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Ba.ck.ground and legal Authority 

Authority ar!Ci Purpose 
The proposed rules addressed by this Statement of Need and 

Reasor.ableness establish hospice services under the Medical Assistar,ce 
program, regulated under Minnesota Rules , chapter 9505 . The specific 
rules, Mir.r,esota Rules, parts 9505 . 0297 and 9505. 0446 , 1mplemer,t Mir.r,esota 
Statutes , section 2568.02, subdivision 8, clause (20) . Th.is Statement of 
Need ar!Ci Reasonableness is prepared to canply with the requirements of the 
Admir,istrative Procedure Act, specifically Minnesota Statutes , secti ons 
14. 131 ar,d 14.23. 

The rule$ set forth the conditions for recipients ar!Ci provioers 
participating in the hospice program. These benefits parallel the Medicare 
t1ospice ber,efits ir, scope, paymer,t ClE:thodology and paym~r.-c rates. 

Concept ar!Ci Philosophy 
Hospices are programs that provide heal~h ar!Ci support services to 

patients who are terminally ill ar.d to their fami l ies . The hospice 
philosophy centers on the acceptar,ce of the patient's inevitable death . 
The hospice seeks to help the patient and those close to him or her come to 
terms with the termir.al cor.ditior, and live the ranair,ir.g life as fully as 
possible . Hospice care is an approach to treatment that, recognizing the 
imper.dir.g death, focuses or, palliative rather thar, curative care . 'lhe 
medical goal is to control pair, arid other symptom.s . No heroic measures are 
taken to cure the disease or artificially prolor.g life . As much as 
possible, patients are maintained at hane with care provided by family , 
volunteers , and professionals. Counseling is provided to survivors after 
the ~tient's death to aid the grieving process. An interdisciplinary 
approach is used to deliver medical, social , psychological, emotior.al, ar.d 
spiritual services . These services are provided by a broad spectrum of 
professior.al arJd other care-givers with the goal of rnakir.g the ir.dividual 
as physically and emotionally comfortable as possible. 

History of Hospice 

The modern concept of hospice care began in 1842 wher, a group of 
Catholic widows established a hospice 1n Lyon, France for poor women with 
ir,curahle ar.d ir,operable cancer. In the mid 1800's, the I rish Sisters of 
Charity established a hospice for the dying in IXlblir,, Irelarrl. 'lhe most 
widely known of the modern hospices, St . Christopher's in Lendor,, was 
founded 1n 1967 to provtde care for tennina.lly 111 patients. 'lhe first 
hospice program 1n the United States was established 1n 1971 . 'llle concept 
of hospice care has expanded widely 1n this country sir,ce 1976. (See 
Appendix B, Hospice, filW pamphlet). 

Medicare began paying ber,efits for hospice care 1n 1983, as required by 
Section 122 of the Tax F.quity and Fiscal Responsibility Act (TEFRA) of 
1982, P.L. 97- 248, codified as section 186l(dd) of the Social Security Act 
(Act) . To receive hospice benefits, Medicare recipients must be tenninally 
111 (Le., have a life expectaricy of six months or less) and voluntarily 
elect to receive hospice care in lieu of certain other services. Section 
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186l(dd)(2)(A)(11)(I) of the Act specifies that a hospice mUBt "routinel y 
provide directly substantially all" of the following core services: nursing 
care, medical social services, physicians' services and counseling 
services. The remaining non-core services may be provided either directly 
by the hospice or ur!Cier arrangements with others . The hospice must 
maintair. professional management responsibility for all services furnished 
to a recipient, regardless of the location of or type of facility providing 
the services . The federal statutory requirements are implemented by the 
Code of Federal Regulations, title 42, part 418. 

Sectior. 9505 of the Consolidated Cxnnibus Budget Reconciliation Act 
(COBRA) of 1985 (Public Law 99-272) , allows states to provide hospice care 
under their Medicaid plans . COBRA requires that Medicaid hospice services 
be provided in the same scope, amour,t , and duratior, a::; Medicare ar,d paymer.t 
rates must be the same as Medicare ' s . 

Rulemakir'¢ Process 

The Notice of Solic1.tatior. of Outside Ir,formatiori or Opir,ior,s , 
published in the State Register or, September 21 , 1987, ar.nour,ced the 
departmcr,t' s ir.ter.t tu develop rules for paym~r.t for hospice care by the 
Medical Assistar.ce program. 

An advisory coomittee cor.ver,ed ori August 19, 1987 and held stx 
meettr.gs . A list of the coomittee members is contained tr, Appendix A. 
The coomittee identified relevant issues ar,d problens, provided ir,fonnation 
about the practices of hospices and related providers, and recoomended 
lar.guage for the rule . 

RULE PARTS 

GENERAL 
Section 1902(a)(l0) of the Social Security Act, codified 1n United 

States Code , title 42, section 1396a(a)(l0) , provides that a state that 
opts to include hospice services 1n i ts Medicaid plan must not make those 
services "available in an amour,t, duration, or scope less than that 
provided under titl e XVIII ••• " Therefore, the Medicare regulations 
promulgated under Title XVIII of the Social Security Act , provide the basic 
framework for the Medical Assistar,ce hospice program. The Medicare 
regulations are published 1n the Code of Federal Regulations, title 42, 
part 418 . 

Section 1902(a)(l3)(D) of the Social Security Act, codified 1n United 
States Code, title 42, section 1396a(a)(l3)(D) , provides that the state 
must provide "for payment for hospice care [ur,der Medicaid] in t he same 
amounts, and using the same methodology, as used under part A of title 
XVIII ••• " The statute clearly requires that hospice services must be 
reimbursed by Medical Assistance 1n the same amounts ar..d 1n the same manner 
as they are urider ~dicare. 'Ihe Medicare reimbursement regulations are 
published 1n the Code of Federal Regulations, title 42, part 418, subpart 
E. Tne Health Care Fir!8.llcing Administration (HCFA) , a part of the U.S. 
Department of Health and H1.1D8n Services, administers Medicare and Medicaid 
and periodically publishes 1n the Fed~ral Regi ster the rates and cap 
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applicable hospice services. '!be State Medicaid Mar.ual (Sr,t.t) , parts 3 
and 4 (HCFA Publications 45-3 and 45-4), defines the Medical Assistance 
el1gtb1lity and service requirements, reflectir~ the federal legislatior. 
and Medicare regulations. 

Throughout this Statement of Need and Reasonableness, the Code of 
Federal Regulations, title 42, will be cited as 42 CFR, and HCFA's State 
Medicaid Mar,ual will be cHad as Sf""1. 

9505. 0297 HOSPICE CARE SERVICES. 

Subpart 1. Applicability. This subpart is necessary to ir,fonn the reader 
of the services covered by the rule ar.d other laws governing the provision 
of hospice services . 

Subp . 2. Definitions. 
A. "Busir.ess days . " It is r.ecessary to def ir,e "busir.ess ctays" because 

the rule requires that providers forward to the local agency (defir,ed in 
parts 9505 .0175, subpart 21, ar,a 9505 .0015 , subpart 27) copies of electior,s 
ar.d revocations of hospice within two business days of their receipt by the 
hospice. '!his deftnittor, is reasor.able because lt ir,cludes those days on 
which goverrment offices ar,d many private offices are open for business , 
ar,d excludes those days or, which those offices are closed. 

B. "Cap amour,t." This term ls used by the Medicare re6ulatior,s to 
refer to a predetennined limit on reimbursement. It is necessary to 
incorporate this definition to be consistent with Medicare, in 42 CFR 
418 .308 ar.d 418. 309. 

<; . "0nployee . " Although def'ir,ed by part 9505.0175, subpart 12, the 
tenn is used in this part ir, a somewhat more specialized way. It is 
necessary to adopt the defir.ition of 42 CFR 418.3 to be consistent with 
Medicare . 

D. "Home . " Because "heme" is used to refer to ariy place at which the 
recipient resides, it is necessary to defir.e the term to clarify its 
usage . It is reasonable to defir,e "heme" as a place of residence, since 
hospice services are available to a recipient regardless of where the 
recipient lives. 

E. "Hospice . " It is necessary to establish what is meant by "hospice" 
to clarify its meaning. Because hospice services can only be provided in 
Minnesota by a licensed entity, it is reasonable to be consistent with the 
11censure definition. Subpart 3 of this pa.rt provides that a provider of 
hospice services may be certified only if it is licensed or registered by 
the Department of Health under Minnesota Statutes, section 144A.48. 

F. "Hospice care." It is necessary to define "hospice care" because 
the term is used throughout the rule and needs clarification to inform the 
persons subject to this rule of its meanirig. Definirig "hospice care" as 
the services provided by a hospice is reasonable because Minnesota 
Statutes, section 144A. 48, subdivision 1, clause (4) , 1n defining "hospice 
program", sets forth the services that constitute hospice care . 
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G. 11 Inpo.1.,J.er.t care. 11 It is necessary to defir,e "tr.pa.tier,t care" 
because the term is used in the rule and does not have a precise mear.1r.g in 
ccmnor, usage . It is reasoriable to deftr,e the term as care provl<ied 1r, an 
inpatient facility because such a facility 1s designed to provide medical 
care that needs to be .13.dministered ir, an ir,stitutional settir.g. 'Ihe 
American Heritage Dictionary defines "inpatient" as a "patier,t staytr.g in a 
hospital for trear.rner,t." 'Ihe rule's defir,it tor, broadens this def'1r,it1or, t o 
include long-term care and hospice facilities because these facilities can 
administer the palliative services covered ur.der the rules . In additior., 
long- term care ar.d hospice facilities can generally provide the care 1n a 
more cost effective mar.r.er ar.d more appropriate er.viror.mer.t whic'1 is 
be~eficial to both the state taxpayer and the individual receivir.g the 
care . 

H. ' Ir,pa.tier,t facility . " 1t is r,ecessary to defir,e "lr,patier.t 
facility" because the term is used in the rule ar..d does r.ot have a precise 
mear,ir.g ir, coomor, usage . It is reasor.able t o defir,e the term as a 
hospital, lor.g-term care facility , or hospice facility, because these three 
types of ins ti tut ior.al sett tr.gs are available for inpatier,t care, ar,d are 
ir,cluded tr. Medicare's defir.itior, of tr.patient facility , lr. 42 CFR 418 .98 . 

L "Ir.terdisciplir,ary group. " The term "ir,terdisciplir,ary group" is 
used by the MedicarP. regulations, 42 CFR 418 . 68 , to refer to a group of 
professio~als who establish policies of the hospice and supervise the 
carP. . The licer,sure statute , Mirir.esota Statutes , sectior, 144A. 48 , 
subdivisior,s 1(5) ar.d 2(4) , uses the term "ir.terdisciplir,ary team" for the 
same fur,ction. It is necessary to be consistent with Medicare to ccmply 
with federal law ar.d with state ltcensure because all hospices must conform 
to the licensure requirements ir, order to be certified. 

J . "Palliative care" is defir,ed to clarify what is mear,t by that term 
which defines the riature of hospice services ar.d distir.guishes it frcm 
nor.-hospice "curative" services. Because all hospices must conform to the 
licer.sure requirements of Minnesota Statutes , section 144A. 48, in order to 
be paid by the Medical Assistar.ce program, it is reasonable to adopt the 
definition provided by Minnesota Statutes, section 144A. 48, subdivision 1, 
clause (6) . 

K. "Representative." 'lbe Medicare regulations, 42 CFR 418 et seq., 
ar..d these rules allow a "representative" of an ir,capacitated recipient to 
elect or revoke ar, election of hospice services ou behalf of the 
recipient. 'lbe law in Minnesota is unclear as to who may act for a 
recipient (see Appendix B) . 'Iherefore, it 1$ neces$ary and reasor.able to 
define a representative as one who has such authority under current or 
future law . 

L . "Respite care" is used to ider,tify a category of re1mbursemer.t 
under part 9505.0446, subpart 2. It is necessary to adopt the Medicare 
definition in 42 CFR 418. 204(b) to be cor.sistent with that program. 

M. "Social worker." A social worker is required by subpart 16 to 
provide medical social services. Medicare, 42 CFR 418 . 3, defines a social 
worker as one who has at least a bachelor's degree fran an accredited 
school . I t is necessary to adopt Medicare's definition to be consistent 
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with that program. I~ addition, Minnesota Statutes, sections 1488. 21 to 
148.28, require licensure of social workers ir1 some cases . It is necessary 
that a social worker canpltes with the statute . 

N. "Terminally 111." The hospice program is limited to those 
recipients who are termir,ally 111. It is necessary to define the term to 
establish a precise criterion for determining who is eligi ble . To be 
cor,sister,t with Medicare, the defir.ition of 42 CFR 418 . 3 is adopted . 

Subp . 3. Provider eligibility. It ts necessary to establish who ts 
eligible ur,der Mir.r,esota lal'f to provide hospic~ services ur.ctP.r the Medical 
Assistance program to conform to state licerisure law ar.d certtficatior. 
requirements . It is r.ecessary and reasonable to r~uire licensure or 
registration because hospice services car, or.ly b~ provi~ed ir, Mirr.esota by 
a provider ir, compl iar.c~ wt th the l teer.sure statute , Miu.esota Statutes , 
section 144A. 48 , or with the temporary lr1terim procedures provided by 
Mir.r.eso~a Statutes , section 144A. 49 pendirig promul6atlon of rules by the 
Oepartmer.t of Health. It ts also reasor.able to require certification by 
Medicare to maximize health coverage fo r those patients eligible for 
Medicare as well as Medical Assistance , thereby reducir.g the cost to the 
State , a policy established by Minr,esota Statutes , Section 2568 .04, 
subdivision 2. Ar,d , sir,ce these proposed Medical Assistar1ce rules are 
largely identical to the Medicare regulatior,s, a hospice ir, compliar,ce wi th 
these rules ar.d ltcer,s ure standards will , ir, almost all cases , be in 
compliar.ce with Medicare. 

Subp. 4. Recipient eligibility. It is necessary to define which 
recipients of medical assistance are eligible for hospice care ir, order to 
identify those for whom hospice ~ervices are appropriate . It is reasonable 
to limit the service to those who are termir.ally 111 because the service is 
specifically inter1ded and structured for those who have a limited time to 
live . The Medicare regulations, 42 CFR 418 .20, arid SMM, section 3580, 
limit eligibility to those who have six months or less to live . It is 
reasonable to conform these rules to Medicare and HCFA's guidelines to 
comply with the federal law. 

Subp. 5. Certificat i on of t erminal illness . For a hospice provider ar..d 
the department to determine who meets the eligibility criteria for hospice 
services, it is r,ecessary for the hospice to assess the patient's health 
status . It is reasonable to use the Medicare method of requirir~ a wrttter1 
certification that the recipient is terminally 111 by both the recipient's 
doctor, if available, and the hospice's medical director. For those 
recipients who have a personal physiciar,, the certification by the medical 
director of the hospice is in the nature of a second opinion, confirming 
the diagnosis and controlling eligibility to those who are appropriate for 
the service. For those recipients who have no persor.al physi cian, the 
medical director performs the required assessment. '!his is the same method 
as required by Medicare , 42 CFR 418 .22, and SMM, section 4305 . 1. 

Subp. 6. El ecti on of hospice care. To receive hospice services, a 
recipient must make an explicit, written election, which invokes the 
recipient's waiver of various services discussed ir. subpart 9. '!his 
election is necessary to establish a legal waiver of benefits for which the 
recipiefit would otherwise be eligible and to make it clear to the recipient 
that the hospice services are palliative rather than curative. It also is 
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reasor.able to require the election t o contain the identification of the 
hospice, the effective date, and the recipient's signature in order to 
clearly document the election. 'Ihese requirements are the same as those ir, 
42 CFR 418.24 and 418. 26, and SMM, sections 4305 . 2 and 4305 . 3. 

Subp. 7. Election by representative. The f'cderal regulatior. , 42 CFR 
418 . 24(a) , and SMM, section 4305 . 3, provide that a "representative" of the 
recipier,t may make the electior. for the recipient . "Representative" is 
defined by the Medicare regulations as " •• • a person , who is , because of the 
ir,dividual' s mer,tal or physical ir,capacity , authorized tr, accordar,ce with 
State law to execute or revoke an election for hospice care or terminate 
medical care or. behalf of the termir.ally ill ir,dividual." Because some 
recipients , as a result of incapacity, may be ur,able t o make the el ection, 
it is reasor.able to provide some mechanism for allowi~ other persor.J:3 to 
decide what medical care should be giver,. It is reasonable to simply 
provide by rule that a person who has such decision-ma.kir.g authority ur,der 
Miri.r.esota law may make the hospice election. This approach does not add t o 
nor detract from existir~ or developiri.g state law on the matter. 

Subp. 8 . Notification of the election. Because an election of hospice 
services requires a waiver of certain other Medical Assistarice benefits , 
the recipier.t' s l ocal ager.cy must be ir,formed of the electior. ir, order to 
admir,ister ar,d er.force the waive r. Sir,ce the local ager,cy is the 
department ' s agent responsible for processing the service needs of the 
recipient , it is necessary to establish a method by Which the local agency 
is notified . Since the hospice obtair,s the election and waiver from the 
recipier,t , it i s reasor.able to require the hospice to r,otify the local 
agency . It is reasonable to require that the local agency be notified 
witnir. t wo business days, because the effort required to mail or deliver 
copies of the election is minimal, and because the s tate is at risk of 
ir,currir.g duplicate billings until the local agency is notified . 'lhe 
duplicate bi llings can result fran nursing homes and hospices billing for 
the same room ar.d board charges , ar,d frcxn services that had been waived by 
the election. It is therefore important for the notice to be given as soon 
as is practicable. 

Subp. 9. Waiver of other benefits . 42 CFR 418.24(e), and SMM, section 
4305 . 2, provide that a Medicare patient who elects the hospice benefit must 
waive the right to receive other services intended to treat the tenninal 
illness or a related condition. This is consistent with the nature and 
inter.t of hospice services to provide palliative care for pair1 arn other 
symptoms rather than curative or heroic medical measures . It is necessary 
to require the waiver to prevent costly and uruiecessary dupl ication or 
overlap of services by other providers, and to prevent the receipt of 
services that are contradictory t o the hospice care. '!be waiver must be 
made only for the duration of the recipient's participation 1n the hospice 
program, and may be revoked at any time under subparts 10 to 12. 

'!be specifi c services waived are listed 1n items A arx1 B. 
Item A. It is necessart to limit the election to one hospice at 

a time to prevent duplication of services ar..d to be consistent with 42 CFR 
418 . 24(e)(l) and Sr+t, section 4305.3, item A. 

Item B. 'lhis item specifies the waiver for (1) services related 
to t reatment of the tennir.al conditior,, or for (2 ) services that duplicate 
t he hospice's services, with certain exceptions , consistent with 42 CFR 
418. 24(e)(2) and SMM, section 4305.3, item B. 
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Item C. Personal care service is a special home care service 
provided by pa.rt 9505.0335. Since the hospice is the exclusive manager of 
the recipient's health care, it is r.ecessary to exclude use of persori.a.l 
care services to substitute for a recipient ' s care givers , except for those 
services provided by the hospice. 

Subp . 10. IXlration of hospice services. This subpart provides that no 
tune limit is imposed or, a rectpier,t's eligibility. Although Medicare, 42 
CFR 418. 3 ar,d 418. 24 , 11m1ts eligibility to 210 days ir, three periods , the 
advisory coomittee and the department concluded that a limitation on 
eligibility for the service 1s ur.r.ecessary , sir,ce the requiremer.t of a 
diagr.osis of tcnnir.al illness and the payment cap is a sufficient control 
or, the duratior, or pa.rtlciµatior, by the recipient tr, the program. 'Ihe 
coomittee also reported that hospice patter.ts, on average, live 
approximately or.e month followirig admission to the program. SMM , section 
4305 notes that the 210 day limit is optional and may be broadened . It is 
r,ecessary to specify that r.o time limit is imposed on participatior, to 
1r,fonn providers and recipients of the tune that the service is available. 

~1bp. 11. Revokir.g the electi on. Since hospice care is ar, alternative to 
~ditiori.a.l Medical Assistar,ce health care, ar,d a recipient waives various 

medical services upor, elect1r16 hospice care , it is necessary to allow the 
recipient to change his or her mind at any time and obtain those services 
previously waived. It is reasor,able to allow revocation simply by 
executing a written revocatior. statement, cor.sister.t with 42 CFR 418.28 ar,d 
SMM, section 4305 . 3. 

Subp. 12. Notification of revocation. If a recipient revokes the election 
of hospice services under subpart 11 , he or she is entitled to 1mnediately 
receive the Medical Assistance benefits previously waived by the election. 
It is necessary for the local agency to be promptly notified of the 
revocation in order that it may reinstate the recipient's benefits status 
ar.d also control the hospice provider's reimbursement. It is reasonable to 
require that the local agency be notified within t wo business days for the 
same reasons given for subpart 8 of this pa.rt . 

Subp . 13. Effect of revocation. To clarify the fur,ction ar£i effect of an 
election revocation under subpart 11 , it i s necessary to lis t the 
consequences. Since the purpose of a revocation is to. reinstate the 
Medical Assistance benefits previously waived, the revocation results 1r, 
the tennination of the hospice benefit, resumption of the benefits waived, 
and the option to elect the hospice benefit again 1n the future . This 
subpart is consistent with 42 CFR 418.28(c) arrl SMM, section 4305 . 3. 

Subp. 14. Change or hospice. To allow a recipient free choice of 
provider, a policy established by Minnesota Statutes , section 2568. 01 , it 
is necessary to allow the recipient t o change hospices without altering the 
election and waiver. To document and record the change , mair,tair. 
continuity of care, and ensure accurate reimbursement, it is reasonable to 
require the recipient to execute a written statement with both the old and 
new hospice identifying the change and the effective date. 'Ihis 
requirement is consistent with 42 CFR 418. 30 and St+t, section 4305.3. 
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Subp. 15. Requirements for medical assistance payment. '!his subpart aets 
forth general standards for hospice services 1n order for the hospice to 
qualify for re1mbursemerlt. 'lbe s tar,dards are derived fran 42 CFR 418 .200 
and are necessary to be consistent with Medicare and SMM, secti on 4305.4. 

Subp. 16. Covered services. '1'11s subpart lists the services in items A to 
I which are covered as hospice services and must be provided to patients. 
It is necessary to speci fy these services to be consister.t with the hospice 
services covered ur,der Medicare , and enum!:!rated ir, 42 CFR 418 .202 , and SMM, 
sectior. 4305. 5, ar.d to give r,oticc to pr Lders ar,d recipier,ts of what 
services are covered . The covered services are reasonable because they 
constitute the core of s~rvices needed to adequately care for cermlnally 
111 patier:.ts ar,d provide assistance to their families, withir, the purposes 
ar.d philosophy of hospice programs . They are desis,r,ed to mar.age the 
symptoms of a recipient ' s terminal illness or a related condition ar.d to 
'=r.har,ce the quality of the recipier,t's life rather than cure the 1llr,ess. 
It is r.ecessary to require that the services of Items A to D, r,ursir.g, 
medical social services , servi ces of a medical practicioner, and 
cour.selir.g, be provided by hospice employees to be consistent with 
Medicare , 42 CFR 418 .80. It is also r.ecessary to requir'e that ir,patier1t 
care provided by a ur,it of the hospice , Item E, comply with 42 CFR 418 .100 
(a) ar.d (f) co con.form to the Medicare staridards. 

Subp. 17 . Services provided during a crisis. Medicare regulation, 42 CFR 
418 . 204(a), arid SMM, section 4305.6 , allow re1mbursement for contir,uous 
home care durir.g periods of medical crisis . This subpart adopts the 
Medicare deflr,itior, of "period of crisis" and the criteria for r,ursing and 
aide or homemaker coverage . Thi s subpart is necessary to define what 
services make the provider eligible for contir,uous home care day 
reimbursement. It is necessary and reasonable to be consistent with 
Medicare to comply with the statutory payment requirements . 

Subp. 18 . Respite care. Medicare regulation, 42 CFR 418 . 204(b) , ar.d SMM, 
section 4305. 6, provide re1mbursement for inpatient respite care to relieve 
family caregivers for occasional, brief periods. This subpart adopts the 
Medicare requirt!!Ilents for respite care, ar.d is necessary t o establish the 
l imits on respite care reimbursement as provided by Medicare, as well as 
provide the same level of service as Medicare. It is reasonable to not 
allow respite care pa.ymeQt for a recipient residirig in a long-term care 
facility because no caregiver re~uires relief when a facility provides 
24- hour a day care. 

Subp. 19. Bereavement counseling. BereavE:!!Ilent counstlir~ after the 
recipient's death is a service that must be provided to a deceased 
recipient's family or significant others. '!his requ.1.rement is necessary to 
be consistent with 42 CPR 418.204(c) and SMM, section 4305.6. Although the 
service is required, no payment is made by Medicare, and therefore r.one by 
Medical Assistance, after the death. 

Subp. 20. Medical assistance payment for hospice care. Since payment 
rates are set forth 1n rule parts separate fran eligibility arx1 service 
requiremer,ts, it is necessary and reasorable to ir.fonn the persons subject 
to these rules in which part the reimbursement rules are established. 
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Part 9505.0446. HOSPICE CARE PAYMENI' RATES AND PROCEDURES. 
Section 1902(a)(l3)(D) of the Social Security Act (42 USC 1396a 

(a)(13)(0)) , requires that payments to hospices be "1r, the same amour.ts, 
ar,d usir.g the same methodology • • • " as used by Medicare ur,der 42 CFR, part 
418, subpart E. 'lhe followir~ rules implaner,t the Feaeral re6ulations ar.d 
SMM, section 4306 . 

Subpar·t 1. Rate categories. 'lhis subpar t is nc~cessary to infonn the 
reader about the payment system which will be usw to pay providers of 
hospice servic~s . 

Subp. 2. Long-term care facility as residence. Section 1902(a)(l3)(D) 
of the Social Security Act provides that 11 

••• a separat~ rate may be paid 
for hospice care which is furr,ished to ar, 1r,d1vidual who is a resider,t of a 
skilled r,ursir.g facility or intennediate care facility, ar,d who would be 
el16 ible ur,der the plar, for skilled nursir16 facility services or 
intermediate care facility services if he had not elected to receive 
hospice care, to ta~e into accour.t the room ar.d board furnished by such 
facility . " SMM, section 4308 .2 states: "You must establish ar,d pay to the 
hospice an additional per diem amour.t for routine home care ar.d contir,uous 
home·care days for hospice care that is furr.ished to an 1r,dividual livirl& 
ir. ar, SNP or ICF." Because of these provisior,s, it ts r,ecessary to make it 
clear that , for purposes of payment rates , an SNF or ICF 1n which a 
recipient resides will be considered the recipient's home . Subpart 5 
provides the paymer.t rates for the room and board compor.er,t of lor.g-term 
care facilities . 

Subp. 3. Categories of service. 'lhe reimbursement method and limits 
for hospice care are set forth in 42 CFR, part 418, subpart E, and in SMM, 
sections 4306 to 4308. 42 CFR 418. 302(b) defir,es the four categories of 
care on which the four payment rates are based . It is necessary to defir,e 
these categories to provide notice to providers and recipients of the 
paymer.t categories . 'lhe definitions are derived fran ar,d are consistent 
with the Code of Federal Regulations . 

Subp. 4. Payments and limitations. '!he method of reimbursemer,t for 
hospice services under the Medical Assistar,ce program is identical to that 
of Medicare, as required by section 1902(a)(l3)(D) of the Social Security 
Act (42 USC 1396a(a)(l3)(0)) . This subpart incorporates the payment 
methodology and limits , and the payment cap cor,tained 1n 42 CFR 418.301 to 
418.309 , and gives notice that the rates are canputed by HCFA and published 
in the Federal Register. Since the Medical Assistance payment rates are 
identical to Medicare, it 1s unnecessary to restate the payment rules 
provided by the Medicare regulations . Federal law prohibits the state 
program fran applying certain federal Medicare cap aroounts to 1nd1v1duals 
sufferir.g fran acquired 1nmunodef1ciency syndrane (AIOO). It 1s necessary 
to set out the AIDS exclusion to 1r..fonn recipients ar.d providers of its 
existence. Similarly, federal law provides for the payroer,t of an 
additional fee to a hospice for the roan and board costs of hospice 
patients residing 1n long- term care facilities . It i s necessary t o inform 
the public that these payments are not subject to the cap aroounts . Since 
no reimbursement is pa.id for bereavement counseling following a r ecipient's 
death (42 CFR 418.204(c) , SMM, secti on 4305 .6), it is necessary to make 
that requirement explicit to avoid ambigui ty . 
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• HCFA, in the State Medicaid Manual , asserts, without citing authority , 
that the cap aioount is optiorJB.l wit'h the states. Nevertheless, the 
advisory ccmnittee cor.cluded, based on its members' experiences, that the 
Medicare cap has not been a problem for hospices, as it is sufficiently 
high to accoomodate all but the rarest cases . This experience, the lack of 
statutory authority, ar.d the mandate of Minnesota Statutes, section 
256B. 04, s ubdivisior. 2, to be "efficier.t" ar.d "ecor.omical" , leads the 
department to conclude that , as a matter of policy, the Medical Assistance 
hos!)ice ber,eflt should be limited by the Medicare cap. This decision i s 
also consistent with the statutory mandate to provide payment in the same 
amounts ar,d usir16 the same methodolo~ as Medicare. 

Subp. 5. Payment f or physician services. Items A and B. These items 
delir.eate which physi cian servi ces are covered ur.der the hospice rates ar,d 
which are to be reimbursed separately. These requirements are necessary to 
implement 42 CFR 418 . 304(a) ar.d (b) , and SMM, secti on 4307 . Item C is 
necessary to make clear that reimbursement of a recipient's attendir.g 
physiclar. is not subject to the waiver or cap amour,t, as provided by 42 CFR 
413 . 304(c) , arid SMM, section 4307 , 

Subp. 6. Payment for roan and board in long-term care facilities 
ar.d 

Subp. 7. Payment to hospice for residents of long-term care 
facilities . Section 1902(a)(13)(D) of the Social Securit y Act (42 USC 
1396a(a)(l3)(D)) , ar.d SMM, section 4308. 2, rl:ajuire that a hospice be paid a 
per diem fee , in addition to its regular fee for routine and continuous 
home care days , f or hospice care furnished to a recipient living in a 
skilled nursing facility or intermediate care facility . The additional per 
diem fee is paid to t he hospice for the roan ar.d board of a recipient who 
resides in a long-term care facility . In such cases, the hospice assumes 
the lor.g-term care facility's responsibility for managing the recipient's 
care . Rather than reimbursing the facility for the care, the Medical 
Assistar.ce program pays the roan and board fee to the hospice, which in 
tum pays the facility whatever rate it has negotiated with the facility. 
It is reasonable to pay the hospice the roan and board part of the rate 
that the nursing heme would receive for the recipient's care under the case 
mix system of Mir~.esota Rules, chapter 9549, because that system provides 
the methodology currently in use for canputing payment rates t o long-term 
care facilities ar,d is based on cost ir.formation subject to audit . 

The State Medicaid Manual, section 4308.2 , defines roan and board as 
i ncluding: "perfonnan'Ce of personal care services, includirig assistance 1r. 
the activities of daily living, ir, socializing activities, administration 
of medication, ma.intainirig the clearJ.ir,ess of a resident's room, and 
s upervision and assisting in the use of durable medical equipnent and 
prescribed therapies ." Since Medical Assistance payments made to long-tenn 
care facil ities, under parts 9549 . 0010 to 9549.0080, purchase services 
beyor.d roan arrl board, it is necessary to determine what part of the 
payments are for roan and board. It is reasonable to identify the elements 
of the long- term care facilities' costs that fit HCFA's definition in SMM, 
4308.2, by arJB.lyzing the audited Medical Assistance cost reports, because 
these reports provide the most canplete, accurate, and current information 
available about the allocation of costs by the industry. 
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'lhe department has determined that the roan ar.d board canponer,t of tne 
payment rates comprises 83% of medical assistance payment rates to nursing 
homes. 'Ihis amount was determir,ed by the followirig ar,alysis of all Medical 
Assistance nursing home payment rates in Mir.r.esota for the latest audited 
data available (September 30, 1986 cost report) , as determined ur.cter 
Minr.esota Rules, parts 9549.0010 to 9549.0080: 

~ a. Approximately 60 hospital-attached nursir.g homes , which do not 
report costs on a line item basis, were excluded because "room ar,d board" 
costs car.r,ot be extracted from their cost reports . 'Ihese costs are r,ot 
available because hospital- attached homes are r.ot required to separately 
report room ar,d board costs to •1edicare or to the departmer,t ur,der 
Minnesota Rules , parts 9549.0020 , subpart 26, ar.d 9549 .0041 , subpart 4. 
Th~refore, it is reasonable to compute the averages usir.g the other 388 
facilittes . 

b. property payment rates (ur,der Mir..r.esota Rules , part 9549 .0060) , 
were multiplied by resident days to obtair, an approximate stat ewide average 
for "property costs"; 

c . allowable operatir'6 costs and reported real estate tax costs (ur,der 
Minnesota Rules, parts 9549 . 0020 , subpart 32 , and 9549.0040) were stmlllled. 
for all homes to obtair, ar, approximate statewide aver~e for "operatir16 
costs"; 

d . total "exper,ses" is the property costs plus operating costs 
(computed from the 1986 cost report to be $764,220,308); 

e . allowable professional nursir.g costs (salaries of registered nurses 
ar,d licensed practical nurses) were excluded from "roan and board" costs, 
because the hospice is responsible for providir.g all professional nursing 
services , and the HCFA defir,ition of "room ar,d board" includes hands-on, 
mair,tenance level nursirio, such as personal care. 'Ihe costs of the 
directors of nursing were included in roan and board, because nurses aides 
(arid s imilar non-professional nursir.16 personnel) require adrnir,istrative 
supervisior, and mar,agemer,t. 'Ihirty percent of the total payroll taxes and 
fringe benefits were also excluded from the total costs because the 
approximate proportion of professional nursing salaries to all salaries ts 
30 percent. 'Ihe stm of professional nursing costs, excluding those of the 
directors of nursing, and 30 percent of the payroll taxes ani fringe 
benefits, was subtracted fran the total expenses. (The resulting 
professional nursing costs, constituting the non-room ar,d board costs, were 
ccmputed fran the 1986 cost reports to be $133,199,590). 

'Ihe aggregate "roan and board" cost is the difference between total 
expenses and non- roan ant board costs ($764,220,308 - $133,199,590 = 
$631 ,020,718). 'Ihe roan and board rate is therefore the roan and board 
costs divided by the total expenses ($631 ,020,718 / $764,220,308 = 83%). 

It is reasonable to canpute a statewide average roan and board 
perceritage because it is expected that relatively few nursing home 
residents will elect hospice. It would be administratively burdens~ to 
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• ccmpute a roan ar.d boa.rd rate for each facility each year, and would be 
impossible to do so for the hospital-attached nursing homes. It is also 
unlikely that the room a.rrl boa.rd percentage would vary significar1tly from 
the statewide average . 

Expert Wituesses 

If this rule goes to public hearir.g, the department does not plar1 to 
solicit outside expert witnesses to testify on behalf of the department. 
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APPENDIX A 

ADVISORY C~ ITI'EE LIST 

Connie Holden 
North Memorial Medical Center Hos~ice 
3300 Oakdale N. 
Roobir,sdale, MN 55422 

Chari Konerza 
Mir.r.esor,a Medical Associatio~ 
Suite 400 
2221 Ur,iversity Aver.ue SE 
Mir.r.eapolis , MN 55414 

Christir,e Bishop 
Minnesota Medical Assoctatior, 
Suitd 400 
2221 University Avenue SE 
Mir.neapolis , MN 55414 

Mary Absolor, 
Mir.r.esota Nurses Associatior, 
1821 University Ave . 

·N-377 . 
St . Paul , MN 55104 

Bob Eelkema 
Mir.r.esota Medical Association 
Suite 400 
2221 University Avenue SE 
Minneapolis , MN 55414 

Mary Beth Curry 
Mir.r.esota Hospital Association 
Suite 425 
2221 University Avenue SE 
Minneapolis , MN 55414 

Gretchen Musicant 
Minnesota Nurses Association 
1821 Universi ty Avenue 
N- 377 
St . Paul, MN 55104 

Iri s Freeman, Executive Di rector 
Minnesota Alliance for Health Care Consumers 
3231 First Avenue South 
Mi nneapolis , MN 55408 
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Michael Miller 
care Providers of Minnesota 
c/ o St. Anthony Health Center 
3700 Foss Road 
St. Anthony, MN 55421 

Margaret Wolters 
St. Joseph's Hospital Hospice 
69 W. Exchange Street 
St. Paul, MN 55102 

Howard Bell 
Mir.r.esota Aids Project 
2025 Nicollet Avenue, #200 
Minr.eapolis , MN 55404 

Frank Lamendola 
Miru.csota Aids Project 
2025 Nicollet Avenue , #200 
Mir.r.eapoli s , MN 55404 

Kevir. Wallis 
Mir.Jiesota Association of Homes for the Aging 
2221 University Avenue SE 
Suite 425 
Minneapolis , MN 55414 

Margaret Simpson, MD 
Infectious Diseases Division 
Hennepir, County Medical Center 
701 Park Avenue South 
Miru,eapolis, MN 55415 

Michael Tripple 
Assistant Director 
Division of Health Resources 
Minnesota Department of Health 
717 Delaware Stre~t SE 
Mirll1eapol1s, MN 55440 

Betty Shepherd, Presider,t 
Minnesota Hospice Association 
Rice Memorial Hospital 
301 Becker 
Willmar, MN 56201 

Penny Pietila 
Bethesda Hospice 
Bethesda Lutheran Hospital 
559 Capitol Blvd. 
St. Paul, MN 55103 
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Larry Woods 
Health Programs 

David Siegel 
Rules Division 

Chuck Osell 
Lor~- tenn Care Mar,agemer.t 
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APPENDIX '/ ~ 

, 30, 127 HOSPICE PROJECTS 

1loapa. HEW Pamphlet. 12 ppa. (1979). 

Medicare and Medlcald-Hoeplce projec:ta.-S.low ii the tnt of a pamphlet 
iaued by HEW 1ivinc pneral information about the hospice • an emel"finc aowce of care 
for terminally ill patienta and their ramili•. The material below dilcuaea hmpice function. 
hiaLory. orpni&at,on, and ranp or •rvical. Al10 dilCUINd are unraolved _... and r.cteral 
involvement in hoapice care. &cit rwferen<»: 1 13,860. 

Hoepice propama provide health and 
aapportive •rvic:a Lo help dyinc patien&a 
and their runili-. live their liv• u fully a 
poaaible durin1 the final monthl of a 
terminal ii.._, 

In alfflCllt all hmpice pracrama. an inter• 
diaeiplitwy tam ol health and ~ 
Nrvace worken aueu" the phy11cal, 
emotional and •iritual Meda ol the patient 
and family. The team developa an overall 
plan or care for patient and family and 
providH coordinated Hrvic" in the 
patient•• home or an inatitution. 

Tam membera may include paid worbra 
and vohanteen. aome or whom may be 
trained pror-ionala. Family membe,. often 
play a major role in carinc for the patilnL 

Pain and other aymptoma ol the patilnt'a 
diaeaN an cont rolled, but no heroic errorta 
are made to cure the patienL S.rvica are 
available around the dock, and counNlin, ia 
provided to the family after death to help 
alleviata _.,;,.,.., ... ft •• :--

H•tory 
The ~t or hollpice care blsan when a 

Jrou~ or Catholic widows at.abliahed a 
hoap1c:e in Lyon. FrallCI, in 1842 for poor 
women with incurable •and inoperable 
callClr. In the mid-1800a. the lriah Siaten ol 
Charity 11&abliahed a holpice lor the dyirc 
in Dublin., INiand. 

The n.i widely known or the modem 
ho.pica, St. Christopher'• in London..,.. 
rounded in 1967 to provide care ror 
terminally ill patient•. St. Chriaopher'a ia a 
aeparate, r......iandinc facility with a home 
can prosnrn. not part or a baapit&L It 
1ained wide recopition for developina 
advanced technique• in uaias drup to 
rnanap pain and other aymp&oma uaociatad 
with terminal illM& 

Hoapica in tN Unit.I 5u,-
The rirat U.S. hoapic:e prosram wu 

aalabliahed in 1171, but the c:onceot ol 
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c:ountty only durin, the put thNe yean. 
Moat U .S. ho1pice pro1ram1 have 
emphumd home can Pl'OI™'-, alth~h 
aoma hoapic:e proSr•ma are located 1n 
hoapit.ala or r,..._.t.andina !acilitia. 

In March 1979, the Government 
Aa:ountina Omce repo~ that there were 
59 functionin, h01pice proSrama loca~ 
throuchout the nation, with another 73 in 
the plannina 1tagea. However, becauae the 
hoepic! movement is 1rowina ao rapidly, the 
GAO r,gure probably understates the actual 
number of h01pices now in operation. 

U.S. hoepices are oraanized in aeveral 
different waya. includin,: 

• Home care programs, which may be 
affili•~ with a hoepice racility, hoepital, or 
other health oraanization; 

• Free-1tandin1 hoepice facilities that 
provide inpatient aervicea: 

• Free-ctandina hoepicee affiliated with 
hoepit.al.s or medical schoola: 

• Hoepice un ita within a hoepital, which 
may range from aeveral beda to an entire 
ward or floor. 

• Hospice t eama wo rk ing inside a 
hospital that provide 1ervices to dying 
patients wherever they are located in the 
hoepital. 

Hoapice proerama may combine 1everal 
oraani.z.ational atructul'ft. For example, free-
1tanding hospices may provide services in 
home care programs, operate a small 
inpatient racility, and have some arriliation 
with a hoepital. 

The vut majority or patients served by 
U.S. hoe_pices are suffering from terminal 
cancer. The GAO report& that moet are 
between 60 and 70 years old, and almost all 
die within a few months of admisaion to a 
hoepice pr01ram. 

Ju• of~rvices 
The precise combination of hospice 

aervioea delivered to individual patienta and 
their familin varies depend1na on the 
natu,- of the pat ient's illnea and the needs 
orthe family. 

Health aervioea provided by a hoapice may 
include home health care. includin, 1killed 
nursin1: physician aervic:ea: psychiatric 
consultation; control of pain and other 
aymptoma; physical, apaech. and ocxupa­
t1onal therapy; and inpatient care in a 
hoepital or lreHtandinc hoapice. 

Supportive •rvic91 may include day can 
lor the eetient, homemaker •rvic:a. ma&l 
preparation at home, tranaportation to and 
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from tl'9atment centel"I. rapite care (to live 
family memben time orr from carinc for the 
patient). education about death, emotional 
COUl'\Mli"I, ~ iritual support, and berave­
ment coul'\Mh"I arter the patient hu died. 

To provide theae eervices. hoepicea rely on 
a team or paid and volunteer health and 
support Mrvice worken who are available to 
bolh the patient and the family. The Leam ia 
usually directed by a physician, and includ• 
one or more nunea: it may also include a 
social worker, p1ycholo1iat, physical 
therapi1t, nutritionist, member or the 
clergy, and proreuionala from other back• 
1rounda. Volunteers may include trained 
health profesaional1 and providers of 
supportive 1ervices. 

Mosl hospices believe that helpin1 
patients live their lut days u fully u 
pc.aible requires control or pain and other 
symptoms. Therefore, the hospice team 
usesaes the patient's level of pain and 
provides medication to maintain the patient 
in an alert but pain-free condition until 
death. In moat cases, the medication ia 
administered regardlesa or the potential ror 
addiction. 

Major Issues 

The hoepice movement in the United 
States is relatively new-mall, innovative 
and atill evolvin1. U.S. experience with 
hoepices hu raised a number of sisnific:ant 
issues. which are complicated by the wide 
variety of hoepice prucrama and orpniza­
tiona. These iau• include: 

• Quality of care. What is the proper role 
or Federal, State and local 1ovemmenta in 
makinJ Mire that hoepices provide a reason­
ably high level of care? How should hoapices 
be regulated and licensed? 

• Costa. Hospice services are labor­
intenaive, but lhey 1enerally do not require 
expensive machinery and life-prolon,ina 
drup. How do the c:oeta or hospice care 
compare with the coats of standard medical 
care for terminally ill patienta? What ia the 
impact or hospice aervJCa on cunent efTorta 
to control health care c:oeta? 

• Utilization rates. How many patienta 
will choose to uae hos pice aervicea? 
Utilization ratea may be affected by auch 
facton u different cultural attitud• toward 
death, the attitude of an attendin1 
physician, a patient'• willinp- to admit 
he or ahe ia dyin,. and cmt conaideration. 

• Reimburaement policin. Private 
inauranca companila pneral~y do not pay 
for eome holpice aervic:a Under certain 

ClNO, Commerc. Cleerlftl Howe, Inc. 
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conditiona, Medicare pays ror aome hoepice 
eervicea, auch u inpatient hoepital care, care 
in a akilled nurain1 racility, or home health 
•rvica. Current legialation and regulationa, 
however, make many hoapice services 
ineli,ible for reimburvment. For example, 
by law, Medicare cannot pay for home 

' health care unless the patient ia completely 
confined to the home. It does not pay for 
custodial care or services unless they are 
medically necessary, or for drup ir they are 
adminiatered in a home health care 
program. R e imbursement for some 
supportive services may be available under 
the Medicaid proeram in 10me States. and 
under T itle XX, or the Social Security Act, 
commonly known u the Social Services 
program. Should the Federal government 
reimburse patienu for the coat.a of 10me or 
all hospice services'! How would the avail• 
ability or Federal reimbursement affect 
these services now provided on a voluntary 
buis? What ia the potential coet of 1uch a 
change in reimbunement policy'! 

• Training. Many health. social service, 
psychological and religious workers need 
1pecial training in working with dying 
patients and t heir ramilies. What role 
should the government play in the training 
of hoapice workers, ooth profeuional and 
volunteer'! 

• Integration. How ahould h01pie11 care 
be incorporated into existin1 health care 
delivery systems? Do we need a separate 
class or health care providera called 
hoapices? Should the existing 1ystem be 
changed to provide hO!lpice care'! 

Federal Involvement in H01Jpice 
Beca1.11e the ho.pice movement ia ao new, 

the Federal aovernment hu been concerned 
about impoain, overly restrictve repletions 
that could 1tirle innovation and 
unn~rily limit the effectiven- or 
hoapice p~ The riak or inappropriate 
,eculation • increued by the lack or hard 
data on vital upecta or hoepice proc,ama. 
includina C10ata and utilization rates. 

At the aame time, however, the hoaDice 
movement ia 1rowin1 rapidly and i1 
be,innina to .,,,. a •ianificant nwnber or Cc': with terminal illn...._ PreciNly 

they are dyinc, hoilpice patient.a are 
uniquely vulnerable to exploitation, rraud 
and inadequate can. Government therefore 
ha a cleu ,-ponaibility to help lftMll'I a 
hiah quality or care for hospice patient.a. 

To date, the Federal 1overnment'1 
attitude to ho.pica hu been cautioua and 
inv•tiaatory. federal activiti• have been 

Medicare and llhdlcald Gulde 
ou- M 
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aimed at developing a body or inforrnatin 
that will help ah•~ future Federal involve­
ment in the hospice movement. HEW hu 
taken the lead in these activities. although 
other aaenciea have 11110 become involved. 

Although there is no fundinc available to 
1upport the pl1nnin1 or operation or new 
hoepice programa, HEW ui aupportin4 a 
numb4!r or research and demonstration 
project, related to hoapicea. Ongoing 
reaearch activiti• are bein, coordinated out 
of seven HEW program areu: 

• The National Cancer Institute is 
funding three 3-year demonstration projects 
to field-teat aeveral upecta of the hospice 
care concept. Each project is I free-standing 
hospice that operateA I relatively large 
home care proeram and I amall inpatient 
facility. Between 1974 and 1977, NCI also 
funded a 3-year demonstration or a home 
health care hoepice program. 

• The Health Care Financin1 
Administrat ion tiu selected 26 hoepice 
proerama u demonstration project.a. The 2-
year demonstration projects will waive 
certain restriction!'! t hat have limited 
Medicaid and Medicare reimburaement for 
hoapice Mrvices. Orpnizations aelect.ed for 
t hi1 demonstration ran1e from vi1iting 
nurses uaoci1tiona to free-atanding hospices, 
ho&pitals, home hHlth care uaociations and 
univeraity medical 1ehool1. The reaulta of 
the demonatration projecta will be used to 
compare the quality of services under 
hoapices rroerama to thoae provided in 
traditiona settinp; evaluate the coat and 
utilization of hoepice aervicea and Ultll 
their impact on the overall coats of 
Medicare and Medicaid ; and suueat 
alternative reimbursement methods. 

• The Admini1tration on A1in1 ia 
fundina five reeean:h projecta to develop 
information on how ho&pice aervic:a fit into 
traditjonaJ l)'ltema or care for the *line. 
The reaean:h projecta cover a broad ranp or 
aubjecta, includinc: the kind or buildinp 
necaaary for hospice 1ervica; demonstra• 
tion or ho.pice pro,rarna; and a compariaon 
or different ways or o,a1nizin, hospice 
Pl"Olr&ffll and the impact or dirferene111 in 
orpnization on the quality and COit or 
bolpice can. 

• The Administration for Public Servica 
in the Office or Human Development 
Servic:a ii conductint a 111rvey to identiry 
and define aocial •rvica provided within 
hoapice propama, auch u homemaker and 
counaelinr aervica. Amon, other thinp. the 
aurvey will attempt to identify hoapice 
•rvica that may be eli,ible for reimburM-

130,127 
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ment Wider Title XX ol the Social Security 
Ad.. 

• The Haith R..oun:a Adminiatration 
ia (undinc two project.I concerned with 
trainin, for hoapica workera. One eumin• 
the way in which memben of hoapice teama 
learn to work with each other in providinc 
humanistic care to P.•tienta and their 
families. The project will develop a trainin, 
procram for hoapice team memben. The 
MCOnd project fOCUlft on the role nul'NI 
play in hospice care: it will. develop, 
implement and evaluate a curriculum to 
prepare nuraet for delivery of hoepice 
services. 

• The National Institute or Mental 
Health hu funded three project.a focuain, 
on p1ycholo1ical trainin1 for hospice 
workers and coun1elinc for the terminally 
ill. Two or the projects will develop trainin1 
materials for hoap1c:e workers. 

• The National Institute on Aain1 
operates a 1rant-auppcrted rftearch pr01r1m 
to uaeaa the aocial and health impact or 
bereavement on older people, particularly 
widows. NIA ia currently fundin, three 
studies in thia aru. 

-, .. 
Other Federal involvement in the hoapice 

movement includea: 
• The Veteran• Adminiatration ia 

establiahinc a 16-bed hoapict-like procram 
in a vetera111' hospital in UII An111-. 

• ACTION. the Federal volunteer 
program, ia a1pplyinc •. small number of 
voluntNn for a few hoapice progrDma. 

• In May 1979, the Intera,ency 
Committee on New Therapies for Pain and 
Discomfort iMued ita final report on all 
upecta of pain and pain control. One of ita 
three subcommittees focused on public 
health illu• related to terminal illn-. 

Future ,overnment policy concernin( 
holpicea will be 1haped by the reaulta oT 
theae and other research projects. 

For more information about hoapicn. 
contact: 

The National H01pice Orsanization 

301 Tower Suite 606 
301 Maple Avenue W•t 

Vienna. Virsinia 22108 
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