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The Hospice FY2020 Proposed
Payment Rule
The FY2020 Hospice Wage Index and Payment Rate Update &
Hospice Quality Reporting Requirements Proposed Rule was issued
April 19, 2019 from the Centers for Medicare & Medicaid Services
(CMS). The deadline for comments ended on June 18, 2019 and the
Final Rule is scheduled for publication in the Federal Register in
August of this year - - Final Rule should be issued in August.

The Hospice FY2020 Proposed
Payment Rule
• Proposed to Eliminate the One-Year “Lag”
• Proposed Rebasing of the CHC, GIP and IRC Payment Rates for FY2020
• Proposed 2.71% Payment Reduction to the Routine Home Care (RHC)
Rates
• Proposed Modification and an Addendum to the Hospice Election
Statement
• Request for Information (RFI) Regarding the Role of Hospice and
Coordination of Care at the End of Life
• Updates to the Hospice Quality Reporting Program (Hospice QRP)
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The Hospice FY2020 Proposed
Payment Rule
• CMS proposes to change the fiscal year used to calculate the hospice
wage index to eliminate the one-year “lag” that currently exist by using the
previous year’s pre-floor, pre-reclassified acute care hospital wage index.
• This means CMS proposes to use the pre-floor, pre-reclassified acute care
hospital wage index for FY2020 instead of FY2019 to calculate the
FY2020 hospice payment rates.
• The Proposed Hospice Aggregate Cap Amount for FY2020 is $29,993.99
(FY2019 Cap value of $29,205.44 updated by 2.7 percent).

The Hospice FY2020 Proposed
Payment Rule
• CMS Proposes to Rebase the per diem rates for 3 of the 4
hospice levels of care by increasing the General Inpatient
(GIP), Continuous Home Care (CHC), and Inpatient Respite
care (IRC) in order to better align payments with the costs
of providing care.
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The Hospice FY2020 Proposed
Payment Rule
Level FY2019 Per Diem
of
Payment Rates
Care

GIP

$743.55

Proposed FY 2019 Wage Index Proposed
Proposed FY
Rebase Payment Standardizatio FY 2020 2020 Payment
Rates
n Factor
Payment
Rates
without the
Update
one year “lag”
$994.45
X 1.0060
X 1.027
$1,027.43

CHC $997.38($40.68/ $1,363.26($56.80/ X 1.0041
hr)
hr)
IRC $172.78
$435.82*
X 1.0049

X 1.027
X 1.027

$1,405.81($58.
58)
$449.78

The Hospice FY2020 Proposed
Payment Rule
•CMS proposes a 2.71% payment reduction to both
tiers of the Routine Home Care (RHC) rates in order
to offset the proposed increases to the CHC, GIP
and IRC payment rates in order to achieve budgetneutrality
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The Hospice FY2020 Proposed
Payment Rule
Level FY2019 Proposed SIA Budget
Proposed
Wage Index
of Per Diem FY 2019
Neutrality Standardization FY 2020
Care Payment Rebase Adjustment Factor without Payment
the one year
Rates Payment
Update
Factor
“lag”
Rates
RHC
days
1-60
RHC
days
61+

Proposed
FY 2020
Payment
Rates

$196.25 $190.93

X 0.9924

X 1.0054

X 1.027

$195.65

$154.21 $150.03

X 0.9982

X 1.0054

X 1.027

$154.63

The Hospice FY2020 Proposed
Payment Rule
•CMS proposes to modify the hospice election
statement content requirements at §418.24(b) to
increase coverage transparency for patients under
a hospice election and facilitate communication
between hospices and non-hospice providers.
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The Hospice FY2020 Proposed
Payment Rule
CMS included the following concerns in the proposed rule:
• If patients are being adequately informed about the scope of
services covered under the Medicare hospice benefit and
• Whether patient rights are being fully promoted and protected and
• Currently reported poor or absent communication between hospice
and non-hospice providers needed to ensure coordination of all
reasonable and necessary services for Medicare hospice
beneficiaries

The Hospice FY2020 Proposed
Payment Rule
The Additions to the Hospice Election Statement would include:
• Information about the holistic, comprehensive nature of the Medicare hospice benefit.
• A statement that, although it would be rare, there could be some necessary items, drugs,
or services that will not be covered by the hospice because the hospice has determined
that these items, drugs, or services are to treat a condition that is unrelated to the
terminal illness and related conditions.
• Information about beneficiary cost-sharing for hospice services.
• Notification of the beneficiary’s (or representative’s) right to request an election statement
addendum that includes a written list and a rationale for the conditions, items, drugs, or
services that the hospice has determined to be unrelated to the terminal illness and
related conditions and that immediate advocacy is available through the BFCC-QIO if the
beneficiary (or representative) disagrees with the hospice’s determination.
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The Hospice FY2020 Proposed
Payment Rule
CMS Proposes additional actions Requiring an Addendum to the Election
Statement that includes:
• Hospices would be required to provide the election statement addendum in writing, to
the beneficiary (or representative), non-hospice providers that are treating such
conditions and/or Medicare contractors, if requested.
• Hospices would be required to provide the addendum, if requested, at the time of
hospice election within 48 hours and immediately if requested during the course of
hospice care. If there is a request for the addendum then the presents of the signed
addendum/updated addendum in the medical record would be required as a new
condition for payment.
• Hospices would be required to issue an updated addendum to the beneficiary if
changes in the plan of care determine new illness or condition has arisen and must
reflect whether or not items, services and supplies related to the new illness or
condition will be provided by the hospice.

The Hospice FY2020 Proposed
Payment Rule
CMS Proposes additional actions Requiring an Addendum to the
Election Statement that includes:
• CMS included hospices can develop/design the addendum to meet their
needs, similar to how hospice develop their own election statement
however, the addendum MUST be titled, “Patient Notification of Hospice
Non-covered Items, Services and Drugs” with the specific content required
in the addendum outlines in the rule.
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The Hospice FY2020 Proposed
Payment Rule
CMS Proposed Addendum to the Election Statement would include:

Name of the hospice
Beneficiary’s name and hospice medical record identifier
Identification of the beneficiary’s terminal illness and related conditions
A list of the beneficiary’s current diagnoses/conditions present on hospice
admission (or upon plan of care update, as applicable) and the associated items,
services, and drugs, not covered by the hospice because they have been
determined by the hospice to be unrelated to the terminal illness and related
conditions
• A written clinical explanation, in language the beneficiary and his/her
representative can understand, as to why the identified conditions, items, services,
and drugs are considered unrelated to the terminal illness and related conditions
•
•
•
•

The Hospice FY2020 Proposed
Payment Rule
CMS Proposed Addendum to the Election Statement would include:
• References to any relevant clinical practice, policy, or coverage guidelines.
• Information on the Purpose of the Addendum and the Right to immediate
advocacy.
• Name and signature of Medicare hospice beneficiary (or representative) and
date signed, along with a statement that signing this addendum (or its
updates) is only acknowledgement of receipt of the addendum (or its updates)
and not necessarily the beneficiary’s agreement with the hospice’s
determinations.
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The Hospice FY2020 Proposed
Payment Rule
Information on the Purpose of the Addendum and the Right to immediate advocacy.
a. Purpose of Addendum
i. The purpose of the addendum is to notify the hospice beneficiary (or
representative) of those conditions, items, services, and drugs the hospice will not be
covering because the hospice has determined they are unrelated to the beneficiary’s
terminal illness and related conditions.
ii. The addendum is subject to review and shall be updated, as needed, when the
plan of care is updated in accordance with §418.56. The hospice will provide these
updates, in writing, to the beneficiary (or representative).
b. Right to Immediate Advocacy.
The addendum must include language that immediate advocacy is available through the
BFCC-QIO if the beneficiary (or representative) disagrees with the hospice’s
determination.

The Hospice FY2020 Proposed
Payment Rule
As part of the proposed rule, CMS has issued a Request for
Information (RFI) Regarding the Role of Hospice and Coordination of
Care at the End-of-Life. CMS is requesting recommendations on ways
to include hospice in other care delivery models outside of the
traditional Medicare fee-for-service (FSS) which is currently the only
way the Medicare hospice benefit is available.
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The Hospice FY2020 Proposed
Payment Rule
Updates to the Hospice Quality Reporting Program (HQRP)-CMS is seeking
input on measure concepts and/or actual quality measures along with
public comment on Claim-Based and Outcome Quality Measure
Development for Future years.
Updates to the Hospice Quality Reporting Program (HQRP)
• CMS has identified two “high priority” areas to be addressed by claims-based
measure development: “Potentially avoidable hospice care transitions” and
“Access to levels of hospice care measure”. CMS is seeking public comment on
ways to further develop these two measure concepts and different measure
concepts that fall under these “high priority” areas.

Physician Assistant As The Hospice
Attending
A physician assistant (PA) can be the patient’s chosen hospice
attending physician effective January 1, 2019.

The Physician Assistant (PA) CANNOT:
•
•
•
•

Certify/recertify hospice patients
Perform the Face-to-Face encounter
Fulfill the physician role on the IDG
Prescribe Medications for hospice patients
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The Hospice FY2020 Proposed
Payment Rule
CMS is migrating to a new internet Quality Improvement and
Evaluation System (iQIES) that will enable real-time upgrades, and
CMS is designating that system as the data submission system for
the Hospice QRP.
Effective October 1, 2019, CMS proposes to notify the public of any
changes to the CMS-designated system in the future using subregulatory mechanisms such as web page postings, listserv
messaging, and webinars.

Questions & Contact Information
Melinda A. Gaboury, COS-C
Chief Executive Officer
Healthcare Provider Solutions, Inc.
810 Royal Parkway, Suite 200
Nashville, TN 37214
615-399-7499 Phone
info@healthcareprovidersolutions.com
www.targetedprobeandeducate.com
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Hospice Staff Compensation & Improving
Productivity & Case Capacity
Liz Zink-Pearson Esq.
Pearson & Bernard PSC.

Hospice Staff Compensation:
Introduction
• Compensation reflects a variety of issues
• Compensation models (hourly, salary, per-visit) have inherent incentives/dis-incentives
• Goal = Incentivize productivity without sacrificing quality
• All models require some management/some more than others

• First getting it right legally!
• Compliance with MW, OT & Exempt Status (State & Federal)

• Compensation & Productivity/Caseload
• Bonus structure to incentivize
• Bonus structure depends on pay model
• Salary vs. Per Visit
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Hospice Staff Compensation
Issues Impacting Setting Wages
• Compensation must be competitive
to retain staff
• Including raises for length of service

• Compensation model should
promote established productivity
quotas/standards
• NHPCO - median 11 patient case load
for Case managers

• Compensation should promote
quality/outcomes

Hospice Staff Compensation
Model Incentives
• Hourly pay
• Allows employee to take as much time as she/he wants/needs on visit
• Management must rely on what employee reports
• Overtime pay required

• Salary
• Allows employee to take as much time on visits as wanted or needed
• Work only enough to meet quotas or not – no harm to employee
• No Overtime

• Per-Visit
• The more visits/the more compensation
• Increased caseload
• No overtime if state law permits & if done correctly
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Hospice Staff Compensation
Models Dis-incentives
• Hourly
• No incentive to be efficient in performance of visits
• Doesn’t differentiate pay for non-productive v. productive staff
• May require policing by management to assure efficiency & productivity

• Salary
• No incentive to be efficient in performance of visits
• Dis-incentivized to take new cases
• May require policing also

• Per-Visit
• Dis-incentivizes visit efficiency – more visits/more money
• Taking time with patient & family, thorough documentation & post-visit activities (calling
Dr, communicating with other clinicians etc.)

Hospice Staff Compensation:
Legal Compliance
• FLSA sets base rules to assure compliance with minimum wage &
overtime requirements
• Required to pay MW & OT to non-exempt employees = clerical/non-managers, LPN’s,
PTA’s, COTA’s, Aides
• MSW’s – it depends. Must have 4 yr. + degree in “human behavioral science” or
Masters in social work.”
• Exempt employees include Executive, Administrative or Professional (includes RN’s in
most states)
• Must meet exempt “job duties” and required compensation models

• State laws can require more or trump the FLSA exemptions or pay
requirements – more favorable to employees.
• RN’s not qualified for professional exemption in CA.
• RN’s have to be paid a salary to be exempt from OT in IL.
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Hospice Staff Compensation
Legal Compliance
• If state law allows – RN’s, PT’s, OT’s, ST’s and possibly MSW’s can be
exempt from overtime under Professional exemption if paid correctly.
• Under FLSA a professional exempt employee must be paid either a salary
or on a fee basis:
• Salary = a lump sum payment for all hours worked in a workweek regardless of the
quantity or quality of the work.
• With salary – can pay extra for extra work like on-call on “fee” basis (not hourly)
• Fee payment – per visit pay recognized by courts as valid “fee” if:
• Agreed upon (in writing)
• Fee is defined – what per visit fee is paying for including travel time, documentation,
calls etc.
• Fee is for completion of a single task = the visit

Hospice Staff Compensation:
Legal Compliance –
Exemptions from OT
• Employer must assure exemption
applies “plainly & unmistakably”
• Depends on characteristics of actual
work performed & pay model
• RN working at McDonalds=non-exempt
work
• Hourly pay – almost always non-exempt

• White Collar exemptions
• Executive, Administrative & Learned
professional

• Other:
• Outside sales & Computer
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Hospice Staff Compensation:
Legal Compliance - Exemptions
• Executive
• Work/”Primary Duty” managing business or department of business,
• Hires and fires, and
• Directs work of 2 or more employees
• Paid salary that meets minimum amount of $455 a week
• Examples – Administrator, DON/Clin. Mgr., CEO & other C-Suite, Bus.
Dev Manager, IT Supervisor

Hospice Staff Compensation –
Legal Compliance - Exemptions
• Administrative (Most tricky)
• Primary duty performing office or non-manual work directly related to
management of general business of employer or employer’s customers
• Look at character of job inclusions
• ability to exercise discretion and independent judgment on significant
matters;
• the importance of the exempt duties compared to other job duties;
• amount of time spent in each type of work
• relative freedom from direct supervision
• Paid salary of fee basis = $455 a week
• Example – QA Manager, Revenue Cycle Mgr., Compliance Officer
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Hospice Staff Compensation
Legal Compliance - Exemptions
• Professional Exemption
• Professional credentials = advanced degree in field of science or learning (4 yr. +)
• Licensed
• Knowledge acquired by prolonged course of specialized instruction
• Work must require advanced knowledge
• Paid salary or fee - $455 a week
• Example: RN (not LPN), PT, OT & SLP (not Assistants) & SW = > 4 yr. degree.

Hospice Staff Compensation
Legal Compliance –
Exempt Pay Models
• Salary Payment Rule:
• Regularly paid a predetermined amount for all or part of compensation
that is not subject to reduction based on quality or quantity of work.
• Can pay extra for extra work beyond normal workweek
• Extra pay can be in any form – hourly or fee (per visit)

• Salary paid as long as employee is willing and able to work
• No deductions for lack of work; not doing/submitting paperwork or doing
so late
• Paid salary regardless of number days or hours worked in any 7 day
workweek – but can be reduced for:
• Absences of a day or more for personal (not medical) reasons;
• Absences that are subject to a bona fide sick/PTO FMLA policy
• Penalties imposed for violations of workplace conduct or safety rules
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Hospice Staff Compensation
Legal Compliance –
Exempt Pay Models
• Fee/Per-Visit Pay
• Payment of an agreed sum for a single job or “task” regardless of time
spent on job
• Each job must be unique;
• Cannot be based on number of hours spent but can vary by intensity or
skill of service, i.e., wound care or infusion;
• Aggregate fee payment for workweek must = $455;
• All “tasks” or jobs must be paid by fee;
• Must have time records for all time spent on task/job which can/should
include travel time & documentation & visit follow-up calls, lab drops
etc.

Hospice Staff Compensation
Legal Compliance –
Other Exemptions
• Outside Sales – Marketers
• #1 – Never 1099; OIG views 1099 marketers as patient recruiters &
you lack control of what they do
• Can pay anyway – but assure it’s a reasonable compensation model
that properly rewards work
• Computer/IT Staff – system analysts, programmer or software engineer
• Pay either hourly ($27.63 or more) or salary ($455)
• Primary duty test includes higher level IT duties
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Hospice Staff Compensation
Legal Compliance –
Non-Compliance Costly
• Employment attorneys actively litigating violations
• FLSA includes penalty for violation at 2 x overtime due and attorney fees; can
be 3 x overtime if willful violation
• Recent – large number of class, “Collective” actions litigated for all similarly
paid employees of employer
• Gentiva litigation
• But: recent Supreme Court decision in Epic Systems allows employers to
implement individual arbitration agreements with employees to force
employee on his/her own to arbitrate a claim foreclosing participation in
Class action.
• Must be actual agreement in job offer or otherwise; not just arbitration
clause in personnel policies

Hospice Staff Compensation
Legal Compliance – Wrap Up
Non-exempt & exempt per-visit employees – must have time records
Minimum salary amount $455 likely to increase
Salary employees – only deductions for personal time & per FMLA & leave policy
Fee basis employees –
• Job Description outlines all components of job/task including documentation,
travel time between visits, lab drops, telephone calls with Dr etc. and is agreed
to and signed by employee
• Case conferences, inservices etc. paid on FEE BASIS
• State Law
• May have additional requirements for overtime
• i.e., Ky & some other states requires overtime for the 7th consecutive workday
in a workweek
• California – crazy laws! Including mandatory mileage
•
•
•
•
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Hospice Staff Compensation
Aligning Compensation with
Business Goals
• Agency Goals include:
• Quality
• Clinical outcomes
• Patient satisfaction
• Compliance
• Timely/thorough documentation
• Reduced audit risk
• Cost-Efficiency/Financial
• Cost-efficient plans of care/services
• Managing utilization for outcomes
• Higher caseloads

• Compensation should include incentive to
be efficient without impacting quality
• Salary with quota expectation
• Per-visit pay with monitoring/managing
# of visits
• Compensation should promote overall
compliance
• Assure quality documentation done in
home!
• Compensation should incentivize
productivity
• Bonuses/Rewards for individual
productivity

Hospice Staff Compensation
A Model that Works for You !
• Depends on your agency culture & business goals
• Balancing quality & cost efficiency
• Staff should be informed of goals & buy-in
• Must manage & monitor all models for goals
• Review/audit productivity/efficiency & quality
regularly
• Engage staff with incentives
• Involve IDG oversight?
• Monthly or Quarterly productivity bonuses tied
to cost-efficient services &/or quality
• Bonuses should be discretionary depending on
your bottom line
• Other rewards – gift cards etc. to keep staff
engaged
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Hospice Staff Compensation:
Conclusion
• No one compensation model solves all
issues
• All have incentives & disincentives
that impact your business
• Importance of staff understanding &
engagement
• Need the carrot
• Assure compliant compensation model
• Questions???

Hospice Compensation
• THANK YOU!
• Please Note:
• This presentation was intended to provide education and was not
intended to provide specific legal opinions on the matters discussed.
In all cases, counsel should be consulted on individual legal questions
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Palliative Care Services &
Update on CMMI Demonstration
Thomas Boyd – Simione Healthcare Consultants

Palliative Care Continues It’s Annual Growth
Trend, According to Latest Center to
Advance Palliative Care Analysis
Palliative care in U.S. hospitals has increased yet again this year, according
2018 Palliative Care Growth Snapshot issued by the Center to Advance
Palliative Care (CAPC). The prevalence of hospitals (50 or more beds) with a
palliative care team increased from 658 to 1,831–a 178% increase from
2000 to 2016.
The rise in prevalence of palliative care in U.S. hospitals has been steady over
the last 16 years. In 2000, less than one-quarter of U.S. hospitals (658) had a
palliative care program, compared to three quarters (1,831) in 2016.
The Center to Advance Palliative Care (CAPC)
www.capc.org

46
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Home-Based Palliative Program is Sentara’s
Answer to Post-Acute Care Gaps
While palliative care is often considered a hospital‐based extension of
hospice, one health system is using it to fill the gaps in its home‐based service
offerings. Sentara Healthcare is partnering with Turn‐Key Health to make it
happen. The new advanced illness services program uses predictive analytics
to identify and enroll patients with a higher risk
https://homehealthcarenews.com/2019/06/home‐based‐palliative‐program‐is‐sentaras‐
answer‐to‐post‐acute‐care‐gaps/
Home Health Care News – 6/23/2019
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CMMI – CMS Innovation Center
https://Innovation.cms.gov
Primary Care First Model Options
Primary Care First Model Options is a set of voluntary five-year payment
options that reward value and quality by offering an innovative payment
structure to support delivery of advanced primary care. In response to
input from primary care clinician stakeholders, Primary Care First is based
on the underlying principals of the existing CPC+ model design: prioritizing
the doctor-patient relationship; enhancing care for patients with complex
chronic needs and high need, seriously ill patients, reducing administrative
burden, and focusing financial rewards on improved health outcomes.
48
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CMMI – CMS Innovation Center
https://Innovation.cms.gov
Primary Care First Model Options
Primary Care First Model Options will be offered in 26 regions for a 2020
start date: Alaska (statewide), Arkansas (statewide), California (statewide),
Colorado (statewide), Delaware (statewide), Florida (statewide), Greater
Buffalo Region (New York), Greater Kansas City Region (Kansas and
Missouri), Greater Philadelphia Region (Pennsylvania), Hawaii (statewide),
Montana (statewide), Nebraska (statewide), New Hampshire (statewide), New
Jersey (statewide), North Dakota (statewide), North Hudson-Capital Region
(New York), Ohio and Northern Kentucky Region (statewide in Ohio and
partial state in Kentucky), Oklahoma (statewide), Oregon (statewide), Rhode
Island (statewide), Tennessee (statewide), and Virginia (statewide)
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CMMI – CMS Innovation Center
https://Innovation.cms.gov
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CMMI – CMS Innovation Center
https://Innovation.cms.gov
Background
Primary care is central to a high-functioning healthcare system and thus, there is an urgent need to preserve and strengthen primary care
as well as a need for support of serious illness care services for Medicare beneficiaries.
Primary Care First addresses these needs by creating a seamless continuum of care and accommodates a continuum, of interested
providers. The payment options test whether delivery of advanced primary care can reduce total cost of care, accommodating practices at
multiple stages of readiness to assume accountability for patient outcomes. Primary Care First will focus on advanced primary care
practices ready to assume financial risk in exchange for reduced administrative burdens and performance-based payments.
Through a second payment model option, Primary Care First also encourages advanced primary care practices, including providers whose
clinicians are enrolled in Medicare who typically provide hospice or palliative care services, to take responsibility for high need, seriously ill
beneficiaries who currently lack a primary care practitioner and/or effective care coordination – population groups referred to under the
model as the Seriously Ill Population or SIP.
Primary Care First prioritizes patients by emphasizing the doctor-patient relationship. The model aims to improve the experience for
beneficiaries by reducing administrative burdens so practitioners can spend more time with patients. The Centers for Medicare &
Medicaid Services (CMS) will prioritize patient choice in the assignment of Medicare beneficiaries to Primary Care First practices.
51

CMMI – CMS Innovation Center
https://Innovation.cms.gov
Model Design
Primary Care First reflects a regionally-based, multi-payor approach to care delivery and payment. Primary
Care First fosters practitioner independence by increasing flexibility for primary care, providing participating
practitioners with the freedom to innovate their care delivery approach based on their unique patient
population and resources. Primary Care First rewards participants with additional revenue for taking on limited
risk based on easily understood, actionable outcomes.
In Primary Care First, CMS will use a focused set of clinical quality and patient experience measures to assess
quality of care delivered at the practice. A Primary Care First practice must meet standards that reflect quality
care in order to be eiligible for a positive performance-based adjustment to their primary care revenue. These
measures were selected to be actionable, clinically meaningful, and aligned with CMS’s broader quality
measurement strategy. Measures include a patient experience of care survey, controlling high blood pressure,
diabetes hemoglobin A1c poor control, colorectal cancer screening, and advance care planning.
52
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CMMI – CMS Innovation Center
https://Innovation.cms.gov
Model Goals
Primary Care First aims to improve quality, improve patient experience of care, and reduce
expenditures. The model will achieve these aims by increasing patient access to advanced
primary care services, and has elements specifically designed to support practices caring
for patients with complex chronic needs or serious illness. The specific approached to care
delivery will be determined by practice priorities. Practices will be incentivized to deliver
patient-centered care that reduces acute hospital utilization. Primary Care First is oriented
around comprehensive primary care functions: (1) access and continuity; (2) care
management; (3) comprehensiveness and coordination; (4) patient and caregiver
engagement, and (5) planned care and population health.
53
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https://Innovation.cms.gov
Model Goals
Primary Care First aims to be transparent, simple, and hold practitioners accountable by:
Providing payment to practices through a simple payment structure, including:
a payment mechanism that allows care to be driven by clinicians rather than administrative requirements and
revenue cycle management;
a population-based payment to provide more flexibility in the provision of patient care along with a flat primary
care visit fee; and
a performance based adjustment providing an upside of up to 50% of revenue as well as a small downside
(10% of revenue) incentive to reduce costs and improve quality, assessed and pad quarterly.
Providing practice participants with performance transparency, through practitioner-identifiable information on their
own and other practice participants’ performance to enable and motivate continuous improvement.
Primary Care First provides the tools and incentives for practices to provide comprehensive and continuous care, with a
goal of reducing patients’ complications and overutilization of higher cost settings, leading to higher quality of care and
54
reduced spending.
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CMMI – CMS Innovation Center
https://Innovation.cms.gov
Participation
The general Primary Care First payment model option is designed for primary care practices with advanced primary care capabilities that
are prepared to accept increased financial risk in exchange for flexibility and potential rewards based on practice performance. Eligible
applicants are primary care practices that:
 Are located in one of the selected Primary care First regions.
 Include primary care practitioners (MD, DO, CNS, NP, and PA). Certified in internal medicine, general medicine, geriatric medicine, family
medicine, and hospice and palliative medicine.
 Provide primary care health services to a minimum of 125 attributed Medicare beneficiaries at a particular location.
 Have primary care services account for at least 70% of the practices’ collective billing based on revenue. In the case of a multi-specialty
practice, 70% of the practice’s eligible primary care practitioners’ combined revenue must come from primary care services.
 Have experience with value-based payment arrangements or payments based on cost, quality, and/or utilization performance such as
shared savings, performance-based incentive payments, and episode-based payments, and/or alternative FFF payments such as full or
partial capitation.
 Use 2015 Edition Certified Electronic Health Record technology (CEHRT), support data exchange with other providers and health systems
via Application Programming Interface (API), and connect to their regional health information exchange (HIE).
 Attest via questions in the Practice Application to a limited set of advanced primary care delivery capabilities, sucjh as 24/7 access to a
practitioner or nurse call line and empanelment of patients to a practitioner or care team.
55
 Can meet the requirements of the Primary Care First Participation Agreement.

CMMI – CMS Innovation Center
https://Innovation.cms.gov
Participation
Eligible practitioners (that each practice applicant must identify by NPI in its
application) are those in internal medicine, general medicine, geriatric medicine,
family medicine, and/or hospice and palliative medicine. CMS may reject an
application on the basis of the results of a program integrity screening.
CMS will also encourage other payers – including Medicare Advantage Plans,
commercial health insurers, Medicaid managed care plans, and State Medicaid
agencies – to align payment, quality measurement, and data sharing with CMS in
support of Primary Care First practices.
56
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CMMI – CMS Innovation Center
https://Innovation.cms.gov
Seriously Ill Population Option Participation
CMS will attribute Seriously Ill Population (SIP) patients lacking a primary care practitioner or care coordination
to Primary Care First practices that specifically opt to participate in this payment model option. Practices may
limit their participation in Primary Care first to exclusively caring for SIP patients, but in order to do so, such
practices must demonstrate in their applications that they have a network of relationships with other care
organizations in the community to ensure that beneficiaries can access the care best suited to their longerterm needs.
To participate in the SIP payment option, practices that demonstrate relevant capabilities and care experience
in their application will have the option when they apply to agree to be attributed and furnish services to the
SIP patients that CMS identified in their service area who express interest in the model. These practiced will
then be responsible for reaching out to these patients with a focus on ensuring that there care is coordinated
and that SIP patients are clinically stabilized. Practices will also be allowed on a case-by-case basis to accept
patients into SIP who are referred to the practice and deemed eligible by CMS.
57

CMMI – CMS Innovation Center
https://Innovation.cms.gov

Seriously Ill Population Option Participation
Payment for SIP patients differs from that established under the general payment option for
Primary Care First. Payment amounts for SIP patients will be set to reflect the high need,
high risk nature of the population as well as include an increase or decrease in payment
based on quality.
Clinicians enrolled in Medicare who typically provide hospice or palliative care services (e.g.,
those affiliated with a hospice, palliative care or similar organization) are eligible to care
exclusively for SIP patients, either by participating in the model as a practice or by partnering
with a Primary Care First participating practice that includes these practitioners on its
practitioner roster.
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CMMI – CMS Innovation Center
https://Innovation.cms.gov
Timelines
CMS anticipates releasing a Request for Application in spring 2019 for the first cohort of payers and practices.
Practices and payers will begin participation in the model in January 2020.
We anticipate accepting another round of Primary Care First applications during 2020, and that any practices accepted
to participate in Primary Care First during 2020 would begin participation in the model in January 2021.
The SIP payment model option will also follow this timeline.
Additional eligibility details will be available in the forthcoming Primary Care First Request for Applications (RFA) and
Solicitation for Payer Partnership.
Stay up to date on the latest Primary Care First Model Options updates by subscribing to the PCF Model Options
listserv.
https://public.govdelivery.com/accounts/USCMS/subscriber/new?topic_id=USCMS_12520
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CMMI – CMS Innovation Center
https://Innovation.cms.gov

CMS hosted webinars on the following dates for interested stakeholders:
https://innovation.cms.gov/initiatives/primary-care-first-model-options/
Payment Webinar (June 27, 2019)
Seriously Ill Population Webinar (July 10, 2019)
Information Webinar Series (April 30 & May 16, 2019)
Slides (PDF)

Stay up to date on the latest Primary Care First Model Options updates by subscribing to the
PCF Model Options listserv.
https://public.govdelivery.com/accounts/USCMS/subscriber/new?topic_id=USCMS_12520
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Financial Accounting for Hospice
Thomas Boyd – Simione Healthcare Consultants

MedPAC
• The March 2019 MedPAC Report can be secured at
http://www.medpac.gov/docs/defaultsource/reports/mar19_medpac_entirereport_sec.pdf?
sfvrsn=0
Chapter 12 is Hospice Services
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MedPAC Recommendations: 2019
• Home Health

• Cut base rate by 5%

• Hospice

• Reduce inflation update by 2%

63

Medicare Hospice Payment Categories
and Rates
Category

Description

Percent of Hospice Days,
2017

Routine Home Care

Home care provided on a typical day: Days 1-60
Home care provided on a typical day: Days 61+

98.0 %

General Inpatient Care

Inpatient care to treat symptoms that cannot be managed
in another setting

1.5 %

Continuous Home Care
Inpatient Respite Care

Home care provided during periods of patient crisis
Inpatient care for a short period to provide respite for
primary caregiver

0.2 %
0.3 %
MedPac March 2019
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Percent of Medicare Decedents
Who Use Hospice
Category

2000

2017

All Beneficiaries

22.9%

50.4 %

MedPac March 2019
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Hospice Expenditures and
Average Length of Stay
Category

2000

2017

Number of hospice users (in Millions)

0.534

1.492

Total spending (in Billions)

$2.9

$17.9

Average length of stay among decedents (in
Days)

53.5

88.8

Median length of stay among decedents (in
Days)

17

18

MedPac March 2019
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Number of Hospices
Category

2000

2017

2,255

4,488

For Profit

674

3,097

Nonprofit

1,324

1,230

257

160

1,069

3,519

Hospital Based

785

471

Home Health Based

378

475

22

22

All Hospices

Governmental
Freestanding

SNF Based
MedPac March 2019
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Number of Hospices
Category
All Hospices
Freestanding
Home Health Based

2010

2016

Share of Hospices 2016

7.4%

10.9%

100%

13.9

77

10.7
3.4

6.2

11

Hospital Based

-17.1

-16.7

11

For Profit (all)

12.3

16.8

67

13.4

17.6

60

Freestanding
Non-Profit (all)

2.9

2.7

29

7.6

6.4

15

Urban

7.7

11.4

79

Rural

4.6

6.2

21

Freestanding

MedPac March 2019
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Hospice Payment Rate
The rebased payment rates are substantially derived from cost report data. The following is
a comparison of 2019 national payment rates compared to those proposed for 2020:
LOC

2019 RATE

2020 PROPOSED RATE

RHC (days 1-60)

$196.25

$195.65

RHC (days 61+)

$154.21

$154.63

CHC

$997.38

$1,405.81

IRC

$176.01

$449.78

GIP

$758.07

$1,027.43
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Importance of Cost Reporting Validated
• Cost/Day based on 2015 Cost Report submissions:
o Routine home care

$125/day

o General inpatient care

$793/day

o Inpatient respite care

$481/day

o Continuous home care

$48/hour

• Average payments are:
o Routine home care

$159/day

o General inpatient care

$709/day

o Inpatient respite care

$165/day

o Continuous home care

$39/hour

MedPAC continues, “These data suggest that
a rebalancing of the payment rates for the
four (4) levels of care may be Warranted.”
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Hospice Cost Reports w/Missing
Information in Worksheet A – Column 7
Capital Related Costs – Building and Fixtures

Line 1

17.13 %

Employee Benefits

Line 3

13.80 %

Administrative & General

Line 4

0.29 %

Plant Operations and Maintenance

Line 5

45.16 %

Volunteer Services Coordination

Line 13

37.71 %

Pharmacy

Line 14

12.47 %

Registered Nurse

Line 28

1.22 %

Hospice Aide and Homemaker Services

Line 37

2.69 %

Durable Medical Equipment / Oxygen

Line 38

11.65 %

Labs Diagnostics

Line 41

22.83 %
71

Hospice Accounting
Non‐Reimbursable
WS A, Line 67 – Advertising
This cost center includes costs of nonallowable community education, business development,
marketing and advertising (see CMS Pub. 15‐1, chapter 21, sec 2136).

Note
The importance and allowability of Home Health Coordination Activities (PRM 15 Part 1 Section
2113.1) and Education and Liaison Activities (PRM 15 Part 1 Section 2113.4) has been
overlooked. Many providers admittedly have these functions and costs combined with, or
classified to be, marketing. This common treatment of commingling functions and costs is
causing the underreporting of allowable Medicare costs and is made worse by the allocation of
overhead costs via the cost report.
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Hospice Accounting
Reimbursable
WS A, Line 34 – Spiritual Counseling
This cost center includes the cost of spiritual counseling services. Costs for non‐reimbursable activities in this cost
center must be reclassified to the appropriate non‐reimbursable cost center.
WS A, Line 33 – Medical Social Services
This cost center includes the cost of the medical social services defined in CMS Pub. 100‐02, chapter 9, sec 40.1.2.
Costs for non‐reimbursable activities included in this cost center must be reclassified to the appropriate non‐
reimbursable cost center.

Non‐reimbursable
WS A, Line 60 – Bereavement Program
This cost center includes the cost of bereavement services, defined as emotional, psychosocial, and spiritual
support and services provided before and after the death of the patient to assist with grief, loss, and adjustment
(42 CFR 418.3). Bereavement counseling is a required hospice service, but it is not reimbursable (see Sec
1814(I)(I)(A) of the Act).
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Hospice Accounting
WS A, Line 13 – Volunteer Service Coordinator
This cost center includes the cost of the overall coordination of service
volunteers including their recruitment and training costs of volunteers.
WS A, Line 61 – Volunteer Program
This cost center includes costs of volunteer programs. (See CMS Pub 15‐1,
chapter 7.)
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Volunteers
• Volunteer Service Coordination-Hours of service
o Under the Conditions of Participation a hospice provider is required to maintain

records on the use of volunteers for patient care and administrative services,
including the type of services and time worked. Refer to 42 CFR 418.78.
 Volunteers must provide day-to-day administrative and/or direct patient care
services in an amount that, at a minimum, equals 5 percent of the total patient
care hours of all paid hospice employees and contract staff.

o While there is no formal reporting requirement to CMS, providers will be required to
produce this information on survey.
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Hospice Accounting
Reimbursable
WS A, Line 15 – Physician Administrative Services

This cost center includes the costs for physicians’ administrative and general supervisory activities that are included in the hospice
payment rates. These activities include participating in the establishment, review and updating of plans of care, supervising care and
services, conducting required face‐to‐face encounters for recertification, and establishing governing policies. These activities are
generally performed by the physician serving as the medical director and the physician member of the interdisciplinary group. Nurse
practitioners may not serve as or replace the medical director physician member of the interdisciplinary group.
WS A, Line 26 – Physician Services

This cost center includes the costs incurred by the hospice for physicians, or nurse practitioners providing physician services, for
direct patient care services and general supervisory services, participation in the establishment of plans of care, supervision of care
and services, periodic review and updating of plans of care, and establishment of governing policies by the physician member of the
interdisciplinary group. (See 42 CFR 418.304.) Reclassify the cost for the portion of time physicians spent on general supervisor
services or other hospice administrative activities to Physician Administrative Services (line 15). This cost center must not include
costs associated with palliative care or other non‐reimbursable physician services. Those non‐reimbursable physician services must
be reported in the appropriate non‐reimbursable cost center.
76
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Hospice Accounting
Physicians
Non‐Reimbursable
WS A, Line 64 – Palliative Care Program
This cost center includes costs of palliative care provided to non-hospice patients. This includes
physician services.
WS A, Line 65 – Other Physician Services
This cost center includes costs of other physician services that are provided outside of a palliative care
program to non-hospice patients.
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Hospice reimbursable or non-reimbursable ?
Therapies
Art
Music
Pet
Massage
Reimbursable
Worksheet A, Line 16 Other General Services (specify)
Worksheet A-1, A-2, A-3, A-4 , Line 46 Other Patient Care Service (specify)
Non-reimbursable
Worksheet A , Line 71 Other Non-reimbursable (specify)
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40.1.9 – Other Items and Services

(Rev. 188, Issued: 05-01-14; Effective: 08-04-14; Implementation: 08-04-14)

“Any other item or service which is included in the plan of care and for
which payment may otherwise be made under Medicare, in accordance
with title XVIII of the Social Security Act, is a covered service under the
Medicare hospice benefit. The hospice is responsible for providing any and
all services indicated in the plan of care as reasonable and necessary for
the palliation and management of the terminal illness and related
conditions.”

79

Chart of Accounts
Uniform Chart of Accounts for Industry
The National Association for Home Care & Hospice and the Home Care & Hospice
Financial Managers Association released The Uniform Chart of Accounts. The
purpose of creating a uniformity of financial reporting, Medicare cost reporting
and financial analysis will allow for accurate data collection and analysis that can
be used for improved business management and in advocacy efforts with the
Center for Medicare and Medicaid Services (CMS) and Congress. The Uniform
Chart of Accounts provides for all product lines that are considered to be included
under their umbrella of Home Care.
http://hhfma.org/memberresources/
80
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Medicare Home Office Cost Statement
(HOCS)
• 41684-5 Federal Register /Vol. 83, No. 160 / Friday August 17, 2018 / Rules and
Regulations (excerpt)
• In addition, there are home offices or chain organizations that are not
completing a Home Office Cost Statement to support the costs they are
allocating to the provider cost reports. Lack of this documentation should
result in a disallowance of costs. It is our understanding that some providers
paid under a PPS mistakenly believe that a Home Office Cost Statement is no
longer required. However, the home office costs reported in the provider’s
cost report may have an impact on future rate-setting and payment refinement
activities.
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Medicare Home Office Cost Statement
(HOCS)
• PRM 15, Part II, Section 3900 (excerpt)
• For Medicare and/or Medicaid purposes, a chain organization consists of a
group of two or more health care facilities or at least one health care facility
and any other business or entity owned, leased, or, through any other device,
controlled by one organization. Chain organizations include, but are not
limited to, chains operated by proprietary organizations and chains operated
by various religious, charitable, and governmental organizations. A chain
organization may also include business organizations engaged in other
activities not directly related to health care.
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Questions

Contact Information
Thomas Boyd, MBA, CFE, CHFP
Vice President of Reimbursable Services
Simione Healthcare Consultants, LLC
tboyd@Simione.com
800-949-0388, Ext 206
www.Simione.com
84
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navigating the medicare hospice
cost report – lessons learned
Dave Macke – VonLehman CPA & Advisory Firm

objectives
•
•
•
•
•
•
•
•
•
•

MedPAC Report – March 2019
Why is Cost Reporting Important?
Overview of Hospice Medicare cost report (CMS Form 1984-14)
Cost Report challenges
Provider-based cost report crosswalk
NAHC Outreach to CMS
CMS Transmittal 3 – changes in cost report edits
EIDM – PS&R reports
Electronic filing of cost report - MCReF
Strategies for cost report success – what to do now?
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“Success is the result of perfection, hard work,
learning from failure, loyalty, and persistence.”
- Colin Powell

MedPAC
report –
march 2019
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MedPAC report – march 2019
• Payment of payment rate adequacy
o Beneficiary access to care
 Capacity and supply of providers
 Volume of Services
 Marginal Profit
o Quality of care
o Provider access to care
o Medicare payments relative to providers’ cost
are positive
89

MedPAC report – march 2019
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MedPAC report – march 2019
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MedPAC report – march 2019
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MedPAC report – march 2019

93

MedPAC report – march 2019
The March 2019 MedPAC Report can be secured at
http://medpac.gov/docs/defaultsource/reports/mar19_medpac_entirereport_sec.pdf?
sfvrsn=0
Chapter 12 is Hospice services
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why is cost
reporting
important?
95

why is cost reporting important?
• No reimbursement settlement
• Compliance - Cost Reports are subject to False Claims Act
provisions
• More accurate cost data to better match cost and payment rates
• MedPAC
• CMS future payment rate setting – FY 2020 proposed rule
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cost report myths
•
•
•
•

I followed the prior year’s cost report – it must be right
The figures look reasonable and consistent to prior year
Total revenues and expenses agree to my financial statements
The cost report shows I made a “profit on Medicare” – I must be
doing good
• The Medicare MAC did not make any adjustments
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medicare payment rates
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medicare rates
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medicare rates
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medicare rates

101

the hospice medicare cost
report (CMS Form 1984-14)

102
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overview
• Effective for cost reporting periods beginning on / after October 1,
2014
• Provider based Hospice’s followed year later – effective cost reporting
periods beginning on / after 10/1/2015
o Worksheet “O” Series
• Transmittal 3 issued April 13, 2018 – Enhanced Level I edits
(freestanding Hospice only)
103

overview
• Complete cost report instructions (PRM 15-2, Chapter 43)
o https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Paper-BasedManualsItems/CMS021935.html?DLPage=1&DLEntries=10&DLSort=0&DLSortDir=ascending

• Transmittal 3, Provider Reimbursement Manual 15-2, Chapter 43,
issued April 13, 2018
o https://www.cms.gov/Regulations-andGuidance/Guidance/Transmittals/2018Downloads/R3P243.pdf
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overview
• HHA Provider Based Hospice (Form 1728-94 - Worksheet O series)
o Transmittal 17, Provider Reimbursement Manual 15-2, Chapter 32
issued October 7, 2016
https://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/2016Transmittals-Items/R17p232.html?DLPage=1&DLEntries=10&DLFilter=172894&DLSort=1&DLSortDir=ascending

• There are also separate Transmittals for the Hospital and SNF Based cost
reports
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overview
• Substantial changes in cost reporting
• New overhead, direct care and non reimbursable cost centers
• Direct care costs must be reported based on the four levels of care
(reclassifications will be necessary) – major problem
o Continuous Home Care
o Routine Home Care
o Inpatient Respite Care
o General Inpatient Care
 Problem: Caregiver crosses different LOC’s in same day…what
happens?
• CMS Form 339 eliminated – Worksheet S-2
106
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cost report worksheets
•
•
•
•
•
•
•
•

Worksheet S
Worksheet S-1
Worksheet S-2
Worksheet A
Worksheet A-1
Worksheet A-2
Worksheet A-3
Worksheet A-4

Certification page
Identification Information
Reimbursement Questionnaire
Trial Balance of Expenses
Continuous Home Care
Routine Home Care
Inpatient Respite Care
General Inpatient Care
107

cost report worksheets
•
•
•
•
•
•
•
•
•

Worksheet A-6
Worksheet A-8
Worksheet A-8-1
Worksheet B
Worksheet B-1
Worksheet C
Worksheet F
Worksheet F-1
Worksheet F-2

Reclassification of Expenses
Adjustments to Expenses
Related Party & Home Office
Cost Allocation (Step-down)
Cost Allocation Statistics
Cost per Diem Calculation
Balance Sheet
Changes in Fund Balance
Income Statement
108
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worksheet S – certification page
•
•
•
•

Certification Statement
Signature of Officer or Administrator
“Wet” Signature – no longer required
Electronic Cost Report Signature - MCReF
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worksheet S-1 – identification
information
• Identification Information (Part I)
o Name
o Address
o Medicare Certification Number – CCN / PTAN
o Date Hospice Began
o Certification Date
o Cost Reporting Period
o Malpractice Insurance Information
o Home Office Information
o CBSA’s served – list CBSA numbers only (Not on the PS&R report)
110
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worksheet S-1 – identification
information
• Statistical Data (Part II)
o Unduplicated Days Statistics
 Separately identify Medicare, Medicaid and Other
• Continuous Home Care
• Routine Home Care
• Inpatient Respite Care
• General Inpatient Care
 Note: Medicare days should be based on billing records and not the
PS&R otherwise total days would be understated for any
outstanding AR
 Dual eligible days (Medicare & Medicaid) reported as Medicare
111

worksheet S-1 – identification
information
• Statistical Data (Part III)
o Unduplicated Days Statistics – Contracted
 Contracted from hospitals and nursing facilities
 The days reported in Part III are a subset of Part II
 Separately identify Medicare, Medicaid and Other
• Inpatient Respite Care
• General Inpatient Care
o Note: Number of patients and unduplicated census count are no longer
reported on the cost report. This would be used to compute average
length of stay. This statistic is valuable for benchmarking purposes.
112
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worksheet S-1 – unduplicated
days

113

worksheet S-2 – reimbursement
questionnaire
• Informational worksheet – formerly CMS Form 339
• Provider Organization and Operation
o Change in ownership
o Terminated
• Financial Data and Reports – Date Available
o Financial statements – Audited, Reviewed or Compiled
o Reconciliation of expenses from financial statement to cost report
• PS&R Report Data – generally line 11 (provider records only)
• Cost Report Preparer Contact Information
114
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worksheet A – trial balance
of expenses
•
•
•
•
•
•

Looks like a “Hospital” Cost Report
Significant expansion in the number and types of cost centers
General Service Cost Centers (Overhead) – lines 1 to 16
Direct Patient Care Service Cost Centers – lines 25 to 46
Non Reimbursable Cost Centers – lines 60 to 71
All cost centers are reported as Salary (column 1) and Other (column
2) – segregated on trial balance
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worksheet A – trial balance
of expenses
• Careful understanding of the types of expenses in each cost
center
• Financial Statement chart of accounts will need to be significantly
modified
• Accrual basis of accounting
• Certain cost centers must have cost or will generate a
Level I edit error (enhanced from Level II edit)
• NAHC / CMS efforts – result CMS issued Transmittal 3 (April
2018)
116
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worksheet A – trial balance
of expenses
• General Service Cost Centers
o Capital Costs – Building (Line 1)
 Depreciation, lease / rent expense, property insurance,
property taxes, and interest expense on borrowing to buy
asset
 Donated space (tax exempt) - ?
 Includes inpatient facility
 Excludes residential facility when separate and distinct
 Allocation may be necessary if inpatient facility does
routine home care or continuous care
117

worksheet A – trial balance
of expenses
• General Service Cost Centers
o Capital Costs – Equipment (Line 2)
 Depreciation, lease / rent expense, property insurance, property
taxes, and interest expense on borrowing to buy capital assets
o Employee Benefits (Line 3)
 Employee Benefits Department (Human Resources)
 Fringe Benefits and Payroll Taxes
 Insurance – Health, life, workers comp, unemployment
 Not necessary to track benefits and payroll taxes by cost center
on the trial balance. Will be allocated on W/S B-1
118
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worksheet A – trial balance
of expenses
• General Service Cost Centers
o Administrative & General (Line 4)
 Wide variety of administrative costs that benefit the entire facility
 Fiscal, legal, accounting, data processing, taxes, malpractice, marketing and
advertising (allowable portion)
 Non allowable marketing and advertising are now separately reported in a
non reimbursable cost center (line 67)
 Parallel cost structure for non reimbursable administrative costs (fatal flaw)
 May have multiple administrative cost centers – subscript 4.01, etc.
 All administrative costs should be included in the same cost center and
allocated to both direct and non reimbursable to avoid double allocation to
non reimbursable
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worksheet A – trial balance
of expenses
• General Service Cost Centers
o Plant Operation & Maintenance (Line 5)
 Utilities
 Building and equipment repairs
 Maintenance
o Laundry & Linen Service (Line 6)
 Cost of routine laundry and linen services whether performed inhouse or by outside contractors
 Commonly inpatient facility or residence
 Patient personal laundry
120
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worksheet A – trial balance
of expenses
• General Service Cost Centers
o Housekeeping (Line 7)
 Cost of routine housekeeping activities such as mopping,
vacuuming, cleaning restrooms, lobbies, waiting areas and
otherwise maintaining patient and non patient care areas
 Commonly inpatient facility or residence
o Dietary (Line 8)
 Cost of preparing meals for patients (including food)
 Does not include dietary counseling (line 35)
 Inpatient facilities
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worksheet A – trial balance
of expenses
• General Service Cost Centers
o Nursing Administration - (Line 9)
o Patient Care Administration
o Overall clinical management and direction of the nursing, therapy
and other patient care services
 Team Leaders, case managers, etc.
 Does not include nursing cost for direct patient care (lines 25
to 45)
 Split personnel – multiple tasks, functions
 Direct time records, time studies, exception reporting
122
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worksheet A – trial balance
of expenses
• General Service Cost Centers
o Routine Medical Supplies (Line 10)
 Includes cost of supplies used in the normal course of caring
for patients
 Not traceable to individual patients
 Gloves, masks, cotton swabs, glycerin sticks, etc.
 Excludes cost of non routine medical supplies (line 42)

123

worksheet A – trial balance
of expenses
• General Service Cost Centers
o Medical Records (Line 11)
 Costs of separately identifiable Medical Records department
where patient medical records are maintained
 Not general library or medical library
 If not separate, cost would be in Admin & General
 If in Admin & General – allocate to non reimbursble
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worksheet A – trial balance
of expenses
• General Service Cost Centers
o Staff Transportation (Line 12)
 Includes cost of owning or renting vehicles, public
transportation, parking, tolls, and mileage reimbursement to
employees
 Mileage reimbursement was previously reported on
Worksheet A, column 3 by cost center
 Does not include patient transportation (line 39)
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worksheet A – trial balance
of expenses
• General Service Cost Centers
o Volunteer Service Coordination (Line 13)
 Volunteer Services is a Condition of Participation
Requirement – 5% test
 42 CFR 418.78
 Overall coordination and management of volunteers including
recruitment and training of volunteers – who is doing this
function?
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worksheet A – trial balance
of expenses
• General Service Cost Centers
o Pharmacy (Line 14)
 Includes cost of drugs (both prescription and OTC), pharmacy
supplies, pharmacy personnel and pharmacy services.
 Excludes cost of palliative chemotherapy drugs (line 45)
 No longer have to separate cost for:
• Analgesics, Sedatives / Hypnotics, and Other
 If use of drugs is not tracked by LOC, then cost must be on
line 14 instead of line 42.50
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worksheet A – trial balance
of expenses
• General Service Cost Centers
o Physician Administrative Services (Line 15)
 Cost for physicians administrative and general supervisory
activities that are included in the hospice payment rates
 Establishment, review and update plans of care, supervising
care and services
 Conducting face to face encounters for recertification
 Establishing governing policies
 Generally performed by Medical Director
 IDG Meetings
128
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worksheet A – trial balance
of expenses
• General Service Cost Centers
o Patient / Residential Care Services (Line 17)
 No entry is made on Worksheet A for this cost center
 Used on Worksheet B to accumulate in-facility costs not
separately identified as IRC, GIP, or residential care services
not part of a separate and distinct residential care unit
 Does not include any costs related to contracted inpatient
services
 If residential care unit is separate and distinct and only used
for resident care services, costs are reported on line 66
129

worksheet A – trial balance
of expenses
• Direct Patient Care Service Cost Centers (Lines 25 to 46)
o Separately reported on Worksheets A-1 to A-4
o Costs will flow from Worksheets A-1 through A-4 back to
Worksheet A, column 1 and 2
o Costs must be segregated by level of care for all cost centers
 Continuous Home Care (Worksheet A-1)
 Routine Home Care (Worksheet A-2)
 Inpatient Respite Care (Worksheet A-3)
 General Inpatient Care (Worksheet A-4)
• If not separate, must reclass on Worksheet A-6
130
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worksheet A – trial balance
of expenses
• Direct Patient Care Service Cost Centers
o Costs is to be entered based on level of care to W/S A-1 to W/S A-4.
o Time records / statistics will be needed to allocate salaries and wages
for those personnel that cross over to the different levels of care
(reported on Worksheet A-6)
o Any reclasses of salaries will impact the allocation of Employee
Benefits cost (salary stats on WS B-1)
o The same principle applies to contract services and other direct
costs (mileage, etc.)
o Home visiting costs – A-1 and A-2
o Inpatient costs – A-3 and A-4
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worksheet A – trial balance
of expenses
• Direct Patient Care Service Cost Centers
o Inpatient Care – Contracted (Line 25) – Worksheet A-3 or A-4
 Contracted costs paid to another facility (Hospital, SNF or Hospice) for
hospice inpatient care (IRC or GIP)
 Does not include cost of any direct patient care services or non
reimbursable services provided by hospice staff in the contracted setting
 These costs are included in the appropriate direct patient care service or
non reimbursable cost center
 Allocate based on visits, days, or time
 No overhead costs allocated on Worksheet B
 If contracted days on Worksheet S-1, must have contracted cost (Level
I edit error)
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worksheet A – trial balance
of expenses
• Direct Patient Care Service Cost Centers
o Physician Services (Line 26)
 Includes cost incurred for physicians or NP’s providing physician
services,
direct patient care and general supervisory services, participation in
establishment of POC’s
 Are there charges on the PS&R?
 Reclass general administrative time to line 15
 Medical Directors in general would be in overhead
 Medical Directors and physicians in inpatient units (Worksheet A-4)
 Excludes palliative care and other non reimbursable services
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worksheet A – trial balance
of expenses
• Direct Patient Care Service Cost Centers
o Nurse Practitioner (Line 27)
 Includes cost of nursing care provided by NP’s
 Report cost of NP’s providing physician services on line 26
o Registered Nurses (Line 28)
 Includes cost of nursing care provided by registered nurses other
than nurse practitioners
 Allocate to LOC by visits, days, time
 Challenge when RN provides visits to multiple LOC in the same day
134
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worksheet A – trial balance
of expenses
• Direct Patient Care Service Cost Centers
o LPN / LVN (Line 29)
 Includes cost of nursing care provided by LPN’s or LVN’s
 Excludes costs for certified nursing assistants (CNA’s – line 37)
o
o
o
o
o

Physical Therapy (Line 30)
Occupational Therapy (Line 31)
Speech Therapy (Line 32)
Medical Social Service (Line 33)
Spiritual Counseling (Line 34)
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worksheet A – trial balance
of expenses
• Direct Patient Care Service Cost Centers
o Dietary Counseling (Line 35)
o Counseling – Other (Line 36)
 Includes cost of counseling not already identified as spiritual, dietary or
bereavement or other non reimbursable services
o Hospice Aide and Homemaker Services (Line 37)
 Hospice aide services such as personal care and household services to
maintain a safe and sanitary environment in the home
 Homemaker services in the maintenance of a safe and healthy environment
to carry out the plan of care
136
 Include cost for CNA’s that meet this criteria
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worksheet A – trial balance
of expenses
• Direct Patient Care Service Cost Centers
o Durable Medical Equipment / Oxygen (Line 38)
 Costs of DME and Oxygen furnished to RHC or CHC patients
 Report DME costs by the LOC the patient was receiving at the time
the DME / oxygen was delivered
 If the LOC of a patient changed after delivery of the DME / Oxygen,
the hospice may report the costs proportionally between RHC and
CHC based on patient days
 Track by in home versus in facility costs
 Can now report on Worksheets A-3 – IRC or A-4 – GIP (T-3)
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worksheet A – trial balance
of expenses
• Direct Patient Care Service Cost Centers
o Patient Transportation (Line 39)
 Cost of ambulance transports of hospice patients, related to the
terminal prognosis and occurring after the effective date of
hospice election
 When a patient is transferred to a new LOC, report the
transportation cost to that LOC
 Example – patient in a GIP LOC is transferred to RHC LOC and
transported to their home, the transportation cost associated with
the transfer must be included in the RHC LOC
138
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worksheet A – trial balance
of expenses
• Direct Patient Care Service Cost Centers
o Imaging Services (Line 40)
o Labs and Diagnostics (Line 41)
o Medical Supplies – Non-routine (Line 42)
 Costs of medical supplies furnished to individual patients for
which a separate charge would be applicable (no list from CMS)
 These supplies are specified in the patient’s POC and furnished
under the specific direction of the patient’s physician
139

worksheet A – trial balance
of expenses
• Direct Patient Care Service Cost Centers
o Drugs Charged to Patients (Line 42.50) – NEW Cost Ctr
 Cost of drugs furnished to individual patients – separate
charge
 Specified in patient plan of treatment
 Furnished under specific direction of patient’s physician
 If use of drugs is not tracked by LOC, then cost must be on
line 14
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worksheet A – trial balance
of expenses
• Direct Patient Care Service Cost Centers
o Outpatient Services (Line 43)
 Cost of outpatient services not captured elsewhere
 Can include cost of emergency room department visit when
related to the terminal condition
o Palliative Radiation Therapy (Line 44)
o Palliative Chemotherapy (Line 45)
o Other Patient Care Services (Line 46)
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worksheet A – trial balance
of expenses
• Non Reimbursable Cost Centers
o Bereavement Program (Line 60)
 Report costs associated with bereavement services
(emotional, psychosocial, and spiritual support)
 Includes costs to assist with grief, loss and adjustment before
and after death
o Volunteer Program (Line 61)
 Costs of volunteer program – what should be here?
 Recruitment, training and coordination costs are on line 13
142
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worksheet A – trial balance
of expenses
• Non Reimbursable Cost Centers
o Fundraising (Line 62)
 Costs of fundraising and fundraising activities
 Should be reported at gross expense (do not net revenues
against expense) – full allocation of overhead costs
 Hospice managed Foundations – non reimbursable cost
center, if shared
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worksheet A – trial balance
of expenses
• Non Reimbursable Cost Centers
o Hospice / Palliative Medicine Fellows (Line 63)
 Costs of Hospice / Palliative Medicine Fellows
o Palliative Care Program (Line 64)
 Costs of palliative care provided to non-Hospice patients
 Includes physician services
o Other Physician Services (Line 65)
 Costs of other physician services that are provided outside of
144
a palliative care program to non-hospice patients
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worksheet A – trial balance
of expenses
• Non Reimbursable Cost Centers
o Residential Care (Line 66)
 Costs for residential care for patients living in the Hospice but
are not receiving inpatient hospice services
 Patients are considered residents where the hospice is their
home
 Patients are liable for room and board charges
 Outpatient hospice services are recorded in the direct care
cost center in either the RHC and / or CHC LOC Worksheet
145

worksheet A – trial balance
of expenses
• Non Reimbursable Cost Centers
o Advertising (Line 67)
 Includes costs of non-allowable community education, business
development, marketing and advertising costs (need to analyze)
 Includes salaries and wages – non allowable portion
 Allowable portion reported in Admin & General
o Telehealth / Telemonitoring (Line 68)
 Salaries, other direct and depreciation expense should be
reported here
 Cost of staff monitoring and lease / depreciation expense
146
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worksheet A – trial balance
of expenses
• Non Reimbursable Cost Centers
o Thrift Store (Line 69)
 All costs associated with operating Thrift Store
o Nursing Facility Room and Board (Line 70)
 Costs incurred for a dual eligible beneficiary residing in a nursing facility
(NF) when the room and board is paid by the State to the Hospice
 Does not include contracted inpatient costs for IRC or GIP – line 25
 The full amount paid to the NF by the hospice must be included on this
line (gross expense)
 State payment (revenue) is separately reported on Worksheet F-2 and
offset on Worksheet A-8 – generally 95%
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worksheet A – trial balance
of expenses
•
•
•
•
•
•
•

Column 1
Column 2
Column 3
Column 4
Column 5
Column 6
Column 7

Salaries
Other
Total – reconcile to financial statements (line 100)
Reclassifications (W/S A-6)
Subtotal
Adjustments (W/S A-8)
Total
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worksheet A-6 and A-8
• Worksheet A-6 reclassifications
o Reclass costs between cost centers and level of care for more
accurate reporting
o Reclasses must be split between salary and other costs
o Level of Care indicator in column 8 – must report increases and
decreases on separate lines
• Worksheet A-8 adjustments
o Used to offset non allowable expenses or applicable other
income
149

worksheet A-8-1
• Services obtained from organizations that are related through
common ownership or control
• Report all related party and home office transactions
• Convert “amount charged” to “amount allowable”
• Amount allowable is the cost incurred by the related entity
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worksheet A-8-1
• Report transaction even if qualifying for Section 1010 exception
• Must meet all of the following criteria
o Typically purchased externally
o Bonafide separate organization
o Consistent fair market value price
o Hospice is non significant portion of the business of
related entity
• Amount charged = amount allowable
151

home office
• What is a Home Office?
• File CMS Form 287-05
• CMS requiring Home Offices to file cost statement to servicing
contractor
• If not filed, home office costs disallowed
• What if home office does not have a home office provider #?
• Federal Register – August 17, 2018, page 41684-41686
152
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worksheet B and B-1
•
•
•
•
•
•

Step-down of overhead costs
Worksheet B represents costs and Worksheet B-1 represents the statistics used
to allocate cost
Costs from overhead cost centers (lines 1 to 16) are allocated to all applicable
cost centers below line 16 using various statistics – only allocate down
Costs are carried to Worksheet B, column 0 from Worksheet A, column 7
except for the four LOC totals
The total costs from Worksheets A-1 to A-4 are carried over in total to
Worksheet B, lines 50 to 53, column 0
In some cases, Worksheet B-1 may not work – consider A-6 reclassifications
153

worksheet B-1 statistics
• Worksheet B-1 Statistics
o Information can be captured by:
 Use of time studies
 Statistical methodologies
 Coding of invoices upfront by A/P staff in greater level of detail
 Payroll activity
 Developing spreadsheets for tracking costs
 Inpatient costs are tracked separately between contracted facility
and owned facility
154
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worksheet B-1 statistics
Cost Center
Statistical Basis
• Capital Costs – Bldg
Square footage
• Capital Costs – Equipment
Dollar Value
o Some Hospice’s may use square footage
• Employee Benefits
Gross Salaries
• Administrative & General
Accumulated Costs (automatic)
• Plant Operation & Maintenance Square footage
• Laundry & Linen
In-facility Days

155

worksheet B-1 statistics
Cost Center
Housekeeping
Dietary
Nursing Administration
Routine Medical Supplies
Medical Records
Staff Transportation
Volunteer Service Coordination

Statistical Basis
Square footage
In-Facility Days
Direct Nursing Hours
Patient Days
Patient Days
Mileage
Hours of Service
156
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worksheet B-1 statistics
Cost Center
Pharmacy
Physician Administrative Services
Patient/Residential Care Services

Statistical Basis
Charges
Patient Days
In-Facility Days

157

worksheet B-1
statistical challenges
• Capital Costs – Building (Square Footage)
o Now is a good time to review and update square footage records
o Copies of floor plans
o All square footage is NOT Administrative and General (nursing
admin, volunteer coordination, other non reimb)
o Common space (hallways, etc.)
o Step-down does not allow for costs to be allocated to:
 Direct care staff by level of care – where to record?
 Routine or Continuous Home Care
158
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worksheet B-1
statistical challenges
• Capital Costs – Building (Square Footage)
o Common square footage areas
 Administration
 Medical Records
 Employee Benefits (HR / Personnel)
 Nursing Administration – including caregivers
 Volunteer Coordination
 Plant Operation & Maintenance
 Inpatient Unit
159

worksheet B-1
statistical challenges
• Capital Costs – Equipment (Dollar Value )
o Dollar Value versus square footage – change in basis – what is
dollar value?
o Should Hospice consider a change in allocation basis to square
footage?
o CMS allows square footage for older Hospice’s
o Step-down does not allow for costs to be allocated to:
 Direct care staff by level of care – where to record?
 Routine or Continuous Home Care
160
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worksheet B-1
statistical challenges
• Employee Benefits (Gross Salaries)
o Gross Salaries by cost center – including LOC
o Takes into account Worksheet A-6 reclassifications
• Admin & General (Accumulated Costs)
o Accumulated costs
o Direct cost plus allocation of overhead from cost centers above
Admin & General
o Cost report generates the statistic automatically
161

worksheet B-1
statistical challenges
• Plant Operation & Maintenance (Square Footage)
o Step-down does not allow for costs to be allocated to:
 Administrative & General
 Direct care staff by level of care
 Routine or Continuous Home Care
 Alternative method - allocate to Admin on Worksheet A-6
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worksheet B-1
statistical challenges
• Laundry (In-Facility Days)
o Hospice operated facility days (not contract)
o Inpatient Respite Care
o General Inpatient Care
o Residential Facility
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worksheet B-1
statistical challenges
• Housekeeping (Square Footage)
o Be careful to allocate to applicable facilities only - inpatient
o Step-down does not allow for costs to be allocated to:
 Administrative & General
 Direct care staff by level of care
 Routine or Continuous Home Care
 Alternative method - allocate to Admin on Worksheet A-6
164
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worksheet B-1
statistical challenges
• Dietary (In-Facility days)
o Inpatient Respite Care
o General Inpatient Care
o Residential Facility

165

worksheet B-1
statistical challenges
• Nursing Administration (Nursing Hours)
o Allocate to applicable patient care staff that are supervised
o Not hours for Nursing Administration personnel
o Need to keep track of hours when paying field staff by the visit
o Employees and outside contractors
o Convert hours from wages – using average hourly wage
• Routine Medical Supplies (Patient Days)
o Are there any non reimbursable activities involved?
166
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worksheet B-1
statistical challenges
• Medical Records (Patient Days)
o Are there any non reimbursable activities involved?
• Staff Transportation (Number of Miles)
o Step-down does not allow for costs to be allocated to:
 Administrative & General
 Nursing Administration
 Direct care staff by level of care
o Alternative method - mileage reimbursement reclass on
Worksheet A-6
167

worksheet B-1
statistical challenges
• Volunteer Service Coordination (Volunteer Hours)
o Step-down does not allow for costs to be allocated to:
 Administrative & General – potential significant problem
 Potential over allocation to NRCC’s- e.g. Fundraising
 Direct care staff by level of care
 Alternative method - allocate to Admin on Worksheet A-6
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worksheet B-1
statistical challenges
• Pharmacy (Charges by LOC)
o Line 14 or 42.50 – Drugs Charged to Patients?
o Step-down allows for costs to be allocated to level of care
 Do you have standard charges by LOC?
 Non Medicare charges?
 Alternate statistic – patient days (cost per patient day from
vendor)
169

worksheet B-1
statistical challenges
• Physician Administrative Services (Patient Days)
o Are there any non reimbursable activities involved?
• Patient Residential Services (In Facility Days)
o Segregate costs by facility
o In lieu of directly reporting hospice facility costs on lines 50
to 53, all costs can be accumulated on line 17 and then
allocated on patient days. Excludes costs from A-1 to A-4,
only allocated costs.
170
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cost report challenges
•

Overhead Cost Allocations
o Any changes from the recommended statistical basis and / or the
sequence in which the cost centers are allocated can be made as long as
prior approval has been granted from the MAC. (PRM 15-1, section 2313)
o Written requests must be submitted to MAC no later than 90 days prior to
end of cost reporting period
 Must include supporting documentation to establish that the new
method is more accurate
o MAC has 60 days from receipt of the request to make a decision or the
change is automatically accepted. Keep very detailed records of all
requests.
171

worksheet C
•

Worksheet C
o Computes the average cost per diem by level of care and in total
o Separate per diem for each LOC – different than before
o Computes total cost by LOC for Medicare and Medicaid

•

Note for Medicare Settlement Data
o There is no reconciliation of Medicare cost to Medicare payments on the
cost report
o Medicare payments (PS&R report) are not reported on the cost report
o Medicare revenue reported on Worksheet F-2
172
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worksheet C

173

worksheet F and F-1
•

Worksheet F – Balance Sheet
o Represents the assets, liabilities and equity / fund balance of the Hospice
o Accounts Receivable, Accounts Payable and Accrued Payroll should be
reported (accrual basis)

•

Worksheet F-1 – Statement of Changes in Fund Balance
o Provides for reconciliation of beginning fund balance plus / minus net
income / loss and any direct changes to fund balance
o Prior period adjustments – should not have
o Shareholder contributions / distributions
174

87

7/18/2019

worksheet F-2
• Worksheet F-2 Income Statement
o Part I Revenue
 Gross patient revenue must be reported by LOC and separate for Medicare,
Medicaid and Other patients
 Revenue should be recorded at gross billed charges and the contractual
adjustment should be separately recorded on line 7
 Many Hospices not tracking revenues in sufficient detail on internal financial
statements
 Drug copay / coinsurance
 Contractual allowances and discounts (Medicare, Medicaid and Other patients)
 Other Revenue – hospice physician services, room and board, contributions,
175
interest income, miscellaneous income, etc. – reported as “Other”

worksheet F-2
• Worksheet F-2 Income Statement
o Part II Operating Expenses
 Total will automatically flow from Worksheet A, column 3, line
100
 This worksheet will include any expenses not on Worksheet A
that are needed to reconcile to total expenses on the financial
statements
o Net Income must agree to financial statements
176
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Provider-based
cost report

Provider-based cost report
•

Provider-based Hospice Cost Report Issues – “O” Series
o Worksheet A – direct cost (HHA – WS A, line 25)
 Combine overhead with HHA
o Worksheet B and B-1 – HHA overhead to Hospice
o Worksheet O, O-1, O-2, O-3, and O-4 – all flow to WS O
 Cost must be reported by level of care
•
•
•
•

Continuous Home Care (O-1)
Routine Home Care (O-2)
Inpatient Respite Care (O-3)
General Inpatient Care (O-4)
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Provider-based cost report
•

Provider-based Hospice Cost Report Issues – “O” Series
o Worksheet O-5 – HHA overhead cost allocation to
Hospice – flows to Worksheet O-6
o Worksheet O-6 – Hospice overhead cost allocation
o Part II stats must agree to WS B-1 – many new Hospice overhead cost
centers
o Worksheet O-8 – cost per day by level of care
 Be careful with Continuous Home Care
 Compare to payment rates
179

Provider-based cost report
• Provider-based Hospice Cost Report Issues – “O” Series
o Miscellaneous Issues
 Costing by level of care is not accurate on actual basis
 Many new cost centers (similar to hospital cost report)
 Integration of the Home Health worksheets into the “O” series
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Provider-based cost report

181

Provider-based cost report –
crosswalk

182
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NAHC letter
to CMS
183

NAHC letter to CMS
• NAHC/HHFMA Task Force drafted letter to CMS
(September 30, 2016)
• Recommendations for changes to cost report forms and
instructions to improve cost report accuracy
• Meeting held at CMS in June, 2017
• As a result, Transmittal 3 was issued in collaboration with CMS
and NAHC/HHFMA
184
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NAHC letter to CMS
•

Cost Report Edits
o Make the Level II edits a Level I edit for missing costs on Worksheet A,
column 7

•

Additional Level I edits
o CRC – Building
o Medical Social Services

•

Contracted Inpatient costs
o Exclude from Admin & General statistic – currently in instructions

•

DME / Oxygen
o Allow costs to IRC and GIP (line 38)

185

NAHC letter to CMS
• Pharmacy Costs
o Allocation basis is charges by LOC
o Is it overhead or direct patient care cost?
 Line 42.50 created
• Flu Vaccine costs are non allowable – fee schedule
• Medical Supply Costs – currently not billed
o Routine (line 10)
o Non Routine (line 42)
186
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NAHC letter to CMS
• Allocation of General Service Cost
o Dollar Value (CRC – MME) – dollar value versus square footage
o Nursing Administration – Patient Care Administration
• Sequence of cost centers
o Plant Operation & Maintenance (line 5)
o Staff Transportation (line 12)
o Volunteer Service Coordination (line 13)
o Problem: These cost centers are all after Admin & General (line 4)
187

CMS transmittal 3
(1984-14)
188
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transmittal 3
• Issued April 13, 2018
• Effective for Cost Reporting Periods ending on / after
December 31, 2017
• Delayed implementation of Level I Edits to after May 31, 2018
• Enhanced Level I and II Edits

189

fy 2019 proposed rule
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transmittal 3
• Edit 1050A Level I - if expenses are not reported on Worksheet A,
column 7 for the following cost centers:
o Line 1
Capital Related Costs – Building & Fixtures
o Line 2
Capital Related Costs – Movable Equipment
o Line 3
Employee Benefits
o Line 4
Administration & General
o Line 13 Volunteer Service Coordination
191

transmittal 3
• Edit 1050A Level I - if expenses are not reported on Worksheet A,
column 7 for the following cost centers:
o Line 28 Registered Nurse
o Line 33 Medical Social Service
o Line 37 Hospice Aide & Homemaker Services
o Line 38 Durable Medical Equipment / Oxygen – now inpatient LOC
o Line 14 Pharmacy
o Line 42.50
Drugs Sold to Patients (new cost center)
 Sum of 14 and 42.50 combined
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transmittal 3
• What costs should be included in these cost centers?
o Capital related costs – Tax exempts – no rent / other space costs
o Employee Benefits & Payroll Taxes – Line 3 or directly assigned
o Admin & General
o Volunteer Service Coordination – COP Requirement
o Direct Care Costs
o Pharmacy / Drugs Charged to Patients (line 14 or 42.50)
 Line 42.50 – individual patients, separate charge, specified in plan of
treatment, under direction of patients physician
 Line 14 if use of drugs is not tracked by LOC

193

transmittal 3
• Edit 2110S Level II
• Requires consistent reporting of revenues on Worksheet F-2 to
patient days on Worksheet S-1, Part II, column 3, lines 30 through 33
• Edit relates to non-Medicare and non-Medicaid patient days and
revenue
• A level I edit already exists for Medicare (column 1) and Medicaid
(column 2)
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EIDM and
PS&R Reports
195

PS&R access - EIDM
•

PS&R Report – are you registered in EIDM?
o PS&R Users need to request access
o Security Official (SO) receives email notification for initial requests and
recertifications
o Users need to be approved annually – users should monitor their
recertification dates
o Passwords still change every 60 days – new format
(upper/lower case, numbers and characters)
o Highly recommend a Backup Security Official – what happens when
the SO is gone?
196
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PS&R access - EIDM
• Make sure all applicable users are approved
• EIDM
o New log in screens
o User Support 1-866-484-8049 Ext. 2 and then 2 again
• Log in to EIDM - Registration / Profile
o http://portal.cms.gov
• Log in to access PS&R reports
o https://PSR-UI.cms.hhs.gov/psr-ui
197

PS&R report - uses
• Not necessarily needed for completion of the cost report but definitely
needed for the Hospice CAP Report
• Flow of cost report forms does not allow for PS&R use if outstanding
accounts receivable
• Medicare payment data (net reimbursement) not reported on cost
report

198

99

7/18/2019

PS&R report - uses
• PS&R contains the following
o Hospice days by level of care
o Number of visits and 15 minute time units
o Pharmacy charges
o Medicare reimbursement
• Reports can be generated through EIDM for any time period
• PS&R Reports – any service period and paid date range
199

MCReF E-Filing
Medicare cost report
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MCReF – E-Filing
Medicare Cost Report
• Electronic Cost Report Signature
o IPPS Hospital Final Rule (August 2, 2017)
o Effective for cost reporting periods ending on / after 12/31/2017
o Original ink (“wet”) signature no longer required but still an option
o Signed by Officer or Administrator (CFO)
o Can upload scanned signature page or system generated page
o Submit through MCReF application – log in through EIDM system
201

MCReF – EIDM
• Approved MCReF E-Filer
o Must be registered in MCReF application as MCReF filer in EIDM
o Approved by Security Official
o Users must be approved annually (SO)
o Passwords change every 60 days – new format
o (upper/lower case, numbers and characters)
o Highly recommend a Backup Security Official – what happens
when the SO is gone?
202
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worksheet S – certification page

203

worksheet S – e-signed
certification page
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MCReF
Source:
CMS Medicare
Learning Network
webcast –
March 28, 2019
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MCReF
Source:
CMS Medicare
Learning Network
webcast –
March 28, 2019
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MCReF
Source:
CMS Medicare
Learning Network
webcast –
March 28, 2019
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MCReF
Source:
CMS Medicare
Learning Network
webcast –
March 28, 2019
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MCReF
Source:
CMS Medicare
Learning Network
webcast –
March 28, 2019

209

MCReF Usage
• Since 5/1/2018
o Over 6,250 successful submissions from over 1,475 distinct users
o Median Submission time: 3.4 seconds
o Over 700 providers were able to correct errors with their MCR prior
to submission and without the need for correspondence with their
MAC, and potentially avoiding the rejection of the MCR
o Last 3 months: 1/3 of all MCR submissions were e-filed via MCReF
(including ½ of all Hospital MCR submissions)
• Source: CMS Medicare Learning Network Webinar – March 28, 2019
210
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MCReF
• EIDM registration: http://portal.cms.gov
• System login to file cost report: https://mcref.cms.gov
• Medicare Learning Network – March 28, 2019
o https://www.cms.gov/Outreach-and-Education/Outreach/NPC/NationalProvider-Calls-and-Events-Items/2019-03-28-CostReports.html?DLPage=1&DLEntries=10&DLSort=0&DLSortDir=descending

211

cost report
strategies
what to
do now?
106
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cost report strategies
• Cost allocation issues to LOC
o Actual cost
o Time Studies
o Statistics (days, etc.) – be careful with CHC costs
• Consider WS A-6 reclassifications
o LOC costing
o Overhead cost allocations
 Plant Operation & Maintenance
 Volunteer Service Coordination
 Staff Transportation

213

cost report strategies
• Be careful of staff with split job functions
o Medical Social Service versus Admin & General
o Volunteer Service Coordination and ….
o Spiritual Counseling (34) versus Bereavement (60)
o Bereavement – before and after death
• Make sure contracted inpatient costs (IRC and GIP) not buried in Medicaid
Room & Board
• Cost of Drugs – line 14 or 42.50?
• If making WS A-6 cost reclasses, make sure all B-1 stats are appropriately
handled (salaries, hours, etc.)
214
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what to do now?
•

•

•
•
•

The cost report will be used to determine future payment rates regardless of
whether payments are increased at the onset and / or end of care – See FY
2020 Proposed Rule for rates
The cost report will reflect profit and losses on services to Medicare patients and
other factors which will get reported through MedPAC and other governing
bodies
Identify areas where changes are needed in recordkeeping and statistics
Revise the financial statement chart of accounts so as to capture all of the new
revenue and expense information for the new cost report
Develop systems and processes to capture the new statistics required for the
cost report
215

what to do now?
• Make sure all staff are aware of all of the new statistical data that is
required. This especially applies to direct care staff for time keeping
purposes for payroll for proper direct costing to the LOC.
• Accounts Payable staff should be educated to properly assign
costs/invoices to the cost account on the trial balance
• Develop payroll processes to properly track and record the salaries
and wages in the correct accounts. This is especially true for Direct
Care staff that cross over cost centers or LOC.
216
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Managing Hospice CAP:
Critical Issues

objectives
• Discuss regulatory requirements of the CAP
• CAP methodology
• Counting beneficiaries
o Streamlined method
o Proportional method
• CAP reporting process

218
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Hospice CAP – MedPAC

219

Hospice CAP – MedPAC

220
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Hospice CAP – Critical Issues
Hospice CAP Regulations
§418.308 Limitation on the amount of hospice payments.
(a) Except as specified in paragraph (b) of this section, the total Medicare
payment to a hospice for care furnished during a cap period is limited by the
hospice cap amount specified in §418.309.
§418.309 Hospice aggregate cap.
A hospice's aggregate cap is calculated by multiplying the adjusted cap amount
(determined in paragraph (a) of this section) by the number of Medicare
beneficiaries, as determined by one of two methodologies for determining the
number of Medicare beneficiaries for a given cap year described in paragraphs
221
(b) and (c) of this section.

Hospice CAP – Critical Issues
Hospice CAP Regulations
• There are two CAP calculations
• Overall CAP on total Medicare reimbursement based on patient
count
• Inpatient CAP based on % of Medicare days
• Not exceed 20%
• If inpatient exceeds 20% of the days, must pay back the
difference between inpatient reimbursement and routine home
care rate
222
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Hospice CAP – Critical Issues
Importance of Hospice CAP
•
•
•
•
•
•
•
•
•

The number of hospices exceeding CAP is increasing
Many hospices are unaware of CAP liabilities
MAC issues a “Demand for Repayment”
The update factor is decreasing which may increase the number of
hospices exceeding the CAP
Impact of wage index – higher wage index, lower average days
Hospice payment rates revisions (high, low and SIA)
Length of stay is increasing
CAP calculation will change over time
Inpatient CAP limit – 20% of total Medicare days

223

Hospice CAP – Critical Issues
CAP Methodology
• What does the CAP represent?
o The per beneficiary CAP amount represents the maximum lifetime benefit
paid to the Hospice
o A patient counts as 1.0 in their lifetime regardless of CAP year
• Calculating the annual CAP
o Maximum annual payment to the Hospice determined by the number of
Medicare beneficiaries for the CAP year multiplied by the national per
beneficiary amount
o National amount is not wage index adjusted
o Beneficiaries may be prorated
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Hospice CAP – Critical Issues
Over/Under CAP
• A Hospice CAP is significantly determined by average length of
stay
• Short term and long term patients
Methods for determining beneficiary counts
• Streamlined
• Proportional
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Hospice CAP – Critical Issues
CAP Reporting Process
• A Hospice must file it’s aggregate cap determination with the MAC
on / before the end of the 5th month after the end of the CAP Year
• Now February 28th annually
• Any overpayment must be remitted with the filing
• The MAC will update the computation and issue a “Notice of
Review of Hospice CAP”
• Reopening allowed for up to three years from the date of the CAP
determination notice
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Hospice CAP – Beneficiary Counts
Counting Beneficiaries
• Streamlined Method – “Original”
o Beneficiary is counted as 1.00 in the year that Hospice was
elected
o Services may span multiple CAP years
o Reporting period is October 1 to September 30
o Beneficiary count is prorated when patient receives services
from more than one Hospice
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Hospice CAP – Beneficiary Counts
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Hospice CAP – Beneficiary Counts
Counting Beneficiaries
• Proportional Method – New Method
o Beneficiary count is prorated when patient receives services from
more than one Hospice or in multiple CAP Years
o Beneficiary count is prorated based on the number of days in each
period
o The ratio is the proportion of total days for that patient in the current
CAP year to all hospice days for all years for the same patient
o Reporting period is October 1 to September 30
o All New Hospices are on Proportional Method
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Hospice CAP – Beneficiary Counts
Medicare Benefit Policy Manual
• “When a beneficiary receives care from more than one Medicare-certified
hospice during a CAP year or years: Each Medicare-certified hospice
includes in its number of Medicare beneficiaries only that fraction which
represents the portion of a patient’s total days of care in all Medicarecertified hospices and all years that was spent in that hospice in that CAP
year, using the best data available at the time of the calculation. CAP
determinations are subject to reopening/adjustment to account for updated
data. The streamlined method CAP calculation for a Medicare beneficiary
who has been in more than one Medicare-certified hospice is identical to
the proportional method.”

231

Hospice CAP – Beneficiary Counts
Counting Beneficiaries – Other Factors
• The beneficiary count continues to decline until all patients served
in the CAP year are deceased
• Need to manage CAP erosion
• Lifetime length of stay
• Live discharges / readmissions
• Claims denials
232

116

7/18/2019

Hospice CAP – Critical Issues
• Change in for counting beneficiaries methodology in 2012
• Medicare Learning Network (MLN Matters Number: MM7838)
o https://www.cms.gov/Outreach-and-Education/Medicare-Learning-NetworkMLN/MLNMattersArticles/Downloads/MM7838.pdf

• Once a Hospice converts from Streamlined to Proportional
method, it cannot go back
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Hospice CAP – Critical Issues
Streamlined Method
• Beneficiary receives care from only one Hospice
o Hospice counts 1.0000 in the CAP period based on the
admission date

• Beneficiary receives care from multiple Hospices
o Beneficiary count is prorated among Hospices based on
days based on the year of admission
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Hospice CAP – Critical Issues
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Hospice CAP – Critical Issues
Per Beneficiary CAP Amounts
• 2016 CAP Year
$27,820.75
• 2017 CAP Year
$28,404.99
• 2018 CAP Year
$28,689.04
• 2019 CAP Year
$29,205.44
• 2020 CAP Year
$29,993.99 (proposed)
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Hospice CAP – Critical Issues
Hospice CAP FY 2019
Transmittal 4086 / MM10631
https://www.cms.gov/Regulations-andGuidance/Guidance/Transmittals/2018-TransmittalsItems/R4086CP.html?DLPage=1&DLEntries=10&DLFilter=hospice%
20cap&DLSort=1&DLSortDir=ascending
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Hospice CAP – Critical Issues
Streamlined Method – Example
• Patient admitted on May 5, 2018 through November 20, 2018
o Only served by one hospice
o Patient is counted as 1.0000 in CAP Year 2018 and nothing
in CAP Year 2019 even though services were received
after 9/30/2018
o Total days = 200
238
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Hospice CAP – Critical Issues
Streamlined Method – Example
• Patient was admitted by Hospice A on April 1, 2018
and transferred to Hospice B on May 5, 2018.
Hospice B discharged on November 20, 2018.
o Hospice A – 2018 34 days 0.1453
o Hospice B – 2018 149 days 0.6368
o Hospice B – 2019 51 days 0.2179
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Hospice CAP – Critical Issues
Proportional Method
• Beneficiary count is prorated between multiple Hospices
and multiple CAP years based on the number of total days
• Patient admitted on May 5, 2018 through November 20, 2018
o Only served by one hospice
o 2018 CAP Year 149 days
o 2019 CAP Year 51 days
o Total CAP

0.7450 $28,689.04
0.2550 $29,205.44
$28,820.72
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Hospice CAP – Critical Issues
Process in Preparing the Annual CAP Report
• Self Reporting is due February 28th (5 months)
• Data used to prepare the report (beneficiary counts and payments) must
include PS&R data no earlier than 90 days after the end of the CAP
Year
• Note: If Hospice expects to have an overpayment, the PS&R should be
generated at the earliest possible date for interim purposes. Final
liability may be greater.
• MACs are not updating data on submission but later on
• Overpayment demands are being issued
241
• 15 days to pay or request Extended Repayment Schedule (ERS)

Hospice CAP – Critical Issues
Process in Preparing the Annual CAP Report
• Verify which beneficiary count method is used by the hospice
• Download PSR reports from the EIDM system – must be done no earlier than 3
months after the end of the CAP year (January 1)
• Determine is there is an CAP overpayment – compare CAP amount to actual
payments
• Proportional beneficiaries – October 1, 2017 through September 30, 2018
• Streamlined beneficiaries – October 1, 2017 through September 30, 2018
• Payments (reimbursement) – service period October 1, 2017 to September
30, 2018 (current paid dates)
• Note: The margin will change over time – generally decrease
242
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Hospice CAP – Critical Issues
Process in Preparing the Annual CAP Report
• Hospice should submit Report using net
payments at time of filing although gross
payments will be used by MAC
• Sequestration amounts
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Hospice CAP – Critical Issues
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Hospice CAP – Critical Issues
The Real Deal
• Typically, between September 1st and December 31st,
MACs are revising CAP amounts using updated
PS&R data and issuing notice to Hospice
• Under the Proportional Method, the beneficiary count
will decrease after the end of the CAP Year to the extent that
active patients on the last day of the CAP Year continue to
receive services in subsequent year(s)
246
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Hospice CAP – Critical Issues
The Real Deal (continued)
• Final payment amount is on the accrual basis for
services rendered during the CAP Year.
Thus payments will increase after the end of the
CAP Year (9/30).
• Accounts Receivable amount as of the PS&R date
will be included later when paid
• Final CAP amount can only be determined once all patients
during the CAP year are deceased
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Hospice CAP – Critical Issues
The Real Deal (continued)
• Factors that impact Hospice CAP
o Beneficiary count erosion
o Average length of stay
o Geography (no wage index adjustment)
o Impact of sales and consolidations
o Impact of claims denials
248
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Hospice CAP – CAP Management
CAP Management
• If Hospice is significantly under CAP, it may be as easy as simply
filing the annual report
• If Hospice is over CAP or close to CAP, you must monitor more
often
• Statistics to monitor
• Average daily census
• Number of admissions
• Accrual based financial statements are very important
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Questions?
CONTACT
Dave Macke, Shareholder
Director of Reimbursement Services
MBA, CHFP, FHFMA
T 800.887.0437 E dmacke@vlcpa.com

www.vlcpa.com
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Hospice Compliance: Hot Topics
Liz Zink-Pearson, Esq.
Pearson & Bernard PSC
Edgewood, Ky.

Hospice Compliance: Hot Topics
Introduction
• Compliance begins with education & understanding your
legal/regulatory landscape
• Big changes happening & more to come!
• More scrutiny – hospice the new home health?

• Must know, anticipate on the laws and rules/regulations (State and federal)
applicable to your business.
• Critical: Educate staff
• Multitude of laws impact your business
• State corporate laws & employment laws, Federal Medicare, HIPAA, COBRA, FMLA & Many more!
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Hospice Compliance: Hot Topics
• OIG Report 7/2018 – Identified “Vulnerabilities” in hospice program impacting both
Quality & “Program Integrity” (aka – fraud, waste & abuse)
• Inadequate education of patients on hospice care; NOE
• Eligibility
• Hospices not providing adequate care; lack of physician services

• Inappropriate billing for GIP & Respite care
• Part D billing

• Other issues mentioned/raised:

• Increasing number of hospices & hospice payments

• 81% increase in payments 2006-2016 & 53% increase in hospice patients

• OIG investigations FY2013-FY 2017

• 25 F&A criminal actions; 66 civil actions; $144 million recovered

• Preponderance of for-profit hospices
• Marketing & Fraud & Abuse
• Hospices taking advantage of per diem reimbursement system

Hospice Compliance: Hot Topics
Inadequate Education of Patients
• OIG found that CMS does not provide
information on hospice care and
hospices to public
• OIG found that hospices are not
properly informing patients on various
choices for hospice coverage –i.e.
Medicaid or insurance
• OIG found that some NOE’s lacked
required info on services waived by
electing hospice
• Lack informed consent
• CMS Sample NOE Available:
https://www.cms.gov/Outreach-andEducation/Medicare-Learning-NetworkMLN/MLNMattersArticles/Downloads/SE
1631.pdf

•

Medicare Hospice Election Statement Draft Sample I,
____________________________________ choose to elect the Medicare hospice
benefit and receive (Beneficiary Name) Hospice services from
_____________________________________. (Hospice Agency) Hospice Philosophy I
acknowledge that I have been given a full explanation and have an understanding
of the purpose of hospice care. Hospice care is to relieve pain and other symptoms
related to my terminal illness and related conditions and such care will not be
directed toward cure. The focus of hospice care is to provide comfort and support
to both me and my family/caregivers. Effects of a Medicare Hospice Election I
understand that by electing hospice care under the Medicare Hospice Benefit, I am
waiving (give up) all rights to Medicare payments for services related to my terminal
illness and related conditions and I understand that while this election is in force,
Medicare will make payments for care related to my terminal illness and related
conditions only to the designated hospice and attending physician that I have
selected. I understand that services not related to my terminal illness or related
conditions will continue to be eligible for coverage by Medicare. Right to choose an
attending physician I understand that I have a right to choose my attending
physician to oversee my care. My attending physician will work in collaboration with
the hospice agency to provide care related to my terminal illness and related
conditions. ☐ I do not wish to choose an attending physician I acknowledge that
my choice for an attending physician is: Physician Full name:
________________________________________NPI (if known) ________________
Office Address:
______________________________________________________________________
__ I acknowledge and understand the above, and authorize Medicare hospice
coverage to be provided by ____________________________________________ to
begin on _________________________ (Hospice Agency) (Effective Date of
Election) Note: The effective date of the election, which may be the first day of
hospice care or a later date, but may be no earlier than the date of the election
statement. An individual may not designate an effective date that is retroactive.
____________________________________________
___________________________ Signature of Beneficiary/Representative (Date) ☐
Beneficiary is unable to sign Reason:_________________________________________________________
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Hospice Compliance: Hot Topics
Assuring Patients Informed on Hospice Svcs
• What to do!
• Document initial discussion on
hospice palliative care vs.
curative
• Be clear with patients that no
more treatment to cure
disease/terminal illness
• Document any advanced care
planning physician performed
• Pre-Election Eval & Counseling
• Can be a billable service if no prior
election of pre-election eval
T

• Repeat discussions as issue
arise & document

Hospice Compliance: Hot Topics
Eligibility
• Is the patient’s condition/illness “terminal?”

• Medical prognosis = life expectancy of 6 months or less determined by Medical
Director in consultation with attending physician if any
• But: CMS recognizes that “predicting life expectancy is not exact” and that fact
that patient exceeds 6 months is not reason to terminate hospice services. IOM
100-02, Ch.9 §10.
• Certifying physician must provide narrative on clinical findings and attest that
those findings based on examining patient &/or review of record.

• Evidence of terminal condition – must document:

• Problem with dementia/Alzheimer's
• Must monitor and document evidence of physical &/or mental decline at every
visit – even smallest amount of decline
• Check all pain every visit for changes/increases & document
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Hospice Compliance: Hot Topics
Inadequate Care
• OIG found that for years 2006-2016 many hospices provided only routine home care
• Not using GIP & Respite when needed
• In 2012, hospices provided <5hrs of visits per week for patients in ALF’s & few weekend
visits.
• Auditing nurse visit frequency on active OIG Work plan

• OIG found that hospices provided fewer services than outlined in plan of care for 31%
of claims for patients in SNF’s and 85% claims in GIP
• Inadequate/improper care planning

• From 2006-2015 about 75% of hospice patients did not have receive physician visit
• Physician visits not required in hospice
• Not receiving needed pain management

Hospice Compliance: Hot Topics
Inadequate Care – What to do
• Assure necessary pain management
• Make sure Medical Director is involved
• Regular evaluation

• Patients in SNF/GIP receive all services outlined in plan of care &
care is managed by hospice
• Hospice relationships with SNF’s under scrutiny
• Now – ALF’s too

• Check with caregivers on need for respite care
• Have social worker check on caregivers
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Hospice Compliance: Hot Topics
Inappropriate GIP and Respite Care
• OIG found that in 2012, 1/3rd of GIP claims were inappropriately billed.
• Documentation/patient condition did not warrant GIP
• GIP billed instead of Respite care

• OIG found that inappropriate GIP in SNF’s more likely than other settings.
• 48% of SNF GIP inappropriate vs. 30% in other settings

• For-profit hospices more likely to bill GIP inappropriately
• FP = 41% inappropriate GIP billing vs. 27% for NFP & government hospices

• Difference in reimbursement = huge!
• Suspected fraud or at least abuse

Hospice Compliance: Hot Topics
GIP Care
• GIP coverage specific to patient need
for symptom management or pain
control services that cannot be
provided in home. IOM 100-02, Ch. 9
§40.1.5.
• Patient in need of medication adjustment
requiring observation or stabilizing
treatment such as psycho-social monitoring
• Must be an intensity of care that cannot be
performed in home
• Must be short duration stay
• OIG found 1 case where GIP lasted over 7
weeks

• Documented need for GIP = why services
cannot be performed in home

This Photo by Unknown Author is licensed under CC BY

• Get Med. Dir. Sign off with rationale
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Hospice Compliance: Hot Topics
Respite Care
• Respite Care under-utilized
• Co-pay issue?
• Caregivers not assessed sufficiently
for need for break?

• OIG found that GIP billed when
Respite Care was needed
• Respite Care intended to relieve
caregivers or if ill or needing to go
out of town.
• No > 5 days
• Looks at needs of patient & caregiver

Hospice Compliance: Hot Topics
Continuous Care
• Continuous Care is provided only during periods of crisis where necessary to
maintain the patient in the home. ION 100-02 Ch.9 §40.2.1
• Crisis can be precipitated by caregiver no longer able/willing to perform
skilled care
• Must at least 8 hours of care in 24-hour period starting at midnight
• Doesn’t have to be continuous 8 hours; Can be intermittent
• Nurse hours = direct patient care time i.e., skilled care, skilled observation
• Documentation, modifying POC, aide supervision not direct care

• Predominantly Nursing but can include aide services
• Direct patient care time documented & reasonable & necessary
• Paid at hourly rate
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Hospice Compliance: Hot Topics
Part D & Physician Services
• OIG Report found there still are
instances on improper Part D
payments for drugs

• 2014 Medicare required Part D
Plans to institute pre-authorization
for hospice patients
• Lag in system for Part D plans to
know that patient is in hospice so
still a problem
• Hospices obtain Part D info &
notify plans
• Auditing Part D/Hospice claims on
active work plan

• OIG report found that similar
double dipping with physician
billing

Hospice Compliance: Hot Topics:
Hospice in ALF’s & SNF’s
• OIG Report = 25% of hospice
patients in nursing home & 13%
in ALF’s
• ALF hospice services increased
64% from 2006-2016

• Implied concern that patients in
those facilities not getting full
hospice services

• Similar to concerns on GIP – too
much reliance on facility staff
• Not properly overseeing &
coordinating care
• Patients not timely getting pain
management due to lack of
oversight

• In 2012 study found that hospices
provided fewer services to 31% of
NF patients
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Hospice Compliance: Hot Topics
Other Issues in OIG Report
• Hospice clearly on OIG radar
• Noting increasing number of
hospices & hospice
payments/utilization
• Noted the preponderance of forprofit hospices & implying for-profits
are more likely to abuse or cause
waste to the program
• Criminal & civil penalties increasing
• Multiple references to hospices
giving kickbacks, using patient
recruiters, & other bad acts
• Concern about increasing numbers
of live discharges

Hospice Compliance: Hot Topics
OIG Workplan
• OIG Workplan for 2018-2019 includes 7 projects involving Medicare hospice
services
• 2 involving supplication of drug payments
• 1 investigating payments outside of hospice benefit – i.e., physician services?
• Auditing frequency of nurse visits & quality of care

• Workplan item reflect most findings of 2018 OIG report on vulnerabilities
• Recommended CMS to track & report hospice survey results & complaints
• Recommended CMS to change reimbursement for per-diem rates

• Looking also at COP compliance & checking trends in deficiencies and
complaints
• Using survey info to determine frequency of harm to patients
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Hospice Compliance: Hot Topics”
CMS Monitoring too!
• CMS Report to Congress Fraud Prevention System for
2016
• Use of “State-of-art” predictive analytics including algorithms & other
sophisticated programs on FFS.
• $17.9 Billion Saved; Return of $12.40 for every $1 spent in 2016
• $14 billion from prevention of improper payts:
• Systematic Edits = $999.5 million; Provider Enrollment Actions = $786.9mil; Prepayment
review = $13.5 billion; Other Actions = $65.5 million

• $2.3 billion in overpayment recoveries & $106 million from law enforcement
referrals
• $2.5 billion savings for pre-payment audits
• Applies to Medicaid too & States getting on board

Hospice Compliance: Hot Topics
CMS & Your Data
• Trends in Billing
• GIP/Continuous Care/Live
Discharges
• Location of Services
• Length of Stay

• Changes in Utilization
• Changes in Referrals
Sources
• CMS Modifying &
Enhancing Data Integration
in Claims Processing
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Hospice Compliance: Hot Topics
Using Your Data
• CMS providing you your data
to assess yourself.
• Pepper Report
• http://pepperresources.org
• Hospice Program for Evaluation of
Payment and Patterns Report
• Targeted Claim groups
• Hospice’s can access report of claims
vs. state and Nat'l avgs.
• MAC’s using for ADR’s/Audits
• Example – LCD’s

Hospice Compliance: Hot Topics
Other Looks at Your Data
• Fall 2017 Kaiser & Time study of hospice showed missed visits and
neglect of hospice patients widespread.
• Looked at 20,000 government inspection records

• CAHPS records = 1 in 5 respondents claimed hospice did not
always show up when assistance needed.
• Over 3,200 complaints with state officials in last 5 years leading to
759 hospices cited for missed visits or not providing services.
• CMS records = 21% of hospices serving > 84,000 patients failed
to provide crisis care; 21.3% of patients on routine care had NO
skilled visit in the last 2 days.
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Hospice Compliance: Hot Topics
Maintaining Compliance
• Compliance Agency-wide –
clinical & all operations of agency
• Compliance Plan – Important
• Compliance starts with auditing
& investigation of clinical,
financial and operations
including – marketing/business
development
• What are you doing right & wrong &
why & fixing it

Hospice Compliance: Hot Topics
Clinical Compliance
• Start at beginning – diagnosis of terminal condition

• Assure physician narrative/rationale for terminal diagnosis
• Assure patient full understanding of hospice election
• NOE

• Care planning

• Care planning COP highest # of deficiency citations
• Care plans not updated for changes in conditions or not compliance with requirement that
assessment every 15 days
• All members of IDG involved in care planning
• Adequate services from all clinicians

• Assure proper level of care

• Assure documentation clearly outlines need for GIP & daily updated
• OIG Report 1 patient in GIP for 3 weeks with no visit from hospice

• Assure respite care offered & offer documented
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Hospice Compliance: Hot Topics
Clinical Compliance
• Clinical documentation timely & thorough showing ongoing signs of terminal
condition & need for services
•
•
•
•

Assure documentation of pain & symptoms on each visit
Evidence of patient decline included in documentation
Assure communication with care team/IDG
Communication with family/caregiver included

• Recertifications
• Assure adequate narrative

• F2F
• Audit/QA Records before billing
• It is about the documentation

Hospice Compliance: Hot Topics
Clinical Compliance/Audit Proofing
• It’s about improper claims • Looking Forward:
• Educate staff – CMS is expecting
and services outside
you to do more with less
norms/means: what to do?
• Train on documentation & set
• Regular record audits BEFORE
billing;
• Watch utilization carefully =
PEPPER reports including LOS.
• Per visit pay – incentivizes
utilization
• Scrutinize patient records outside
norms.

definite rules on timeliness
• Including Drs.

• Assure compliance with Rules &
guidance in CMS Hospice
Benefits
• CMS IOM Manuals; OIG
• Watch industry
publications/notifications
• Stay educated!!!
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Hospice Compliance: Hot Topics
Protecting your Relationships
• Various Federal & State Fraud & Abuse laws implicate your relationships with
referral sources & SNF’s etc. – the big one:
• Medicare & Medicaid Anti-Kickback Act

Whoever knowingly & willingly solicits or receives any remuneration
directly or indirectly, overly or covertly, in cash or in kind (including a
kickback, bribe, or rebate) if one purpose of the transaction is to induce a
referral of business reimbursed by the Medicare or Medicaid programs.
It Means: (1) Any benefit to or from whoever! (2) If just 1 purpose of the benefit =
referral
 No donut exception
 Payments etc. to referral sources if referrals given or being induced (ALF’s/NF etc.)

 Criminal penalties And False Claim liability

Hospice Compliance: Hot Topics
Protecting your Relationships
• 42 CFR 1001.952 Safe Harbors

• Safe Harbors generally require:

• Intended to protect
legitimate/necessary business
relationships which otherwise would
violate Anti-Kickback Act
• Types of Safe Harbors
• Personal Services; Management
Svcs; Leases; Investment;
Employees; Discounts & More

• Written agreement of 1+ years
• Sum certain payment
• No fluctuation of payment based
on referrals
• ID items or services
• Not hand grenades & Horse
shoes
• Must Use for Any Relationship in
Which Referrals Possible
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Hospice Compliance: Hot Topics
Marketing
• Marketing is your Public Face: What your marketers do is known & notorious!
• OIG targeting marketing = “patient recruiters”
• Risk of kickbacks – anything of benefit!

• Examples = Risks:

• Frequent lunches for referral sources
• Free services at ALF’s etc...
• Free/discounted CEU programs to referral sources
• Raffles etc.. for referral sources.
• Must establish rules/guidelines for Marketers

Hospice Compliance: Hot Topics
Marketing
• Marketing – Assure Compliance
• Train them!!!! Then:
• Monitor Marketers = Secret
Shopper
• Check Referral Records
• Audit Expense Accounts
• Establish Process for each
Marketing Plan
• Pre-approval

• Review goals & strategies often
• Question aberrant productivity
• NO 1099!
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Hospice Compliance: Hot Topics
Compliance Plan
• Mandated by ACA
• Requires much – but risks are to
high!
• Compliance = Top ->Down Process
• Governing Board commitment &
oversight

• Working through Compliance Plan
process often = better productivity &
quality
• Start with risk assessment of all
areas of agency
• Establish Policies to address risks

Hospice Compliance: Hot Topics
Compliance Plan
• Must be thorough- all aspects of
operation - & effective
• Must be your Own!
• Must Monitor effectiveness of
compliance policies
• Semi-annual
• Establish an anonymous reporting
process & response procedures
• Train employees
• OIG Training Modules:
http://oig.hhs.gov/compliance/providercompliance-training/index.asp
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Hospice Compliance: Hot Topics
Compliance: It’s Your Job!
• Thanks for your attention!
• Questions?
• There are no stupid ones! Always
ask!!!!!
• Liz@pblaw.org

• Please Note: This presentation was

intended to provide education and was not
intended to provide specific legal opinions
on the matters discussed. In all cases,
counsel should be consulted on individual
legal questions

Thank You for Coming!
Melinda A. Gaboury, CEO
Healthcare Provider Solutions, Inc.
info@healthcareprovidersolutions.com

Thomas Boyd, MBA, CFE, CHFP
Simione Healthcare Consultants, LLC
tboyd@simione.com

Elizabeth Pearson, Esq.
Pearson & Bernard PSC
liz@pblaw.org

David C. Macke, MBA, CHFP, FHFMA
VonLehman CPA & Advisory Firm
dmacke@vlcpa.com
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