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CMS Proposes Regulatory Cut of $2.9 Billion in Hospice Payments: President’s Budget Already Calls for $5.14 Billion Cut

Care & Hospice (NAHC) has confirmed earlier reports that President Bush’s proposed 2009 budget includes a regulatory proposal that would eliminate the budget neutrality adjustment for the hospice wage index. The anticipated savings would be $2.29 billion over five years. This would be in addition to the $5.14 billion cut by freezing hospice reimbursement rates over three years also proposed in the budget. Deputy Administrator for the Centers for Medicare & Medicaid Services (CMS) Herb Kuhn has indicated that the adjustment factor for the hospice wage index is about 24 years old and needs to be addressed. 

CMS informed NAHC that if they go forward with a change in the budget neutrality adjustment for hospice, they would follow the regulatory route and issue a proposed rule using the National Proposed Rulemaking (NPRM) process to be followed by comments and issuance of a final rule. In 1994, as a result of disparity in wages from one geographical location to another, CMS— then the Health Care Financing Administration (HCFA) — established a committee to negotiate a wage index methodology that could be accepted by the industry and the government.

NAHC participated in the Hospice Wage Index Negotiated Rulemaking Committee along with representatives of HCFA and several other hospice stakeholders. On April 13, 1995, the Hospice Wage Index Negotiated Rulemaking Committee signed an agreement for the methodology to be used for updating the hospice wage index. At that time, CMS agreed to continue the same neutrality adjustment factor that was put into place when the benefit was created in 1983. CMS informed NAHC they had left open the option to take this action when they signed the agreement for the methodology to be used for updating the hospice wage index. NAHC is researching the legality of CMS making this Administrative cut. The hospice wage index is updated annually, using the most currently available hospital wage data as well as any changes by the Office of Management and Budget in the core-based statistical areas.

“This is a bold effort to bypass Congress and trim $2.29 billion in Medicare reimbursement to terminally ill Americans who presently qualify for hospice benefits,” stated NAHC President Val J. Halamandaris. “It would be an administrative cut which CMS believes it can implement without hindrance from Congress. NAHC will exert every means available to eliminate these proposed cuts, including an appeal to the Congress to intervene and perhaps also initiating legal action to prevent the Administration from putting the devastating cut into effect,” remarked Halamandaris. NAHC has calculated the state-by-state impact of these cuts. The table is available on NAHC’s website: www.nahc.org

GAO Report on End-of-Life Care

In response to a request from Senator Ron Wyden (D-OR), the Government Accountability Office (GAO) recently released the report, “End-of-Life Care: Key Components Provided by Programs in Four States.” It was noted that approximately 28 percent of all Medicare spending in 1999 went for care provided in the last year of life. A large percentage of this was for institutional services such as hospital inpatient or nursing home care. The GAO was asked to identify examples of programs providing key components of end-of-life care as identified by the Institute of Medicine (IOM) and the Agency for Healthcare Researchand Quality (AHRQ).

In preparation for their study, GAO interviewed the National Association for Home Care & Hospice (NAHC) and others to help them identify programs that delivered such care. The key components were identified as: “care management to coordinate and facilitate service delivery; supportive services, such as transportation, provided to individuals residing in non-institutional settings; pain and symptom management; family and caregiver support such as respite care; communication among the individuals, families, and program staff; and assistance with advance care planning to aid individuals with making decisions about their future care.”

Fourteen states were identified with a high proportion of residents over 65 with low health care service utilization, a high proportion of Medicaid spending for home and community-based services relative to spending for institutional services or a high proportion of individuals using hospice services. The four states selected were: Arizona, Florida, Oregon, and Wisconsin. Interviews were conducted with Program of All-Inclusive Care for the Elderly (PACE) programs in Florida, Oregon, and Wisconsin. PACE integrates Medicare and Medicaid financing, and must provide comprehensive services to individuals age 55 and older who are certified as eligible for nursing home care. The GAO interviewed three providers of the Wisconsin Partnership Program (WPP), a state sponsored program similar to PACE for those over 55 and individuals age 18 and older with physical disabilities certified as eligible for nursing home care. Interviews were conducted with state officials of the Medicaid Arizona Long- Term Care System (ALTCS) which serves those aged 65 and over, blind or disabled individuals, who need ongoing services at a nursing home level of care. In addition, two palliative care programs in each of the four states were interviewed. It was noted that palliative care programs generally do not receive federal or state funding and may have private grants or charitable funding. These programs are designed to improve the quality of a seriously ill person’s life, and support the patient and family during and after treatment. Services may include pain and symptom management, assistance with planning other services, and psychosocial and spiritual support in conjunction with curative care.

They learned that all of the programs used care management, mostly through interdisciplinary teams (IDT), to ensure continuity of care. The PACE IDT is composed of a physician, nurse, social worker, physical therapist, occupational therapist, recreational therapist or activity coordinator, dietitian, PACE adult day center manager, health care aides, and transportation providers. Beneficiaries attend adult day centers where the IDT provides services. The four hospital based palliative care programs they identified use IDTs composed of medical directors, social workers, chaplains, nurses, psychologists, and case managers to coordinate services. Two of the hospice-based palliative care programs had partnerships with local hospitals and use IDTs. Another two hospice-based palliative care programs use IDTs to coordinate medical, nursing, social work, and spiritual services. 

In the ALTCS program, each Medicaid beneficiary has a case manager who helps to obtain necessary services, coordinates services, and consults with other providers. The ALTCS program provides institutional, supportive, and all other medical and long-term care services under one agency.

All of the providers initiate or encourage advance care planning, making decisions about future medical care and sharing information with family members. A PACE provider in Oregon related that they use Physician Orders for Life- Sustaining Treatment (POLST) forms for advance care planning. The POLST forms are physician orders that seem to be more effective in communicating a patient’s preferences, especially across health care settings. It legally protects medical personnel, including emergency medical technicians when they provide an individual’s documented choices in an emergency. Providers in rural areas related difficulties in delivering supportive services because of travel distances, fewer community services, and inability to hire staff.

It was also reported that “physician training and practices can inhibit the provision of pain and symptom management and advance care planning to individuals nearing the end of life. A representative of a hospital-based palliative care provider stated that some physicians are reluctant to refer individuals to the program so that they can receive pain and symptom management, because these physicians do not understand or recognize the need for such care.” They noted that a physician intent on finding the cause of the pain may order extensive diagnostic testing and perform aggressive medical procedures while allowing the pain to go untreated. “Some physicians view providing pain and symptom management as ‘giving up’ on a patient.” The full report is available on GAO’s website: www.gao.gov/new.items/d0866.pdf.
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