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October 14, 2015 

Andrew Slavitt 
Acting Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Room 445-G 
Hubert H. Humphrey Building 
200 Independence, Ave., S.W. 
Washington, D.C.  20201 

Re: CMS-3620-P:  Medicare and Medicaid Programs; Reform of Requirements for 
Long Term Care Facilities 
80 Fed. Reg. 41268 (July 16, 2015) 

 
Via: Electronic Submission  http://www.regulations.gov 
 
Dear CMS Acting Administrator Slavitt:  
The National Coalition for Hospice and Palliative Care (Coalition) appreciates the opportunity to 
provide input on CMS’s proposed changes to Requirements for Long Term Care (LTC) Facilities, 
as published in the Federal Register on July 16, 2015. The Coalition is composed of the leading 
national hospice and palliative care organizations dedicated to advancing care of patients and 
families living with serious and life-limiting conditions. The organizations that form the Coalition 
represent more than 4,000 physicians and researchers, 11,000 nurses, 5,000 professional 
chaplains, 5,000 social workers, 1,600 palliative care programs, and over 5,000 hospice 
programs and related personnel, caring for millions of Medicare beneficiaries with serious 
illness and those at the end of life. Our combined membership represents the interdisciplinary 
hospice and palliative care team which is patient and family-centered. Medicare beneficiaries in 
long term care facilities are eligible for both palliative care and hospice services and deserve 
access to each at the appropriate time.   
 
Our Coalition strongly supports efforts by CMS to improve the standard of care, quality and 
safety in nursing homes through comprehensive revisions to the long term care requirements 
for participation and, applauds CMS for many of these major changes and reforms. However, 
the Coalition cautions CMS about prioritizing safety over quality of life and encourages CMS to 

http://www.regulations.gov/
http://www.nationalcoalitionhpc.org/
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seek the appropriate balance between the two overarching and important goals. Additionally, 
the Coalition encourages CMS to consider the following recommendations and to incorporate 
the core principles of palliative care into the care of nursing home residents and the referral to 
hospice when, and if, appropriate.   
 
H.   Comprehensive Person-Centered Care Planning (483.21) 
 
CMS is to be commended for recognizing the importance of person-centered care planning by 
adding this new section. CMS notes, it should be the nursing home patient and/or their 
designated family members, who are making decisions regarding one’s care. However, we 
strongly recommend CMS include additional language regarding “advance care planning” and 
other decisions including personal preferences for end of life care. CMS has rightfully expanded 
the role of care planning to focus on the resident’s goals of care while in the long term care 
facility but the role of planning for the end of life has been neglected. The Coalition recognizes 
that CMS in several instances acknowledged the presence of “advance directives” and directs 
the long term care facilities to honor these documents. However, the Coalition strongly urges 
CMS to not only recognize the existence and follow the advance directives but to engage the 
resident and their family in creating a care plan which includes the creation of these 
documents. A comprehensive care planning process should include discussions about advance 
care planning and goals of care at the end of life, including information regarding hospice 
referral as appropriate.  
 
Pain Management:  In light of the evidence as documented by CMS in the proposed rule, our 
Coalition encourages CMS to specifically require a comprehensive pain assessment and 
management plan as part of the comprehensive care planning process.  
 
Advance Care Planning:  According to the 2014 Institute of Medicine (IOM) Report: Dying in 
America: Improving Quality and Honoring Preferences Near the End of Life, advance care 
planning conversations should be “an essential component of quality care”. Advance care 
planning discussions and related planning activities between a health care provider and the 
patient and family should lead to shared decision-making based on the patient’s values and 
preferences. The aim of these conversations is “to develop a coherent care plan that meets the 
patient’s goals, values and preferences.” 1  

 
1) Comprehensive Care Planning:  The Coalition recommends CMS expand the Care 

Planning section to include in the comprehensive care planning meeting the following 
specific issues regarding a resident’s goals of care: 

a. What to expect regarding the likely evolution of the resident’s condition or 
disease, particularly for patients with debility and dementia; 

                                                           
1 Institute of Medicine, Dying in America: Improving Quality and Honoring Individual Preferences Near the End of 
Life, September 2014. 
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b. The different treatment option as health change occur, including their benefits 
and side effects and; 

c. Whether the resident would want primarily comfort care (or referral to hospice), 
or care focused on the prolongation of life under circumstances when the 
resident is unable to recognize or interact with loved one and is not expected to 
recover.   

 
The comprehensive care planning discussion is also an opportunity to ensure the resident 
(and their family members if designated) has had the opportunity to discuss the above and 
complete the necessary documentation (advance directives, living wills, POLST) as 
appropriate.   

 
2) POLST (Physician Orders for Life Sustaining Treatment): The Coalition recommends 
CMS incorporate the recognition of POLST into the proposed rule for long term care 
facilities in any section that refers to planning, advance directives or that addresses care 
planning or discharge planning. POLST is a set of medical orders in standardized format 
consistent with state practice and nationally recognized core requirements that address key 
medical decisions consistent with the patient’s goals of care and voluntarily agreed to by 
residents or patients, designed to facilitate shared, informed medical decision making and 
communication between health care professionals and patients with serious, progressive 
illness or frailty.   

 
This definition above certainly applies to nursing home residents and we believe, that 
where applicable, POLST, like advance directives, can help curtail the miscommunication 
between health care professionals that CMS details in the proposed rule.   

 
Social Worker Training - Interdisciplinary Team – Consideration of Chaplaincy: 
The Coalition commends CMS for including social workers amongst the mandatory team 
members to staff a nursing home. Many, if not all, nursing home residents will benefit from the 
mental health and other services a trained social worker can provide. While most of the 
nation's 16,000 nursing homes employ at least one social services staff member, these 
individuals are not currently required to have earned a social work degree or be licensed social 
workers.  

Social Worker Training: Given their central role in advance care planning with both patients 
and families as well as providing a broad range of psychosocial and emotional care, the 
Coalition recommends a minimum credential of a bachelor's degree in social work be 
required in addition to licensure as a social worker in accordance with state law (Masters of 
Social Work personnel have met these minimum requirements). 
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Chaplaincy: The Coalition further appreciates CMS’s acknowledgement that chaplaincy services 
would also potentially be of great benefit to the quality of life for nursing home resident. 
Numerous studies have demonstrated that more persons desire conversations about their 
religious/spiritual beliefs with their health providers than receive them. 23 It has been shown 
that persons who report that their spiritual needs are supported by the healthcare team are 
more likely to score higher on a Quality of Life scale.4 

As such, the Coalition recommends that a professional chaplain be considered for inclusion in 
the list of additional mandatory members of the interdisciplinary team/IDT. (§80 FR 42193).  
 
Finally, as the proposed new section (§483.21 - §80 FR 42170), on Comprehensive Person-
Centered Care Planning states, a baseline care plan for each resident should include the 
instructions needed to provide effective and person-centered care that meets professional 
standards of quality care. A spiritual assessment by a qualified chaplain should be conducted in 
order to determine the patient’s beliefs, values, and practices, as well as potential on-going 
needs for support, and the relevant details recorded in the plan of care. 
 
Discharge Planning Process:  The Coalition is pleased to see that CMS recognizes that the 
discharge planning process is just as important as the initial care planning process in meeting 
the goal of reducing unnecessary transitions between health care facilities and reducing the 
rates of re-hospitalizations.  Any and all documents (advance directives, POLST etc.) and records 
of conversations regarding goals of care need to be portable and accessible to the patient, 
family and whomever is responsible for a successful discharge. The discharge planning process 
should be transparent to the resident and family, but as CMS cautions, not based on verbal 
communication alone but should include all appropriate records and documentation.  
 
I.   Quality of Care and Quality of Life (483.25) 
Pain Management: The Coalition is pleased that CMS recognizes that pain is a medical issue 
that can significantly alter a resident’s quality of life, including his/her mobility and ability to 
engage in activities. If untreated, pain can lead to depression, falls, anxiety and sleep 
disturbances. The Coalition fully supports CMS’s new section that “ensures that residents 
receive necessary and appropriate pain management”. CMS notes that unrecognized and 
undertreated pain is found in 45-80% of nursing home residents.5 

The Coalition recommends that CMS encourage facilities to develop a protocol or plan for how 
staff will recognize and treat pain since we know from the evidence presented in the proposed 
rule that this is a widespread and endemic problem in nursing homes. Pain assessment should 
be part of the routine care of nursing home residents.   

                                                           
2 Clark, et.al. 2003 Joint Commission Journal on Quality and Patient Safety, 29(12) 659-670) 
3 Williams et.al 2011 Journal of General Internal Medicine 26(11) 1265-1271. 
4 Balboni, et.al. 2013 Jama Internal Medicine 173 (12)1109-1117). 
5 Federal Register, CMS-3620-P:  Medicare and Medicaid Programs; Reform of Requirements for Long Term Care 
Facilities, page 42198. 
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CMS should emphasize that all nurse practitioners, physicians and physicians assistants 
providing care in nursing homes demonstrate training and competence in safe and effective 
use of opioids to treat pain, with specific attention to their use in certain vulnerable 
populations, such as patients with cognitive impairment or limited prognosis. However, CMS 
must also recognize that opioid analgesics are a critical tool in achieving pain and symptom 
control for many patients in long term care facilities.   

Our Coalition is therefore concerned that CMS’s recommendation regarding a patient’s right 
to appropriate pain management is inconsistent with the agency proposing to put opioids in 
the same class of drugs as psychotropic drugs (Pharmacy Services). The additional scrutiny 
and regulatory compliance that would inappropriately accompany such a designation will 
potentially cause a chilling effect on prescribing of opioids to nursing home residents who, 
CMS has shown, now suffer from under-treatment of their pain. 

K. Nursing Services (483.35) 

The Coalition supports CMS’s proposal to place greater importance on the competencies and 
skill sets of nursing staff working in long term care facilities rather than focus solely on hours of 
nursing care. However, the Coalition recommends that CMS specify certain palliative care skills 
and competencies including pain and symptom management, comprehensive assessment and 
communication around goals of care – all competencies CMS has identified throughout the 
proposed rule as necessary to ensure high quality care. 

M. Pharmacy Services: (483.45) 

CMS proposes to expand the list of drugs to which this section applies to include all 
psychotropic medications, including opioid analgesics, without specifying a rationale or any 
exceptions for symptom control related to palliative care or hospice.  These new requirements 
would only serve to make it more difficult to use appropriate doses of opioids and other drugs, 
worsening, rather than improving, resident’s quality of life.  According to the World Health 
Organization’s pain ladder, opioid utilization should not be restricted. Pain is a subjective 
symptom and drug therapy should be made available without delay.  

The Coalition agrees with CMS’s overall objective to reduce the use of unnecessary 
antipsychotic medications. The language in the proposed rule, however, is very broad and will 
create additional harm, suffering and under-treatment of symptoms commonly found in 
residents who require palliative care, including at the end of life. The proposed rule would 
drastically decrease these residents quality of life, by restricting their access to medications that 
provide significant relief of symptoms like hallucinations, delirium, nausea, vomiting and pain.6  

 

                                                           
6 https://www.capc.org/fast-facts/60-pharmacologic-management-delirium-update-newer-agents/ Accessed 
October 9, 2015. 

https://www.capc.org/fast-facts/60-pharmacologic-management-delirium-update-newer-agents/
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If implemented, the proposal could result in:   

• increased distress and suffering related to poorly managed symptoms and 
conditions due to fear of using appropriate meds;  

• recurrence of and/or escalation of resident’s pain, delirium, paranoia, anxiety, 
and symptoms of depression as a result of regulatory requirements to taper 
medications;  

• unmanaged symptoms due to inadequate availability of breakthrough 
medication; unwillingness of nursing home staff and physicians to order 
medications due to concerns about meeting the 48-hour requirements; and  

• family and staff distress related to having to witness poorly managed symptoms 
and increased suffering of residents. 

Clinical staff need to be appropriately trained in the use of anti-psychotics, anti-depressants, 
anti-anxiety, hypnotics, and opioid analgesics as these medications can often be appropriately 
prescribed for residents who receive palliative care or who are enrolled in hospice. Restricting 
or limiting their use in this patient population is extremely detrimental to their overall health 
and quality of life.   

Since the publication of the proposed rule, the American Geriatrics Society (AGS) has published 
the updated 2015 American Geriatrics Society (AGS) Beers Criteria, a list of potentially 
inappropriate medications to be avoided in older adults.7 While the criteria clearly states they 
are applicable to “all older adults with the exclusion of those in palliative and hospice care 
(emphasis added), the 2015 Beers Criteria also states “There may be cases in which the 
healthcare provider determines that a drug on the list is the only reasonable alternative or 
the individual is at the end of life or receiving palliative care.”  

The Coalition urges CMS to amend its proposals related to psychotropic medications to 
recognize the appropriate use of these medications for residents receiving palliative care or 
enrolled in hospice, as noted in the Beers Criteria.  

The Coalition strongly urges CMS to remove opioid analgesics from this proposed section. We 
understand CMS does not intend to cause a “chilling effect” on prescribing and 
inappropriately limit residents’ access to these medications; however, we believe that is 
exactly what the outcome will be if this proposal were to go into effect.   

 

 

                                                           
7 American Geriatrics Society 2015 Updated Beers Criteria for Potentially Inappropriate Medication Use in Older 
Adults (Panel, 2015), Journal of the American Geriatrics Society, page 16.  Accessed October 9, 2015 
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X. Training Requirements (483.95) 

The Coalition supports CMS’s efforts to ensure that all nursing home staff is appropriately 
trained and that nursing homes develop, implement and maintain effective training programs 
for all staff. 

1) Communication Training: The Coalition strongly endorses CMS’s proposal to 
incorporate training in effective communication as a requirement for all direct care 
personnel. The Coalition encourages CMS to consider adding specific training in 
initiating and conducting conversations focused on goals of care, prognosis and 
barriers to successful communications.  

2) Generalist Palliative Care:  We recommend CMS encourage facilities to provide 
generalist palliative care training to all clinical staff, which includes training in basic 
pain and symptom management, basic management of depression and anxiety and 
basic discussions of goals of care, treatment and prognosis.   

*********** 

The Coalition recognizes that this proposed rule represents the first major improvement in the 
care of nursing home residents in twenty-five years. We thank CMS for considering our 
Coalition’s comments and recommendations as you draft and implement the final rule. 
 
Please do not hesitate to contact us if we can provide any further assistance or information. If 
you have any questions, or if you would like to discuss our comments in more detail with 
experts from our Coalition, please contact Amy Melnick, MPA, Executive Director, National 
Coalition for Hospice and Palliative Care, at amym@nationalcoalitionhpc.org or 202.306.3590. 
 

Sincerely, 

 

Amy Melnick, MPA 
Executive Director 
National Coalition for Hospice and Palliative Care 
 

  

mailto:amym@nationalcoalitionhpc.org
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MEMBER ORGANIZATIONS IN THE NATIONAL COALITION FOR HOSPICE AND PALLIATIVE CARE 

American Academy of Hospice and Palliative Care (AAHPM) 

Association of Professional Chaplains (APC) 

Center to Advance Palliative Care (CAPC) 

Health Care Chaplaincy Network (HCCN) 

Hospice and Palliative Care Nurses Association (HPNA) 

National Hospice and Palliative Care Organization (NHPCO) 

National Palliative Care Research Center (NPCRC) 

Social Work Hospice and Palliative Network (SWPHN) 

http://aahpm.org/
http://www.professionalchaplains.org/
http://www.capc.org/
http://www.healthcarechaplaincy.org/
http://hpna.advancingexpertcare.org/
http://www.nhpco.org/
http://www.npcrc.org/
http://www.swhpn.org/
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Submitted by Amy Melnick, MPA, Executive Director, National Coalition for Hospice and Palliative Care, 
amym@nationalcoalition.org 
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