
Although there has been a 25% decrease in the total dollar amount of Parts A & B expenditures from 2012 through 2016. CMS 
did not share the % decrease in the per diem non-hospice spending amount for the same period, we assume it would be a more 
signifi cant increase than 25%, but regardless they still consider the 2016 total to be a “non-trivial” amount and plan to continue 
monitoring the data.  
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FYI: 
The Least You Need to Know: The FY 2018 Wage Index proposed rule includes 
a section on Part A, Part B and Part D non-hospice spending. It’s short and somewhat confusing but 
does raise some questions about basic processes. 

17.9

Non-Hospice Spending: Parts A & B

CMS was 
HAPPY 
about

CMS was 
UNHAPPY 
about

Of more concern to Medicare, however, is the increase in Part D spending occurring during the same period. Total spending did 
drop in 2014 and 2015 but 2016 saw a 5% increase over the 2012 total dollar amount (as with the Part A and B spending, CMS did 
not provide the per diem comparison).

Expenditures for maintenance drugs continue to go up and CMS is trying to fi nd a way to turn that around. 

The discussion in this section returns us to the murky swamp of coverage responsibility - medications 
required for management of the terminal illness and related conditions versus everything related to 
the terminal prognosis – but it provides no clarity. 

Non-Hospice Spending: Part D

A decrease in the four target categories that now 
require pre-authorization 
1. Analgesics
2. Antinauseants
3. Anti-anxiety
4. Laxatives

An increase in the number and cost of 
“maintenance drugs”

Additional Information:  

CMS fi rst reported on non-hospice spending in the FY 2015 Wage Index Rule and has included additional information 
in every subsequent rule.  This year’s analysis looks at Parts A, B and D annual spending for years 2012 – 2016.  
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From page 20766 of the proposed rule:

Hospices are responsible for covering drugs and biologicals related to the palliation and management of the terminal 
illness and while the patient is under hospice care. For a prescription drug to be covered under Part D for an individual 
enrolled in hospice, the drug must be for treatment unrelated to the terminal illness or related conditions. After a 
hospice election, many maintenance drugs or drugs used to treat or cure a condition are typically discontinued as the 
focus of care shifts to palliation and comfort measures. However, those same drugs may be appropriate to continue as 
they may off er symptom relief for the palliation and management of the terminal prognosis.[5].  

(The citation leads to the November 2016 CMS “Update on Part D Payment Responsibility for Drugs for Benefi ciaries Enrolled in Medicare Hospice” – source 
of the verbiage in the last two sentences above.  https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Hospice/Downloads/2016-11-15-Part-
D-Hospice-Guidance.pdf )

What direction does the 
Prudent Hospice take?  

Implementation of a fi rm process 
to determine coverage and to make 
sure that reasons for non-coverage 
are thoroughly and consistently 
documented. The following from 
page 20766:

We continue to expect that hospices 
should be providing virtually all 
of the care needed by terminally 
ill individuals, including related 
prescription drugs. The comprehensive 
nature of the services covered 
under the Medicare hospice benefi t 
is structured such that hospice 
benefi ciaries should not have to 
routinely seek items, services, and/or 
medications beyond those provided 
by hospice. The hospice medical 
director, the attending physician (if 
any), and the hospice IDG determine, 
on a case-by-case basis, what items 
and services are related and unrelated 
to the palliation and management 
of the terminal illness and related 
conditions during the admission 
process, the initial and comprehensive 
assessments, and in the development 
of the hospice plan of care (418.25, 
418.54, and 418.56).  (Hospice 
Fundamentals emphasis)

The Hospice, The Benefi ciary and the QIO 
(Quality Improvement Organization) 

This last section makes it clear that CMS is casting around for a solution to 
the Part D situation – but the direction that they say that they are considering 
here is half-baked at best.  We include the points below not because they are 
now required but because we want you to be aware that CMS continues to work on 
solutions to non-hospice spending and, sooner or later, a new requirement will be 
coming our way. 

1. Hospices are encouraged to educate 
benefi ciaries about the comprehensive 
nature of hospice care. 

2. Hospices are required to provide 
notice at the time of admission that 
the care for which Medicare payment 
is sought will be subject to QIO 
review.  Regulations for this are found 
at §476.78, Quality Improvement 
Organizations.  [This is a new one 
to Hospice Fundamentals – this has 
traditionally been a hospital notice and 
we have never encountered it in any 
hospice admission process that we have 
seen].  

3. If the hospice determines that a 
medication will not be included in 
the hospice plan of care, the hospice 
should inform the benefi ciary and 
provide the clinical rationale. 

4. If the benefi ciary disagrees with 
the hospice’s determination of what 
conditions are unrelated to the terminal 
illness and related conditions (and 
thus arguably not provided as part of 

the hospice benefi t) [the exact CMS 
language] CMS strongly encourages 
hospices to work with benefi ciaries 
and/or representatives to resolve the 
disagreement. 

5. If resolution cannot be reached, 
the benefi ciary and the hospice can 
agree to participate in a fl exible, 
dialogue-based resolution process, 
called immediate advocacy, which is 
coordinate by the QIO. 

They conclude by saying that 
they will continue to monitor and 
consider ways to address through 
future regulatory and/or program 
integrity eff orts, if needed. 

Expect a next chapter in the FY 2019 
proposed rule – this issue will continue. 
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Part 1: Overview + ACA Impact 
Updates + Possible Amendment 

to Admission Requirements

Part 2: HQRP Updates

Part 3: Non-Hospice Spending

Link to Other Material:

The Proposed Rule 
https://www.federalregister.
gov/d/2017-08563

(See pages 20764 – 20767)

Actions of a Prudent 
Hospice™ 

When CMS mentions that they plan to continue to monitor data, 
remember that their capabilities can take them right down to individual 
provider level so, even though we don’t know what will ultimately come 
our way, you want to make certain that you are doing as well as you can 
curbing improper non-hospice spending for the benefi ciaries to whom 
you provide care right now. It’s the right thing to do.

That takes us straight to some basic process questions:

ONE. How are related / non-related decisions made? How is physician 
input captured in the documentation of those decisions? 

TWO. Are you managing all medications and working to discontinue 
those that are no longer appropriate? 

THREE. CMS never mentions the following situations but both can 
lead to related medications being billed to Part D. 

Does documentation clearly capture conversations that inform 
benefi ciaries/representatives of their fi nancial responsibility in situations 
in which they choose to:

a. Continue with a medication that has not been included in the 
hospice plan of care due to lack of effi  cacy, or

b. Use non-formulary medication without fi rst trying formulary option

FOUR. Do you have a process to assure that you are getting invoiced for 
medications for benefi ciaries residing in facilities? 

FIVE. Do you have a process to know when a new medication is 
added by the attending or a consulting physician?  And a process 
to then once again determine if it is related / nonrelated?  This can 
particularly challenging for benefi ciaries in a NF (one reason #4 is so 
important). 


