NP) to have a face-to-face encounter with every hospice patient prior to the patient's
180th-day recertification, and each subsequent recertification. The provision applies to recertifications
on and after January 1, 2011.

In the Home Health Prospective Payment System Rate Update for Calendar Year (CY) 2011, the
Centers for Medicare & Medicaid Services (CMY) finalized its implementation approach for this
hospice provision. The final rule, codified at 42 C.F.R. 418.22(a)(4) (75 Fed. Reg. 70463, November
17, 2010) states that the encounter must occur no more than 30 calendar days prior to the start of
the hospice patient’s third benefit period. The regulation requires that the hospice physician or nurse
practitioner attest that the encounter occurred, and the recertifying physician must include a narrative
which describes how the clinical findings of the encounter support the patient’s terminal prognosis
of six months or less. Both the narrative and the attestation must be part of, or an addendum to, the
recertification.

A number of concerns have arisen relative to the hospice face-to-face requirement:

— Hospices must complete the face-to-face encounter PRIOR TO the beginning of the
applicable benefit period and must be arranged by the hospice. As the result, a patient’s care
may be delayed while the hospice identifies a physician or NP available and scheduled the
encounter.

— The face-to-face requirement is applicable to a patient’s full time on hospice regardless of
when the previous hospice service was provided. A patient may have been off hospice service
for a lengthy period of time, then begin rapid deterioration and need admission very quickly.
In such cases the face-to-face requirement may delay admission.

—  Centers for Medicare & Medicaid Services (CMS) data systems are not all available 24 hours,
seven days a week to access patient information and most do not have full information related
to a patient’s history on hospice care to establish with absolute certainty whether a face-to-face
encounter is required.

— Hospices will not be reimbursed for costs related to the face-to-face requirements, which may
be prohibitive -- particularly for small hospices in rural areas.

— Hospices may not utilize telehealth services to meet the face-to-face requirement.

~ Ifa patient is on continuing hospice care but the hospice is not able, due to staffing limitations
or other complications, to conduct the face-to-face prior to the benefit period for which the
encounter is required, the hospice will not be paid for services provided until the face-to-face
has been completed.

On Dec. 23, 2010, CMS announced a three-month delay in enforcement of the face-to-face
requirements due to concerns that some hospice organizations may need additional time to establish
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operational protocols necessary to comply with the new law. CMS indicated that it expects hospices
to use the first calendar quarter of 2011 establish internal processes to ensure compliance. Beginning
with the second quarter of CY 2011, hospices are expected to have fully established such internal
processes and CMS will expect appropriate documentation of the encounter.

RECOMMENDATION: CMS should work with the hospice industry to ensure that:

1 Regulations and guidance governing the hospice face-to-face provide sufficient flexibility
that hospice programs are able to comply with the requirements without threatening delayed
access to care for beneficiaries in need of hospice services.

2. Enforcement of the hospice face-to-face requirements takes place only after CMS has
assurance that hospices have sufficient guidance and understanding, as well as access to needed
. . . b M
patient information through CMS’ data systems, to reasonably be able to comply with the
requirements. In no case should enforcement actions affect payment for hospice services that
were provided prior to the enforcement date.

RATIONALE: The intent of the face-to-face requirement is to ensure adequate and appropriate
involvement and accountability of physicians relative to certification of eligibility for hospice care.
However, as currently written and interpreted by CMS, it may delay access to care and serve as a
deterrent for some hospices to take eligible patients in need of immediate care onto service. This was
neither its intent nor an advisable result of the requirement.
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ABOLISH PAYMENT DELAYS CAUSED BY SEQUENTIAL
BILLING POLICY FOR HOSPICE

ISSUE: The Centers for Medicare and Medicaid Services (CMS) implemented the longstanding
hospital sequential billing policy on hospice claims. The policy prohibits providers from submitting
claims for care to beneficiaries where previously submitted claims are pending. Claims processing
can be delayed for weeks or months for many reasons, including medical review activities, common
working file problems, CMS or fiscal intermediary (FI) claims processing problems and pending
claims from other providers, etc. Hospices have continued to serve patients even though Medicare
payments have been delayed.

RECOMMENDATION: Require hospices to submit claims in chronological order but process and
pay all clean claims as submitted, regardless of whether previous claims have been processed. Pay
interest on claims that are not processed timely.

RATIONALE: Most hospice programs are small businesses with litcle financial reserve, dependent
on uninterrupted payment for services delivered. Interruption of payment for weeks or months, while
requiring agencies to continue services to patients, can result in severe financial hardships.

2011 Regulatory Blueprint for Action * 14 + Hospice Association of America




ENCOURAGE ACCOUNTABILITY FOR HOSPICE UTILIZATION

ISSUE: Without outcomes linked to hospice utilization data, it is impossible to determine the
appropriate utilization in terms of length of stay and level of care. It should be recognized that there
is probably some under- and over-utilization of services. Currently, the Centers for Medicare &
Medicaid Services (CMS) has begun collecting hospice visits and charge data as a first step in creating
a database on hospice services provided. Due to the rapid growth in hospice expenditures, the hospice
medical director and the attending physician’s authorization for hospice services are being questioned
by Medicare’s contractors and payments are being withheld based on the fiscal intermediaries’
determination of prognosis.

RECOMMENDATION:

1. CMS should work with NAHC and the hospice industry to analyze the utilization data and
identify problem areas.

2. For identified problem areas, develop uniform protocols of care based on outcomes against
which utilization can be measured. These should not be used as the basis for automatic denials
but to indicate the need for justifying hospice services.

3. Direct equal attention toward under-utilization as well as over-utilization.

4. Require Medicare contractors to offer training at least twice a year, open to all providers who
wish to attend.

RATIONALE: Variation in utilization points not to abuse as much as it does to physician concerns
about giving a prognosis of six months or less for terminally ill patients and the differences in health
care practices. Development of uniform protocols and the education of providers are the keys to
compliance with eligibility criteria and the control of inappropriate utilization.
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ENSURE TIMELY UPDATE OF LOCAL COVERAGE
DECISIONS FOR HOSPICE

ISSUE: The current hospice local coverage decisions (LCD) promulgated by CMS (Guidelines) limit
the policies to a set of medical variables and clinical signs and symptoms that are used to predict a
prognosis of six months or less for terminally ill Medicare beneficiaries. Claims reviewers using the
LCDs are given no instructions or guidance to take into account the physician’s clinical judgment and
the psychosocial dimensions of the illness for determination of coverage decisions.

RECOMMENDATIONS:

CMS should perform annual reviews of all LCDs and revise the policies based on available research
and other pertinent findings relevant to the determination of a prognosis of six months or less.
Additionally, CMS should ensure that the ICD-9-CM codes are current. Additional steps that should
be taken relative to LCDs include the following:

1. Add the following criteria to LCDs to provide additional guidance to medical reviewers in
determining the appropriateness of hospice admissions or recertifications:

a) Encourage the use of multiple LCDs to document co-morbidities so that all conditions, and
not just the primary diagnosis, are being reviewed;

b) Require review of documentation of the clinical judgment and psychosocial dimensions of
the terminal illness by medical reviewers; and

c) Require documentation by the reviewer of the date of patient’s death, as appropriate, while
enrolled in the hospice benefit or after discharge.

d) CMS should conduct research to validate the accuracy of the LCDs, including an analysis
of their specificity and sensitivity.

2. Publish future hospice medical review policies in the Federal Register for public review
and comment or allow broad dissemination of proposed policies through national and
state associations representing the hospice industry so that comments can be compiled and
recommendations returned to CMS.

3. Require that when making Medicare claims determinations, greater weight be given to the
opinion of the treating physician.

4. Require review or additional documentation prior to issuing denials.

RATIONALE: CMS annual reviews of the policies are needed in order to keep them informed and
up-to-date. Criteria for determining a prognosis of six months or less (eligibility for hospice services)
is not a matter to be decided at the local level but rather by a set of scientifically determined variables,
signs, and symptoms for discrete diagnoses based on research and clinical judgment. With the
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broad dissemination of proposed policies, either in the Federal Register or through national or state
associations, the resulting LCDs will better reflect the current state of the art of prognostication and
best practices in determining a life expectancy of six months or less for Medicare beneficiaries.
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BASE SURVEY FREQUENCY ON PERFORMANCE OF MEDICARE
HOSPICE BENEFIT PROVIDERS

ISSUE: Approximately 16.5 percent of Medicare-certified hospices are surveyed each year. There is
no legislative requirement for the frequency of surveys for providers of the Medicare hospice benefit
(MHB). CMS’ failure to require that hospice providers be surveyed on a regular basis can result in
lack of compliance with regulations and poor quality of care. CMS currently has hospice providers on
a six-year cycle for surveys but that sometimes extends to 10 years in some parts of the country.

RECOMMENDATION: Limited resources available for hospice surveys should be used to target
quality issues by adopting the following survey frequency guidelines:

1. New Medicare hospice agencies should be surveyed annually for at least the first two years of
certification.

2. Agencies with condition-level deficiencies should be surveyed at least annually until they are
deficiency free.

3. Complaint surveys should be conducted following significant complaints. If deficiencies are
found, annual surveys should be conducted until the hospice is deficiency free.

4. All hospices should be surveyed, at a minimum, every three years.

RATIONALE: When the MHB was created by the Congress, in order to assure quality of care and
implement the benefit, CMS was given the responsibility of creating regulations to be followed by
providers of hospice services. As the next step of this responsibility, there need to be regular surveys
to ensure compliance with these regulations. Recipients of the MHB should be afforded the same
protections provided to recipients of other Medicare benefits.
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COMPENSATE PHYSICIANS FOR HOSPICE CERTIFICATION AND
ADVANCE CARE PLANNING CONSULTATIONS

ISSUE: One of the primary requirements for Medicare beneficiaries to access the Medicare hospice
benefit (MHB) is certification by the patient’s attending physician and the hospice medical director
that the patient has a limited life expectancy of six months or less if the disease runs its normal course.
The length of stay for many beneficiaries on the Medicare hospice benefit (MHB) is still too short.
At the request of Congress, the Government Accountability Office (GAO) conducted a study on
the MHB that was released in 2000. Another report was issued in December 2007, “End-of-Life
Care: Key Components Provided by Programs in Four States.” The reports concluded that the most
significant influence on patient use of hospice is the physician. “Physicians initiate most referrals
to hospice, and they may continue to care for their patients after enrollment as part of the hospice
team. Because patients and their families rely heavily on physician recommendations for treatment,
including recommendations for end-of-life care, physicians are an influential factor in a patient’s entry
into hospice.” The most recent Centers for Medicare & Medicaid Services (CMS) data shows that
the median length of stay remains at about 17 days.

The original health reform legislation approved by the House of Representatives (H.R. 3962)
provided for payment to physicians and other health care professionals to provide a voluntary advance
care planning consultation (Section 1233); it also contained a provision regarding the dissemination
of advance care planning information (Section 240).

We applaud CMS’ creation of HCPCS codes GO179 and GO180 for physician certification and
recertification of Medicare-covered home health services. The new codes will help home health
agencies get physicians more involved in home health care. A similar code needs to be developed for
hospice care.

RECOMMENDATION: CMS should create a new HCPCS code to compensate physicians for
patient certification of eligibility for the Medicare hospice benefit. CMS should also authorize
volunteer advance care planning consultations under Medicare to educate beneficiaries on issues
related to end-of-life care and end-of-life care planning.

RATIONALE: In the past, CMS has expressed concern about the decreasing length of stay on the
Medicare hospice benefit and asked how they can help alleviate the problem. It is imperative to get
physicians to focus on end-of-life care much earlier than is now occurring. Although the Medical
Director of a Medicare-certified hospice is covered under Part A as an employee of the hospice, the
patient’s attending physician continues to bill under Part B for care plan oversight and direct patient
services. At a time when the length of stay on the MHB is still too short for many hospice patients, it
is important to encourage physicians to refer patients sooner by encouraging their efforts to educate
patients to the availability of hospice care, and compensating them for hospice certification. Increasing
the hospice length of stay for short stay patients would allow the patient and their families to get the
full benefit of holistic hospice services and save Medicare dollars by keeping patients at home rather
than in traditional aggressive institutional care.
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SUPPORT QUALITY ASSESSMENT/PERFORMANCE
IMPROVEMENT PROGRAM FOR HOSPICE

ISSUE: The June 2008 hospice conditions of participation require hospices to develop, implement,
maintain, and evaluate an effective, data-driven quality assessment and performance improvement
program. The Centers for Medicare & Medicaid Services (CMS) requires hospices to either develop
their own or use currently available systems of measures to track patient outcomes as well as optimum
functioning at every level of a hospice’s operations. The requirement includes retaining the information
in a database that permits analysis over time.

The final 2010 health care reform legislation provides a strong start towards the development and
implementation of a quality reporting program by mandating that the Department of Health and
Human Services (HHS) publish hospice quality measures covering all dimensions of hospice quality
and care efficiency by October 1, 2012, and that hospices begin reporting these measures in FY2014.
Failure to submit quality measures by a hospice would result in a 2 point reduction in the annual
market basket index update (Section 3004).

RECOMMENDATION: CMS should ensure that the quality measures currently under development
for hospice incorporate: a) reliable and valid indicators, b) outcome measures limited to those that
most accurately predict quality, ¢) a method for risk adjustment, d) a standard assessment, €) a simple
system with clinical utility, f) a mechanism enabling CMS to validate agency darta, and g) an ongoing
evaluation of the entire system.

CMS should include the National Association for Home Care & Hospice’s (NAHC) adapted
Edmonton System Assessment System (ESAS) as one of the data collection tools to be tested. CMS
should also recommend use of NAHC's Patient Satisfaction Survey and Family Satisfaction Survey
for hospice use as part of their ongoing QAPI programs based on patient outcomes.

RATIONALE: The ideal hospice quality assessment program must be based on what happens to the
patients; however, there are currently no standard outcome measures for hospice care. In addition,
research and demonstration projects are not factored into the current per diem reimbursement
structure. The proposed quality system will require massive data collection and reporting unless
purposely controlled. Every effort must be made to keep data collection and the paperwork burdens
to a minimum so resources can be used for patient care rather than paperwork.
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