SAMPLE LETTER D R A F T
September 26, 2007

Laurence D. Wilson

Chronic Care Policy Group

Center for Medicare Management

CMS

Mail Stop C5 02 23

Baltimore, MD






RE:  CR 5567

Dear Mr. Wilson:

(insert the name of your hospice) is in agreement that valid, comprehensive patient level hospice data needs to be collected.  We are writing to express concern that the system, as outlined in CR 5567, will not generate data that will give a complete picture of the hospice benefit and that the January 1, 2008 deadline does not give us enough time to adequately prepare for this drastic change in the way we bill.
Hospice’s interdisciplinary team approach is unique.  In hospice the family is the unit of care.  Hospice care cannot be quantified by counting the number of visits made by just part of the interdisciplinary team (IDT).  Every member of the interdisciplinary team is crucial to the success of the patient’s plan of care.  Counting the number of visits/services for only a few members of the IDT does not adequately reflect the quality of care we provide to patients and their families.  We are concerned that by only collecting data on visits from nurses, nurse practitioners, physicians and social workers, that you will have a very skewed, biased, and incomplete picture of the hospice experience.
The January 1, 2008 deadline places a great administrative burden on our hospice.  The financial implications—computer upgrades, staff training, additional FTEs, delays in billing—are significant. (Insert if appropriate:  We are a rural hospice or a provider without an electronic system for visit data collection, which places us at a significant disadvantage.)
(Include if appropriate/accurate): According to our software vendor, even if software re-tooling is complete by January 1, they will have no time to test the changes, nor will there be time to provide training to our billing staff.  Also, it is our understanding that FIs do not yet have the format for the electronic bill map requirements, forcing vendors to code all software to meet requirements at the last minute. 
Additional concerns/questions are outlined below:

1. Medically reasonable and necessary — This requirement appears to be a home health oriented approach.  It is unclear how CMS will apply this to all disciplines, including psycho-social support, volunteer services, pastoral care and bereavement or how this would relate to a hospice nursing visit completed to support the family in caregiving, as an example.
2. Visits — Counting visits raises many questions and concerns:

· While a vague example for counting home care hospice visits was provided in CR 5567, there was no guidance for counting visits in the hospice inpatient and continuous home care setting where care is provided on an hourly basis.
· The metric of “visits” does not adequately reflect the care provided in an inpatient and continuous homecare environment of care.

· We strongly feel that multiple disciplines visiting at the same time should be counted individually. There are many examples where two different staff would both be appropriate and medically necessary in the home at the same time.

· Exclusion of rounds in inpatient settings should be reconsidered or at a minimum defined so it is clear we are not speaking of the visits a nurse might make to each patient at the start of a shift to check on the patient’s status and perform care as needed, but rather simply cardex review and head check.
3. Coding issues — We are concerned that the January 1, 2008 deadline will not give adequate time to train our billing staff on the code changes as well as the complex definitions and nuances as explained above.
Our hospice constantly strives to provide quality, compassionate hospice care for our patients.  We look forward to working with CMS and our state and national hospice organizations to implement a solution for collecting data that better captures the interdisciplinary team approach hospice provides.
Sincerely,

