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This article examines the integration of CMS Conditions of Participation (CoP) requirements into hospice care processes. 
The first part of the study defines its objectives: to perform a systematic analysis of CoP regulatory provisions, to assess the 
dynamics of changes in regulatory requirements, and to develop a practical model for the organic–technical integration 
of CoP into a hospice’s digital infrastructure. The relevance of the study is driven by the rapid expansion of the hospice 
services market and the tightening of oversight by CMS and OIG, as evidenced by the increase in the live discharge rate from 
16% to 19% between 2020 and 2024, as well as substantial financial penalties for CoP noncompliance. The novelty of the 
research lies in the proposal of a three-pillar digital integration model: the rigid implementation of temporal markers T-48 
h, T-5 d, and T-15 d within the EHR system with automatic LOINC coding for HOPE and CAHPS elements; the construction 
of a dynamic Survey Binder +; and the sequential coupling of clinical, managerial, and HR modules via BI dashboards and 
XML reports. Special attention is paid to the extended telemedicine capabilities through September 2025, as well as the 
automation of internal QAPI audit processes and proactive financial risk monitoring. The main conclusions demonstrate 
that digital integration of CoP not only ensures continuous readiness for inspections but also becomes a strategic competitive 
advantage: the proportion of violations under §§ 418.54, 418.56, and 418.58 is reduced to single-digit percentages, care 
quality, and patient safety indicators improve, and provider financial stability is enhanced through reduced sanction risk 
and resource optimization. This article will be helpful to hospice service directors, compliance and quality specialists, 
healthcare IT directors, and researchers in the field of medical process digitalization.
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IntroductIon
Hospice programs in the United States are primarily funded 
through federal Medicare, and full compliance with the 
Conditions of Participation (CoP) is an absolute prerequisite 
for such reimbursement. The normative significance of CoP 
has grown amid rapid market expansion, while undesirable 
outcome indicators remain under regulatory scrutiny. The 
live discharge rate rose from 16% in FY 2020 to 19% in 
2024, signaling potential patient-selection violations and the 
need for more stringent internal quality monitoring (CMS, 
2025b).

For organizations serving Medicare beneficiaries, CoP 
performs a dual function: on the one hand, it constitutes the 
legal entry ticket for service payment; on the other, it provides 
a detailed methodological framework around which clinical 

and managerial processes are structured. Failure to meet even a 
single requirement may result in payment adjustments and 
a temporary prohibition on admitting new patients, thereby 
making regulatory compliance a critical factor in a hospice’s 
economic sustainability. In the context of intensified scrutiny 
by CMS and the OIG, as well as the adoption of value-based 
models (for example, the Hospice Benefit Component within 
the VBID program), CoP integration becomes not merely a 
formality but a strategic imperative: it determines access to 
new payment mechanisms and quality ratings.

The normative framework is codified in 42 CFR § 418 and 
is divided into several interrelated subparts. Subpart A 
establishes the legal basis and definitions, while Subpart 
B describes the eligibility criteria and coverage periods. 
Subparts C and D outline the Conditions of Participation, 
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encompassing patient rights, interdisciplinary team 
requirements, quality-improvement programs, infection 
control, and emergency preparedness (CMS, 2024a). 
This architecture allows CoP to be viewed as an end-to-
end matrix of the care process: each clinical assessment, 
bedside visit, and analytical report is mapped to a specific 
regulatory paragraph, forming a continuous Plan-Do-Study-
Act cycle. Accordingly, competent organizational integration 
of CoP is not an external burden but rather a managed-
quality mechanism that, when properly digitized, becomes a 
hospice’s competitive advantage.

MaterIals and Methodology
The study on integrating CMS Conditions of Participation 
(CoP) requirements into hospice-care processes is based on 
an analysis of 16 key sources, including federal regulations, 
CMS manuals, inspection reports, and market research 
studies. The theoretical foundation comprises the text of 42 
CFR § 418 (Subparts A–D) and 42 CFR Part 488 Subpart N 
(ECFR, 2025), the HCFA final rules and the Federal Register 
(2024), as well as the official CMS guides on the Hospice 
Quality Reporting Program (CMS, 2024c) and Hospice Center 
(CMS, 2024b). Additional empirical data were drawn from 
the CMS Hospice Monitoring Report (2025b) and OIG quality-
defect data (Chiedi, 2019). The financial and market context 
was reconstructed using the MedPAC report (Chernew, 2025) 
and projections from Grand View Research (2025).

Methodologically, the research combined four principal 
approaches. First, a systematic documentary analysis of 
CoP regulations and related CMS directives identified key 
regulatory markers aligned with the Plan-Do-Study-Act cycle 
(CMS, 2024a; Federal Register, 2024). Second, a comparative 
analysis of CoP subparts (e.g., requirements in § 418.54 vs. § 
418.56) assessed their interrelation with clinical processes 
and violation frequency (Chiedi, 2019; GAO, 2024). Third, a 
content analysis of inspection reports and monitoring data 
highlighted the most vulnerable elements of digital integration 
(CMS, 2025b; ECFR, 2025). Finally, the synthesis of financial 
and market data (Chernew, 2025; Grand View Research, 
2025), combined with case analyses of CoP digitalization 
(Telehealth carve-in; T-48 h/T-5 d/T-15 d), informed the 
development of an organizational–technical integration 
model for CoP requirements via EHR–BI platforms.

results and dIscussIon
The legislative evolution of the Conditions of Participation 
began with the implementation of Section 122 of the TEFRA 
Act, when, on November 1, 1983, the HCFA final rule first 
came into effect, describing for the first time the hospice 
eligibility criteria and related CoP; the standards at that time 
focused on basic clinical assessment, service structure, and 
cost reporting. The 2008 revision reoriented the regulations 
from process requirements to outcome-centric indicators, 
introducing a mandatory interdisciplinary team and 
systematic quality assessment based on patient and family 
data. Subsequent targeted amendments—such as the 2024 

final rule—clarified the terminology of election statements 
and distinguished the certification procedures for the 
terminally ill between payment and procedural sections 
while leaving the fundamental logic of the continuous Plan-
Do-Study-Act cycle within each organization unchanged 
(Federal Register, 2024).

Financial incentives render these standards tangible. In 
2023, $25.7 billion was spent on hospice care, which, 
with the number of providers rising to approximately 
6,500, yielded an average margin of 14 % and sustained 
further private-capital inflows; concurrently, the Congress-
mandated MedPAC report recorded that 51.7 % of deceased 
beneficiaries had received hospice services (Chernew, 2025). 
According to Grand View Research, the U.S. hospice market 
reached $29.9 billion in 2024 and is projected to grow at a 
compound annual growth rate (CAGR) of 4.6% from 2025 
to 2030, exceeding $39.1 billion by 2030 (see Fig. 1) (Grand 
View Research, 2025).

Fig. 1. U.S. Hospice Market Size (Grand View Research, 
2025)

Annual indexation for FY 2024 increased per-diem rates by 
3.1 %, adding roughly $780 million to the system; however, 
the regulator intensified sanctions by raising the penalty 
for incomplete HQRP quality reporting by four percentage 
points of the base rate and for systemic CoP noncompliance 
imposing fines up to $8,500 per day and a temporary 
moratorium on patient admissions (CMS, 2023; ECFR, 2025). 
Simultaneously, the hospice carve-in experiment within the 
VBID model—intended to shift risk to Medicare Advantage—
was discontinued; as of January 1, 2025, hospice payments 
for Advantage beneficiaries will revert to the traditional 
Trust Fund, underscoring once again the linkage of provider 
revenues to strict CoP compliance under FFS Medicare (CMS, 
2025c).

At the operational level, the principal compliance-control 
mechanism remains external accreditation. Only three 
organizations hold deeming authority: ACHC, CHAP, and 
The Joint Commission. The Joint Commission—recently 
extending its recognition through 2030—accredits over 
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4,400 home- and hospice-care programs; such accreditation 
confers the right to Medicare reimbursement in all 50 states 
(The Joint Commission, 2024).

The core of the hospice operational model is outlined in 
§ 418.54, which requires a registered nurse to visit the 
patient within 48 hours after the provider election and for 
the interdisciplinary team to complete a comprehensive 
assessment within five days. These two temporal markers 
establish the framework for all subsequent care, and 
statistics confirm their vulnerability: a federal inspection 
found that inadequate patient assessments accounted for 
42% of all identified deficiencies, making § 418.54 one of the 
most frequently cited deficits (Chiedi, 2019).

The next stage—§ 418.56—mandates that the plan of care 
be based on assessment results and reviewed as clinically 
necessary, but at least once every 15 days. Failure to 
adhere to this cycle correlates directly with citations: poor 
care planning appeared in 59% of deficiencies (see Fig. 2), 
rendering regular 15-day EHR template audits a critical 
operational task (Chiedi, 2019).

Fig. 2. The 10 Most Common Types of Deficiencies (Chiedi, 
2019)

Systemic quality management is governed by § 418.58. As of 
FY 2024, failure to meet HQRP requirements results in a 4% 
reduction in the annual payment index, so each unaccepted 
HOPE or CAHPS measurement immediately translates 
into lost revenue, and QAPI evolves from a formality into a 
financial safeguard (CMS, 2024c).

Although hospice care is predominantly delivered in 
the home, § 418.60 obliges providers to maintain a 
comprehensive infection-control system. Inspector reports 
identified violations in this domain in 26% of organizations—
typically incomplete antisepsis logs and a lack of equipment 
traceability—underscoring the need for hand-hygiene and 
device-processing fields to be embedded within the visit 
form (Chiedi, 2019).

Finally, § 418.113 expands the focus from the individual 
patient to the entire organization, requiring an up-to-date 

emergency-preparedness plan based on an all-hazards model 
and reviewed at least biennially; effective digital integration 
of lists of electrically dependent patients and staff logistics 
can transform this requirement from a paper exercise into 
an operational tool.

Finally, § 418.114 extends oversight into human resources, 
making license verification, staff background checks, and 
documented competency validation essential elements of 
clinical safety. The OIG report repeatedly noted that weak 
staff-vetting procedures underlie a significant share of severe 
deficiencies, thus equating the HR system to a clinical-quality 
module (Chiedi, 2019).

Taken together, these sections form a seamless chain 
of assessment → plan → quality → safety, in which each 
temporal marker and each form field directly map to a 
specific paragraph of the federal regulation and, ultimately, 
to the hospice’s financial outcome.

The simplest way to integrate these standards into the 
workflow is via a unified timeline: upon hospice election, the 
registered nurse is automatically assigned to complete the 
initial assessment within 48 hours, and the interdisciplinary 
team to finalize the comprehensive evaluation by the fifth 
calendar day; thereafter, every 15 days the system issues 
a reminder that the plan of care must be reviewed and 
signed by all participants. These three markers, T-48 h, 
T-5 d, and T-15 d, are specified in §§ 418.54 and 418.56 
and can therefore be rigidly baked into the EHR, including 
status color-coding, action-log timestamps, and automatic 
escalation to the service director if a deadline is missed. This 
approach eliminates lost tasks and provides a digital audit 
trail immediately visible to an inspecting surveyor (ECFR, 
2025).

The next level of integration concerns the face-to-face visits 
required for recertification. The federal extension of the 
telemedicine option through September 30, 2025, allows 
hospice physicians and nurse practitioners to conduct 
these visits via a secure audio-video channel. Accordingly, a 
virtual slot appears in the EHR schedule, and upon session 
completio,n the note is automatically attached to the 
recertification form; the system simultaneously verifies that 
two-way communication was used and that the record bears 
the telehealth—administrative expense notation as required 
by the temporary amendment to 42 CFR 418.22(a)(4)(ii) 
(CMS, 2024b).

Finally, completed assessments and visits are transformed 
into standardized templates. On a tablet, the nurse opens 
a bedside visit checklist, whose mandatory fields are pre-
populated with demographic data and the active symptom-
control plan. The hand hygiene and equipment-processing 
sections can only be closed after photo confirmation. All 
template elements are linked to specific database fields, so 
when the HQRP report or an internal QAPI audit is due, the 
EHR automatically exports a ready set of metrics without 
further manual entry. This form → data → metric loop ties 
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clinical action to regulatory requirements, reducing the risk 
of incomplete reporting to single digits.

The hospice’s digital framework begins by strictly mapping 
every required field in §§ 418.54 and 418.56 to the variables 
defined by the federal HOPE instrument, which CMS 
mandates for quality data collection beginning October 1, 
2025, and to the questions in the CAHPS Hospice survey. 
When configuring the EHR, all HOPE elements, including 
forthcoming update visits, are LOINC-coded. Results are 
instantly streamed to a BI dashboard: visual counters display 
the proportion of initial assessments completed within 48 
hours, the percentage of plans of care reviewed within 15 
days, and current NQF measures for pain, dyspnea, and 
communication (CMS, 2025a).

The next layer is end-to-end export to external CMS reports. 
The quality module generates XML files for the quarterly 
HQRP. It concurrently reads metrics from the annual PEPPER 
report, immediately flagging the hospice’s position in target 
zones and automatically marking outliers at risk for improper 
payments. Suppose any indicator falls into an outlier zone. 
In that case, the BI dashboard triggers a corrective analysis 
task and notifies the compliance department, allowing the 
vulnerability to be addressed before it is detected during the 
audit.

Finally, the survey-ready-always logic runs continuously in 
the background: any missed T-48 h, T-5 d, or T-15 d deadline 
is instantly highlighted in red, and if overdue by more 
than 24 hours, the system sends a push notification to the 
medical director and records the event in the QAPI log. The 
exact mechanism responds to expired staff certifications, 
spikes in infection incidents, and changes in emergency-
plan status. As a result, an inspector opening the dashboard 
sees an unbroken feed of compliance confirmations, and 
the management team gains an early-warning tool that 
transforms CoP oversight from episodic campaigns into 
routine analytics.

§ 418.56 enshrines the interdisciplinary group as the central 
mechanism for care planning, and in practice, the allocation 
of roles within the IDG determines clinical continuity. In 
a typical configuration, the registered nurse serves as 
coordinator; the physician or nurse practitioner provides 
clinical validation of diagnosis and pharmacotherapy; the 
social worker addresses social-determinant issues; and the 
psychotherapeutic role—a licensed marriage-and-family 
therapist or mental health counselor, added to the regulation 
in 2024—assumes responsibility for cognitive-behavioral 
support of the family. A spiritual counselor completes 
the team, providing existential and ritual aspects to the 
palliative process. This structure is not merely theoretical: 
GAO analysis showed that 15% of hospices had serious 
quality deficiencies in both three-year cycles from 2017 to 
2022. The vast majority of these defects occurred where 
gaps between RN visits or the absence of a qualified social 
worker disrupted the continuous Plan-Do-Study-Act cycle 
(see Fig. 3) (GAO, 2024).

Fig. 3. Hospices with Serious Quality Deficiencies on 
Standard Surveys  (GAO, 2024)

Section 418.114 shifts responsibility for staff competence 
into the domain of management systems: every individual 
with direct patient access must hold a current state license, 
verified before its expiration date, and all clinicians must 
document annual continuing education under accredited 
CEU programs. Accordingly, the HR module is integrated 
with the EHR. Upon entry of license passport data, the 
system automatically issues reminders 60 and 30 days 
before expiration and blocks the employee’s scheduling if 
the license has lapsed. The electronic personnel dossier 
contains scans of the diploma, CEU certificates, and a criminal 
background check. At the same time, the audit log retains the 
history of verifications, providing the inspector with direct 
confirmation of compliance with eCFR requirements (ECFR, 
2025).

Even with a full complement of staff, workload distribution 
remains uneven; therefore, hospices often employ hybrid 
staffing models. Per-diem nurses and contract social 
workers connect via a cloud platform, where medical record 
access is role-based and rates are paid per visit, enabling 
volume expansion during peak weeks without incurring 
fixed overhead. Telechaplain and remote MFT/MHC services 
provide round-the-clock support, reducing travel expenses 
in regions with an average patient density of less than one 
per 50 miles. For the critical RN block, shifts are allocated 
through a float pool mechanism: staff receive a readiness 
premium for deployment to any service area, and the system 
automatically assigns the nearest available specialist if the 
regular coordinator is unavailable. As a result, the core team 
remains compact, while the discipline of license and CEU-
credit tracking—embedded within the HR–EHR framework—
upholds the regulatory principle of being survey-ready at all 
times without increasing administrative burden.

Continuous inspection readiness begins with aggregating 
all compliance evidence—from the signed interdisciplinary 
assessment to the nurse’s license scan—into an electronic 
Survey Binder +. This is not a static file collection but a 
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cloud-based registry that synchronizes with clinical, HR, 
and quality subsystems, automatically attaching a link to the 
relevant CoP paragraph, a timestamp, and the responsible 
party’s name to each document. When the inspector opens 
the portal, they encounter a dynamic dossier in which key 
temporal markers—the nurse’s early visit following hospice 
election, the deadline for completion of the comprehensive 
assessment, and the periodic plan-of-care review—are 
already confirmed, and any omissions are highlighted along 
with corrective actions.

This format also streamlines internal audits. The system 
regularly conducts mock federal surveys: a random sample 
of medical records is processed by the same algorithm used 
by government surveyors, and the results are immediately 
displayed on the quality director’s dashboard. In hospices 
that exhibited serious deficiencies in prior cycles, this 
practice helps identify vulnerabilities before the official 
survey visit.

A dedicated module monitors indicators of financial 
abuse. It analyzes the PEPPER report for unusually high 
rates of live discharges, prolonged late-stage episodes, 
and repeated family refusals of services. Once a measure 
falls outside the safe range, a compliance investigation is 
initiated. This proactive approach aligns with recent CMS 
recommendations, which require immediate reporting of 
suspicions and preparation of a dossier for potential referral 
to law enforcement authorities.

The financial incentive is clear: for a severe deficiency, the 
regulator may impose a daily fine, accruing from the date of 
inspection until official confirmation of corrective action is 
received. Therefore, any missed deadline or missing license 
verification record triggers an escalation chain analogous 
to that for a critical clinical incident. Ultimately, monitoring, 
self-audit, and anti-fraud controls converge into a unified 
digital loop, transforming inspection preparation from a 
one-off stress test into a routine management function.

conclusIon
In conclusion, the integration of CMS Conditions of 
Participation (CoP) requirements into hospice-care processes 
constitutes not merely a regulatory exercise but a strategically 
vital mechanism for ensuring quality, patient safety, and 
the provider’s economic sustainability. The analysis of the 
regulatory evolution demonstrated how the progressive shift 
from formal reporting to outcome-oriented oversight has laid 
the groundwork for flexible yet rigorous Plan-Do-Study-Act 
processes in every clinical setting. A historical perspective 
underscores that only a precise mapping of each clinical and 
managerial operation to a specific paragraph of 42 CFR § 418 
enables a rapid regulatory response and mitigates the risk of 
financial penalties and patient-admission moratoria.

Financial analysis of the hospice-care market and legislative 
incentives (annual rate indexation, penalties for incomplete 
HQRP reporting, and CoP noncompliance) reveals a direct 
correlation between hospice profitability and regulatory 

adherence. The rise in live discharge rates to 19% and 
sanctions of up to $8,500 per day underscore the urgent 
need for digital CoP integration into EHR and BI dashboards. 
Implementing automated reminders for T-48 hours, T-5 
days, and T-15 days, as well as telemedicine modules and 
digital bedside-visit checklists, minimizes the human factor 
and ensures constant survey readiness.

At the operational level, the end-to-end linkage of clinical 
data with regulatory requirements—via LOINC coding for 
HOPE, automated XML report exports, and internal QAPI 
audit algorithms—transforms routine compliance into an 
early warning instrument. Specialized HR–EHR modules 
guarantee the currency of licenses and CEU credits, while the 
survey-ready-always system provides complete transparency 
of all actions to inspectors and hospice leadership. This 
reduces missed requirements under §§ 418.54, 418.56, and 
418.58 to single-digit percentages, elevating the hospice’s 
digital framework from a project to everyday practice.

Thus, CoP integration within the hospice’s digital 
infrastructure is a key determinant of care quality and 
economic efficiency. The establishment of a unified timeline, 
workflow automation, and comprehensive analytics creates 
a competitive advantage, meets CMS and OIG mandates, and 
ensures sustainable program development amid pricing 
and legislative changes. Successful implementation of the 
proposed model lays the foundation for future research on 
the impact of digitalization on hospices’ clinical and financial 
outcomes.
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