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(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
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.

[59 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-
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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]

§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, 2032, 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, 2032, 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
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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
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-

§418.309

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
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:
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(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
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]

§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]
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§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) Standardized
set of admission and discharge items
Hospices are required to complete and
submit an admission Hospice Item Set
(HIS) and a discharge HIS for each pa-
tient to capture patient-level data, re-
gardless of payer or patient age. The
HIS is a standardized set of items in-
tended to capture patient-level data.

(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
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