. COMMENTS RECEIVED DURING FORMAL PUBLIC COMMENT PERIOD

COMAR 10.24.13

During the Formal Public Comment Period, held July 26, 2013 — August 26, 2013, comments
were received from the following individuals and organizations:

e Senate Finance Committee (Senators Thomas McLain Middleton and John C. Astle)
e Calvert Hospice (Brenda Laughhunn}

e Gilchrist Hospice {Catherine Hamel)

e Holy Cross Home Care and Hospice {Linda Maurano)

e Hospice and Palliative Care Network of Maryland {Danelle Buchman)
e Hospice of Queen Anne’s, Inc. (Heather Guerieri}

e Hospice of St. Mary’s (Kathryn Franzen)

e Hospice of the Chesapeake (Michael McHale}

¢ Joseph Richey Hospice (Charlotte Hawtin}

o lifeBridge Health, Inc. {Jonathan Montgomery)

e Montgomery Hospice {Ann Mitchell)

e Seasons Hospice (Dean Forman})

e Stella Maris {Lisa Stone}

e Western Maryland Health Systems Hospice (Linda Green)

The text of the actual comments is attached.
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THE SENATE OF MARYLAND.
FINANCE COMMITTEE
August 23, 2013

Dr. Craig Tanie, Chiirman
Maryland Health Caré Comimission

Mr. Garret A. Falcone, Vice Chairman
Maryland Health Care Commission

Members of the Maryland Health Care Commission
Ladies and Gentlemen:

After a recent meeting with the Executive Ditector of the Maryland Health Care
Commission (MHCC) on the hospice regulations proposed by MHCC, we still have concerns
regarding these regulations. Last September, I, on behalf of the Senate Finance Committee, sent
a letter to you and the mermbers of the commission detailing the coneerps, priorities, and
preferences of the Senate Finance Committee regarding updatinig the hospice CON regulations.
As a resnlt of the: August 6 meeting with Mr. Steffen, we want to reiterate that:

L. The Senate Finance Committee supports enhanced educational outreach by MHCC and
the Hospice Network to meet the potential unmiet need for hospice services in Maryland.

2. The Senate Finance Committee encourages MHCC to work with the Hospice Network to.
develop measures of quality assessment regarding the provision of hospice services.

3. The Senate Finance Committee has significant concerns regarding the methodology that
was used to determine the need for additional hospice CONs in several Maryland
jurisdictions, most recently Prince George’s County and Baltimore City.

We believe that there may be potential unmet need for hospice services; however, there is no
evidence that people are being denied hospice services in Maryland because of inadequate
supply.

In the formal comment period on these proposed regulations, which ends on August 26,
the Hospice Network has formally opposed the promulgation of the MHCC’s hospiee regulations
because there is “no firial agreement among interested parties regarding the procedural rules and
standards” embodied by the proposed regulations. The lack of an agreement is contrary to the
direction of the Senate Finance Committee that all parties must be in agreement before the
regulations are proposed. We also do not feel that MHCC has fully engaged all of the
stakeholders to the fullest extent to move forward. We fully support the comments of the
Hospice Network on the promulgated regulations.

Miller Seriate Office Building - 11 Bladen Street, Suite 3 East - Annapalis, Maryland 21401
410-841-3677 - 301-858-3677 - Boo0-492-7122, Fxt. 3677
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Last September, the Senate Finance Committee suggested that MHCC impose a three to
five-year moratorium on expanding CON requirements until the following conditions occur;

. MHCC should work with the Hospice Network and other interested parties to agree to a
methodology to determine “unmet” need;

. this agreed to methodology would then be used to assess the cutrent hospice structure in
the State; and

. if after an analysis it is determined that additional capacity is warranted and the current
infrastructure cannot meet the additional need, and if MHCC is permitted to allow for
additional hospice CONs, a process must be in place to aveid adverse selection of
1ncom1ng hosp:ce patlents

Flnally, based on national data, the length of stay in Maryland hosplce programs is less than the
national average. The shorter length of stay may stem from hospice- -¢ligible patients staying
longer in hospitals and nursing facilities. During the moratorium, MHCC should review this
trend and consider developing possible incentives fot hospitals and nursing facilities to make
earlier referrals to licensed hospice programs.

Ai this point we see no teason to alter or amend the Senate Finance Commitiee’s
position. We remain uncenvinced that the methodology to determine the need for additional
hespice CONs requires updating. We also believe that the “need-based” model proposed in the
regulations based on natipnal average utilization rates for hospice services is not nearly as
relevant as a strictly “demand-based”™ approach for determining the need for additional hospice
CONSs. Thank you for your attention to this extremely important matter.

Very truly yours,
Thomas McLain Middleton, Chairman John C. Astle, Vice Chairman
TMM:JCA/DAS/mcs
ce: Members of the Senate Finance Committee

Mzr. Ben Steffen, Executive Director, MHCC
Ms. Linda Cole, MHCC



August 13, 2013

Linda Cole

Maryland Health Care Commission
4160 Patterson Avenue

Baltimore, Maryland 21215

Cc: Senate Thomas “Mac” Middleton, Chair, Senate Finance Committee

Senator John Astle, Vice Chair, Senate Finance Committee

Re: Regulation .01 under COMAR 10.24.13 State Health Plan for Facilities and Setvices:
Hospice Services. Authority: Health-General Article, §§19-109(a)(1} and 19-118, Annotated
Code of Maryfand. Notice of Proposed Action [13-198-P-1] [State Health Pian for Facilities and
Services: Hospice Services]

Dear Ms. Cole: -
On behalf of Calvert Hospice as Executive Director, | am writing in‘tesponse to the formal public
comment period for the State Health Plan for Facilities and Services: Hospice Services (COMAR
10.24.13). This action was considered by the Commission at an open meeting held on june 20,
2013 and there was no opportunity for public comment.

| must oppose the promulgation of these regulations until such time as the interested
parties can reach agreement on certain aspects of the state health plan incorporated in the
proposed regulations by reference.

Since the purpose of these regulations is intended to provide a policy blueprint for the
Commission and affected industries to address issues related to the provision of hospice
services, itis premature for these regulations to go forward. There has been no final agreement
among interested parties regarding the procedural rules and standards. A Hospice Education
Workgroup is still underway and there remain issues that have not been resoived.

The Network values the opportunity to offer expertise on hespice care and appreciates initial
collaborations with the Maryland Health Care Commission (MHCC), both in revisingthe

" methodology used to update the draft of the State Heafth Plan and in working on the newly
formed Hospice Education Workgroup. However, these collaborations have not resulted in
agreement regarding the opening of Baltimore City and Prince Georges County for docketing
additional hospice providers for the following reasons:

1. The plan as prematurely drafted does not reflect or consider that the current providers in
these jurisdictions have the infrastructure, capacity, and scale to serve additional patients.

Care, Comfort, Cempassion

PO Box 538 1238 Merrimac Ct | Frince Frederick, MD 20678 1Tl 410.535.0892 | Fax 410.535.55
www.calverthospice.crg
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2. The proposed regulations state that they will have “minimal or no economic impact on
small businesses.” The opening up of additional hospices in two regions which currently
have ten and nine hospice respectively will create hardship for those existing hospices
which manage care under a fragile but siim economy of scale, making it more dlfhcult
for any of these hospices to reach those citizens who have need.

3. It was the understanding of the legislature and I that no regulations would be
proposed until the Hospice Education Workgroup conducted its business and developed a
mechanism to account for existing hospices Bblhtles to meet need among diverse
populations. 5

4. During Hospice Chapter Workgroup meetings fast fall and in testimony given at the

Senatie Finance Committee hearing on January 24, 2013, the Maryland Hospice Network’s
representatives spoke to the low utilization of hospice Services in Baltimore City and Prince
George’s County not as a matter of access but one of utilization and acceptance. There is
adequate access and capacity for hospice care given by the ten providers in Baltimore City and
nine providers in Prince George’s County.

5. In spring 2010, MHCC decided that a Certificate of Need was required for in-patient
hospice units (JPU). IPU is inextricably tied to the Hospice Chapter, yet MHCC has

voted to expand capacity for IPU without addressing a need methodology for this costly
service. In light of the recent MHCC action of July 2013, | urge MHCC to

collaborate with the Maryland Network on an 1PU Workgroup to determine need criteria and
formula for in-patient hospice units. Given this new development, the Hospice

regulations should not move forward until an IPU need formula is coliaboratively
developed and incorporated into the State Health Plan.

Many complex factors determine a patient’s choice to enter hospice. They sometimes

involve the patlent’s or family's individual cultural, ethnic, spiritual, or psycho-social
perceptions. Qther specific patient-related factors as well as the patient’s family situation can
influence hospice choice, Research1 indicates that diverse populations tend to under-utilize
hospice. This may be due to inadequate education on the benefits of hospice or to cultural
factors. | believe that we shared consensus with MHCC on this issue thus the f~rmation of the
Hospice Education Workgroup. The workgroup is charged to increase hosp!ce “Geographic

. Variations in Black-White Differences in End-of-Life Care for Patients with ESRD ."_Cllnlcal___“__,...,,.....,.,.,..‘,,,‘

Journal of the American Society of Nephrology — April 11, 2013. Bernadette A. Thomas, Rudolph
A. Rodriguez, Edward J. Boyko, Cassianne Robinson-Cohen, Annette L. Fitzpatrick, and Ann M.
O’Hare. “Barriers in Hospice Use Among African Americans.” Journal of Hospice & Palliative.
Nursing — May 2013. Angela D. Spruill, MSN, ANP-BC, OCN, Deborah K. Mayer, PhD, RN, AQCN,
FAAN, Jill B. Hamiiton, PhD, RN-awareness and utilization in demographically diverse
communities through educatiénal endeavors, With this workgroup intact there is no reason to
introduce new providers in these two jurisdictions.



__Tollowing has._ occur[ed,________.‘,_u_,‘.. Ny

| am disappointed that the Commissioners voted to promulgate the regulations after the
informal comment perfod without waiting for the Hospice Education Workgroup to thoroughly
research and formulate fis pian on how to increase hospice use among diverse populations. As
stated previously the Maryland Network believes that all the parties agreed earlier in the year
to wait on promulgating regulations until the workgroup finished its work.

The workgroup needs time to gain substance, definition, measurement, momentum, and
implementation of strategies to determine if educational outreach makes a true difference
in our communities and increases hospice utilization

Consistent with the position we articulated in our letter of May 3 and the recommendations
of the Senate Finance Committee, the Network further proposes that section 0.4 A(2}
Certificate of Need Docketing and Exception Rules: Hospice General Docketing be amended to
include a third peint: an application to establish a new general hospice in Marytand, or to
expand the services of an existing general Maryland hospice to a new jurisdiction will only be
docketed if, and only if, analysis determines that the current infrastructure cannot meet the
additional need.

The Network is confident the current providers in these jurisdictions have the
infrastructure, capacity, and scale to serve additional patients and offer them and their
families high quality care. We believe the Commissioners should reconsider their action on
adopting the health plan, as written, and take time to amend the plan in light of our
comments and objections outlined here.

As noted above, of equal concern is the fact that the MHCC has voted to expand capacity for
in-patient hospice units (IPU) without addressing a need methodology for this costly service.
We urge MHCC to establish IPU Workgroup comprised of representatives from the

hospice provider community and MHCC staff members to determine need criteria and formula
for in-patient hospice units. Given this new development the Hospice regulations should not
move forward until an IPU need formula is collaboratively developed and incorporated

into the State Health Plan.

in summary, the Hospice and Palliative Care Network of Maryland and | as a member of this
group oppose these regulations and requests that regufations not be promulgated until the

» All interested parties reach a consensus on these |mportant issues,

» The Hospice Education Workgroup finalizes an educational plan which is put in place
and operational with enough time to be able to measure its degree of success in Prince
Georges County and Baltimore City.



* An IPU Workgroup is convened to create and agree on an objective need

determination for hospice inpatient units. As hospice experts, we take pride both in providing
high quality care and in operating regulatory-compliant programs. The Network will continue to
strive for fruitful coilaboration with MHCC on educational endeavors, quality initiatives, and
innovative strategies to enhance care for Maryland’s patients and their families. Together, we
must do further work on outreach and education. We sincerely helieve that education, and not
additional providers, is the mast effective solution to hospice under-utilization.

Sincerely,

Bronda_ ol N
Brenda Laughhunn
Executive Director
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August 26, 2013

SENT VIA EMAIL AND FAX

Ms. Linda Cole

Chief, Policy and Planning, Center for Long Term Care and Community-Based Services
Maryland Health Care Commission

4160 Patterson Avenue

Baltimore, Maryland 21215

Re:  Regulation .01 under COMAR 10.24.13 State Health Plan for Facilities
and Services: Hospice Services. Authority: Health-General Article, §§19-
109(a)(1) and 19-118, Annotated Code of Maryland. Notice of Proposed
Action [13-198-P-1] [10.24.13 State Health Plan for Facilities and
Services: Hospice Services]

Dear Ms. Cole:

On behalf of Gilehrist Hospice Care, Inc. (“Gilchrist™), 1 respectfully submit this letter in
response to the formal public comment period for the State Health Plan for Facilities and
Services: Hospice Services (COMAR 10.24.13) (the “Regulations™), which the Maryland Health
Care Commission (the “Commission™) considered at its June 20, 2013 meeting. Gilchrist agrees
with and incorporates the comments submitted on behalf of the Board of Directors of the
Hospice & Palliative Care Network of Maryland (the “Network”) regarding this matter.

_ Gilehrist opposes the adoption of the Regulatious until the Commission and the hospice
community agree on how to resolve the following two important issucs: the opening of
Baltimore City and Prince George’s County for docketing and the lack of an objective need
criteria for inpatient hospice units.

it has been noted several times' that adding additional hospice providers will not resolve
the low utilization of hospice services in Baltimore City and Prince George’s County. Rather,
given the diverse cultural make-up of these jurisdictions, the hospice community believes that
the ten providers in Baltimore City and nine providers in Prince George’s County should have
the opportunity to address this issue through educational outreach. For example, as noted in its

letter of May 10, 2013 responding to the informal public comment petiod of the Regulations,

' For example, this issue was discussed at length in Gilchrist’s letter of May 10, 2013 responding to the informal
public comment period of the Regulations, in the Network’s letters regarding the Regulations, during Hospice
Chapter Workgroup meetings last fall, and in testimony given at the Senate Finance Commitiee hearing on January
24,2013.

11371 McCormick Road, Suite 350 ¢ Hunt Valley, MD 21031 ¢ 443-849-8200 e pilchristhospice.org
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August 26, 2013
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Gilchrist has instituted volunteer training prograins and educational sessions on the importance
of advanced care planning in Baltimore City, which is already increasing Aftican American use
rates at Gilchrist, In addition, Gilchrist plans for its cultural diversity and inclusion council to
begin operations this fall, and it plans to add an annual cultural competency program for all staff
as well. Gilchrist believes that the implementation of education and community outreach
programs such as these can allow existing providers to provide adequate access to hospice care
in Baltimore Cily and Prince George’s County without needing to open the door to new
providers, which wiil tead to increased government and provider costs associated with the
certificate of need process. Although the Hospice Education Workgroup was established to work
on this issue, it has not completed its tasks, which Gilchrist understood was fo occur before the
Regulations were finalized. Therefore, Gilchrist respectfully requests that the Commission wait
to promulgate the Regulations until the Hospice Education Workgroup completes an educational
plan, such plan has been implemented long enough to analyze its success in Baltimore City and
Prince George’s County, and the Commission considers whether and how (o incorporate this
analysis into the Regulations.

As the Commission knows, it has decided that inpatient hospice units (TPUs) require a
Certificate of Need. Although the Regulations add standards for the Commission to use when
reviewing applications to establish or increase inpatient bed capacity, it does not include an
objective need methodology to guide such reviews, which would otherwise occur on an ad-hoc
basis. Gilchrist believes that the Commission should work with the Network in creating an IPU
Workgroup to develop and incorporate an objective need criteria and formula for IPUs into the
Regulations.

Gilchrist appreciates the Commission’s initial collaboration with the hospice community
regarding the Regulations. Tt respectfully requests that the Commission continue this
collaboration so that all interested partics can reach a consensus on each of the above-mentioned
issues before the Regulations are adopted. Please let me know if Gilchrist can provide additional
information to assist with this effort.

Very truly yours,

cc:  Danelle Buchman, Exccutive Director, Hospice & Palliative Care Network of Maryland

7015008-v1



HOLY CROSS
HOME CARE & HOSPICE

11800 Tech Road-Suite #240
Silver Spring, Maryland 20904
(301) 557-HOME (4663)
{301) 754-7743 Fax

VIA EMAIL AND US MATL
August 16, 2013

Linda cole - i
Maryland Health Care Commission
4160 Patterson Avenue

Baltimord, Maryland 2121%

CC: Senate Thomas “Mag”.Middjeton, Chair, Senate Finance Committee
Senator John ‘Astle, wvice Chair, Serate Finance committee

Re: Regulation .01 under COMAR 10.24.13 State Heal th Plap for racilities
and Services: HOSpICe Servicés, Authority: Heaith-General Articla,

§819-109(a).(1) and 19w118,_Annotated Code of Maryland. Notice of

Proposed Action. f13-.198'—P--¥] [State Health Plan For Facilities
and sServices: Hospice Services]

Dear Ms, Cole:

As the Executive Director of Holy Cioss Home Care and Hospice, I represent one of
the First Hospices to be certified in Maryland by Medicare and Medicaid thereby
delivering Hospice services to'Mnntgomery; Prince George's and Howard ‘County since
1983. 1 am writing in response to the formal public comment period for the

State Health Plan” for Facilities and services: Hospice services {COMAR 10.24.13),
Te my dismay,I witnessed this action bEing;presented;gnd considered by the
commission at an open meeting held on June 20, 2013 with ho opportunity for

public comment. '

wg-at_ﬂb]y-CfOSS'must oppose the promulgation of these reguTations until such
time as the interested parties can reach agreement on certain aspects of the
state health plan incorporated in the proposed regulations by reference.

Since. the purpose of these regulations is intended to provide a policy blueprint
for the Commission and affected industries to address 1ssues retated to the

Page 1
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to dffer,gxpertiEE.on'hospice_care and appréciates initial collaborations with
the Maryland Health Care Commission (MHCC), both in revising the methodology used
to update the draft of the State Heaith Plan and Tn'working on the newly formed

Those of us who provide service to the residents of Maryland value the opportunity

an agreement regarding the opening of Baltimore City and Prince Ceonems County.
for docketing additional hospice providers for the following reasons:

1. The plan, &s prematurely drafted, does not reflect or consider that the current

providers in these jurisdictions have the infrastructure, capacity, and scale
to serve additional patients,

2. The proposed regulations state that they wil]l have “minimal or no economic
impact on small businesses.” The opening up. of additional hospices in two
regions which currently have ten and nine ﬁﬁspice respectively will creéate
hardship for those existing hospices which manage care under a fragile but
slim econoiy of scale, making it more difficylt for any of these hospices to
‘reach those citizens who have need.

3. It was the understanding of the Tegislature and the Network that no regulations
would be proposed until the Hospice Egucation workgroup conducted its business and

developed a mechanism to account for existing hospices abilities to meet need among
diverse populations. '

4. During Hospice Chapter Warkgroup meetings last fall and in testimany given
at the Sepate Findnce committee hearing on January 24, 2013, the Network's

and acceptance. Tbe%é'1$radgquage'aQCes§_and capacity for hospice care given by
the ten providersin sBaltimore City and nine providers in Prince George's County.

Many_complex factors determine a_patient’s choice to enter hospice. The sometimes

irvolve the patient’s or Family's individual cultural, ethnic, spiritual, or

psycho-social perceptions. Other s eciTic patient-related factors as well as the
patient’s family situation can influence hospice choice. Resedrch indicates that
diverse populations tend”to'under~uti1ize_hosq1ca. This may be due to inadeguate
education on the benefits of hospice or to cu ) OrS : ey

tural factors, The_NetWorklbeljavgs
that we shared consensus with MHCC oh this issue thus the formation of the Hospice

I am disappointed and surprised that the commissioners voted to promulgate the

regulations after the informa1_cbmmgat period without waiting for the Hospice

increase hospice use among diverse populations. As stated previausly the Network
believes that all the parties agreed earlier in the year to wait on
promuigating reguldtions wuntil the workgroup finished its work,

The workgroup needs time to gain substance, definition, measurement, momentum,
and implementation of strategies to determine if educationai outreach makes a
true difference in our communities arnd increases hospice utilization. without
this educational outreach, the Comniission will be adding new Hospices, increasing
the cost of care and diluting the existingcompetent clinical staff sérving that
area, and the intended outcome ofinereassing the rnumber of '
residents who are receivihg hospice services will not be realized.

Consistent with the position the Hospice Network, articulated in their Jetter
of May 3, and the recommendations of the Seénate Finance Committeée, Holy Cross
Page 2



Home care and Hospice supportsthat section 0.4 A{2) certificate of Need Docketing

and Exception Rules: Hospice General Docketing be amended to include a third point:
an application to establish a new geperd] hospice in Maryland,or te expand the
services of an existipg general Maryland hospice to a new jurisdiction will only
be dockered if,and only i¥, analysis determines that the current infrastructure
cannot méet the additional need. We at Holy Cross. are¢ confident the current
providers in these jurisdictions have tﬁe-1nfra5fructure,;capacity, and scale

to serve additional patients and offer them and their families high quality care.
we beTieve the Commissioners should reconsider their action on adopting the healih
plan, as written, and take time to amend the plan in Tight of these comments

and objections outlined here,

In summary, Holy Cress_Home Care and Hospice opposes these regu]atiens
and reguests that regulations not be promulgated until the following has occurred:

* All interested parties reach a consensus on these important issues. )
» The Hospice Education workgroup findlizes an educational plan which is put
in place and operationai with enough time to be able to measure its degree of

success in Prince Georges County and Baltimore City.

» An IPU workgroup is convened to create and agree on an objective need
determination for hospice inpatient unirs. '

AT Holy cross Home Care and Hospice,we také pride both in providing high quality
care and in operating regulatory-compliant programs. We support the Hgspice
Network and will continue to strive for fruitful collaboration with mycc on
educational endeavors, guality initiatives, and innovative strategies to enhance
care for Maryland’s patients and their families,

EQ?Ether, we must do further work on outreach and educatian, We sihcerely
)

ieyg that_education, and not additional providers, is thé most
effective solutien to hospice under-utilization.

-Sinceré7y¥

Linda Maurano,RN, BSN, MSN
Executive Director

Fage 3



Hospice & Palliative Care Network
OF MARYLAND

VIA EMAIL AND US MAIL
August 16, 2013

Linda Cole

Maryland Health Care Commission
4160 Patterson Avenue

Baltimore, Maryland 21215

Cc: Senate Thomas “Mac” Middleton, Chair, Senate Finance Committee
Senator John Astle, Vice Chair, Senate Finance Committee

Re: Regulation .01 under COMAR 10.24.13 State Health Plan for Facilities and Services:
Hospice Services. Authority: Health-General Article, §819-109(a)(1) and 19-118, Annotated
Code of Maryland. Notice of Proposed Action [13-198-P-I] [State Health Plan for Facilities and
Services: Hospice Services]

Dear Ms. Cole:

On behalf of the Board of Directors of the Hospice & Palliative Care Network of
Maryland (the “Network™), we write in response to the formal public comment period for the
State Health Plan for Facilities and Services: Hospice Services (COMAR 10.24.13). This action
was considered by the Commission at an open meeting held on June 20, 2013 and there was no
opportunity for public comment.

We must oppose the promulgation of these regulations until such time as the interested
parties can reach agreement on certain aspects of the state health plan incorporated in the
proposed regulations by reference.

Since the purpose of these regulations is intended to provide a policy blueprint for the
Commission and affected industries to address issues related to the provision of hospice services,
it is premature for these regulations to go forward. There has been no final agreement among
interested parties regarding the procedural rules and standards. A Hospice Education Workgroup
is still underway and there remain issues that have not been resolved.

The Network values the opportunity to offer expertise on hospice care and appreciates initial
collaborations with the Maryland Health Care Commission (MHCC), both in revising the
methodology used to update the draft of the State Health Plan and in working on the newly
formed Hospice Education Workgroup. However, these collaborations have not resulted in
agreement regarding the opening of Baltimore City and Prince Georges County for docketing
additional hospice providers for the following reasons:



Hospice & Palliative Care Network
OF MARYLAND

1. The plan as prematurely drafted does not reflect or consider that the current providers in
these jurisdictions have the infrastructure, capacity, and scale to serve additional patients.

2. The proposed regulations state that they will have “minimal or no economic impact on
small businesses.” The opening up of additional hospices in two regions which currently
have ten and nine hospice respectively will create hardship for those existing hospices
which manage care under a fragile but slim economy of scale, making it more difficult
for any of these hospices to reach those citizens who have need.

3. It was the understanding of the legislature and the Network that no regulations would be
proposed until the Hospice Education Workgroup conducted its business and developed a
mechanisni to account for existing hospices abilities to meet need among diverse
populations.

4. During Hospice Chapter Workgroup meetings last fall and in testimony given at the
Senate Finance Committee hearing on January 24, 2013, the Network’s representatives
spoke to the low utilization of hospice services in Baltimore City and Prince George’s
County not as a matter of access but one of utilization and acceptance. There is adequate
access and capacity for hospice care given by the ten providers in Baltimore City and
nine providers in Prince George’s County.

5. In spring 2010, MHCC decided that a Certificate of Need was required for in-patient
hospice units (IPU). IPU is inextricably tied to the Hospice Chapter. The Network urges
MHCC to collaborate with the Network on an IPU Workgroup to determine need criteria
and formula for in-patient hospice units. The Hospice regulations should not move
forward until an IPU need formula is collaboratively developed and incorporated
into the State Health Plan.

Many complex factors determine a patient’s choice to enter hospice. They sometimes
involve the patient’s or family’s individual cultural, ethnic, spiritual, or psycho-social
perceptions. Other specific patient-related factors as well as the patient’s family situation can
influence hospice choice. Research' indicates that diverse populations tend to under-utilize
hospice. This may be due to inadequate education on the benefits of hospice or to cultural
factors. The Network believes that we shared consensus with MHCC on this issue thus the
formation of the Hospice Education Workgroup. The workgroup is charged to increase hospice
awareness and utilization in demographically diverse communities through educational

! “Geographic Variations in Black-White Differences in End-of-Life Care for Patients with ESRD.” Clinical Journal
of the American Society of Nephrology —~ April 11, 2013. Bemadette A. Thomas, Rudolph A. Rodriguez, Edward J.
Boyko, Cassianne Robinson-Cohen, Annette L. Fitzpatrick, and Ann M. O’Hare. “Barriers in Hospice Use Among
African Americans.” Journal of Hospice & Palliative Nursing — May 2013. Angela D. Spruill, MSN, ANP-BC,
OCN, Deborah K. Mayer, PhD, RN, AOCN, FAAN, Jill B. Hamilton, PhD, RN
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endeavors. With this workgroup intact there is no reason to introduce new providers in these two
jurisdictions.

We are disappointed that the Commissioners voted to promulgate the regulations after the
informal comment period without waiting for the Hospice Education Workgroup to thoroughly
research and formulate its plan on how to increase hospice use among diverse populations. As
stated previously the Network believes that all the parties agreed earlier in the year to wait on
promulgating regulations until the workgroup finished its work.

The workgroup needs time to gain substance, definition, measurement, momentum, and
implementation of strategies to determine if educational outreach makes a true difference
in our communities and increases hospice utilization

Consistent with the position we articulated in our letter of May 3 and the recommendations
of the Senate Finance Committee, the Network further proposes that section 0.4 A(2) Certificate
of Need Docketing and Exception Rules: Hospice General Docketing be amended to include a
third point: an application to establish a new general hospice in Maryland, or to expand the
services of an existing general Maryland hospice to a new jurisdiction will only be docketed if,
and only if, analysis determines that the current infrastructure cannot meet the additional need.

The Network is confident the current providers in these jurisdictions have the
infrastructure, capacity, and scale to serve additional patients and offer them and their
families high quality care. We believe the Commissioners should reconsider their action on
adopting the health plan, as written, and take time to amend the plan in light of our
comments and objections outlined here.

As noted above, of equal concern is the fact that the MHCC has voted to expand capacity for
in-patient hospice units (IPU) without addressing a need methodology. The Network urges
MHCC to establish IPU Workgroup comprised of representatives from the hospice provider
community and MHCC staff members to determine need criteria and formula for in-patient
hospice units. The Hospice regulations should not move forward until an IPU need formula is
collaboratively developed and incorporated into the State Health Plan.

In summary, the Hospice and Palliative Care Network of Maryland opposes these regulations
and requests that regulations not be promulgated until the following has occurred:

¢ All interested parties reach a consensus on these important issues,
e The Hospice Education Workgroup finalizes an educational plan which is put in place

and operational with enough time to be able to measure its degree of success in Prince
Georges County and Baltimore City.
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e An IPU Workgroup is convened to create and agree on an objective need
determination for hospice inpatient units.

As hospice experts, we take pride both in providing high quality care and in operating
regulatory-compliant programs. The Network will continue to strive for fruitful collaboration
with MHCC on educational endeavors, quality initiatives, and innovative strategies to enhance
care for Maryland’s patients and their families. Together, we must do further work on outreach
and education. We sincerely believe that education, and not additional providers, is the most
effective solution to hospice under-utilization.

Sincerely,

Danelle Buchman
Executive Director



August 16, 2013

Linda Cole

Maryland Health Care Commission
4160 Patterson Avenue
Baltimore, Maryland 21215

Re: Regulation .01 under COMAR 10.24.13 State Health Plan for Facilities and Services:
Hospice Services. Authority: Health-General Article, §§19-109(a)(1) and 19-118, Annotated

Code of Maryland, Notice of Proposed Action [13-198-P-I] [State Health Plan for Facilities
and Services: Hospice Services]

Dear Ms. Cole:

As one of the Board of Directors of the Hospice & Pailiative Care Network of

Maryland (the “Network”), [ write in response to the formal public comment period for the
State Health Plan for Facilities and Services: Hospice Services (COMAR 10.24.13). This
action was considered hy the Commission at an open meeting held on June 20, 2013 and
there was no opportunity for public comment.

I must oppose the promulgation of these regulations until such time as the interested
parties can reach agreement on certain aspects of the state health plan incorporated in the
proposed regulations by reference.

Since the purpose of these regulations is intended to provide a policy blueprint for the
Commission and affected industries to address issues related to the provision of hospice
services, it is premature for these regulations to go forward. There has been no final
agreement among interested parties regarding the procedural rules and standards. A
Hospice Education Workgroup is still underway and there remain issues that have not been
resolved. The Network values the opportunity to offer expertise on hospice care and
appreciates initial collaborations with the Maryland Health Care Commission (MHCC), both
in revising the methodology used to update the draft of the State Health Plan and in
working on the newly formed Hospice Education Workgroup. However, these
collaborations have not resulted in agreement regarding the opening of Baltimore City and
Prince Georges County for docketing additional hospice providers for the following
reasons:

The plan as prematurely drafted does not reflect or consider that the current providers in
these jurisdictions have the infrastructure, capacity, and scale to serve additional patients.

The proposed regulations state that they will have “minimal or no economic impact on
small businesses.” The opening up of additional hospices in two regions which currently
have ten and nine hospice respectively will create hardship for those existing hospices
which manage care under a fragile but slim economy of scale, making it more difficult




for any of these hospices to reach those citizens who have need.

It was the understanding of the legislature and the Network that no regulations would be
proposed until the Hospice Education Workgroup conducted its business and developed a
mechanism to account for existing hospices abilities to meet need among diverse
populations.

During Hospice Chapter Worlkgroup meetings last fall and in testimony given at the
Senate Finance Committee hearing on January 24, 2013, the Network’s representatives
spoke to the low utilization of hospice services in Baltimore City and Prince George’s
County not as a matter of access but one of utilization and acceptance. There is adequate
access and capacity for hospice care given by the ten providers in Baltimore City and
nine providers in Prince George’s County.

In spring 2010, MHCC decided that a Certificate of Need was required for in-patient
hospice units (IPU). IPU is inextricably tied to the Hospice Chapter. The Network urges
MHCC to collaborate with the Network on an IPU Workgroup to determine need criteria
and formula for in-patient hospice units. The Hospice regulations should not move
forward until an IPU need formula is collaboratively developed and incorporated
into the State Health Plan.

Many complex factors determine a patient’s choice to enter hospice, They sometimes
involve the patient’s or family’s individual cultural, ethnic, spiritual, or psycho-social
perceptions. Other specific patient-related factors as well as the patient’s family situation
can influence hospice choice, Researchi indicates that diverse populations tend to under-
utilize hospice, This may be due to inadequate education on the benefits of hospice or to
cultural factors. The Network believes that we shared consensus with MHCC on this issue
thus the formation of the Hospice Education Workgroup. The workgroup is charged to
increase hospice awareness and utilization in demographically diverse communities
through educational endeavors.

With this workgroup intact there is no reason to introduce new providers in these two
jurisdictions. I am concerned that the Commissioners voted to promulgate the regulations
after the informal comment period without waiting for the Hospice Education Workgroup
to thoroughly research and formulate its plan on how to increase hospice use among
diverse populations. As stated previously the Network believes that all the parties agreed
earlier in the year to wait on promulgating regulations until the workgroup finished its
work.

The workgroup needs time to gain substance, definition, measurement, momentum,
and implementation of strategies to determine if educational outreach makes a true
difference in our communities and increases hospice utilization

Consistent with the position we articulated in our letter of May 3 and the recommendations
of the Senate Finance Committee, the Network further proposes that section 0.4 A(2)

Certificate of Need Docketing and Exception Rules: Hospice General Docketing be amended
to include a third point: an application to establish a new general hospice in Maryland, or to




expand the services of an existing general Maryland hospice to a new jurisdiction will only
be docketed if, and only if, analysis determines that the current infrastructure cannot meet
the additional need.

The Network is confident the current providers in these jurisdictions have the
Infrastructure, capacity, and scale to serve additional patients and offer them and
their families high quality care. We believe the Commissioners should reconsider
their action on adopting the health plan, as written, and take time to amend the plan
in light of our comments and objections outlined here.

As noted above, of equal concern is the fact that the MHCC has voted to expand capacity for
in-patient hospice units (IPU) without addressing a need methodology. The Network
urges MHCC to establish IPU Workgroup comprised of representatives from the hospice
provider community and MHCC staff members to determine need criteria and formula for
in-patient hospice units. The Hospice regulations should not move forward until an IPU
need formula is collaboratively developed and incorporated into the State Health
Plan.

In summary, | oppose these regulations and requests that regulations not be promulgated
until the following has occurred:

« All interested parties reach a consensus on these important issues.

 The Hospice Education Workgroup finalizes an educational plan which is put in place
and operational with enough time to be able to measure its degree of success in Prince
Georges County and Baltimore City.

« An IPU Workgroup is convened to create and agree on an objective need determination
for hospice inpatient units.

As a hospice expert, | take pride both in providing high quality care and in operating
regulatory-compliant programs. 1 know I as well as the entire Network will continue to
strive for fruitful collaboration with MHCC on educational endeavors, quality initiatives,
and innovative strategies to enhance care for Maryland’s patients and their families.
Together, we must do further work on outreach and education. I sincerely believe that
education, and not additional providers, is the most effective solution to hospice under-
utilization.

Sincerely,

Heather Guerieri RN, MSN, CHPN
Executive Director
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August 26, 2013

Linda Cole

Maryland Health, Care Comnussr on
4160 Patterson Avenue

Baltimore, Maryland 21215

Dear Ms. Cole

On behalf of Hospice of St Mary’s [ am writing in response to the formal public comment period
for the State Health Plan for Facilities and Services: Hospice Services (COMAR 10.24.13),

As the Southern representative on the board of the Hospice and Palliative Care Network of
Maryland I must echo the Network’s concerns regarding the finalization of these regulations.
MHCC has welcomed the Hospice Network to the table on several occasions and has worked .
collaboratively with us in addressing end of life issues. We were hopiag that MHCC would not
move forward on these regulations uniil the Education Work group had completed its review.
The workgroup is charged to increase bospice awareness and wtilization in culturally diverse
communities through educational endeavors. The underutilization of hospice in minority
populations is a very complex issue, While I belicve education will help- I am not convinced it
alone will drive utilization up. To this end there needs to be specific measures established to
determine if public outreach etforts actually do increase utilization. The workgroup needs more
time to develop these measures.

With regard to Baltimore City and PG County, the issue of underutilization has nothing to do
with the lack of availability of services, To open these areas up to docketing will absolutely
create a hardship for the existing hospices. Even a small hospice like us has the ability to flex up
and down as census dictates. All of operate on the principle that no one in need is sver umed

away.

" “Thank Vou for your thoughtful consideration of the above. Hospice of St. Marys is thankfulto

be a member of the Hospice and Palliative Network of Maryland. AlI of us strive to provide
excellence in end of life services for our communities. _

Dtrector

Know!edge and Cornpassion
Focused on You

Received Time Aug. 26, 2013 4:31PM No. 1168
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August 23,2013

Ms. Linda Cole

Maryland Health Care Commission
4160 Patterson Avenue
Baltimore, Maryland 21215

Cc senate Thomas “Mac” Middleton, Chair, Senate Finance Committee
Senator Jghn Astle, Vice Chair, Senate Finance Committee

Re: Regulation .01 under COMAR 10.24.13 State Health Plan for Facilities and Services: Hospice
services. Autherity: Health-General Article, §519-109(a}{1} and 15-118, Annotated Lode of Maryland.
Notice of Proposed Action [13-198-P-i} [State Health Plan for Faciiities and Services: Haspice Services)

Dear Ms. Cole;

On behalf of Hospice of the Chesapeake, | write in response to the formal public comment period for the
State Health Plan for Facifities and Services: Hospice Services ({COMAR 10.24.13},

Our arganization must oppose the promulgation of these regulations until such time as the interested
parties can reach agreement on certain aspects of the state health plan incorparated in the proposed
regulations by reference.

Since the purpose of these regulations is intended to provide a policy blueprint for the Commission and
affected industries to address issues refated to the provision of hospice services, it is premature for
these regulations to go forward. There has been no final agreement among interested parties regarding
the procedural rules and standards. A Haospice Education Workgroup {HEW? is still underway and there
rernain issues that have not been resolved,

Hospice of the Chesapeake appreciates the collaborations with the Hospice and Palliative Care Network
of Maryland {Network) and the Maryland Health Care Commission {MHCC}, bath in revising the
methodology used to update the draft of the State Health Plan and in working on the newly formed
HEW. However, these collaborations have not resulted in agreement regarding the opening of Baitimore
City and Prince Georges County for docketing additional hospice providers for the following reasons:

MAAVLAND #
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Sarving Anne Arundel and Prince George's Counties
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Hinbadie Fav
EXSRLLENCS



1. The ptan as prematurely drafted does not reflect or consider that the current providers in these
jurisdictions have the infrastructure, capacity, and scale to serve additional patients.

2. The proposed regulations state that they will have “minimal or no economic impact on small
businesses.” The opening up of additional hospices in two regions which currently have ten and
nine hospice respectively will create hardship for thase existing hospices which manage care
under a fragile but sim economy of scaie, making it more difficuit for any of these hospices to
reach those citizens who have need.

3. It was the understanding of the legislature and the Network that no regulatiosts would be
proposed until the HEW conducted its business and developed a mechanism to account for
existing hospices ahbilities ta meet need among diverse populations.

4. During Hospice Chapter Warkgroup meetings last fail and in testimony given at the Senate
Finance Committee hearing on january 24, 2013, the Network's representatives spoke to the
low utilization of hospice services in Baltimore City and Prince George's County not as a matter
of access but one of utilization and acceptance. There is adequate access and capacity for
hospice care given by the ten providers in Baltimore City and nine providers in Prince George's
County.

5. In spring 2010, MHCC decided that a Certificate of Need was required for in-patient hospice
units {IPUY. {FU is inextricably tied to the Hospice Chapter. The Network urges MHCC to
collahorate with the Network on an [PU Workgroup to determine need criteria and formuta for
future {not currently approved) In-patient haspice units. The Hospice regulations should not
move forward unti an [PU need formula Is coliaboratively developed and incorporated into
the State Health Plan.

Many complex factors determine a patient’s choice to enter hospice. They sometimes invoive the
patient’s or family's individual cultural, ethnic, spiritual, or psycho-social perceptions. Other specific
patient-refated factors as weli as the patient’s family situation can influence hospice choice. Hospice of
the Chesapeake believes that we shared consensus with the Network and MHCC an this issue thus the
formation of the HEW and our participation in this work. The HEW is charged to increase hospice
awareness and utilization in demographically diverse communities through educational endeavors. With
this workgroup intact there is no reason to introduce new providers in these twao jurisdictions.

Hospice of the Chesapeake is disappointed that the Commissioners voted to promulgate the reguiations
after the Informal comment period without waiting for the HEW to thoroughly research and formulate
its plan on how to increase hospice use amang diverse populatians. As stated previously the Network
believes that all the parties agreed eartier In the year to wait on promuigating reguiations until the HEW
finished its work.

The HEW needs time to gain substance, definition, measurement, momenturm, and implementation of
strategies tn determine if educational outreach makes a true difference in our communities and
Increases hospice utitlzation,

Consistent with the position the Network articulated in 2 letter dated May 3 and the recommendations
of the Senate Finance Committee, the Network has further proposed that section 0.4 A{2} Certificate of
Need Docketing and Excaption Rules; Hospice Generai Docketing be amended to include a third point:



an application to establish a new general hospice in Marytand, or to expand the services of an existing
geners! Maryland haspice to a new jurisdiction will only he docketed if, and anly if, analysis determines
that the current infrastructure cannot meet the additional need.

Hospice of the Chesapeake is confident that we and other providers in these Jutisdictions have the
infrastructure, capacity, and scale to serve additianal patients and offer them and their famities high
guality care. We believe the Commissioners should reconsider thelr action on adopting the health

plan, as written, and take time to amend the plan in light of our comments and objections outlined
here.

As noted above, of equal concern is the fact that the MHCC has voted to expand capacity for in-patient
hospice units {IPU} without addressing a need methodology. The Network urges MHLC to establish IPU
Workgroup comprised of representatives from the hospice provider community and MHCC staff
members to detarmine future [not currently approved) need criteria and formula for in-patient hospice
units. The Hospice regulations should not move forward until an IPY need formula is collaboratively
developed and incorporated into the State Health Pian.

As a hospice provider, Hospice of the Chesapeake will continue to strive for productive collaboration
with tha Network and MHCC on educational endeavors, quality initiatives, and innovative strategies to
snhance care for Maryland's patients and their families. Together, we must do further work on outreach
and education. We sincerely believe that education, and not additional providers, is the most effective
solution to hospice under-utilization.

Sincarely,
ﬁ;}d‘;rgﬂuﬁ /7650’77;&,{/7)‘

Michael 5. McHale
President and CED



June 28, 2113

Craig Tanio MD, MPH, Chair
The Maryland Health Care Commission:
201 West Preston Streef - ' Officers

Baltimore, MD 21201 The RL Rev. John Rabb, President
Carole Connelly, RN, Vice President
Sister Mary Charles, SecretaryMreasurer

Dear Dr, Tanio:

: Medical Direct
Regarding: Changes to the State Health Plan for hospice care. Karen Cuus;ns_;m;; D'éf’%;,’;

] . John W. Payne, MD (Emeritus)
Comment submitted by Charlotte Hawtin Executive Director,

Joseph Richey Hospice and Dr. Bob's Place

Joseph Richey Hospice operates the only freestanding hospice facilities and services in .. Trustees
the city of Baltimore and serves the community with hospice homecare. Over 74% of Slst]: ?“é‘:; BMnng”GrZZE_
the people we serve are African American. This has been a consistent picture. Qur Gene Friedman, Esquire
facilities are located on bus and light rail lines. Albert F. Gettler,

Jesse J. Harris, PhD
There are a number of reasons there is lower use of hospice by African Americans in Mfd?ag*hl- Levin, mg
Baltimore City and Prince Georges County. Many African Americans do not engage or The Rey. Fr:ggﬂckﬁ%“ﬁﬁ's o
utilize & primary care physician. They use services such as Patient First and hospital Willam P, Young, Jr. Esquire

emergency rooms. The immediacy of treaiment at a Patient First and the emergency
room is compelling. They are often unaware of the role of a primary care doctor in
terms of keeping a longitudinal record on their health care. African Americans are often
diagnosed later with terminal iliness due to the venue they choose for care. We often
serve people with hospice care who were only very recently diagnosed. We have buiit a
trust relationship with the community. The final reason African Americans use hospice
less often is the family. Usually in the extended family there are several people who are
employed as health care RN's, aides or workers. These people often provide care fo a
family member without accessing hospice services. |

Our staffincludes an African American Medical Director, several African American
RN's, African American hospice aides, social worker, cooks, housekeepers and
security personnel. JRH staff is frequently acquainted with the people who come to us
for care or with their families. Over time this builds trust, We do not limit stays at our
20-bed adult inpatient unit to only those days billable at the inpatient level of care. We
provide a place for care especially to those who have no able caregiver regardless of

relmbursement--We-usually-eperate-ourinpatient-adultunit witler waiting IS OVaFHE """ =

past 25 years we have served terminally Iil people who are bfind , physically,
developmentally and mentally disabled and those recently released from prison. We
accept patients with no insurance and those who are MA pending. All of these elements
help to serve our city. JRH is the only hospice in Maryland thatis funded by Ryan White
and Housing Opportunifies for People with AIDS.

The Centers for Medicare and Medicaid Services have designated JRH as an i
‘Essential Care Organization’ due to our services to the disadvantaged and minoritfes. !
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Adding additional hospices to the mix will not change the picture in Baltimore or Prince
Georges County.

We are slowly expanding our services, | have hired marketers to build our homecare
census. Over a third of those we serve each year are insured by Medicaid managed
care organizations. We know the city. We do not use security personnel fo accompany
our nurses. Our nurses call before going to a home. Usually the neighborhood krows
about someone who is terminally ill on the block and welcomes us. Suburban hospice
providers do not know the city.

We also operate Dr. Bob's Place, a hospice for children providing end of life care to
kids at home and at our inpatient unit. We recently submitted an application to the state
to provide respite care ta medically fragile chifdren, who have a life limiting diagnosis
outside the hospice criteria. Dr Bob’s Place fike JRH also serves predominantly African
American patients.

Fam not per se opposed to adding more hospices to the city mix, We have always
operated in a competitive environment. But | do not think expanding the number of
hospices will yield the result you seek. | am happy to talk to the members of the
Maryland Health Care Commission ahout my observations and fo give you a tour. We
are just across the streef!

Sincerely,

N T

Charlotte Hawtin
Execufive Director
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ATTORNEYS AT LAW
JONATHAN MONTGOMERY
410.576.4088 233 EAST REDWOOD STREET
FAX 410.576.4032 BALTIMORE, MARYLAND 21202-3332
jmontgomery@gfrlaw.com 410.576.4000

www.gfrlaw.com

August 26, 2013

VIA FAX: 410-358-8811
VIA EMAIL: linda.cole@marvland.gov

Ms. Linda Cole, Chief

Long Term Care Policy and Planning
Maryland Health Care Commission
4160 Patterson Avenue

Baltimore, MD 21215-2299

Re:  Proposed Revisions to the State Health Plan for Facilities
and Services - Hospice Services

Dear Ms. Cole:

This letter is written on behalf of LifeBridge Health, Inc. (“LifeBridge”) to comment on
the proposed permanent regulations (the “Proposed Regulations™) reenacting the State Health
Plan for. Facilities and Services: Hospice Services (the “State Health Plan™) at COMAR
10.24.13. Please accept this letter as LifeBridge’s response to the notice published in the July 26,
2013 Maryland Register inviting comment on the Proposed Regulations to the Maryland Health
Care Commission (the “Commission”).

LifeBridge applauds the Commission’s decision to revise the State Health Plan to keep
pace with the growing demand for hospice in Maryland as patients, their families, and health
care practitioners become more aware of the value of hospice as a holistic approach to end-of-
life care.! In particular, hospice has grown in importance in institutional settings. The Proposed
Regulation recognizes that “in recent years, hospice utilization in locations other than the
patient’s home as increased....Additional locations, such as residential hospices and inpatient
units, have been developed for individuals needing care.”

This is a welcome development. Hospice at the hospital offers another hospice delivery
mechanism for patients who traditionally do not have adequate access to hospice, such as

! Supplement to COMAR 10.24.13: Statistical Data Tables (MHCC 4.10.13) (Table 2) (showing over 60% growth
in total hospice admissions in Maryland between 2003 and 2011).

2 Proposed Regulations, p. 3 (proposed COMAR 10.24.13.03(A)).

2845803.3 18355/121365 08/26/2013
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Baltimore City residents.® As recogmzed by the Commission’s new need pI‘O_}ECthIlS Baltimore
City residents’ use rate for hospice services is less than 60% of the target use rate. * Outreach and
education may mitigate this disparity, but the Proposed Regulations recognize that even
traditional growth in capacity by existing hospice providers will not be enough’; providers need
the flexibility to meet the challenge of a higher use rate.

With these comments in mind, LifeBridge offers two suggestions to the Proposed
Chapter to secure flexibility in providing hospice services, without overturning the carefully
tailored regulatory structure created by the Proposed Regulations.

First, the Commission should add a new sentence to the end of proposed COMAR
10.24.13.04(C):

“A Certificate of Need is not required to relocate the inpatient
capacity of an existing licensed general hospice program to another
site within the same jurisdiction, such as when a hospice relocates
after being acquired by another health care facility.”

Under the current Certificate of Need rules, a licensed general hospice may relocate its
existing inpatient capacity to another site within the same “primary service area” — whether
pursuant to an acquisition or otherwise — without requiring a Certificate of Need, so long as the
relocation does not involve a capital expenditure or a change in capacity or health care services
offered.® However, the Proposed Regulations do not confirm that the primary service area of a
licensed general hospice is the jurisdiction in which the general hospice is licensed to provide
services.” This change would confirm that the relocation of existing inpatient capacity does not
require a certificate of need application pursuant to proposed COMAR 10.24.13.06(P).

? LifeBridge wholeheartedly agrees with the Commission that Baltimore City has a need for additional hospice
capacity. Baltimore City is currently underserved. The Commission’s recognition of the need in Baltimore City
firrthers the Commission’s task to maintain “a health regulatory system that provides, for all Marylanders, financial
and geographic access to quality health care services™ (HG § 19-109(c)(2)) and advances the Cominission’s mandate
to achieve the “elimination of health care services disparities of minority populations” throughout Maryland’s health
care delivery system., See HG §§ 20-901, 19-134; see alse Maryland Plan to Eliminate Mmorlty Health Disparities:
Plan of Action 2010-2014 (DHMH 2010).

* Supplement to COMAR 10.24.13: Statistical Data Tables (MHCC 4.10.13) (Table 8).

® Proposed Regulations, p. 6 (proposed COMAR 10.24.13.03(B)(3) (noting that the Proposed Regulations’ need
calculation methodology takes into account the growth potential of existing hospice providers; a finding of need in
Baltimore City means that at current growth rates, current Baltimore City providers will not be able to meet gross
need in the target year).

& See COMAR 10.24.01.03(D); see also COMAR 10.24.01.02(A)2)(b), COMAR 10.24.01.03(AX6).

7 COMAR 10.24.13.05(A) is unclear on this point, for instance.

2845803.3 18355/121365 08/26/2013
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Second, the Commission should add a new subsection “E” to COMAR 10.24.13.04 to
read as follows:

“E. Institational Care Exception. A Certificate of Need is not
required for a licensed general hospice program to provide
inpatient hospice services to inpatients located at another health
care facility, such as an acute general hospital or comprehensive
care facility, so long as (1) the program has a Certificate of Need to
operate in the jurisdiction in which the health care facility 1s
located; and (2) the hospice services are provided to patients in the
health care facility’s licensed and approved beds, whether or not
such beds are ‘clustered’ into a single unit.”

This change confirms the Commission’s preference that hospice services be delivered to
patients in existing non-hospice inpatient capacity. For instance, The Proposed Regulations state
that before new inpatient hospice capacity is approved, it must be demonstrated that adding such
capacity “is the most cost-effective alternative for providing care to hospice patients” in light of
“other options for the provision of inpatient hospice care....including.. contracts with... licensed
facilities, including hospitals and comprehensive care facilities|. I™®  Despite the recent
controversy regarding “clustered” beds, the Commission has always maintained that a hospice
program may provide “unclustered” hospice services at mpat1ent facilities within a jurisdiction
for which the hospice program has a Certificate of Need.” The Commission has recognized that
in this situation, no Certificate of Need is required because no new beds have been added, and
thus no one has expanded the capacity of Maryland’s health care delivery system.

LifeBridge’s suggestion would, however, reverse a recent shift by Commission staff to
treat the “clustering” of hospice services within an inpatient facility as the “establishment of a
health care facility” for Certificate of Need purposes.

This reversal would be salutary. Hospitals, hospices, and, most importantly, patients,
need hospice services at the hospital to be provided in an organized and efficient manner. For
patients near death and unable to leave a hospital or intermediate facility (a growing share of the
hospice population, according to the Commission), hospice offers inpatient services (such as
psychological support and bereavement counseling to the patient’s family) throughout the
patient’s final days and beyond. Hospital patients transitioning “in place” to hospice services can
benefit from a “home-like atmosphere™ with designated “patient areas...designed to preserve the

% Proposed Regulation, p. 14 (COMAR 10.24.13.05(P)(3)).

® See, e.g., Letter of Paul Parker to Howard Sollins Regarding Northwest Hospital (3.29.13).

2845803.3 183565/121365 08/26/2013
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dignity, comfort, and privacy of patients” and families, even in hospital settings.'® As
summarized by the hospice workgroup report, “[h]ospice care and palliative care programs
provide valuable services to our dying patients and their families in Maryland to maximize their
quality of life in their final days and to support their families. Lon

Tt should not be correct that the Certificate of Need law requires the Commission to
docket “clustered” beds receiving hospice services, while taking no notice when a hospice offers
services to hospital or nursing home inpatients in beds identified on a random, ad hoc basis, and
in areas that do not best permit the “home-like atmosphere” hospices strive to create. The
Commission should recognize that no Certificate of Need is required to provide hospice services
to inpatients when the hospice already has a Certificate of Need to operate, when no one is
adding new inpatient beds to the health care delivery system, and when existing rules already
prevent overutilization of hospice services in the beds that are being used.

Your attention to these comments is very much appreciated. To discuss these comments

or request their elaboration or clarification, please feel free to contact me.

Sincerely,

Jonathan Montgomery

cc: Joel Suldan
Barry F. Rosen

0 42 C.FR. § 418.100(e) (Medicare rules for hospices’ physical environment); see also id at § 418.108(a)2)
(making physical environment rules applicable to contractual arrangements with hospitals).

1 «iorkgroup Report on Hospice Care, Palliative Care, and End of Life Counseling: Executive Summary, p.1.
2 Medicare rules state that “[t]he total number of inpatient days used by Medicare beneficiaries who elected hospice

coverage in a 12-month period in a particular hospice may not exceed 20 percent of the total number of hospice days
consumed in total by this group of beneficiaries.” 42 C.F.R., §418.108(d).
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VIA EMAIL AND US MAIL
Angust 23,2013

Linda Cole

Maryland Health Care Commission
4160 Patterson Avenue

Baltimore, Maryland 21215

Ce: Senate Thomas “Mac” Middleton, Chair, Senate Finance Committee
Senator John Astle, Vice Chair, Senate Finance Committee

Re: Regulation .01 under COMAR 10.24.13 State Health Plan for Facilities and Services:
Hospice Services. Authority: Health-General Article, §§19-109(a)(1) and 19-118, Annotated
Code of Maryland. Notice of Proposed Action {13-198-P-1] [State Health Plan for Facilities and
Services: Hospice Services]

Dear Ms. Cole:

On behalf of Montgomery Hospice, [ write in response to the formal public comment
period for the State Health Plan for Facilities and Services: Hospice Services (COMAR
10.24,13). This action was considered by the Commission at an open meeting held on June 20,
2013 and there was no opportunity for public comment.

1 oppose the promulgation of these regulations until such time as the interested parties
can reach agreement on cettain aspects of the state health plan incorporated in the proposed
regulations by reference,

Since the purpose of these regulations is intended to provide a policy blueprint for the
Commission and affected industries to address issues related to the provision of hospice services,
it is premature for these regulations to go forward. There has been no final agreement among
interested parties regarding the procedural rules and standards. A Hospice Education Workgroup
is still underway and there remain issues that have not been resolved.

Montgomery Hospice appreciates the collaboration with the Maryland Health Care
Commission (MHCC), both in revising the methodology used to update the draft of the State
Health Plan and in working on the newly formed Hospice Education Workgroup. However, these
collaborations have not resulted in agreement regarding the opening of Baltimore City and Prince
Georges County for docketing additional hospice providers for the following reasons:



b. The proposed regulations state that they will have “minimal or no economic impact on
small businesses.” On the contrary, the opening up of additional hospices in two regions
which currently have ten and nine hospice respectively will ereate hardship for the
existing hospices that are small businesses, Having another competitor will divert
resources from patient care to marketing, making it more difficult to care for those
citizens who have need.

2. It was the understanding of the legistature and the Network that no regulations would be
proposed unti! the Hospice Education Workgroup conducted its business and developed a
mechanism to account for existing hospices abilities to meet need among diverse
populations.

3. During Hospice Chapter Workgroup meetings last fall and in testimony given at the
Senate Finance Committee hearing on January 24, 2013, the Network’s representatives
spoke to the low utilization of hospice services in Baltimore City and Prince George’s
County not as a matter of access but one of utifization and acceptance.

4, Inthe spring of 2010, MHCC decided that a Certificate of Need was required for hospice
in-patient units {IPU). IPU is inextricably tied to the Hospice Chapter. The Network
urges MHCC to coliaborate with the Network on an IPU Workgroup to determine need
criteria and formula for in-patient hospice units. The Hospice regulations should not
move forward until an IPU need formula is collaboratively developed and
incorporated into the State Healih Plan, especially in light of the July 2013 MHCC
decision to open TPU beds in a hospital that is already welk-served by other IPUs,

Many complex factors determine a patient’s choice to enter hospice. They sometimes
involve the patient’s or family’s individual cultural, ethnic, spiritual, or psycho-social
perceptions. Other specific patient-related factors as weil as the patient’s family situation can
influence hospice choice. Research indicates that diverse populations tend to under-utilize
hospice. This may be due to inadequate education on the benefits of hospice or to cultural factors.
The Network believes that we shared consensus with MHCC on this issue, resulting in the
formation of the Flospice Education Workgroup. The workgroup is charged to increase hospice
awareness and utilization in demographicalty diverse communities through educational
endeavors., With this workgroup still functioning, there is no reason to introduce new providers in
these two jurisdictions.

We are disappointed that the Commissioners voted to promulgate the regulations after the
informal comment period without waiting for the Hospice Education Workgroup to thoroughly
research and formulate its plan on how to increase hospice use among diverse populations. As
stated previously the Network believes that all the parties agreed earlier in the year to wait on
promulgating regulations until the workgroup finished its work.

The workgroup needs time to gain substance, definition, measurement, momentum,
and implementation of strategies to determine if educational outreach makes a true
difference in our communities and increases hospice utilization.

Consistent with the recommendations of the Senate Fmance Committee, the Network
further proposes that section 0.4 A(2) Certificate of Need Docketing and Exception Rules:
Hospice General Docketing be amended to include a third point: an application to establish a new
general hospice in Maryland, or to expand the services of an existing general Maryland hospice to



a new jurisdiction will only be docketed if, and only if, analysis determines that the current
infrastructure cannct meet the additional need.

The Network is confident the current providers in these jurisdictions have the
infrastructure, capacity, and scale to serve additional patients and offer them and their
families high quality care. We believe the Commissioners should reconsider their action on
adopting the health plan, as written, and take time to amend the plan in light of our
comments and objections outlined here,

As noted above, of equal concern is the fact that the MHCC has voted to expand capacity
for hospice in-patient units (IPU) without addressing a need methodology. Montgomery
Hospice urges MHCC to establish an IPU Workgroup comprised of representatives from the
hospice provider community and MHCC staff members to determine need criteria and formuia
for hospice in-patient units. The Hospice regulations should not move forward until an IPU
need formula is collaboratively developed and incorporated into the State Health Plan.

In summary, Montgomery Hospice opposes these regulations and requests that
regulations not be promulgated until the following has occurred:

e All interested parties reach a consensus on these important issues.

e The Hospice Education Workgroup finalizes an educational plan which is put in place
and operational with enough time to be able to measure its degree of success in Prince
Georges County and Baltimore City.

¢ An IPU Workgroup is convened to create and agree on an objective need determination
for hospice inpatient units.

I sincerely believe that education, and not additional providers, is the most effective solution to
hospice under-utilization. I also believe that adding more hospice 1PUs without regard to a need
methodology will result in fewer hospice transfers from hospitals to home and more Marylanders
dying in hospitals. Tt is contrary to the philosophy adopted by Maryland in its Balancing
Incentive Program (BIP), which promotes the use of Home and Community Based Services
(HCBS),

Sincerely,

Ao

Ann Mitchelt
President & CEQO




VIA EMAIL, FAX AND US MAIL
August 26, 2013

Linda Cole

Maryland Health Care Commission
4160 Patterson Avenue

Baltimore, Maryland 21215

Re: Regulation .01 under COMAR 10.24.13 Statc Health Plan for
Facilitics and Services: Hospice Services, Authority: Health-
General Article, §819-109(a)(1) and 19-118, Annotated Code of
Maryland. Notice of Proposed Action {13-198-P-1] {State Health
Plan for Facilities and Services: Hospice Services]

Dear Mrs. Cole:

As a member of the Hospice & Palliative Care Network of
Maryland [ am writing in support of the August 16th letter yvou
reccived from the Networks Executive Director, Ms, Danelle
Buchman on behalf ofthe Board of Dircctors, of which Seasons
holds a seat. We were fully involved in the writing of this letter
and support it in its entirety.

One item in the Networks letter | would like to emphasize is
Seasons desire to be part of an in-patient hospice units (IPU)
workgroup to determine need criteria and formula for iPUs.
Seasons currently operates 12 [PUs around the country and has
substantial experience in assessing necd for these services for our
patients as well as for hospitals and the community at large. We
look forward to working with the MHCC on this important part of
the State Health Plan for Hospice Services.

Sincerely,

o

Dean Forman
Executive Director
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August 23, 2013

Linda Cole

Chief, Long-Term Care

Policy & Planning

Marytand Health Care Commission
4160 Patterson Avenue

Baltimore, Maryland 21215

Dear Ms. Cole:

I am writing in respcnse to the formal public comment period regarding the State
Health Plan for Facitities and Services: Hospice Services éCOMAR 10,24.13). This
action was considered by the Commission at an open meetmg heid onJune 20,

2013.

Stella Maris, inc. opposes the promulgation of these reguiatiéhs and we are
requesting that MHCC continue to collaborate with Maryland Haspices toreacha

mutual agreement on certain aspects of the State Health Pla that have the

potential to negatively affect Mawiand;ﬁosplces

On January 24, 2013, testimony was pravsded to'the Senate F;nance Cemmattee N

by hospice representatives based on the low utilization of hosplce 56

Baltimore City and Prince George’s County. Based onan open dialog etween the

Senate Finance Committee, hospice representatives and MHCC, it wa ___;_c_mcluded
that hospice use in Baltimore City and Prince George's Caunty was not due'to
access, but one of utilization and ac =
hospice-care in Balhmore C;ty and 9 providers in Prince George’s County.
Certainly, there is adequate access d capacity with the current number of

providers.

What evoived from this dialog was a commitinent to develop educatlonal
outreach to increase awareness and utilization in demographxcaiiy diverse -

: ,_There are currently 10 provide_r_s of © i

commumtres A Hospice Educatmn Workgmup was deveioped to dascuss how o

underway and has not yet had the opportumty to im piement and evaiuata the
effectiveness of the existing hospices to meet the needs of the dnverse T
populations. .

{ believe this Workgroup will be beneficial in determining additional_ .
outreach/educational opportunities. | also believe the Workgroup needs
additional time to implement and evaluate the effectiveness of their efforts prior
to opening Baltimore City and Prince George’s County for additional hospices. It
does not make sense to add more hospices when the consensus was for increased
educational outreach. Opening these areas will only create a hardship for the
existing hospices.



Ms. Linda Cole
August 23, 2013
Page 2

Certificate of Need for inpatient hospice units is tied to the Hospice Chapter.
Stella Maris supports collaboration with MHCC and the Hospice Network to
develop a need criteria and formula for in-patient hospice units prior to allowing
an existing/new general Maryland Hospice to docket for in-patient beds. The
decision to create new in-patient beds or add a general hospice should only be
aliowed if the analysis determines that the current hospices cannot meet the
additional need.

We are currently chalienged with an additional 16 inpatient beds in Baltimore
County that were approved by MHCC. The approval was based on what was a
good business plan/venture and not on-demanstrated need. The current hospice
providers have demonstrated there was no need to add in-patient beds. This
decision by MHCC will severely impact the existing hospices in Baltimore County.
A need methodology for in-patient uniits must be developed. Stella Maris
requests that the Hospice regulations are not approved until an 1PU formula is
collaboratively developed and incorporated in the State Health Plan.

In conclusion, Steila Maris opposes these regulations and requests that the
reguiations not be promulgated until the folidwing has occurred:

e The Hospice Education Workgroup finalizes an educational plan which is
implemented and operational with sufficient time to be able to measure
its success in Baltimore City and Prince George’s County prior to opening
these areas for additional hospices.

e An IPU Workgroup is established to create and agree upon a need
methodalogy for inpatient units.

{ thank you for this opportunity to comment on the State Haalth Plan and ook
forward to collaborating with MHCC to resolve our conterns.

Sr VP Outreach Services

cc: Senator Thomas “Mac” Middieton, Chair Senate Finance Committee
Senator John Astle, Vice-Chair, Senate Finance Committee

mb/LS/MHCC Hospice State Health Plan



WMHS Hospice Service
1050 W. Industrial Blvd
Ste 19

Cumberland, Md 21502

August 26,2013

Linda Green/Clinical Director Hospice

ATTENTION:
Linda Cole
Chief,Policy& Planning Center for LTC & Community-Based Svecs

Ms Cole:

I am aware of the feedback to you re: COMAR 12 24 13: Health Plan Hospice Services from the
Hospice and Palliative Care Network of Maryland. I support the work and respect the knowledge of this
group. Here in Western Maryland, we have felt our small program to be protected by the current CON
requirements for Hospice licensure. It is a stormy sea these days and for small programs a very
threatening financial environment. We constantly strive to provide the best quality End of Life Care.
This is difficult in the face of shorter lengths of stay and rising costs to provide what is needed. In
addition we compete for a valuable and required volunteer force. While the philosophy of a free market
is appealing, in our corner of the state it is daunting to consider the potential for additional providers of
specialized End of Life Care dividing a small pie and shrinking a limited revenue source.

I have been the Clinical Director of our program for 17 years. Never at any time have 1 made a
decision r/t patient/ family care with the thought that I did not need to worry “because we are the only
Hospice in the county”.In fact this has been an impetus to provide the best to our patients/families
because they do not have choice in provider. We strive to be as good as the best in our state and our
benchmarking surveys seem to support that we are meeting this goal.

Thank you in advance for hearing our concerns.

I f you wish to speak with me or need further information, I can be reached at 240-964-9002.

Thank You

Linda Green RN/ Clinical Director Hospice



