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enable the individual to carry out the
treatment plan.

(h) Physical therapy, occupational
therapy and speech-language pathology
services in addition to the services de-
scribed in §409.33 (b) and (c) of this
chapter provided for purposes of symp-
tom control or to enable the patient to
maintain activities of daily living and
basic functional skills.

(i) Effective April 1, 1998, any other
service that is specified in the patient’s
plan of care as reasonable and nec-
essary for the palliation and manage-
ment of the patient’s terminal illness
and related conditions and for which
payment may otherwise be made under
Medicare.

[48 FR 56026, Dec. 16, 1983, as amended at 51
FR 41351, Nov. 14, 1986; 556 FR 50835, Dec. 11,
1990; 59 FR 65498, Dec. 20, 1994; 70 FR 70547,
Nov. 22, 2005; 73 FR 32220, June 5, 2008; 74 FR
39413, Aug. 6, 2009; 76 FR 47331, Aug. 4, 2011]

§418.204 Special coverage require-
ments.

(a) Periods of crisis. Nursing care may
be covered on a continuous basis for as
much as 24 hours a day during periods
of crisis as necessary to maintain an
individual at home. Either homemaker
or home health aide (also known as
hospice aide) services or both may be
covered on a 24-hour continuous basis
during periods of crisis but care during
these periods must be predominantly
nursing care. A period of crisis is a pe-
riod in which the individual requires
continuous care to achieve palliation
and management of acute medical
symptoms.

(b) Respite care. (1) Respite care is
short-term inpatient care provided to
the individual only when necessary to
relieve the family members or other
persons caring for the individual.

(2) Respite care may be provided only
on an occasional basis and may not be
reimbursed for more than five consecu-
tive days at a time.

(c) Bereavement counseling. Bereave-
ment counseling is a required hospice
service but it is not reimbursable.

[48 FR 56026, Dec. 16, 1983, as amended at 55
FR 50835, Dec. 11, 1990; 74 FR 39413, Aug. 6,
2009; 85 FR 19289, Apr. 6, 2020; 88 FR 51199,
Aug. 2, 2023]

§418.205

§418.205 Special requirements for hos-
pice pre-election evaluation and
counseling services.

(a) Definition. As used in this section
the following definition applies.

Terminal illness has the same meaning
as defined in §418.3.

(b) General. Effective January 1, 2005,
payment for hospice pre-election eval-
uation and counseling services as speci-
fied in §418.304(d) may be made to a
hospice on behalf of a Medicare bene-
ficiary if the requirements of this sec-
tion are met.

(1) The beneficiary. The beneficiary:

(i) Has been diagnosed as having a
terminal illness as defined in §418.3.

(ii) Has not made a hospice election.

(iii) Has not previously received hos-
pice pre-election evaluation and con-
sultation services specified under this
section.

(2) Services provided. The hospice pre-
election services include an evaluation
of an individual’s need for pain and
symptom management and counseling
regarding hospice and other care op-
tions. In addition, the services may in-
clude advising the individual regarding
advanced care planning.

(3) Provision of pre-election hospice
services. (i) The services must be fur-
nished by a physician.

(ii) The physician furnishing these
services must be an employee or med-
ical director of the hospice billing for
this service.

(iii) The services cannot be furnished
by hospice personnel other than em-
ployed physicians, such as but not lim-
ited to nurse practitioners, nurses, or
social workers, physicians under con-
tractual arrangements with the hos-
pice or by the beneficiary’s physician,
if that physician is not an employee of
the hospice.

(iv) If the beneficiary’s attending
physician is also the medical director
or a physician employee of the hospice,
the attending physician may not pro-
vide nor may the hospice bill for this
service because that physician already
possesses the expertise necessary to
furnish end-of-life evaluation and man-
agement, and counseling services.

(4) Documentation. (i) If the individ-
ual’s physician initiates the request for
services of the hospice medical director
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or physician, appropriate documenta-
tion is required.

(ii) The request or referral must be in
writing, and the hospice medical direc-
tor or physician employee is expected
to provide a written note on the pa-
tient’s medical record.

(iii) The hospice agency employing
the physician providing these services
is required to maintain a written
record of the services furnished.

(iv) If the services are initiated by
the beneficiary, the hospice agency is
required to maintain a record of the
services and documentation that com-
munication between the hospice med-
ical director or physician and the bene-
ficiary’s physician occurs, with the
beneficiary’s permission, to the extent
necessary to ensure continuity of care.

[69 FR 66425, Nov. 15, 2004]

Subpart G—Payment for Hospice
Care

§418.301 Basic rules.

(a) Medicare payment for covered
hospice care is made in accordance
with the method set forth in §418.302.

(b) Medicare reimbursement to a hos-
pice in a cap period is limited to a cap
amount specified in §418.309.

(c) The hospice may not charge a pa-
tient for services for which the patient
is entitled to have payment made
under Medicare or for services for
which the patient would be entitled to
payment, as described in §489.21 of this
chapter.

[48 FR 56026, Dec. 16, 1983, as amended at 56
FR 26919, June 12, 1991; 70 FR 70547, Nov. 22,
2005]

§418.302 Payment procedures for hos-
pice care.
(a) CMS establishes payment

amounts for specific categories of cov-
ered hospice care.

(b) Payment amounts are determined
within each of the following categories:

(1) Routine home care day. A routine
home care day is a day on which an in-
dividual who has elected to receive
hospice care is at home and is not re-
ceiving continuous care as defined in
paragraph (b)(2) of this section.

(1) Service intensity add-on. Routine
home care days that occur during the

42 CFR Ch. IV (10-1-24 Edition)

last 7 days of a hospice election ending
with a patient discharged due to death
are eligible for a service intensity add-
on payment.

(ii) The service intensity add-on pay-
ment shall be equal to the continuous
home care hourly payment rate, as de-
scribed in paragraph (e)(4) of this sec-
tion, multiplied by the amount of di-
rect patient care actually provided by
a RN and/or social worker, up to 4
hours total per day.

(2) Continuous home care day. A con-
tinuous home care day is a day on
which an individual who has elected to
receive hospice care is not in an inpa-
tient facility and receives hospice care
consisting predominantly of nursing
care on a continuous basis at home.
Home health aide (also known as a hos-
pice aide) or homemaker services or
both may also be provided on a contin-
uous basis. Continuous home care is
only furnished during brief periods of
crisis as described in §418.204(a) and
only as necessary to maintain the ter-
minally ill patient at home.

(3) Inpatient respite care day. An inpa-
tient respite care day is a day on which
the individual who has elected hospice
care receives care in an approved facil-
ity on a short-term basis for respite.

(4) General inpatient care day. A gen-
eral inpatient care day is a day on
which an individual who has elected
hospice care receives general inpatient
care in an inpatient facility for pain
control or acute or chronic symptom
management which cannot be managed
in other settings.

(c) The payment amounts for the cat-
egories of hospice care are fixed pay-
ment rates that are established by
CMS in accordance with the procedures
described in §418.306. Payment rates
are determined for the following cat-
egories:

(1) Routine home care.

(2) Continuous home care.

(3) Inpatient respite care.

(4) General inpatient care.

(d)(1) The Medicare Administrative
Contractor reimburses the hospice its
appropriate payment amount for each
day for which an eligible Medicare ben-
eficiary is under the hospice’s care.

(2) Effective December 8, 2003, if a
hospice makes arrangements with an-
other hospice to provide services under
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the circumstances specified in section
1861(dd)(5)(D) of the Act, the Medicare
Administrative Contractor reimburses
the hospice for which the beneficiary
has made an election as described in
paragraph (d)(1) of this section.

(e) The Medicare Administrative
Contractor makes payment according
to the following procedures:

(1) Payment is made to the hospice
for each day during which the bene-
ficiary is eligible and under the care of
the hospice, regardless of the amount
of services furnished on any given day
(except as set out in paragraph (b)(1)(Q)
of this section).

(2) Payment is made for only one of
the categories of hospice care described
in §418.302(b) for any particular day.

(3) On any day on which the bene-
ficiary is not an inpatient, the hospice
is paid the routine home care rate, un-
less the patient receives continuous
care as defined in paragraph (b)(2) of
this section for a period of at least 8
hours. In that case, a portion of the
continuous care day rate is paid in ac-
cordance with paragraph (e)(4) of this
section.

(4) The hospice payment on a contin-
uous care day varies depending on the
number of hours of continuous services
provided. The continuous home care
rate is divided by 24 to yield an hourly
rate. The number of hours of contin-
uous care provided during a continuous
home care day is then multiplied by
the hourly rate to yield the continuous
home care payment for that day. A
minimum of 8 hours of care must be
furnished on a particular day to qualify
for the continuous home care rate.

(5) Subject to the limitations de-
scribed in paragraph (f) of this section,
on any day on which the beneficiary is
an inpatient in an approved facility for
inpatient care, the appropriate inpa-
tient rate (general or respite) is paid
depending on the category of care fur-
nished. The inpatient rate (general or
respite) is paid for the date of admis-
sion and all subsequent inpatient days,
except the day on which the patient is
discharged. For the day of discharge,
the appropriate home care rate is paid
unless the patient dies as an inpatient.
In the case where the beneficiary is dis-
charged deceased, the inpatient rate
(general or respite) is paid for the dis-

§418.302

charge day. Payment for inpatient res-
pite care is subject to the requirement
that it may not be provided consecu-
tively for more than 5 days at a time.
Payment for the sixth and any subse-
quent day of respite care is made at the
routine home care rate.

(f) Payment for inpatient care is lim-
ited as follows:

(1) The total payment to the hospice
for inpatient care (general or respite)
is subject to a limitation that total in-
patient care days for Medicare patients
not exceed 20 percent of the total days
for which these patients had elected
hospice care.

(2) At the end of a cap period, the
Medicare Administrative Contractor
calculates a limitation on payment for
inpatient care to ensure that Medicare
payment is not made for days of inpa-
tient care in excess of 20 percent of the
total number of days of hospice care
furnished to Medicare patients. Only
inpatient days that were provided and
billed as general inpatient or respite
days are counted as inpatient days
when computing the inpatient cap.

(3) If the number of days of inpatient
care furnished to Medicare patients is
equal to or less than 20 percent of the
total days of hospice care to Medicare
patients, no adjustment is necessary.
Overall payments to a hospice are sub-
ject to the cap amount specified in
§418.309.

(4) If the number of days of inpatient
care furnished to Medicare patients ex-
ceeds 20 percent of the total days of
hospice care to Medicare patients, the
total payment for inpatient care is de-
termined in accordance with the proce-
dures specified in paragraph (f)(6) of
this section. That amount is compared
to actual payments for inpatient care,
and any excess reimbursement must be
refunded by the hospice. Overall pay-
ments to the hospice are subject to the
cap amount specified in §418.309.

(5) If a hospice exceeds the number of
inpatient care days described in para-
graph (f)(4), the total payment for inpa-
tient care is determined as follows:

(i) Calculate the ratio of the max-
imum number of allowable inpatient
days to the actual number of inpatient
care days furnished by the hospice to
Medicare patients.
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(ii) Multiply this ratio by the total
reimbursement for inpatient care made
by the Medicare Administrative Con-
tractor.

(iii) Multiply the number of actual
inpatient days in excess of the limita-
tion by the routine home care rate.

(iv) Add the amounts calculated in
paragraphs (f)(5)(ii) and (iii) of this sec-
tion.

(g) Payment for routine home care,
continuous home care, general inpa-
tient care and inpatient respite care is
made on the basis of the geographic lo-
cation where the services are provided.

[48 FR 56026, Dec. 16, 1983, as amended at 56
FR 26919, June 12, 1991; 70 FR 45145, Aug. 4,
2005; 70 FR 70547, Nov. 22, 2005; 72 FR 50228,
Aug. 31, 2007; 74 FR 39414, Aug. 6, 2009; 80 FR
47206, Aug. 6, 2015]

§418.304 Payment for physician, and
nurse practitioner, and physician
assistant services.

(a) The following services performed
by hospice physicians and nurse practi-
tioners are included in the rates de-
scribed in §418.302:

(1) General supervisory services of
the medical director.

(2) Participation in the establish-
ment of plans of care, supervision of
care and services, periodic review and
updating of plans of care, and estab-
lishment of governing policies by the
physician member of the interdiscipli-
nary group.

(b) For services not described in para-
graph (a) of this section, a specified
Medicare contractor pays the hospice
an amount equivalent to 100 percent of
the physician fee schedule for those
physician services furnished by hospice
employees or under arrangements with
the hospice. Reimbursement for these
physician services is included in the
amount subject to the hospice payment
limit described in §418.309. Services
furnished voluntarily by physicians are
not reimbursable.

(c) Services of the patient’s attending
physician, if he or she is not an em-
ployee of the hospice or providing serv-
ices under arrangements with the hos-
pice, are not considered hospice serv-
ices and are not included in the
amount subject to the hospice payment
limit described in §418.309. These serv-
ices are paid by the carrier under the
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procedures in subpart B, part 414 of this
chapter.

(d) Payment for hospice pre-election
evaluation and counseling services. The
intermediary makes payment to the
hospice for the services established in
§418.205. Payment for this service is set
at an amount established under the
physician fee schedule, for an office or
other outpatient visit for evaluation
and management associated with pre-
senting problems of moderate severity
and requiring medical decision-making
of low complexity other than the por-
tion of the amount attributable to the
practice expense component. Payment
for this pre-election service does not
count towards the hospice cap amount.

(e)(1) Effective December 8, 2003,
Medicare pays for attending physician
services provided by nurse practi-
tioners to Medicare beneficiaries who
have elected the hospice benefit and
who have selected a nurse practitioner
as their attending physician. This ap-
plies to nurse practitioners without re-
gard to whether they are hospice em-
ployees.

(2) Nurse practitioners may bill and
receive payment for services only if
the—

(i) Nurse practitioner is the bene-
ficiary’s attending physician as defined
in §418.3;

(ii) Services are medically reasonable
and necessary;

(iii) Services are performed by a phy-
sician in the absence of the nurse prac-
titioner; and

(iv) Services are not related to the
certification of terminal illness speci-
fied in §418.22.

(3) Payment for nurse practitioner
services are made at 85 percent of the
physician fee schedule amount.

(f)(1) Effective January 1, 2019, Medi-
care pays for attending physician serv-
ices provided by physician assistants to
Medicare beneficiaries who have elect-
ed the hospice benefit and who have se-
lected a physician assistant as their at-
tending physician. This applies to phy-
sician assistants without regard to
whether they are hospice employees.

(2) The employer or a contractor of a
physician assistant must bill and re-
ceive payment for physician assistant
services only if the—
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(i) Physician assistant is the bene-
ficiary’s attending physician as defined
in §418.3;

(ii) Services are medically reasonable
and necessary;

(iii) Services are performed by a phy-
sician in the absence of the physician
assistant and, the physician assistant
services are furnished under the gen-
eral supervision of a physician; and

(iv) Services are not related to the
certification of terminal illness speci-
fied in §418.22.

(3) The payment amount for physi-
cian assistant services when serving as
the attending physician for hospice pa-
tients is 85 percent of what a physician
is paid under the Medicare physician
fee schedule.

[48 FR 56026, Dec. 16, 1983, as amended at 69
FR 66426, Nov. 15, 2004; 70 FR 45145, Aug. 4,
2005; 70 FR 70547, Nov. 22, 2005; 83 FR 38655,
Aug. 6, 2018]

§418.306 Annual update of the pay-
ment rates and adjustment for area
wage differences.

(a) Applicability. CMS establishes pay-
ment rates for each of the categories of
hospice care described in §418.302(b).
The rates are established using the
methodology described in section
1814(i)(1)(C) of the Act and in accord-
ance with section 1814(i)(6)(D) of the
Act.

(b) Annual wupdate of the payment
rates. The payment rates for routine
home care and other services included
in hospice care are the payment rates
in effect under this paragraph during
the previous fiscal year increased by
the hospice payment update percentage
increase (as defined in
sections1814(i)(1)(C) of the Act), appli-
cable to discharges occurring in the fis-
cal year.

(1) For fiscal year 2014 and subse-
quent fiscal years, in accordance with
section 1814(i)(6)(A)(i) of the Act, in the
case of a Medicare-certified hospice
that submits hospice quality data, as
specified by the Secretary, the pay-
ment rates are equal to the rates for
the previous fiscal year increased by
the applicable hospice payment update
percentage increase.

(2) For fiscal years 2014 and through
2023, in accordance with section
1814(i)(5)(A)(i) of the Act, in the case of

§418.307

a Medicare-certified hospice that does
not submit hospice quality data, as
specified by the Secretary, the pay-
ment rates are equal to the rates for
the previous fiscal year increased by
the applicable hospice payment update
percentage increase, minus 2 percent-
age points. Beginning with fiscal year
2024 and subsequent fiscal years, the re-
duction increases to 4 percentage
points. Any reduction of the percent-
age change will apply only to the fiscal
year involved and will not be taken
into account in computing the pay-
ment amounts for a subsequent fiscal
year.

(c) Adjustment for wage differences. (1)
Each hospice’s labor market is deter-
mined based on definitions of Metro-
politan Statistical Areas (MSAs) issued
by OMB. CMS will issue annually, in
the FEDERAL REGISTER, a hospice wage
index based on the most current avail-
able CMS hospital wage data, including
changes to the definition of MSAs. The
urban and rural area geographic classi-
fications are defined in
§412.64(b)(1)(ii)(A) through (C) of this
chapter. The payment rates established
by CMS are adjusted by the Medicare
contractor to reflect local differences
in wages according to the revised wage
data.

(2) Beginning on October 1, 2022, CMS
applies a cap on decreases to the hos-
pice wage index such that the wage
index applied to a geographic area is
not less than 95 percent of the wage
index applied to that geographic area
in the prior fiscal year.

(d) Federal Register notices. CMS pub-
lishes as a notice in the FEDERAL REG-
ISTER any proposal to change the meth-
odology for determining the payment
rates.

[66 FR 26919, June 12, 1991, as amended at 59
FR 26960, May 25, 1994; 62 FR 42882, Aug. 8,
1997; 70 FR 70548, Nov. 22, 2005; 73 FR 46486,
Aug. 8, 2008; 79 FR 50509, Aug. 22, 2014; 80 FR
47207, Aug. 6, 2015; 86 FR 42605, Aug. 4, 2021; 87
FR 45702, July 29, 2022]

§418.307 Periodic interim payments.

Subject to the provisions of §413.64(h)
of this chapter, a hospice may elect to
receive periodic interim payments
(PIP) effective with claims received on
or after July 1, 1987. Payment is made
biweekly under the PIP method unless
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the hospice requests a longer fixed in-
terval (not to exceed one month) be-
tween payments. The biweekly interim
payment amount is based on the total
estimated Medicare payments for the
reporting period (as described in
§§418.302-418.306). Each payment is
made 2 weeks after the end of a bi-
weekly period of service as described in
§413.64(h)(5) of this chapter. Under cer-
tain circumstances that are described
in §413.64(g) of this chapter, a hospice
that is not receiving PIP may request
an accelerated payment.

[69 FR 36713, July 19, 1994]

§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.

(b) Until October 1, 1986, payment to
a hospice that began operation before
January 1, 1975 is not limited by the
amount of the hospice cap specified in
§418.309.

(c) The hospice must file its aggre-
gate cap determination notice with its
Medicare contractor no later than 5
months after the end of the cap year
and remit any overpayment due at that
time. Hospices shall file the aggregate
cap using data no earlier than 3
months after the end of the cap period.
The Medicare contractor will notify
the hospice of the final determination
of program reimbursement in accord-
ance with procedures similar to those
described in §405.1803 of this chapter. If
a provider fails to file its self-deter-
mined cap determination with its
Medicare contractor within 5 months
after the cap year, payments to the
hospice will be suspended in whole or
in part, until a self-determined cap de-
termination is filed with the Medicare
contractor, in accordance
with§405.371(e) of this chapter.

(d) Payments made to a hospice dur-
ing a cap period that exceed the cap
amount are overpayments and must be
refunded.

[48 FR 56026, Dec. 16, 1983; 48 FR 57282, Dec.
29, 1983, as amended at 79 FR 50509, Aug. 22,
2014; 80 FR 47207, Aug. 6, 2015]
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§418.309 Hospice aggregate cap.

A hospice’s aggregate cap is cal-
culated 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 deter-
mining the number of Medicare bene-
ficiaries for a given cap year described
in paragraphs (b) and (c) of this sec-
tion.

(a) Cap Amount. The cap amount was
set at $6,500 in 1983 and is updated
using one of two methodologies de-
scribed in paragraphs (a)(1) and (a)(2) of
this section.

(1) For accounting years that end on
or before September 30, 2016 and end on
or after October 1, 2033, the cap amount
is adjusted for inflation by using the
percentage change in the medical care
expenditure category of the Consumer
Price Index (CPI) for urban consumers
that is published by the Bureau of
Labor Statistics. This adjustment is
made using the change in the CPI from
March 1984 to the fifth month of the
cap year.

(2) For accounting years that end
after September 30, 2016, and before Oc-
tober 1, 2033, the cap amount is the cap
amount for the preceding accounting
year updated by the percentage update
to payment rates for hospice care for
services furnished during the fiscal
year beginning on the October 1 pre-
ceding the beginning of the accounting
year as determined pursuant to section
1814(i)(1)(C) of the Act (including the
application of any productivity or
other adjustments to the hospice per-
centage update).

(b) Streamlined methodology defined. 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 in para-
graphs (b)(1) and (2) of this section. For
purposes of the streamlined method-
ology calculation—

(1) In the case in which a beneficiary
received care from only one hospice,
the hospice includes in its number of
Medicare beneficiaries those Medicare
beneficiaries who have not previously
been included in the calculation of any
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hospice cap, and who have filed an elec-
tion to receive hospice care in accord-
ance with §418.24 during the cap period
as defined in §418.3, using the best data
available at the time of the calcula-
tion.

(2) In the case in which a beneficiary
received care from more than one hos-
pice, each hospice includes in its num-
ber of Medicare beneficiaries only that
fraction which represents the portion
of a patient’s total days of care in all
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. The aggregate cap cal-
culation for a given cap year may be
adjusted after the calculation for that
year based on updated data.

(c)  Patient-by-patient  proportional
methodology defined. A hospice’s aggre-
gate cap is calculated by multiplying
the adjusted cap amount determined in
paragraph (a) of this section by the
number of Medicare beneficiaries as de-
scribed in paragraphs (c)(1) and (2) of
this section. For the purposes of the
patient-by-patient proportional meth-
odology—

(1) A 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
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. The total number of
Medicare beneficiaries for a given hos-
pice’s cap year is determined by sum-
ming the whole or fractional share of
each Medicare beneficiary that re-
ceived hospice care during the cap
year, from that hospice.

(2) The aggregate cap calculation for
a given cap year may be adjusted after
the calculation for that year based on
updated data.

(d) Application of methodologies. (1)
For cap years ending October 31, 2011
and for prior cap years, a hospice’s ag-
gregate cap is calculated using the
streamlined methodology described in
paragraph (b) of this section, subject to
the following:

(i) A hospice that has not received a
cap determination for a cap year end-
ing on or before October 31, 2011 as of
October 1, 2011, may elect to have its
final cap determination for such cap

§418.309

years calculated using the patient-by-
patient proportional methodology de-
scribed in paragraph (c) of this section;
or

(ii) A hospice that has filed a timely
appeal regarding the methodology used
for determining the number of Medi-
care beneficiaries in its cap calculation
for any cap year is deemed to have
elected that its cap determination for
the challenged year, and all subsequent
cap years, be calculated using the pa-
tient-by-patient proportional method-
ology described in paragraph (c) of this
section.

(2) For cap years ending October 31,
2012, and all subsequent cap years, a
hospice’s aggregate cap is calculated
using the patient-by-patient propor-
tional methodology described in para-
graph (c) of this section, subject to the
following:

(i) A hospice that has had its cap cal-
culated using the patient-by-patient
proportional methodology for any cap
year(s) prior to the 2012 cap year is not
eligible to elect the streamlined meth-
odology, and must continue to have the
patient-by-patient proportional meth-
odology used to determine the number
of Medicare beneficiaries in a given cap
year.

(ii) A hospice that is eligible to make
a one-time election to have its cap cal-
culated using the streamlined method-
ology must make that election no later
than 60 days after receipt of its 2012 cap
determination. A hospice’s election to
have its cap calculated using the
streamlined methodology would re-
main in effect unless:

(A) The hospice subsequently submits
a written election to change the meth-
odology used in its cap determination
to the patient-by-patient proportional
methodology; or

(B) The hospice appeals the stream-
lined methodology used to determine
the number of Medicare beneficiaries
used in the aggregate cap calculation.

(3) If a hospice that elected to have
its aggregate cap calculated using the
streamlined methodology under para-
graph (d)(2)(ii) of this section subse-
quently elects the patient-by-patient
proportional methodology or appeals
the streamlined methodology, under
paragraph (d)(2)(ii)(A) or (B) of this
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section, the hospice’s aggregate cap de-
termination for that cap year and all
subsequent cap years is to be cal-
culated using the patient-by-patient
proportional methodology. As such,
past cap year determinations may be
adjusted to prevent the over-counting
of beneficiaries, subject to existing re-
opening regulations.

[48 FR 56026, Dec. 16, 1983, as amended at 76
FR 47332, Aug. 4, 2011; 80 FR 47207, Aug. 6,
2015; 83 FR 38655, Aug. 6, 2018; 86 FR 42606,
Aug. 4, 2021; 88 FR 51199, Aug. 2, 2023; 89 FR
64272, Aug. 6, 2024]

§418.310 Reporting and recordkeeping
requirements.

Hospices must provide reports and
keep records as the Secretary deter-
mines necessary to administer the pro-
gram.

§418.311 Administrative appeals.

A hospice that believes its payments
have not been properly determined in
accordance with these regulations may
request a review from the intermediary
or the Provider Reimbursement Review
Board (PRRB) if the amount in con-
troversy is at least $1,000 or $10,000, re-
spectively. In such a case, the proce-
dure in 42 CFR part 405, subpart R, will
be followed to the extent that it is ap-
plicable. The PRRB, subject to review
by the Secretary under §405.1875 of this
chapter, shall have the authority to de-
termine the issues raised. The methods
and standards for the calculation of the
statutorily defined payment rates by
CMS are not subject to appeal.

[74 FR 39414, Aug. 6, 2009, as amended at 78
FR 48281, Aug. 7, 2013]

§418.312 Data submission require-
ments under the hospice quality re-
porting program.

(a) General rule. Except as provided in
paragraph (g) of this section, Medicare-
certified hospices must submit to CMS
data on measures selected under sec-
tion 1814(i)(5)(C) of the Act in a form
and manner, and at a time, specified by
the Secretary.

(b) Submission of Hospice Quality Re-
porting Program data. (1) Hospices are
required to complete and submit a
standardized set of items for each pa-
tient to capture patient-level data, re-
gardless of payer or patient age. The

42 CFR Ch. IV (10-1-24 Edition)

standardized set of items must be com-
pleted no less frequently than at ad-
mission, the hospice update visit
(HUV), and discharge, as directed in
the associated guidance manual and re-
quired by the Hospice Quality Report-
ing Program. Definitions for changes in
patient condition that warrant updated
assessment, as well as the data ele-
ments to be completed for each appli-
cable change in patient condition, are
to be provided in sub-regulatory guid-
ance for the current standardized hos-
pice instrument.

(2) Administrative data, such as
Medicare claims data, used for hospice
quality measures to capture services
throughout the hospice stay, are re-
quired and fulfill the HQRP require-
ments for §418.306(b).

(3) CMS may remove a quality meas-
ure from the Hospice QRP based on one
or more of the following factors:

(i) Measure performance among hos-
pices is so high and unvarying that
meaningful distinctions in improve-
ments in performance can no longer be
made.

(ii) Performance or improvement on
a measure does not result in better pa-
tient outcomes.

(iii) A measure does not align with
current clinical guidelines or practice.

(iv) The availability of a more broad-
ly applicable (across settings, popu-
lations, or conditions) measure for the
particular topic.

(v) The availability of a measure that
is more proximal in time to desired pa-
tient outcomes for the particular topic.

(vi) The availability of a measure
that is more strongly associated with
desired patient outcomes for the par-
ticular topic.

(vii) Collection or public reporting of
a measure leads to negative unintended
consequences other than patient harm.

(viii) The costs associated with a
measure outweigh the benefit of its
continued use in the program.

(c) A hospice that receives notice of
its CMS certification number before
November 1 of the calendar year before
the fiscal year for which a payment de-
termination will be made must submit
data for the calendar year.

(d) Medicare-certified hospices must
contract with CMS-approved vendors
to collect the CAHPS® Hospice Survey
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data on their behalf and submit the
data to the Hospice CAHPS® Data Cen-
ter.

(e) If the hospice’s total, annual,
unique, survey-eligible, deceased pa-
tient count for the prior calendar year
is less than 50 patients, the hospice is
eligible to be exempt from the CAHPSE
Hospice Survey reporting requirements
in the current calendar year. In order
to qualify for this exemption the hos-
pice must submit to CMS its total, an-
nual, unique, survey-eligible, deceased
patient count for the prior calendar
year.

(f) Vendors that want to become
CMS-approved CAHPS® Hospice Survey
vendors must meet the minimum busi-
ness requirements. Survey vendors
must have been in business for a min-
imum of 4 years, have conducted sur-
veys in the approved survey mode for a
minimum of 3 years, and have con-
ducted surveys of individual patients
for a minimum of 2 years. For Hospice
CAHPSU, a ‘“‘survey of individual pa-
tients’ is defined as the collection of
data from at least 600 individual pa-
tients selected by statistical sampling
methods, and the data collected are
used for statistical purposes. Vendors
may not use home-based or virtual
interviewers to conduct the CAHPSE
Hospice Survey, nor may they conduct
any survey administration processes
(for example, mailings) from a resi-
dence.

(g) No organization, firm, or business
that owns, operates, or provides staff-
ing for a hospice is permitted to admin-
ister its own Hospice CAHPST survey
or administer the survey on behalf of
any other hospice in the capacity as a
Hospice CAHPSC survey vendor. Such
organizations will not be approved by
CMS as CAHPSU Hospice Survey ven-
dors.

(h) Reconsiderations and appeals of
Hospice Quality Reporting Program deci-
sions. (1) A hospice may request recon-
sideration of a decision by CMS that
the hospice has not met the require-
ments of the Hospice Quality Report-
ing Program for a particular reporting
period. A hospice must submit a recon-
sideration request to CMS no later
than 30 days from the date identified
on the annual payment update notifi-
cation provided to the hospice.

§418.312

(2) Reconsideration request submis-
sion requirements are available on the
CMS Hospice Quality Reporting Web
site on CMS.gov.

(3) A hospice that is dissatisfied with
a decision made by CMS on its recon-
sideration request may file an appeal
with the Provider Reimbursement Re-
view Board under part 405, subpart R of
this chapter.

(i) Exemptions and extensions require-
ments. (1) A hospice may request and
CMS may grant exemptions or exten-
sions to the reporting requirements
under paragraph (b) of this section for
one or more quarters, when there are
certain extraordinary circumstances
beyond the control of the hospice.

(2) A hospice requesting an exemp-
tion or extension must do so within 90
days of the date that the extraordinary
circumstances occurred by sending an
email to CMS Hospice QRP Reconsider-
ations at HospiceQRPReconsiderations
@cms.hhs.gov that contains all of the
following information:

(i) Hospice CMS Certification Num-
ber (CCN).

(ii) Hospice Business Name.

(iii) Hospice Business Address.

(iv) CEO or CEO-designated personnel
contact information including name,
title, telephone number, email address,
and mailing address (the address must
be a physical address, not a post office
box).

(v) Hospice’s reason for requesting
the exemption or extension.

(vi) Evidence of the impact of ex-
traordinary circumstances beyond the
hospice’s control, including, but not
limited to photographs, newspaper,
other media articles, or independent
sources attesting to the incident that
can be reasonably corroborated. In-
clude dates of occurrence and other
documentation that may support the
rationale for seeking extension or ex-
emption.

(vii) Date when the hospice believes
it will be able to again submit data
under paragraph (b) of this section and
a justification for the proposed date.

(3) CMS may grant exemptions or ex-
tensions to hospices without a request
if it determines that one or more of the
following has occurred:

(i) An extraordinary circumstance,
such as an act of nature including a
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