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I. STATE HEALTH PLAN FOR FACILITIES AND SERVICES: HOSPICE SERVICES 

(COMAR 10.24.13) 

 

Introduction: 

The current Chapter of the State Health Plan (“Plan”), COMAR 10.24.08, includes nursing 

home, home health agency, and hospice services. These services will be updated in separate 

Plan Chapters. This is the first Chapter to be updated to address hospice services. This Chapter 

(COMAR 10.24.13) was developed by Commission staff with the assistance of a Hospice Work 

Group, composed of representatives of hospices, Medicaid, Centers for Medicare and Medicaid 

Services, the Office of Health Care Quality, and others. The draft Chapter was sent out for 

Informal Public Comment in April, 2012. Due to the volume of comments received, the Plan 

Chapter, including the need methodology was revised.  

The revised Hospice Plan Chapter was sent out for another Informal Public Comment period 

from April 10- May 10, 2013. Comments were received from a total of 12 organizations: 

 

 Erickson Living (Adam Kane) 

 Gilchrist Hospice (Catherine Hamel) 

 Hospice and Palliative Care Network of Maryland (Danelle Buchman) –“Hospice 

Network” 

 Hospice of St. Mary’s (Christine Wray) 

 Lifespan Network (Danna Kauffman) 

 MedChi (Gene Ransom) 

 Montgomery Hospice (Ann Mitchell) 

 Office of Health Care Quality (Patricia Nay)  

 Seasons Hospice (Dean Forman) 

 Stella Maris (Lisa Stone) 

 Talbot Hospice (J T Smith II)  

 Worcester County Health Planning Advisory Council (Mary Stevens)-“Worcester County” 

 

The remainder of this document provides a summary of the written comments received and staff 

analysis and recommendations. A complete set of the written comments received on the draft 

Plan Chapter is attached.   
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II. SUMMARY AND ANALYSIS OF PUBLIC COMMENTS 

 

 
Section .02: Introduction 

 OHCQ: 

“Currently (March, 2013), hospice houses are not licensed by the Office of Health Care 

Quality (OHCQ), which is in the process of developing regulations for such entities.”  

Suggested language: “The Office of Health Care Quality (OHCQ) will begin licensing and 

regulating hospice houses on January 1, 2014.”  

Staff Analysis and Recommendation:  

Staff agrees to insert the suggested updated wording. 

 

Section .03: Issues and Policies: Hospice Services 

Section .03B(1): Availability and Accessibility of Hospice Services. 

 Hospice Network: 

“The Network appreciates the collaboration with MHCC in the development of the 

Hospice Education Workgroup and is hopeful that the group will be able to develop 

meaningful solutions to educate more people about the benefits of hospice for patients 

and their family members.” 

 Stella Maris:  

“Stella Maris also commends the Commission for its collaboration with the Hospice and 

Palliative Care Network of Maryland with the development of the Hospice Education 

Workgroup.” 

 Hospice of St. Mary’s: 

“We commend Commission staff for establishing the Hospice Education Workgroup and 

look forward to contributing to this effort.” 

 MedChi: 

“On behalf of MedChi, I appreciate the MHCC reaching out to our organization to 

discuss ways in which state policy can assist in promoting greater diversity in doing 

outreach to underserved communities that have historically had less hospice utilization.” 
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 Worcester County: 

“The Council appreciates the MHCC concern for improving patient choice, which is 

introduced on page 4 in Section .03B. It translates to regulations about jurisdictions with 

only one hospice provider in .04B. Docketing Sole Provider Jurisdictions and in .04D 

Service Exception. Taken together these two alternatives show willingness to balance 

viability of service providers with fostering of patient choices. 

On page 4, Section .03B (1) first paragraph refers to “increased by 75% from 12,247 to 

21.834. The last number should use a comma and be ’21,834’.”  

Staff Analysis and Recommendation: 

Staff appreciates the participation and support of all of the Hospice Education 

Workgroup members. No change is needed in the draft. The typographical error will be 

corrected.  

Section .03B(3): Data Collection and Need Projection. 

 Worcester County: 

“On page 5 into page 6 the document identifies the increase in the numbers of patients 

with live discharges as conditions improve.  It is not clear in the standards where this is 

reflected as the calculation of need only uses death data.  Can you add a note on page 6 

that hospice agency capacity uses all discharges in calculation of services provided, but 

as yet the impact of the increasing number of live discharges is not sufficient to impact 

need calculations.”  

Staff Analysis and Recommendation: 
 
While there has been a clear rise in live discharges, the literature related to hospice 

services has consistently used deaths as the metric of choice for calculating use rates, 

demand, and ultimately need.  For the sake of simplicity and understandability, as 

discussed and recommended by the Hospice Work Group, the methodology for 

calculation of hospice need has been restricted to hospice deaths alone, and does not 

include live discharges. 

Staff recommends replacing the sentence on the top of page 6 with the following 

sentence: “Although the growth in live discharges is reflected in the growth in both 

hospice patients and hospice patient days, the methodology, for consistency with the 

literature, internal consistency, and ease of understanding, uses hospice deaths for its 

forecast.” 

 OHCQ: 

“Seventh page: ‘Furthermore, since some hospice care is provided by home health 

agencies, the impact of the prospective payment system on home health care may also 
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have an impact on hospice services.’ Comment: Home health agencies do not provide 

hospice care, though they provide home health services, including palliative care.” 

Staff Analysis and Recommendation: 

For clarity, remove: “Furthermore, since some hospice care is provided by home health 

agencies, the impact of the prospective payment system on home health care may also 

have an impact on hospice services.” 

 Montgomery Hospice/ Hospice Network: 

In 5th paragraph, second sentence reads: “By October 2013, the Centers for Medicare 

and Medicaid Services (CMS) is required to implement revisions to the methodology for 

determining payment rates for routine home care and other services included in 

hospices.” Comment: “Finally, although CMS must change the hospice reimbursement 

methodologies by October 1, 2013, it is not required to do so at that time.” 

Staff Analysis and Recommendation: 

Revise the sentence as follows: No earlier than October 1, 2013, the Centers for 

Medicare and Medicaid Services (CMS) is required to begin implementation to…” (new 

language in italics) 

 

Section .04: Certificate of Need Docketing and Exception Rules: Hospice 

Section .04A General Docketing 

 Seasons Hospice: 

“The Docketing Rules should be conformed to each other in relation to inpatient bed 

capacity. On page 8 of the draft Chapter, under Regulation .04A(1), the introductory 

language should state: ‘Except as noted in .04B(1), (2), or C below…’ (emphasis added) 

It is apparent that .04C is a specific rule for inpatient capacity applications.” 

 Hospice Network: 

“The Network proposes, consistent with the recommendations of the Senate Finance 

Committee, that Section .04A(2) Certificate of Need Docketing and Exception Rules: 

Hospice General Docketing be amended to include a third point that 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, after an analysis, 

it is determined that the current infrastructure cannot meet the additional need.”  

 MedChi: 

“Unlike many other states, Maryland continues to restrict providers from entering the 

hospice market and the draft update continues that policy….Further, the methodology to 
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calculate volumes and capacities leaves few opportunities to expand the market….In 

general, the restrictions have served Maryland well by protecting our strong hospice 

community and limiting the involvement of out of state companies that have been found 

to engage in questionable business practices. However, these restrictions may also 

result in a significant lack of new providers that may have a different approach and more 

success in connecting with underserved populations.” 

Staff Analysis and Recommendation:  

Seasons’ comments refer to the introductory language which states, “Except as noted in 

.04B(1) and (2) below, the Commission will only consider an application for docketing to 

establish a new general hospice in the jurisdiction or to expand the general hospice 

services of an existing hospice to that jurisdiction if the net need….” The introductory 

language to Section .04C states: “A Certificate of Need application by an existing 

general hospice to establish inpatient capacity or to change the inpatient bed capacity 

operated by the hospice under its general hospice license may be docketed without 

regard to need projections generated….” This language lays out the different scenarios 

and indicates that bed need governs the development of a new general hospice or 

expansion into a new jurisdiction, but not the development of inpatient capacity for an 

existing general hospice. For clarification, and in response to Seasons’ comment, staff 

recommends adding to.04A. General Docketing: Establishment of a General Hospice or 

Expansion into a New Jurisdiction. “(italics indicate new wording)  

With respect to MedChi’s comments, the docketing rules identify types of facilities that 

have experience in providing hospice services; these include: existing Maryland general 

and limited license hospices; hospice providers in other states; hospitals; comprehensive 

care facilities; and home health agencies. These health care facilities are most closely 

linked to the experience of providing hospice care. Staff believes that health care 

facilities comprise an appropriate pool of potential applicants and does not recommend 

expansion at this time.  

With respect to the Hospice Network’s recommendation, the need methodology (which 

was proposed by the Hospice Network), explicitly accounts for capacity of the existing 

infrastructure in identifying unmet need. The capacity of existing providers to meet future 

demand is calculated using the compound annual growth rate based on five years of 

data and projecting the capacity of providers forward to the target year.  Unmet need is 

calculated by subtracting the future capacity of existing providers from the target year 

gross need, which is calculated by multiplying the target year hospice use rate by the 

expected deaths in the target year.  This approach to accounting for the capacity of the 

existing infrastructure to meet future demand was proposed by the Hospice Network on 

August 17, 2012.   
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Section .04B Docketing: Sole Provider Jurisdictions. 

 Talbot Hospice: 

“Proposed Section 10.24.13.04B(2) allows docketing of an application by an existing 

limited license hospice in a “sole provider” jurisdiction to allow that limited license 

hospice to become a general hospice, notwithstanding volume criteria that would 

otherwise apply. THF strongly endorses this proposal. However, informal discussions 

with your office have suggested that the proposed amendment to the docketing rule may 

not take effect until after the expiration of THF’s limited license in December of 2013, 

and that application by THF after that date could not be docketed… THF proposes a 

change in the language: ’the Commission may docket an application by a hospice 

provider that operated a limited license in 2013 in the jurisdiction to become a general 

hospice in that jurisdiction…This small change will perfect the evident intent of the 

proposed rule and not make it hostage to the timing of completion of the rulemaking 

effort.’” 

Staff Analysis and Recommendation:  

Staff has checked with OHCQ and THF can extend its limited license after its expiration 

in December, 2013. An application could be docketed by the Commission after the 

Hospice Plan Chapter regulations become effective. Therefore, no change is 

recommended.  

 

Section .04C Docketing: Inpatient Capacity 

See comments by Seasons Hospice under .05P below. 

 

Section .04D Service Exception 

 Erickson Living: 

“Erickson Living proposes a new subsection that empowers the consumer to request a 

Service Exception and discretion to the Executive Director to grant such a request: 

.04D(4): A consumer may request an exception from the Executive Director that permits 

a Maryland licensed general hospice to provide services outside of its service area.” 

Staff Analysis and Recommendation: 

The Service Exception is set up as a rare occurrence, under exceptional circumstances, 

for when a hospice authorized in the service area cannot provide the needed services. 

These requests are usually of an emergent nature and require the affected parties to 

confer and resolve it as quickly as possible. Consumers do have a choice, which they 
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can express to a provider when an authorized hospice cannot be found to provide 

desired hospice services. For example, there have been cases where Jewish Social 

Services Agency Hospice was granted permission to serve clients whose preference 

was to have a hospice to meet their religious needs. Hospice patients and their families 

are under a great deal of stress and should not have to deal with navigating the state 

exceptions processes. No change is recommended.   

 

Section .05: Hospice Standards 

Section .05A Service Area 

 Erickson Living: 

“The State Health Plan should consider allowing specialized hospices that target unique 

populations or integrate with different health care models. ‘An applicant may select a 

subset of a service area that targets a specialized population or a specialized care 

model.’”  

 Lifespan: 

“In reviewing this State Health Plan, Lifespan would like to recommend inclusion of 

language that would allow continuing care retirement communities to provide hospice to 

residents similar to the current requirements governing specialty home health agencies 

in CCRCs. “ 

Staff Analysis and Recommendation: 

Many continuing care retirement communities (CCRCs) contract with community 

hospices to provide hospice care in the residence (independent living, assisted living, 

nursing home bed) of the subscriber. This proposal, if made part of the Chapter, may 

create multiple new hospice programs in jurisdictions where the methodology does not 

show need for even a single new hospice program. The suggested change would give 

CCRC residents special access to a new provider whose services would not be available 

to members of the general public when no evidence has been presented that CCRC 

residents have problems with access to needed hospice services different from any 

member of the general public. No change is recommended.  

Section .05C Minimum Services 

 OHCQ: 

“An applicant shall provide the following services directly: (a) physician services and 

medical direction; (b) skilled nursing care; (c) medical social services; (d) counseling 

(including dietary counseling): (e) hospice aide and homemaker services; (f) spiritual 

services; and (g) on-call nursing response.” Comment: “We believe that a, e, f, and g 
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may be contracted rather than directly provided. Please see the federal hospice 

regulations. “ 

 Staff Analysis and Recommendation: 

OHCQ is correct that services that must be provided directly are: nursing, medical social 

services, and all counseling services (including bereavement and nutrition). Services 

that may be contracted include: physician, hospice aide, and physical, occupational, 

speech therapies. All licensed professionals, whether direct employees or contract must 

participate in the hospice’s in-service training program. All individuals must also receive 

orientation about the hospice philosophy.  

Staff recommends rewriting this standard as follows: 

C.  Minimum Services. 

(1)  An applicant shall provide the following services directly: 

(a) Skilled nursing care; 

(b) Medical social services; 

(c) Counseling (including bereavement and nutrition counseling) 

(2)  An applicant shall provide the following services, either directly or through 

contractual arrangements: 

(a)  Physician services and medical direction; 

(b)  Hospice aide and homemaker services; 

(c)  Spiritual services; 

(d)  On-call nursing response: 

(e)  Short-term inpatient care (including both respite care and procedures 

necessary for pain control and acute and chronic symptom 

management); 

(f)  Personal care;  

(g)  Volunteer services;  

(h)  Bereavement services;  

(i)  Pharmacy services;  

(j)  Laboratory, radiology, and chemotherapy services as needed for 

palliative care;  
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(k)  Medical supplies and equipment; and  

(l)  Special therapies, such as physical therapy, occupational therapy, 

speech therapy, and dietary services.  

(3)   An applicant shall provide bereavement services to the family for a period 

of at least one year following the death of the patient.  

 

Section .05 N Public Education Programs 

 Worcester County: 

“Though the section on public education programs is excellent, our concern is that the 

word ‘disparity’ is not used in any of these sections and should appear at least in .05 

Standard N.”  

Staff Analysis and Recommendation: 

Suggested rewording: “An applicant shall document its plan to provide public education 

programs designed to increase awareness  of the needs of dying individuals and their 

caregivers, to increase the provision of hospice services to minorities and the 

underserved and to reduce the disparities in hospice utilization. Such a plan shall detail 

the appropriate methods it will use to reach and educate diverse racial, religious, and 

ethnic groups that have used hospice services at a lower rate than the overall population 

in the proposed hospice’s service area.” (new language in italics). 

Section .05P Inpatient Unit 

 Seasons Hospice: 

“There should be only one Impact Standard for inpatient bed capacity. This Standard 

should recognize the need of general hospices to have the capacity to provide services 

to patients in need of inpatient services. The Hospice Standards under Regulation .05G, 

which is a general Impact Standard, states that it applies, in part, to a ‘change in 

inpatient bed capacity.’ However, in addition to this general Hospice Standard, there are 

specific standards applicable to an ‘Inpatient Unit’, under Regulation .05P. It is advisable 

that this duplicate reference…should be eliminated…” 

 Staff Analysis and Recommendation: 

For purposes of clarity, staff recommends that applicable language in .05G regarding 

establishment or expansion of an inpatient hospice unit be moved to .05P as follows: “An 

applicant shall project the impact of its inpatient unit on future demand for hospice 

services provided by existing general hospices authorized to serve each jurisdiction 

affected by the project.” 
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 Seasons Hospice: 

“Also, Impact should not be judged based on prospective future demand that might be 

forecast.  It has not been the case that the CON process, administered by the 

Commission or its predecessor, the former Health Resources Planning Commission, 

makes CON decisions based on a regulation or projection of future ‘demand’ versus 

‘need’.’”  

Staff Analysis and Recommendation: 

The standard asks the applicant to “quantitatively demonstrate the impact of the 

establishment or expansion of the inpatient hospice capacity on hospices in the 

jurisdiction….” This is a standard assessment that has been included in Chapters of the 

State Health Plan and in COMAR 10.24.01 CON review criteria by both the current and 

predecessor Commissions. No change is recommended. 

 Seasons Hospice: 

“Finally, Regulation .05P(2) should be removed or revised. It requires an Applicant to 

meet a quantitative standard for which it may have no access to information about other 

hospices and their capacity. This language should state that the Applicant’s evaluation 

should be based on ‘publicly available data.’”  

Staff Analysis and Recommendation: 

This standard requires the applicant to quantitatively demonstrate the impact of its 

project on other hospice programs. The applicant can use any publicly available data. 

However, since an applicant may also want to use its own data or data compiled by 

consultants, academics, or others, staff does not want to restrict the data sources. No 

change is recommended. 

 Seasons Hospice: 

“A revision to the Cost-Effectiveness Standard is warranted. In evaluating options, the 

Applicant…is asked to demonstrate that its project is the ‘best’ alternative for providing 

care to patients. Rather than using this standard, the Chapter would better provide for a 

comprehensive evaluation of a CON applicant if it required the Applicant to demonstrate 

that the bed capacity is a cost-effective option. ‘Best’ is a relative term and, while cost-

effectiveness is important, it is one standard among several.” 

Staff Analysis and Recommendation: 

Staff agrees that the CON review process should be comprehensive and that the cost 

effectiveness standard is one among many. The Commission also requires that in 

proposing a project, an applicant would have considered multiple options in developing 

the approach that it considers the best. Therefore the applicant should be able to 
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address this standard, which is a standard used in SHP and CON review criteria. For 

clarity, staff recommends changing the word “best” to “most cost-effective.”  

 

Section .06 Methodology for Projecting Need for General Hospice Services 

Typographical Error 

 Worcester County: 

“On page 15, the sentence is .06C Services (1) is not clear with respect to the use of the 

word ‘both.’ Please consider moving it to before ‘general and limited’ or before ‘need 

projections and inventory’, whichever is appropriate.” 

Staff Analysis and Recommendation: 

Revise as follows: “General and limited hospice programs are included in both the need 

projections and inventory.” (Italics indicate changed wording) 

Development of Methodology 

 Stella Maris: 

“As a member of the Hospice Work Group, I am appreciative of the collaborative efforts 

that the MHCC has afforded our industry in revising the methodology to update the state 

health plan.” 

 Montgomery Hospice: 

“First of all, Montgomery Hospice greatly appreciates the collaborative work in 

December 2012 and January 2013 between the MHCC staff and Sue Lyn Schramm, 

consultant for the Hospice and Palliative Care Network of Maryland.”  

 Hospice Network: 

“Over the past year, the Network has appreciated the collaborative approach that the 

Maryland Health Care Commission (MHCC) has demonstrated in revising the 

methodology used to update the draft of the state health plan.” 

Staff Analysis and Recommendation: 

Staff appreciates the willingness of the hospice industry and their consultant to work with 

staff in a collaborative manner to amend and update the need methodology for hospice 

services. Staff spent time during Hospice Work Group meetings reviewing each variable 

and component of this methodology, as well as its outcome, in achieving consensus. 
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Number of Existing Providers 

 Hospice Network: 

“During the Hospice Work Group meetings and testimony given at the Senate Finance 

Committee hearing, the Network’s representatives articulated the low utilization of 

hospice services in Baltimore City and Prince George’s County was not 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.” 

 Montgomery Hospice: 

“I also would argue that the existing 9 or 10 hospices in Baltimore City and Prince 

George’s have the infrastructure, capacity and scale to admit and care for additional 

patients.” 

 Stella Maris: 

“The testimony that was provided during the Senate Finance Committee indicated that 

there is low utilization of hospice services in Baltimore City and Prince George’s County, 

despite the fact that there are ten (10) providers in Baltimore City and nine (9) providers 

in Prince George’s County.” 

Staff Analysis and Recommendation: 

The draft Chapter’s approach explicitly accounts for the capacity of existing providers to 

grow and meet future demand.  In fact, the proposed alternative approach to account for 

this capacity was recommended on August 17, 2012 by the Hospice Network, which 

suggested this alternative methodology. 

The Hospice Network methodology proposed the following steps (emphasis added): 

3. To accurately estimate future unmet need based upon raw hospice need (i.e., 

the number of people needing hospice care), the state should recognize that 

current providers are capable of growth.  Our proposed formula accounts for 

future growth among existing providers and assumes that they will be able to 

continue growing as they have during the five-year baseline period by hiring 

additional hospice clinicians to meet increased hospice need in their jurisdictions. 

6. Calculate the compound annual growth rate exhibited by hospice providers 

during the five year period from 2006-2010. (See Step 6: Supplemental Table C.) 

7. Forecast hospice volume that will be delivered by existing providers in the 

target year 2015 by using the rate of compound annual growth exhibited in each 

jurisdiction during the five year baseline period, 2006-2010. This results in 

Estimated Hospice Maximum Volume during the target year. 
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As noted by the Hospice Network, the proposed approach accepted by staff explicitly 

accounts for the capacity of all existing providers to serve future demand for services.  

Commission staff recommends no change be made to the need methodology or the 

docketing rule.   

As far as the number of providers in these jurisdictions, the numbers are a bit 

misleading. In Baltimore City, there are 9 authorized providers. Of these, in 2011, one 

served 50% of patients, one served 22% of patients and the rest served 11% or less. In 

Prince George’s County, there are also 9 authorized providers. Of these, in 2011, one 

served 32%, one served 25%, one served 21%, and the rest served less than 10% each. 

This pattern has been consistent in these counties over the past five years. Notably, 

during the past decade, when no applications for new general hospices were accepted, 

providers had the opportunity to expand and serve additional patients.  

 Low Utilization Factors 

 Gilchrist: 

“Despite increased availability and payment coverage of hospice services, studies have 

shown that African Americans and members of other ethnic minority groups consistently 

underutilize hospice….Researchers believe that several factors may contribute to this 

effect, including the following: Cultural or religious beliefs….Preferences for aggressive 

treatment….Lack of discussion and planning for end of life care….Lack of trust in the 

health care system….” 

 Stella Maris: 

“Many factors come into play when a patient and family are choosing hospice care. 

Cultural, ethnic, spiritual, and psycho-social all determine whether a patient/family are 

understanding and accepting of end of life care.” 

Staff Analysis and Recommendation: 

Staff agrees and, for this reason, is now working with the Hospice Education Initiative 

Work Group on opportunities within the community for greater outreach and education of 

minorities and underserved members of the community.  The CON process presents an 

opportunity for a new provider to try an innovative approach to education and outreach 

to minority communities. An applicant must detail its plans for education and outreach to 

minority and underserved in the communities in which it seeks to provide services. 

 Need Projections/CON Reviews 

 Gilchrist: 

“However, given the known disparity in hospice use by African Americans and other 

racial and ethnic groups, it is Gilchrist’s position that additional study and outreach is 

required before the Commission relies on this methodology to accept new provider 
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applications in jurisdictions that have predominantly African-American populations….For 

the reasons set forth above, Gilchrist urges the Commission to consider a moratorium on 

certificate of need for new hospice providers until the newly created work group has 

completed a study on how to increase utilization of end of life services among all racial 

groups. This will also allow additional time for existing providers to implement outreach 

programs targeted at increasing utilization of hospice services by African Americans and 

other racial and ethnic groups.” 

 MedChi: 

“Unlike many other states, Maryland continues to restrict providers from entering the 

hospice market and the draft update continues that policy….Further, the methodology to 

calculate volumes and capacities leaves few opportunities to expand the market….In 

general, the restrictions have served Maryland well by protecting our strong hospice 

community and limiting the involvement of out of state companies that have been found 

to engage in questionable business practices. However, these restrictions may also 

result in a significant lack of new providers that may have a different approach and more 

success in connecting with underserved populations.” 

 Montgomery: 

“I would argue that 2013 is not the time to adhere strictly to the need methodology. 

There is enormous change going on in the hospice field, and prudent policy would be to 

wait until there is an atmosphere of stability.” 

Staff Analysis and Recommendation: 

Staff worked collaboratively with the Hospice Network to produce consensus on the 

methodology that is included in this regulation. The purpose of need projections in the 

State Health Plan is to guide CON reviews and Commission policy.  

The concept of a moratorium was presented at the Senate Finance Committee and 

rejected by leadership and members of the Committee.  It must be noted that while 

some commenters find the possibility of docketing CON applications in two jurisdictions 

to be too expansive, others find it restrictive of any new development. No change is 

recommended. 

 Components of Methodology 

 Gilchrist: 

“Nevertheless, the proposed need methodology uses a target use rate based on hospice 

use by all races, which may not accurately reflect the true need for additional access to 

hospice programs in counties where the population is majority African American.”  
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 Seasons Hospice: 

“The MedPac national average use rate applied as a benchmark for hospice 

demand/utilization should be adjusted for the demographic characteristics of each 

county.” 

“As currently proposed, volume threshold does not reflect differences in program sizes 

and differences in the percentage of deaths to hospice admissions among 

jurisdictions…. An adjustment factor should be used based on the average death 

numbers by jurisdiction, as compared to the median death numbers for the state, which 

the median rate served is then adjusted by jurisdiction. Alternatively, the Volume 

Threshold should be based on a percentage of deaths in that jurisdiction.” 

Staff Analysis and Recommendation: 

Each component and variable of the methodology was discussed and voted on by the 

Hospice Work Group before staff released the draft Chapter. There was consensus on 

these components and on the appropriateness of the methodology. 

Seasons Hospice correctly notes that use rates vary by race, as evidenced in the 

referenced MedPAC report.  Similar to race, there are variations in use rate when 

comparing urban and rural counties.  During the Hospice Work Group meetings, 

members discussed variable use rates by region.  The Work Group favored a single 

national use rate as the appropriate target for identifying need.  It should be noted that 

the jurisdictions identified with need (Baltimore City and Prince George’s County) have 

significantly lower utilization rates than the Maryland hospice utilization rate; furthermore, 

the use of hospice among Maryland Medicare beneficiaries is below the national 

average.  This indicates that demographics alone do not explain the lower use rate in 

these jurisdictions.  Furthermore, there is evidence to indicate that with adequate 

education and awareness, the use rates in different demographic groups do change with 

time.  This is seen in the MedPAC table referenced by Seasons Hospice.  The African 

American use rate has increased to 34% in 2010 from 17% in 2000.  For this reason, the 

Commission and the Hospice Network have collaborated to create a Hospice Education 

Initiative that includes: Maryland Hospital Association, Maryland State Medical Society, 

Baltimore City Department of Aging, Prince George’s County Departments of Health and 

Family Services, DHMH Office of Health Care Quality, DHMH Office of Minority Health 

and Health Disparities, Baltimore City Central Maryland Ecumenical Council, and a 

consumer/social worker representative from the University of Maryland. These groups 

are working together in order to improve education and awareness of hospice services in 

Maryland.  Commission staff recommends no changes  

During the development of the hospice need methodology, several approaches to the 

calculation of the volume threshold were considered.  The Hospice Work Group and the 

Hospice Network consistently rejected the notion of a jurisdiction-based volume 

threshold in favor of a statewide volume threshold.  One challenge is that in Baltimore 

City and Prince George’s County, where need is identified, the provision of hospice 
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services is dominated by one or two providers who serve most of the patient volume, 

even though there are nine hospices licensed to serve each of those jurisdictions.  For 

example, the median number of patients served by a provider is 54 in Baltimore City, 

and 106 in Prince George’s County.  A uniform jurisdiction-level median size was also 

discussed, but ultimately rejected, as the Hospice Work Group concluded that it was too 

low a threshold.  Ultimately, the goal of a CON assessment of need is to identify the 

level of additional need that can support an additional provider.  The statewide median 

number of deaths served, which is the current volume threshold, also represents the 

average patient volume of a provider in the state and is a reasonable threshold for 

adding a new provider.  Commission staff recommends no changes. 

 

 CON Regulatory Issues 

 Seasons Hospice: 

“The importance of general hospices having the capability to meet the inpatient hospice 

service needs of patients should be recognized. …the draft Chapter disrupts the ability 

of terminally ill patients to exercise their right to choose which hospice provides care and 

support to them. The Chapter does so by imposing limits on the ability of hospices to 

have sufficient inpatient capacity to meet this requirement.” 

“The Chapter should recognized [sic] and support the various ways in which inpatient 

hospice services can be made available by general hospices.” 

“The Chapter does not need to provide an additional limitation on the availability of 

inpatient hospice services from a particular hospice. Federal law already operates as a 

control on the amount of inpatient hospice services a hospice provides.” 

“The Chapter should restore the Commission’s historical approach to the treatment of 

inpatient hospice services as a service, and not regulate inpatient hospice services as 

subject to rules governing ‘bed capacity’.”  

 “If inpatient hospice services are considered a form of ‘bed capacity’, page 3 of the 

Chapter should recognize that the ‘waiver rules’ apply to changes in bed capacity.”  

“Where inpatient hospice services are provided under a contractual arrangement 

complying with 42 CFR, Sections 418.108 and .110, using existing, licensed hospital bed 

capacity as the hospital designates its beds, this should not be considered hospice ‘bed 

capacity’.”  

Staff Analysis and Recommendation: 

Staff agrees that hospices, as a condition of Medicare certification, must provide their 

patients access to a full range of services, including general inpatient (GIP) care. In 

Maryland 27 general license hospices have in place contracts, facilities, or other 



17 
 

systems to provide GIP care for their patients. All of the hospices in Maryland meet their 

obligation to provide access to GIP and most do not operate their own inpatient facilities.   

Since, as Seasons acknowledges, hospice is defined under both licensing regulations 

and CON regulations as a “health care facility”, changes that would increase a hospice’s 

bed capacity require a CON. This capacity is outside of the general hospice program 

need projections and is not limited to a specific number of beds. If a general hospice 

wishes to create its own bed capacity to provide GIP services or to add beds to existing 

bed capacity that it operates under its general hospice license, it can apply for a CON 

and is not limited in the number of beds it may seek as long as a project is consistent 

with the SHP standards and CON criteria. In addition, because the CON review 

schedule does not provide filing dates for projects to increase inpatient hospice bed 

capacity, applications for such projects may be submitted at any time. 

Hospices, as health care facilities, may add waiver beds to their existing inpatient bed 

capacity, as long as they meet the requirements of COMAR 10.24.01.  

 

 Definitions Section 

 OHCQ: 

“Twenty-third page: ‘(11) Hospice House means a residence operated by a Maryland 

licensed general hospice care program (defined in proposed regulations, COMAR 

10.07.22) that provides care to hospice patients in a home-like environment. The care 

provided is routine and continuous home care and it cannot be billed as general inpatient 

services.’  

Comment: We recommend that you directly quote rather than paraphrase this definition 

in regulations.” 

Staff Analysis and Recommendation: 

As recommended by OHCQ, change the definition to be consistent with hospice house 

regulations as follows: “Hospice House means a residence operated by a Maryland 

licensed general hospice care program that provides home-based hospice services to 

hospice patients in a home-like environment and the care is not billed as general 

inpatient care.” 
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Other Comments 

 MedChi: 

”[T]he MHCC and the hospice community could consider some measures that will 

encourage diversity among providers and place responsibilities on providers to address 

health disparities: 

When taking new applications for hospice services, the MHCC could give preference to 

providers owned and operated by underrepresented racial and ethnic minorities…. 

The MHCC should consider requirements on existing hospice providers to initiate and 

place resources into underserved communities. For example, each hospice provider 

could be required to develop and fund a minority outreach program as a condition of 

maintaining the CON…. 

The MHCC should consider requiring existing providers to support and engage local 

minority owned businesses….” 

Staff Analysis and Recommendation: 

Staff notes that the MHCC can only take action when reviewing an application for a 

CON. Once the CON is awarded and the program is licensed, new conditions cannot be 

imposed by the Commission. OHCQ has the authority to require, during the licensure or 

license renewal process, that hospice programs meet additional requirements that were 

not imposed by the Commission. 

Staff believes that the draft Chapter, as well as the Commission’s hospice education 

initiative, address the importance of providing culturally sensitive hospice services, and 

seeking to educate minority and underserved populations about the many benefits that 

patients and families receive from hospice programs. We recommend that the Hospice 

Education Work Group consider MedChi’s suggestions when arriving at the elements 

that are appropriate for education and outreach. Staff does not believe that a preference 

should be awarded based on ownership, but instead, encourages all qualified applicants 

to apply. Under the draft Chapter, each applicant is required to provide a specific plan for 

education and outreach to underserved and minority communities.  
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III. COMMENTS RECEIVED DURING INFORMAL PUBLIC COMMENT PERIOD 

COMAR 10.24.13 

 

 

During the Informal Public Comment Period, held April 10, 2013- May 10, 2013, 

comments were received from the following individuals and organizations: 

 

 Erickson Living (Adam Kane) 

 Gilchrist Hospice (Catherine Hamel) 

 Hospice and Palliative Care Network of Maryland (Danelle Buchman) –“Hospice 

Network” 

 Hospice of St. Mary’s (Christine Wray) 

 Lifespan Network (Danna Kauffman) 

 MedChi (Gene Ransom) 

 Montgomery Hospice (Ann Mitchell) 

 Office of Health Care Quality (Patricia Nay)  

 Seasons Hospice (Dean Forman) 

 Stella Maris (Lisa Stone) 

 Talbot Hospice (J T Smith II)  

 Worcester County Health Planning Advisory Council (Mary Stevens)-“Worcester County” 

 

 

The text of the actual comments is attached. 
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