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FY2022 Hospice Payment Rate Update
Final Rule
July 29, 2021 CMS issued the FY2022 Hospice Payment Rate Update Final Rule
This Final rule :
◦ Updates the hospice wage index, payment rates, and aggregate cap amount for Fiscal Year 2022
◦ Rebases and revises the labor shares for all four hospice levels of care
◦ Finalizes several clarifying regulation text changes to certain aspects of the election statement addendum
◦ Makes permanent selected regulatory blanket waivers that were issued during the COVID-19 public health
emergency which include updates the hospice conditions of participation with hospice aides
◦ Finalizes Changes to the HQRP quality measures, the addition of the CHAPS survey ratings on Care Compare,
and the addition of Claims-based Hospice Visits in the Last Days of Life (HVLDL) measure for public reporting
◦ Establishes changes beginning with the January 2022 public reporting for the Home Health Quality Reporting
Program to use three quarters rather than four quarters of data for the January 2022 refresh affecting
OASIS-based measures

1

11/14/2021

Final Rule – Payment Update Percentage
The overall economic impact of this final rule is estimated to be $480 million in
increased payments to hospices for FY 2022.
◦ Payment update percentage for FY 2022 will be 2.0 percent for hospices that
submit the required quality data.
◦ Proposed was 2.3%
◦ For hospices that do not submit the required data, the Payment update
percentage for FY 2022 will be 0.0 percent (FY 2022 hospice payment update
of 2.0 percent minus 2.0 percentage points).

FY 2022 Final Hospice Payment Rates
For agencies that DO submit the required quality data
Code

Description

FY 2021 Payment Rates

FY 2022 Payment Rates

651

Routine Home Care (days 1-60)

$199.25

$203.40

651

Routine Home Care (days 61 +)

$157.49

$161.74

652

Continuous Home Care Full Rate = 24
hours of care

$1432.41 ($59.68 per hour)

$1465.52 ($60.94 per
hour)

655

Inpatient Respite Care

$461.09

$473.75

656

General Inpatient Care

$1045.66

$1068.28
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FY 2022 Final Hospice Payment Rates
For agencies that DO NOT submit the required quality data
Code

Description

FY 2021 Payment Rates

FY 2022 Payment Rates

651

Routine Home Care (days 1-60)

$199.25

$199.41

651

Routine Home Care (days 61 +)

$157.49

$157.58

652

Continuous Home Care Full Rate = 24
hours of care

$1432.41 ($59.68 per hour)

$14373.84 ($59.74 per
hour)

655

Inpatient Respite Care

$461.09

$464.46

656

General Inpatient Care

$1045.66

$1047.33

Final Hospice Cap Amount
The hospice cap amount for the FY 2022 cap year will be $31,297.61.
This is equal to the FY 2021 cap amount ($30,683.93) updated by the
FY 2022 hospice payment update percentage of 2.0 percent.
◦ The proposed cap amount was $31,389.66
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Rebase and Revise Labor Shares
CMS is finalizing to:
◦ Rebase and revise the labor shares for CHC, RHC, IRC and GIP using MCR data for
freestanding hospices.
◦ The labor portion of the payment rates to be for CHC, 75.2 percent; for RHC, 66.0
percent; for GIP, 63.5 percent; and for IRC, 61.0 percent.
◦ The non-labor portion is equal to 100 percent minus the labor portion for each level
of care.
◦ The non-labor portion of the payment rates to be as follows: For CHC, 24.8 percent;
RHC, 34 percent; for GIP, 36.5 percent; and For IRC, 39.0 percent.
◦ Implement the hospice labor shares in a budget neutral manner through the use of
the labor share standardization factors, so that the aggregate payments do not
increase or decrease due to changes in the labor share values.

Labor Shares By Level of Care
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Hospice Utilization Trends
CMS is seeking comments from hospice providers, patients, and advocates
on Hospice Utilization and Spending Patterns to help inform potential future policy
development regarding:
o Skilled visits in the last week of life, particularly, what factors determine how and when visits
are made as an individual approaches the end of life.
o How changes in patient characteristics may have influenced any changes in the provision of
hospice services.
o Information surrounding hospices’ determinations as to what items, services, and drugs are
related versus unrelated to the terminal illness and related conditions, and on what other
factors may influence whether/how certain services are furnished under hospice.
o Whether the hospice election statement addendum has changed the way hospices make care
decisions and how the addendum is used to prompt discussions with beneficiaries and nonhospice providers to ensure beneficiary care needs are met.

Hospice Utilization Trends - Comments
Hospice Utilization and Spending Patterns
Commenters stated while the structure of the hospice benefit and approach to care at the end
of life remain unchanged, changes in the characteristics of patients served (particularly the shift
from predominantly cancer patients to those with end-stage neurological and other conditions)
is largely responsible for driving changes in utilization trends and hospice practice over recent
decades.
Commenters suggested that CMS provide more detailed analysis of physician billing as it relates
to non-hospice spending and a few commenters suggested that CMS release additional data
connected to CMS’ Part D spending analysis to better inform stakeholders and assist in helping
to determine what factors may be contributing to these increased Part D expenditures during a
hospice election.
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Hospice Utilization Trends - Comments
Skilled Visits in the Last Days of Life
Commenters recommended that CMS modify the SIA payments to include any visits which could
be counted toward end-of-life care, not just skilled visits (for example, chaplain and spiritual
care or hospice aide).
Items, Services, and Drugs Related and Unrelated to the Terminal Illness and Related
Conditions
Several commenters stated that:
The determination of relatedness, as applied to coverage decisions connected to terminal
prognosis, is a clinical decision specific to the unique clinical circumstances of each patient.
They work in collaboration with their respective IDGs to determine the items, services, and
drugs that are related versus unrelated once the comprehensive assessment is completed.

Hospice Utilization Trends - Comments
Election Statement Addendum
Several commenters stated that the addendum has not changed their practices for determining
what is related or unrelated under the hospice benefit, but has enhanced the upfront
communication with patients and representatives during the admission process.
One commenter stated that their hospice revisited the way relatedness is defined, and realized
that many diagnoses that were previously thought to be unrelated were related.
Another commenter stated that very few patients and their representatives have requested the
addendum and that the burden of implementation of the addendum outweighs the benefits.
CMS said they appreciate the comments provided and they plan continue to monitor hospice
trends and vulnerabilities within the hospice benefit. They will consider these comments and
suggestions for ongoing monitoring analyses, program integrity efforts, and for potential future
rulemaking.
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Finalized Regulation Text Changes Election Statement Addendum
o

o

Current regulations require that if a beneficiary or his or her representative requests the
addendum at the time of the initial hospice election the hospice must provide this information,
in writing, to the individual (or representative) within 5 days from the date of the election.
In the situation where a beneficiary or representative does not request the addendum at the
time of election, but rather within the 5 days after the effective date of the election, the
regulations require the hospice to provide the addendum within 3 days.
CMS Finalized clarification of concerns surrounding the timing of the addendum having to be
delivered to the patient.

o

Final Rule clarifications regarding timing:
o 1. If patient/representative requests the addendum any time during the first five days of care
you would have five calendar days to deliver that addendum to the patient.
o 2. If they requested any time after the first five days of care, you would now have three
calendar days to furnish it to the patient instead of 72 hours.
o *The language was changed from 72 hours to three calendar days

Finalized Regulation Text Changes Election Statement Addendum
Patient/representative requests the addendum any time during the first five days of
care.
◦ Example:
◦ The patient elects hospice on December 1st and requests the addendum on December 3rd, The
hospice will have until Dec 8th to furnish the addendum.
Sunday

Monday

Tuesday
1–
Hospice
Election

6

7

Wednesday
2

Thursday
3Addendum
Request

Friday
4

Saturday
5

8–
Addendum
furnished
within 5
days
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Finalized Regulation Text Changes Election Statement Addendum
Patient/representative requests the addendum any time after the first five days of care.
◦ Example:
◦ A beneficiary (or representative) requests the addendum on Feb 22nd, then the hospice will
have until Feb 25th to furnish the addendum, regardless of what time the addendum was
requested on Feb 22nd.
Sunday
21

Monday
22 –
Addendum
requested

Tuesday
23

Wednesday
24

Thursday
25 Addendum
furnished
within 3 days

Friday
26

Saturday
27

Regulation Text Changes to Election
Statement Addendum
CMS has clarified that the election statement being a condition of payment, the payment
condition being met will be driven by the date that the hospice furnishes the document to the
patient or individual who requested it, instead of being the date the recipient signs it.
The ‘‘date furnished’’ must be within the required timeframe (that is, 3 or 5 days of the
beneficiary or representative request, depending on when such request was made).
They have also clarified that if a patient refuses the signature requirement the agency will be
obligated to document on the addendum itself, why the patient has refused to sign it.
You will not have to document within the medical record why the patient refused, which was in
the original proposal, but CMS has finalized that you only have to document on the addendum
itself why the patient refused to sign it. This explanation must be clearly noted on the addendum
itself.
The addendum would become part of the patient’s medical record.
These changes will be effective on October 1, 2021.
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Regulation Text Changes - Election
Statement Addendum
CMS finalized the following related to instances in which the beneficiary or representative
requests the addendum and the beneficiary dies, revokes, or is discharged prior to signing the
addendum:
◦ If the patient dies, revokes election, or is discharged within the required timeframe 3 or 5
days, depending upon when the request was made, but the hospice has not yet furnished the
addendum, the hospice is not required to furnish the addendum.
◦ In the event that a beneficiary requests the addendum, and the hospice furnishes the
addendum within 3 or 5 days depending upon when the request for the addendum was
made, but the beneficiary dies, revokes, or is discharged prior to signing the addendum, a
signature from the individual (or representative) is no longer required.
◦ The hospice must note (on the addendum itself) the reason the addendum was not signed
and the addendum would become part of the patient’s medical record.

Finalized Regulation Text Changes Election Statement Addendum
CMS finalized in regulation that if a non-hospice provider requests the
addendum, rather than the beneficiary or representative, the non-hospice
provider is not required to sign the addendum.

o

Hospices can develop processes (including how to document such requests from
non-hospice providers and Medicare contractors) to address circumstances in
which the non-hospice provider or Medicare contractor requests the addendum,
and the beneficiary or representative does not.

o
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Selected COVID-19 Waivers Made
Permanent CoPs
Changes to the Hospice Conditions of Participation
CMS finalized the following changes to the hospice aide competency
evaluation standards that make certain flexibilities that are allowed during the COVID19 Public Health emergency (PHE) permanent.
◦ The policy to allow for hospice aide competency testing for those tasks that must be
observed being performed on a patient to be assessed by observing the hospice
aide with a pseudo-patient, such as a person trained to participate in a role-play
situation or a computer-based mannequin device, instead of actual patients.
◦ The requirement to specify if an area of concern is identified during an RN on-site
supervisory visit, then the hospice must conduct, and the hospice aide must
complete a competency evaluation of the deficient skill and all related skill(s).

Selected COVID-19 Waivers Made
Permanent CoPs
Finalized Definitions:
◦ Pseudo-patient: A person trained to participate in a role-play situation, or a
computer-based mannequin device. A pseudo-patient must be capable of
responding to and interacting with the hospice aide trainee, and must demonstrate
the general characteristics of the primary patient population served by the hospice
in key areas such as age, frailty, functional status, cognitive status and care goals.
◦ Simulation: A training and assessment technique that mimics the reality of the
homecare environment, including environmental distractions and constraints that
evoke or replicate substantial aspects of the real world in a fully interactive fashion,
in order to teach and assess proficiency in performing skills, and to promote decision
making and critical thinking.
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HQRP - Transition to iQIES
o

o

Hospices are currently required to submit HIS data to CMS using the Quality Improvement and
Evaluation System (QIES) Assessment and the Submission Processing (ASAP) system.
The FY 2020 Hospice final rule finalized the proposal to migrate to a new internet Quality
Improvement and Evaluation System (iQIES) for submitting and processing assessment data.

o

iQIES allows for real-time upgrades, greater security.

o

Similar change made for Home Health in 2020.

o

No date announced yet for the migration

o

CMS will notify the public about any system migration updates using sub-regulatory mechanisms
such as web page postings, listserv messaging, and webinars as the timing becomes clear, and
will provide sufficient time and appropriate information for a smooth transition.

HQRP – Removal of the Seven Hospice
Item Set Process Measures
CMS finalized its proposal to:
◦ Remove the seven individual Hospice Item Set (HIS) measures from HQRP.
◦ No longer publicly report them as individual measures on Care Compare.
◦ No longer apply them to the FY 2024 APU and thereafter.
◦ Remove the ‘‘7 measures that make up the HIS Comprehensive Assessment
Measure’’ section of Care Compare and from the Preview Reports but continue to
have it publicly available in the data catalogue.
◦ These will be effective no earlier than the May 2022 refresh.
There are no changes to the requirement to submit the HIS admission assessment.
Hospices that do not report HIS data used for the HIS Comprehensive Assessment
Measure will not meet the requirements for compliance with the HQRP.
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HQRP – HCI Measure
o

CMS finalized adding the HCI - Hospice Care Index measure to the HQRP.

o

This single measure includes 10 indicators of quality that are calculated from claims data.
1. Continuous Home Care (CHC) or General Inpatient (GIP) Provided
2. Gaps in Nursing Visits
3. Early Live Discharges
4. Late Live Discharges
5. Burdensome Transitions (Type 1) - Live Discharges from Hospice Followed by Hospitalization and
Subsequent Hospice Readmission
6. Burdensome Transitions (Type 2) - Live Discharges from Hospice Followed by Hospitalization with
the Patient Dying in the Hospital
7. Per-beneficiary Medicare Spending
8. Nurse Care Minutes per Routine Home Care (RHC) Day
9. Skilled Nursing Minutes on Weekends
10. Visits Near Death

HQRP - HCI Measure
o

Each indicator equally affects the HCI score, reflecting the equal importance of each aspect of care
delivered from admission to discharge.

o

A hospice is awarded a point for meeting each criterion for each of the 10 indicators.

o

The sum of the points earned from meeting the criterion of each indictor results in the hospice’s HCI
score, with 10 as the highest hospice score.

o

The indicators represent different aspects of hospice care and aim to convey a comprehensive
characterization of the quality of care furnished by a hospice.

o

The HCI will help to identify whether hospices have aggregate performance trends that indicate
higher or lower quality of care relative to other hospices.

o

CMS will revise the QM report to include claims-based measure scores, including agency and national rates
through the Certification and Survey Provider Enhanced Reports (CASPER) or replacement system.

o

The QM report will also include results of the individual indicators used to calculate the single HCI score
and provide details on the indicators and HCI overall score.

o

This measure will be publicly reported no earlier than May 2022.
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Hospice Care
Index Indicator
Scoring Example

HQRP – HVLDL
The Addition of the claims-based Hospice Visits in the Last Days of Life (HVLDL)
measure for public reporting.
◦ OMB approved the proposal to replace the HVWDII measure with the HVLDL
measure and remove Section O from the discharge assessment on February
16, 2021.
◦ The HIS V3.00 became effective on February 16, 2021 and expires on February
29, 2024.
◦ CMS will no longer report HVWDII with patient discharges and will start
publicly reporting HVLDL no earlier than May 2022.
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Quality Measures for HQRP

Quality Measures for HQRP
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Quality Measures for HQRP

HQRP –Submission of Hospice Quality
Reporting Program Data
To address the inclusion of administrative data, such as Medicare claims used for
hospice claims-based measures like the HVLDL and HCI in the HQRP, and and
correct technical errors identified in the FY 2016 and 2019 Hospice Wage Index
and Payment Rate Update final rules, CMS finalized the proposal to revise the
regulation at § 418.312(b) by adding paragraphs (b)(1) through (3).

o

Paragraph (b)(1) will now include the existing language on the standardized set
of admission and discharge items.

o

Paragraph (b)(2) would require collection of Administrative Data, such as
Medicare claims data, used for hospice quality measures to capture services
throughout the hospice stay. These Data automatically meet the HQRP
requirements for § 418.306(b)(2).

o

15

11/14/2021

HQRP –Submission of Hospice Quality
Reporting Program Data
Paragraph (b)(3) is a technical correction to address errors identified in the FY 2016 and FY 2019 Hospice
Wage Index and Payment Rate Update final rules.
CMS may remove a quality measure from the Hospice QRP based on one or more of the following factors:
(1) Measure performance among hospices is so high and unvarying that meaningful distinctions in improvements
in performance can no longer be made.
(2) Performance or improvement on a measure does not result in better patient outcomes.
(3) A measure does not align with current clinical guidelines or practice.
(4) The availability of a more broadly applicable (across settings, populations, or conditions) measure for the
particular topic.
(5) The availability of a measure that is more proximal in time to desired patient outcomes for the particular topic.
(6) The availability of a measure that is more strongly associated with desired patient outcomes for the particular
topic.
(7) Collection or public reporting of a measure leads to negative unintended consequences other than patient
harm.
(8) The costs associated with a measure outweigh the benefit of its continued use in the program.

HOPE Update
HOPE is a tool intended to help hospices better understand care
needs throughout the patient’s dying process and contribute to the
patient’s plan of care.
oIt assesses patients in real-time, based on interactions with the
patient.
oThe HOPE will support quality improvement activities and calculate
outcome and other types of quality measures in a way that mitigates
burden on hospice providers and patients.
oCMS anticipates that the HOPE will replace the HIS.
o
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HOPE Update
The HIS is a standardized mechanism for abstracting medical record data, it is not
a patient assessment tool because HIS data are not collected during a patient
assessment.
oHIS data collection ‘‘consists of selecting responses to HIS items in conjunction
with patient assessment activities or via abstraction from the patient’s clinical
record.’’
oIn contrast, HOPE is a patient assessment instrument, designed to capture patient
and family care needs in real-time during patient interactions throughout the
patient’s hospice stay, with the flexibility to accommodate patients with varying
clinical needs.
oThe draft HOPE has undergone cognitive and pilot testing, and will undergo field
testing to establish reliability, validity and feasibility of the assessment instrument.
oCMS anticipates proposing the HOPE in future rulemaking after testing is
complete.
o

Adding CAHPS Star Ratings to Public
Reporting
CMS finalized the proposal to introduce Star Ratings for public reporting of
CAHPS Hospice Survey results on the Care Compare or successor websites no
sooner than FY 2022.

o

The calculation and display of the CAHPS Hospice Survey Star Ratings will be
similar to other CAHPS Star Ratings such as Hospital and Home Health CAHPS.

o

The stars would range from one star (worst) to five stars (best).

o

The stars be calculated based on “top-box” scores for each of the eight CAHPS
Hospice Survey measures.

o
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Adding CAHPS Star Ratings to Public
Reporting
o

o

o

o

Individual-level responses to survey items would be scored such that the most favorable
response is scored as 100 and all other responses are scored as 0.
A hospice- level score for a given survey item would then be calculated as the average
of the individual-level responses, with adjustment for differences in case mix and mode
of survey administration.
For a measure composed of multiple items, the hospice-level measure score would be
the average of the hospice-level scores for each item within the measure.
CMS will calculate a summary or overall CAHPS Hospice Survey Star Rating by averaging
the Star Ratings across the 8 measures with a weight of ½ for Rating of the Hospice and
Willingness to Recommend the Hospice, and a weight of 1 for each of the other
measures, then rounding to a whole number.

Adding CAHPS Star Ratings to Public
Reporting
o
o

o
o

o

Only the overall Star Rating be publicly reported.
That hospices must have a minimum of 75 completed surveys in order to be assigned a
Star Rating.
Details of the Star Ratings methodology on the CAHPS Hospice Survey website.
CMS is planning to provide opportunities for interaction with stakeholders to discuss our plans
and methodology and to receive feedback prior to the start of star ratings display.
CMS will also explore the feasibility of conducting a dry run of the star ratings with reporting
to hospices via preview reports, which would occur prior to the start of the public display of the
ratings.
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Quality Data Submission Reporting
Requirements
Statutory Penalty for Failure To Report:
FY 2014 through FY 2023, a reduction in the market basket update by 2 percentage points and
beginning in FY 2024 and for each subsequent year, a reduction the market basket update by 4
percentage points for any hospice that does not comply with the quality data submission
requirements for that FY.

Quality Data Submission Reporting
Requirements
Compliance:
◦ HQRP Compliance requires understanding three timeframes for both HIS and CAHPS.
◦ (1) The relevant Reporting Year, payment FY and the Reference Year.
◦ The “Reporting Year” (HIS)/“Data Collection Year” (CAHPS).
◦ This timeframe is based on the CY.
◦ It is the same CY for both HIS and CAHPS.
◦ If the CAHPS Data Collection year is CY 2022, then the HIS reporting year is also CY 2022.
◦ (2) The APU is subsequently applied to FY payments based on compliance in the
corresponding Reporting Year/Data Collection Year.
◦ (3) For the CAHPS Hospice Survey, the Reference Year is the CY prior to the Data Collection
Year.
◦ The Reference Year applies to hospices submitting a size exemption from the CAHPS
survey (there is no similar exemption for HIS).
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Quality Data Submission Reporting
Requirements
Submission Data and Requirements:

Ninety percent of all required HIS records (admission or discharge) must be
submitted and accepted within the 30-day submission deadline to avoid the
statutorily-mandated payment penalty.
o To comply with CMS’ quality reporting requirements for CAHPS, hospices are
required to collect data monthly using the CAHPS Hospice Survey.
o Hospices comply by utilizing a CMS-approved third-party vendor.
o Most hospices that fail to meet HQRP requirements do so because they miss
the 90 percent threshold.
o

APU & Timeliness Threshold Requirements
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Public Reporting of HIS-based Measures
With Fewer Quarters Due to PHE
CMS is finalizing the proposal that, in the COVID-19 PHE, they would use 3
quarters of HIS data for the final affected refresh, the February 2022 public
reporting refresh of Care Compare for the Hospice setting.

o

Using 3 quarters of data for the February 2022 refresh would allow for displaying
Q3 2020, Q4 2020, and Q1 2021 data beginning in February 2022, rather than
continuing to display November 2020 data (Q1 2019 through Q4 2019).

o

Updating the data in February 2022 by more than a year relative to the
November 2020 freeze data would assist consumers by providing more relevant
quality data and allow hospices to demonstrate more recent performance.

o

Testing results indicate that CMS can achieve these positive impacts while
maintaining high standards for reportability and reliability.

o

Public Reporting of HIS-based Measures
With Fewer Quarters Due to PHE
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Public Reporting of CAHPS due to PHE
Exemption
Prior to COVID-19 PHE, the CAHPS Hospice Survey publicly reported the most recent eight rolling
quarters of data.
CMS froze CAHPS data starting with the November 2020 refresh and concluding with the November
2021 refresh.
CMS Finalized the proposal to publicly report:

◦ Starting with the February 2022 refresh, to display the most recent 8 quarters of CAHPS Hospice Survey data,
excluding Q1 and Q2 2020.

o

o

o
o

To resume public reporting by displaying 3 quarters of post-exemption data, plus five quarters of preexemption data.
In each refresh subsequent to February 2022, to report one more post-exemption quarter of data
and one fewer pre-exemption quarter of data until reaching eight quarters of post-exemption data in
May of 2023.
As of August 2023, to resume reporting a rolling average of the most recent 8 quarters of data.
This will allow reporting the maximum amount of new data, maintaining reliability of the data, and
permitting the maximum number of hospices to receive scores.

Public Reporting
of CAHPS due to
PHE Exemption
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Fast Healthcare Interoperability Resources
(FHIR)/Digital Quality Measurement
In alignment with the Meaningful Measure 2.0, CMS was seeking feedback on
future plans to define digital quality measures for the HQRP and on the potential
use of Fast Healthcare Interoperable Resources (FHIR) for Digital Quality
Measures (dQMs) within the HQRP aligning where possible with other quality
programs.

o

CMS received many comments expressing support for the adoption of a
standardized definition of dQM in the hospice setting and the use of Fast
Healthcare Interoperability Resources (FHIR) to support quality measurements
in the HQRP.

o

They will continue to take all concerns, comments, and suggestions into account
as we consider Fast Healthcare Interoperability Resources (FHIR) in support of
Digital Quality Measurement in Post-Acute Care Quality Reporting Programs..

o

Closing the Health Equity Gap
o

o

o

o

o

CMS sought comment on the possibility of revising measure development, and the collection of
other data that address gaps in health equity in HQRP Significant and persistent inequities in
health outcomes exist in the United States.
They received many comments about the use of standardized patient assessment data in the
hospice setting to assess health equity and social determinants of health (SDOH)
We also received feedback from several commenters about additional factors which should be
considered when collecting data about health equity and disparities. We noted several
categories, including: culture, spiritual beliefs, food insecurity, access to interpreter services,
health literacy, caregiving, housing scarcity, marital status, and socioeconomic status.
Commenters encouraged CMS to stratify quality measures by demographic data, social risk
factors, and social determinants of health.
CMS will continue to take all concerns, comments, and suggestions into consideration for future
development and expansion of our health equity quality measurement efforts.
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Value Based Insurance Design Model
(VBID) - Background
The VBID Model began in January 2017 and will be tested through
December 2024.
The Model is designed to test whether furnishing certain flexibilities in
coverage and payment for MA organizations, to promote MA health plan
innovations, would reduce Medicare program expenditures, enhance the
quality-of-care Medicare beneficiaries receive, including dual-eligible
beneficiaries, and improve the coordination and efficiency of health care
service delivery.
In January 2019, CMS announced that beginning in CY 2021, through the
Model, participating MA organizations could apply to test the Medicare
hospice benefit as a covered benefit.

Value Based Insurance Design Model
(VBID) - Background
Beginning in Calendar Year (CY) 2021, under the hospice benefit
component, CMS will test the impact on payment and service delivery of
incorporating the Medicare Part A hospice benefit with the goal of creating
a seamless care continuum in the Medicare Advantage (MA) program for Part
A and Part B services.
Participating Medicare Advantage Organizations (MAOs) will incorporate
the current Medicare hospice benefit into MAO covered benefits in
combination with offering palliative care services outside the hospice benefit
for enrollees with serious illness and providing individualized transitional
concurrent care services and hospice-specific supplemental benefits.
The hospice benefit component will be tested over four performance years,
and participation in the Model is voluntary for eligible MAOs
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Hospice Participating Medicare
Advantage Organizations
For plan year 2021, 19 Medicare Advantage Organizations (MAOs) offering
MA benefits to plan benefit packages (PBPs) with 4.6 million projected
enrollees will provide tailored Model benefits
Out of the 19, nine Medicare Advantage Organizations (MAOs), through
53 plan benefit packages (PBPs) are participating in the Hospice Benefit
Component.
For the plan year 2022, 13 plans will be participating in the model. 115
plan benefit packages will be participating….this is 4 more MAOs and
more than double the number of plans that participated in 2021.

Hospice Participating Medicare
Advantage Organizations
Commonwealth Care Alliance, Inc. (not participating in 2022)
AvMed – new 2022
Cambia Health Solutions – new 2022
Catholic Health Solutions – new 2022
CVS – new 2022
Hawaii Medical Service Association
Humana, Inc.
Intermountain Health Care
Kaiser Foundation Health Plan, Inc.
Presbyterian Healthcare Services Intermountain Health Care, Inc.
Summit Master Company, LLC
Triple-S Management Corporation
United Healthcare – new 2022
Visiting Nurse Service of New York
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Hospice Participating MAO by State
AvMed – Florida (7)
Cambia Health Solutions – Oregon (3), Utah (5) & Washington (3)
Catholic Health Care Systems (Arch) – New York (1)
CVS – Ohio (3) & Pennsylvania (3)
Hawaii Medical Service Association – Hawaii (5)
Humana –Colorado (3), Georgia (5), Indiana (2), Kentucky (2), Ohio (1), Virginia (8) &
Wisconsin (1)
Intermountain Health Care, Inc – Idaho (4), Utah (5)
Kaiser Foundation Health Plan, Inc - California (1)
Presbyterian Healthcare Services - New Mexico (3)
Summit Master Company, LLC – Puerto Rico (16)
Triple S-Management Corporation - Puerto Rico (12)
United Health Group – Alabama (9), Illinois (2), Oklahoma (10) & Texas (1)
Visiting Nurse Service of New York - New York (3)
*(number of plans offered in the state)

Ensuring Beneficiary Access to a Network of
High-Quality Hospice Providers – Phase 2
For CY 2022, MAOs that participated in CY 2021 may, based on having the benefit of CY
2021 experience, implement a formal version of the consultation program beginning on
January 1, 2022.
An MAO utilizing a formal consultation program could require an enrollee to have a
consult prior to accessing an out-of-network hospice provider.
To be clear, an enrollee must be able to access covered hospice services through either
in-network or out-of-network hospice providers, but the MAO can require that the
enrollee connect with the MAO prior to utilizing an out-of-network provider.
Participating MAOs will be required to inform any enrollee who requests to access outof-network hospice providers (except those not allowed by the MAO due to posing risk
of harm to enrollees) of their ability to do so and may not require written confirmation
or supporting documentation from the enrollee or his/her representative as a
precondition for seeking care from an out-of-network hospice provider.
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Ensuring Beneficiary Access to a Network of
High-Quality Hospice Providers – Phase 2
Participating MAOs must communicate to enrollees that they will not be able to access
applicable hospice supplemental benefits or transitional concurrent care services from
out of-network hospice providers.
For enrollees that utilize an out-of-network provider, a participating MAO is required to
cover these services and to make payment at the same amount that the hospice
provider would receive from Original Medicare for covered hospice services in order to
ensure enrollees are not balanced billed.
A hospice provider must accept the Original Medicare amount as payment in full when
it furnishes Medicare-covered services to MA enrollees but does not have a contract or
other agreement in place to set the payment amount.

VBID Flexibilities for 2022
For CY 2022, participating MAOs may provide non-uniform supplemental benefits (including
“supplemental benefits” that are not primarily health related), such as reduced cost-sharing
and/or additional benefits, to targeted enrollees. As described in detail below, MAOs may also
propose to cover new and existing technologies or FDA approved medical devices. MAOs are
also permitted to establish reduced cost sharing for high-value providers. MAOs may target
enrollees for VBID benefits and services based on the following:
1)

Chronic conditions(s);

2)

Low-Income Subsidy (LIS) eligibility;1 1 For information on LIS eligibility and for reports
that contain LIS indicators, please refer to the Plan Communication User Guide at
https://www.cms.gov/Research-Statistics-Data-and-Systems/CMSInformationTechnology/mapdhelpdesk/Plan_Communications_User_Guide.html or

3)

Combination of both (e.g., enrollees who are LIS eligible and have chronic condition(s))
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Incorporation of the Medicare Hospice Benefit
Component into Medicare Advantage (MA)
Four-year voluntary model for MAOs – January 2021 – December 2024
In participating in this component of the Model, MAOs will incorporate the current Medicare
hospice benefit into MAO covered benefits in combination with offering palliative care services
outside the hospice benefit for enrollees with serious illness and providing individualized
transitional concurrent care services.
MAOs will be paid a hospice capitation
MAOs will provide services in alignment with quality improvement goals and the network
adequacy structure.
CMS believes the policies being tested through this Model represent an opportunity for
Medicare beneficiaries who choose MA and elect hospice, as well as their families and
caregivers, to experience a more seamless transition to hospice care, if aligned with their
wishes, with improved coordination of care.

Medicare Hospice Benefit Payment
In-network providers paid according to contractual
agreement

◦ Some contracts are 10-12% less than the Medicare Traditional
Rates

Out-of-network providers paid at Traditional Medicare Rates

56
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Medicare Hospice Benefit Component
Participating MAOs that volunteer to be part of the hospice benefit
component will include the Medicare hospice benefit as one of the
Original Medicare services offered through and managed by the MA plan.
MAOs will work with their network of high-quality providers to improve
service delivery by offering access to:
◦ (1) palliative care services for enrollees who are not yet hospice eligible
or eligible but choose not to elect hospice
◦ (2) transitional concurrent care for those enrollees who elect hospice
◦ (3) more consistent, higher quality, and standardized hospice care

Maintaining the MCR Hospice Benefit
Under the hospice benefit component MAOs must provide the full Medicare hospice benefit as
specified in current law and regulation, except as explicitly waived to allow for the Model test.
Participating MAOs are not permitted to “unbundle” the collection of benefits (services and items)
that a hospice provider must furnish under Medicare Part A (section 1861(dd) of the Act), including
the use of an IDT and the four levels of hospice care.
Participating MAOs must use Medicare-participating hospice providers.
Only a hospice provider may furnish these hospice services; participating MAOs do not have the
option of designing alternative ways of furnishing these hospice services to enrollees who elect
hospice. In this model test, CMS deems hospice providers to be “first tier entities” with the
participating MAO, as defined in 42 CFR § 422.2, for purposes of other MA requirements (such as §
422.503), and MAOs must have written agreements with hospice providers.
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Palliative Care
Enrollees living with serious illness and who have begun a process of
progressive and significant decline may benefit from palliative care either
prior to their becoming eligible for the Medicare hospice benefit, or when
eligible, their choosing not to elect hospice.
Unlike hospice, palliative care does not require an enrollee to have a life
expectancy of six months or less and may be provided together with
curative treatment at any stage in a serious illness.

Palliative Care
The goal of palliative care is to improve quality of life for those living
with serious illness and their families and caregivers by providing
specialized medical care, support and relief from the symptoms and
stress of a serious illness, while allowing the necessary space and time for
enrollees to understand their care choices and decide on a plan of care
that best reflects their needs and wishes.
Such an approach facilitates awareness of care choices and patient,
family, and caregiver-centered shared decision making.
If the enrollee meets the hospice eligibility criteria, an enrollee with a
serious illness who is receiving palliative care may choose to transition to
hospice care.
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Transitional Concurrent Care
As set out in the Act at § 1812(d)(2) and reflected at 42 CFR § 418.24(d)(2),
beneficiaries who elect hospice care waive all rights to have payment made for any
services “related to the treatment of the individual’s condition with respect to which a
diagnosis of terminal illness has been made" except for services provided by the
beneficiary’s designated hospice, or another hospice under arrangements made by
their designated hospice or the individual’s attending physician (if the attending
physician is not an employee of their designated hospice).
As a result, by electing hospice, beneficiaries generally waive Medicare coverage for
services that are considered curative in favor of receiving services that are more
palliative in nature.
Due, potentially in part to this choice between curative and palliative care, only
approximately half of all Medicare beneficiaries elect the Medicare Hospice benefit at
the end of life, and those who do elect hospice often do so too late in their disease
trajectory to experience the full benefits of hospice care.

Transitional Concurrent Care
The overall goal of encouraging MAO collaboration with non- hospice and hospice providers to
arrange for the provision of concurrent care and related services on a transitional basis is to
support more consistent use of these services, in light of current variation in provider beliefs
and practices related to the provision of concurrent care (including those services that may be
difficult to distinguish between curative and palliative).
For example, a transitional continuation or phasing out of treatments such as chemotherapy
services, blood transfusions, or dialysis may permit an enrollee to conclude or phase out over
time a course of therapy while concurrently receiving hospice care and services.
The provision of transitional concurrent care under the Model does not change the necessary
criteria for hospice benefit eligibility or the requirement that the designated hospice provider
provide all services and levels of care available under the hospice benefit.
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Hospice Supplemental Benefits in the
VBID Model
Participating MAOs may offer a broad set of mandatory supplemental benefits for
enrollees that elect hospice in addition to mandatory supplemental benefits offered to
all enrollees in the MA plan.
CMS recognizes that the set of items and services that a hospice enrollee may benefit
from could be broad, depending on the hospice enrollee’s individual circumstances.
CMS will allow participating MAOs to identify additional items and services that
extend beyond Original Medicare hospice care, as well as set a specific dollar amount
for the aggregate coverage of the set of items and services that may be provided to
enrollees receiving hospice care.
MAOs would then be in a position to work with their in-network hospice providers and
enrollees to identify the items and services that a specific enrollee who has elected
hospice has access to.

Hospice Supplemental Benefits in the
VBID Model
Given the importance of care and financial coordination between the
participating MAO and hospice providers in the provision of Model hospice
supplemental benefits triggered by hospice election, participating MAOs may
limit the set of items and services provided as Model supplemental benefits to
MA enrollees who elect an in-network hospice provider and in that event, must
clearly indicate that such hospice supplemental benefits are limited to enrollees
who choose in-network providers.
However, other supplemental benefits for which the enrollee is already eligible
prior to hospice election will continue to be provided to that enrollee.
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Eligibility Check
STEP ONE: Confirm your patient’s Medicare eligibility and check for Medicare Advantage
(MA) enrollment. If your patient shows you an MA enrollment card, move to Step 2. If your
patient shows you a Medicare card with a Medicare Beneficiary Identifier, use either your
normal process or any of the following online tools or services to check for MA enrollment:
◦ MAC Portal - MAC Interactive Voice Response (IVR) System
◦ Health Insurance Portability and Accountability Act (HIPAA) Eligibility Transaction System (HETS)
◦ Billing agencies, clearinghouses or software vendors

STEP TWO: If the patient is in an MA plan and the hospice election date is on or after
January 1 of the current calendar year or any previous calendar years when the MA plan
may have participated in the Model, identify the MA contract number and plan benefit
package identification information on the MA enrollment card or by using one of the online
tools or services in Step 1.
It will look like this: H#######. For example, H1234-001.
Reminder: Check the effective and termination dates to ensure the patient’s enrollment in
the participating plan is for 2022.
STEP THREE: Compare the patient’s plan information to the list of plan benefit packages
(PBPs) participating in the Hospice Benefit Component of the VBID Model. If their plan is
part of the Model, follow the directions below for submitting claims.

Submitting Claims
Here is how to bill for a patient enrolled in a participating MAO for hospice services:
•Confirm the hospice election start date is on or after January 1, 2022 for new plan
participants and on or after January 1, 2021 for returning plan participants;
•File the Notice of Election (NOE) with your MAC

and the MAO;

• NOTE: Hospice providers are expected to file timely NOEs to the participating MAOs. If
providers do not file timely NOEs then the MAO may not cover and pay for days of hospice care
from the effective date of election to the date of filing of the notice of election, as is current
policy under Original Medicare.

•Submit claims to your MAC as you normally would. Medicare will treat these claims as
informational for operational processing and monitoring and return a Remittance Advice with
the following messages:
• Claim Adjustment Reason Code (CARC) 96: Non-covered charge(s)
• Remittance Advice Remark Code (RARC) MA73: Information remittance associated with a
Medicare demonstration. No payment issued under Fee-for-Service Medicare as patient has
elected managed care
• Group Code Contractual Obligation (CO): MAOs participating in the VBID Model’s hospice
benefit component will be responsible for coverage of the above services
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Submitting Claims
•Submit the claim to the MAO—if you are a hospice provider that is not in
the participating MAO’s network you can use the same forms you use to
submit claims to your MAC.
•Upon hospice discharge or benefit revocation, file the Notice of
Termination or Revocation (NOTR) with your MAC and the MAO.
Hospice providers that are contracted with a participating MAO should
follow billing and claims processing guidelines within contractual
arrangements.
For assistance in triaging any issues or questions with billing, please
contact your patient’s MAO, your local MAC, or CMS
at VBID@CMS.HHS.gov.

In-Network and Out-of-Network Cost
Sharing
Participating MAOs may not charge higher cost sharing for hospice services provided in-network
or out-of-network than those levels permitted under Original Medicare.
As under Original Medicare, an enrollee who has elected hospice has no deductible and is
responsible for the following applicable coinsurance amounts, which are relatively small, pursuant
to Section 1813 of the Act, 42 U.S.C. § 1395e:
1. Coinsurance on outpatient drugs and biologicals: a coinsurance amount equal to 5 percent
of the reasonable cost of the drug or biological to the hospice, but not more than $5, for each
prescription furnished on an outpatient basis. The individual is not liable for any coinsurance
for hospice-related drugs or biologicals provided while he or she is receiving general inpatient
care or respite care. The cost of the drug or biological may not exceed what a prudent buyer
would pay in similar circumstances. The drug copayment schedule will be reviewed for
reasonableness and approved by CMS; and
2. Coinsurance on inpatient respite care: a coinsurance amount equal to 5 percent of the
national Medicare respite care rate, after adjusting the national rate for local wage differences
(which is not counted toward the hospital deductible but is limited to the same amount).
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General Payment Requirements
A participating MAO cannot require prior authorization or implement other
utilization management protocols that create inappropriate barriers to medically
necessary and time-sensitive hospice care as it relates to hospice election and
authorizations for levels of care and changes between levels of hospice care.
Participating MAOs may implement appropriate program integrity safeguards in line
with the MAO’s policies and procedures.
For example, MAOs could implement the following prepayment review policies:
◦ A prepayment review strategy to ensure that their out-of-network hospice providers are
providing drugs covered under the hospice benefit as necessary and that the cost of
drugs covered under the benefit are not inappropriately shifted to Part D.
◦ A prepayment review to address long lengths of stay (for example, greater than 180
days) to assess whether recertification was appropriate.

General Payment Requirements
CMS expects MAOs to include similar timely data submission requirements as
outlined in the Medicare Claims Processing Manual within network participation
agreement used with hospice providers.
For example, MAOs may require timely-filed Notices of Election (NOEs) to be filed
within five calendar days after the hospice admission date.
In instances where an NOE is not timely-filed, the MAO may follow processes
outlined in the Medicare Claims Processing Manual and not cover and pay for the days
of hospice care from the hospice admission date to the date the NOE is submitted to,
and accepted by, the MAO.
CMS has given the MAOs permission to charge penalties for failure to file the NOTR
timely. Consistent with current policy, any care provided for these days would be a
provider liability and the provider could not bill the enrollee for them.
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Hospice Benefit Component Payment
Design
For all enrollees who elect hospice care:
◦ For the first month of hospice coverage (“Month 1”), participating MA
Organizations (MAOs) will receive a risk-adjusted A/B capitation payment,1 the
MA rebate amount, monthly prescription drug payment (if offering prescription
drug coverage) and a hospice capitation payment
◦ Month 1 hospice capitation payments will be made in a lump-sum on a quarterly
basis
◦ For hospice stays that occur in a second calendar month and on (“Months 2+”),
participating MAOs will receive a monthly hospice capitation payment, the MA
rebate amount, and monthly prescription drug payment (if offering prescription
drug coverage) prospectively
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Thank You
For Participating!
info@healthcareprovidersolutions.com
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