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What OIG Found
Hospice care can provide great comfort to beneficiaries, families, and
caregivers at the end of a beneficiary's life. Use of hospice care has grown
steadily over the past decade, with Medicare paying $16 7 billion for this care in

2016. lt

is

an
increas ing ly

important
benefit for
the
Medicare
population;
1,4 million
beneficiaries
received
hospice care

Why OIG Did This Portfolio
OIG is cornr¡itted to ensuring that
beneficiaries receive quality care and to
safeguarding the hospice i:enefit. OIG has

produced numerous evaluatìons and audjts
of the hospice program, including in-depth
looks at specìfìc levels of care and settings.
OIG has also conducted criminal and civil
rnvestigations of hospice providers, leadíng
to the convictìon of individuals, morretary
penaltres, and civil Faise Clainrs Act
settlements. Through thìs extensive lvÕrk,
OIG has identified vulnerabilities in the
progrãm. Tlris portfolio highlights key
vulnerabilìties and presents
recomnlendations for protectin g
beneficiaries and improving the program.

What Medicare Hospice Means

.

in 2016.
However, OIG has identified vulnerabilities in the prograrn. OIG found that
hospices do not always provide needed services to beneficiaries and
sometimes provide poor qualiiy care. ln some cases, hospices were not able to
manage effectively symptoms or medicatiorrs, leavirrg beneficiaries in
unnecessary pain for many days'

not
care.

OIG also found that beneficiaries and tlreir families and caregivers do
receive crucÌal irrforrnation to make informed decisions about their

.

Beneficiaries forgr: curative care for the
terminal illness and instead receive
palliative care.
Care niay be provided ìn a varìely of
settings, including the home, nursing
facility, hospital, and hospice inpatient

. iiX;"

of
.
beneficiary
negatively
Sorne fraud sclremes involve enrolling

are four revers of care, rne most
cor'mon of whìch is ror¡tine home
care.

Further, hospices' inappropriate billing costs Medicare hundreds of millions
dollars. This includes billing for an expensive level of care when the
does not need it. Also, a number of fraud sclremes in hos¡:rce care

Wrlhin each level of care, lvledìcare

affect beneficiaries and ihe prograrn.
beneficiaries who are not eligible for hospice care, while other schemes involve
billing for services never provided.

qua,-',tity or quality oí servrces.

Lastly, the current payment system creates incentives for hospices

their services and

pays hospìces for. each clay a
berreficrary is in care regarCless of

t¡e

to rnilrimize

who have uncomplicated needs. Within each level of care, a hospice is paid for every
day a berreficiary is in ìts care, regardless of the qLrantity or c1r-rality of services provided on tlrat day. Whlle CN/S has
made some changes to payments, the underlying structure of the paynrentsystem renrains unchanged.
seel< benefrcìaries
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What OIG Recommends and How the Agency Responded
We recommend that the Centers for Medicare & Medicaid Services (CMS)
implement'15 specific actions that relate to 7 areas for improvement. CMS
should strengthen the survey process-its primary tool to promote
complíance-to better ensure that hospices provide beneficiaries with
needed services and quality care. CMS should also seek statutory
CMS should devel
and
authority to establish additional remedies for hospices with poor performance. A
inate additional information on
ces, including complaint investi ations, to help beneficiaries and their families
and their fam
an
cate be
ce care.
an
partners
CMS
consumer-friendly
information.
its
to
make
available
ca
should promote physician involvement and accountability to ensure that beneficiaries get appropriate care.
To reduce inappropriate billing, CMS should strengthen oversight of hospices. This includes analyzing claims data to
identify hospices that engage in practices that raíse concerns. Lastly, CMS should take steps to tie payment to beneficiary
care needs and quality of care to ensure that services rendered adequately serve beneficiaries' needs, seeking statutory
authority if necessary.

ln our draft report to CMS, we recommended 16 specific actions. CMS concurred with six recommendations, did not
concur with nine, and neither concurred nor nonconcurred with one. We considered CMS's comments carefully, and we
clarified and combined two of our recommendations. See Appendix A for a list of OIG's 15 recommendations. We
remain committed to our recommendations and will continue to work with CMS to promote their implementation.
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BACKGROUND
The Office of lnspector General (OlG) Portfolio presents recommendations to improve program
vulnerabilities detected in prior audits, evaluations, and investigations. The Portfolio synthesizes OIG's
bodyof work in a program area and ldentifiestrends in payment, compliance, oversight, orfraud
vulnerabilities requiring priority attention and action to protect the integriÇ of Department of Health and
Human Services (HHS) programs and the beneficiaries they serve. This portfolio focuses on the Medicare
hospice benefit.
Hospice is an increasingly important benefit
for the Medicare population. lt can provide
great comfort to beneficiaries and their
farnilies and other caregivers at the end of a
beneficiary's life. The number of hospice
beneficiarìes has grown every year for the
past decade. ln 2016, Medicare spent about
$16.7 billion for hospice care for 1.4 million
beneficiaries, up from $9.2 billion for fewer
than 1 million beneficiaries in 2006. With this
growth, OIG has identified significant
vulnerabilities. OIG evaluations and audits
have raised concerns about hospìce billing,
Federal oversight, and quality of care
provided to beneficiaries. OIG investigations
of fraud cases have uncovered hospices
enrolling patients without the beneficiary's
knowledge or under false pretenses,
enrolling beneficiaries who are not terminally
ill, billi ng for services not provided, paying
kickbacks, and falsifying documentation.
This portfolio describes the growth in

hospice utilization and reimbursement, and it
summarizes key vulnerabilities that OIG has
identified and continues to monitor. The
portfolio also includes recommendations to
CMS to address these vulnerabilities.

Medicare Hospice Benefit
What is hospice care?

Hospice care serves terminally ill
beneficiaries who decide to forgo curative treatment for the terminal
illness and ínstead receive palliative care. Hospìce care aìms to make
the benefìciary as physically and emotionally comfortable as possible
and allow the benefìciary to remain in his or her home environment. lt
is an interdisciplinary approach to treatment that includes, åmong
other things, nursing care, medical social services (services based on
the patient's psychosocial assessment and the patient's and family's
needs), hospice aide services, medical supplìes, and physician services,

Who provides it?

Medicare-certifìed hospices provide the care.
Hospices may be for-profit, nonprofit or government-owned. Care
may be provided in varíous settings, including the home or other
places of residence, such as an assisted living facility, skilled nursing
facility, or other nursing facility.

Who is eligÎble?

To be eligible for Medicare hospice care, a
beneficiary must be entitled to Medicare Part A and be certifled as
having a terminal illness with a life expectancy of 6 months or less íf the
illness runs its normal course. Upon election of hospice care, the
beneflciary waives all rights to Medicare payment for services related to
the curative treatment of their terminal condition or related conditions.

How does Medlcare pay?

t',teOicare pays

the hospice for each

day that a beneficíary is in care, regardless of the quant¡ty or quality of
services provided on that day. Medicare pays a different daily rate for
each of the four levels of hospice care: routine home care, general

inpatient care, continuous home care, and inpatient respite care.

OIG's body of work covering hospice care since 2005 serves as the basis for this portfolio. This work
includes in-depth looks at specific levels of care and settings. lt focuses on covered hospice services such
as nursing, physician, medical social, and hospice aide services^ lt does not focus on volunteer services.
See Appendix B for a list of OIG hospice reports. The portfolio also includes descriptíons of OIG
investigative efforts involving hospíces, which resulted in 25 criminal actíons, 66 civil actions, and
YqZ.g million investigative receivables from fiscal year (FY) 2013 To tY 2017.

Vulnerabilities in the Medicare Hospice Program Affect Quality Care and Program lntegrity: An OIG Portfolio
oEl-02-16-00570

1

A-25

OIG recognizes that many hospices meet Medicare requirements and provide high-quality care. This
portfolio focuses on vulnerabilities and
The Four Levels of Hospice Care
possible solutions to improve the program
for all hospice beneficiaries, Future OIG
Medicare pays for four levels of hospìce care. Medicare-certified
hospices are required to provide each of these levels when needed.r
work will focus on quality of care in
Hospices can provide services dírectly or under arrangement.
hospices, hospice billing, and compliance,
By leveraging advanced analytic techniques

¡

hospice beneficiary is at home and not receiving continuous
home care, which is a more intensive level of care. Routine home
care can be provided in the home or other places of residence,
such as an assisted living facility or nursing facility. lnFY 2017,
hospices were paid $190.55 per day for days 1160 ol a
beneficiary's routine home care and $149.82 per day after day 60.
Before 20'16, the daily rate paid to hospíces did not change based

to detect potential vulnerabilities and fraud
trends, OIG is better able to target resources
at those hospices in need of oversight,
leaving others free to provide care and
services without unnecessary disruption.
OIG work referenced throughout this
document was conducted in accordance
with the professional standards applicable to

Rautine home core is the most commonly used. lt is for any day a

.

audits, evaluations, and investigations.

c

:

on the benefìciary's time in care.¿
General inpatient care is lar pain control or symptom
management that cannot be managed in other settìngs, such as
the beneficiary's home. General inpatient care is intended to be
short term and may be provided in a hospice inpatient unit, a
hospital, or a skilled nursing facility (SNF). ln FY 2017, hospices
were paíd $734.94 per day for general inpatient care.
Contínuous home care is allowed only during brief periods of
crisis and only as necessary to maintain the ¡ndividuäl at home. ln
FY 2A17, hospices were paid $964.63 per day for continuous
home care. This is based on an hourly rate of $40.19 per hour.
lnpatient respite care is short-term inpatient care provided to the
beneficiary when necessary to relieve the caregiver. ln FY 2û17,
hospices were paid $170.97 per day for inpatient respìte care.

Vulnerabilities in the Medicare Hospice Program Affect Quality Care and Program lntegrity: An OIG Portfolio
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FINDINGS: TRENDS lN MÊDICARE HOSPICE

Hospice Use Has Grown Steadily Over the Past Ðecade
Medicare paid
$16.7 billion for
hospice care in 2t116

Medicare paid $16.7 billion for hospice care in 2A16, an increase of
81 percent since 2006. Over this period of time, the number of Medicare
hospice beneficiaries increased each year. About 1.4 míllion beneficiaries
received hospice care in 2A16, an increase of 53 percent since 2006. See
Exhibit 1. lncreases in hospice care were greater than increases in Medícare
spending and enrollment in general. From 2006 to 2016, total Medicare
spending grew 66 percent, while the total number of Medicare beneficiaries
grew 32 percent.3

Exhibit 1: l'lospice payments, providers, and beneficiaries have grown.
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Source: OIG analysis of CMS data, 2017

OIG has found that patient characteristics, Medicare payments, and services

provided differ among care settings and between for-profit and nonprofit
hospices.
More than one-half of hospice beneficiaries-S5 percent-received care in
the home, and 25 percent received care in a nursing facility or SNF in2O16.
Thirteen percent of hospice beneficiaries received care while residing in an
assisted livìng facility (ALF). Compared to other settings, ALFs has had the
greatest growth in hospice beneficiaries; from 20'10 to 2016, the number of
benefíciaries receiving care in ALFs grew 64 percent.
The number of hospices serving Medicare beneficiaries has increased every
year since 2006. ln 2016, a total of 4,374hospices provided care to
Medicare beneficiaries. For-profit hospices accounted for 64 percent of the
total. These hospices received more than one-half of the dollars (55
percent), and served just under half Ø9 percent) of the beneficiaries. Of all
hospices, 34 percent were small (fewer than 90 beneficiaries per year),
37 percent were medium sized (90 to 320 beneficiaries per year), and
29 percent were large (over 320 beneficiaries per year).
Vulnerabilities in the Medicare Hospice Program Affect Quality Care and Program lntegrity: An OIG Portfolio
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FINDINGS: ENSUFIING BENEFICIARIES RECEIVE APPROPRIATE HOSPICE

Hospices Do Not Always Prsvide Adequate Services to
Beneficiaries and Sometirnes Frovide Foor Quality Care
Key services are
sometimes lackinE

When beneficiaries elect hospice care, they are choosing to receive care that
will not cure their terminal illness, but should provide comfort and relief
from pain. All services related to their terminal illness become the hospice's
responsibility.4 Yet hospices do not always provide the care beneficiaries
need to control pain and
manage symptoms.

HO$PICE
Notably, hospices provided
fewer services than or-rtlined
in the plans of care for
31 percent of claims for
hospice beneficiaries residing
in nursing facilities.s ln addition, hospices did not provide adequate nursing,
physician, or medical social services in 9 percent of general inpatient care
stays in 2012.6 These services are particularly important to beneficiaries in
general inpatient care because they have uncontrolled symptoms requiring
pain control or symptom management that cannot be provided in other
settings.T ln some cases, hospices were not able to effectively manage
symptoms or medications, leaving beneficiaries in pain for many days.

& .

of Hospices

*d K-r'&

Poor Qualíty Care

Vulnerabilities in the Medicare Hospice Program Affect Quality Care and Program lntegrity: An OIG Portfolio
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Hospices often do a
poor job care

planning

Proper care planning helps ensure that beneficiaries receive the care and
attention they need and that services are coordinated effectively. Yet
hospices often fall short in care planning.
Hospices are required to establish an individualized written plan of care for
each beneficiary they serve and to provìde services that meet the plan.11
The plan of care must be developed

Plans of care play a l<ey role
by an interdisciplinary group that
includes a physician, a registered
nurse, a social worker, and a pastoral
or other counselor. This helps ensure
that the hospice team meets all of the
beneficiary's needs. The plan of care
must also contain a detailed
statement of the scope and frequency of needed services.l2
Hospices often fail to meet these requirements. Specifically, hospices did
not meet plan of care requirements in 85 percent of general inpatient care
stays in 2012.13 An OIG study several years earlier, which focused on all
levels of hospice care provided in nursing facilities, found that hospices
failed to meet requirements for plan of care for 63 percent of claims.la
Hospices often díd not involve all members of the interdisciplinary group in
establishing the plans or failed to include a detailed statement of the scope
and frequency of needed services in the plans of care.ls

Hundreds of
hospices provide
only one level of
care

ln each year from 2006 to 2016, hundreds of hospices provided only the
most basic level of care-routine home care-to all the benefíciaries they
served throughout the year. ln 2016, a total of 665 hospices provided only
routine home care. This is an increase of nearly 55 percent from 2011, when
429 hospices did so.16
Medicare pays for three other levels of hospice care in addition to routine
home care.t' Hospices must provide, directly or under arrangements, these
levels when needed.18 When hospices provide just routine home care, it
calls into question beneficiaries' access to needed services, lt is critical that
intense services, such as general inpatient care and continuous home care,
be available to control the beneficiary's pain and other symptoms when
needed. Respite inpatient care, whìch offers relief to caregivers, should also
be available given the essential role that caregivers and family members
play in caring for their loved ones at the end of life.

Vulnerabilities in the lVedicare Hospice Program Affect Quality Care and Program lntegrity: An OIG Portfolio
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Most beneficiaries
do not s€e a hospice
physician

ln each year from 2006 to 2016, about three-quarters of hospice
beneficiaries did not have a visit with a hospice physician. Medicare does
not require physician visits, and
+ ho¡9i1e ben$ciales did not
3
hospices can separately bill
9f
,'recäive a vlsit frcgn â,hespice physician
them if provided.le
beneficiaries do not receive

for
Most

visits.

This includes beneficiaries with
complex needs receiving
general inpatient care in
hospice inpatient units, Again,
physician visits are not a
requirement of general

inpatient care. However, it is
important to note that beneficiaries are placed in this high level of care
when the hospìce determines that their pain or other symptoms are
uncontrolled and cannot be managed at home.2O

Common fraud
schemes involve

inappropriately
enrolling
beneficiaries

OIG has uncovered a number of fraud schemes in hospice care that
negatively affect beneficiaries and their families and caregivers. Some fraud
schemes involve paying recruiters to target beneficìaries who are not
eligible for hospice care, while other schemes involve physicians falsely
certifying beneficiaries. For example, a hospice physician inappropriately

certified a beneficiary as terminally ill who just days before was determined
by a hospital to be in "good shape."
Beneficiaries are put at risk when they are enrolled in hospice care
inappropriately, as Medicare hospice does not pay for curative treatment for
a beneficiary's terminal illness.2l Therefore, a beneficiary who is
inappropriately enrolled in hospice care might be unwittingly forgoing
needed treatment. ln one example, a hospice falsely told a beneficiary that
she could remain on a liver transplant list even if she elected hospice care.
When the beneficiary elected hospice care, she was removed from the
transplant list. After the beneficiary learned of this, she stopped hospice
care so she could be reinstated on the transplant list. As this example
demonstrates, it is crítical that beneficiaries know when they are in hospice
care and what that means for their treatment options.

Vulnerabilities in the Medicare Hospice Program Affect Quality Care and Program lntegrity: An OIG Portfolio
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Examples of Fraud Schemes Affecting Beneficiaries

o

An owner of a Mississippi hospice used patient recruiters to solicit beneficiaries who were not eligible for
hospice care. These patients were not even aware that they were enrolled in hospice care. The owner
submìtted fraudulent charges and received more than $1 million from Medicare.2? The owner was later
excluded from the Medrcare program.

¡

A Minnesota-based hospice chain agreed to pay $18 million to resolve allegations that it inappropriately
billed Medicare for care provided to beneficiaries who were not elígible for hospice because they were
not terminally ill. The hospice chain also allegedly discouraged physicians from discharging ineligible
beneficiaries.rr

.

Two certifyìng physicians from one California hospice were found guilty of health care fraud for falsely
certifyìng beneficiaries as terminally ill. Both physicians were excluded from the Medicare program. The
false certifications were part of a larger fraud scheme organized by the hospice owner. The scheme
involved illegal payments to patient recruiters for bringing in beneficiaries, creating fraudulent diagnoses,
certifying beneficiaries as terminally ill when they were not, and altering medical records. The owner
pleaded guilty to health care fraud and was sentenced to B years in Federal prison.2a

Beneficinries ãrËd Thmir Fasælåñes aËGd tmrægãv*rs *ffi Not Receive
Crr¡cial Ënformatå*n To NIæke lnfqpn*Tred SeeåsiqÞns Abor¡Ë å-åospic*
Care
CMS provides
beneficiär¡es litttre
informeti*n abqlut

ho*pice quã¡ity

CMS does not provide comprehensive information to the public that is
essential for making informed decisions about hospice care. CMS launched
a compare website about hospices in August 2017 called Hospice Compare.
Hospice Compare was created much later than compare websites for
hospitals, nursing facilitles, and home health agencies. Compare websites

for each of these providers were created over a decade ago.
Hospice Compare does not include critical information about the quality of
care provided by individual hospìces and offers no information about
complaints filed against individual hospices. This information is essential in
helping beneficìaries and their families choose the hospice that would best

fít their needs and provide good care.
CMS is required to develop quality measures for hospices. These measures
must go through a process in which they are endorsed by a consensusbased entity, such as the National Quality Forum. Hospices review the data
for these meâsures before they are made available to the public.2s

Vulnerabilities in the Medicare Hospice Program Affect QLrality Care and Program lntegrity: An OIG Portfolio
oEl-02-16-00570

7

A-31

Currently, Hospice Compare includes some quality measures self-reported
by the hospice, such as whether the patient was checked for pain, and some
quality measures from a survey of family caregivers, such as their willingness
to recommend the hospice.26 These measures do not capture a patient's
full experience with hospice care.
Hospice Compare does not include any information about the number,
type, and severity of problems found during surveys and complaint
investigations. This information
Hospice Surveys
would benefit benefíciaries and their
families and caregivers by alerting
them to hospices found to have done Surveyors cond uct o
a poor job caring for patients.
reviews of hospices
Although this information is required
3 years to promote
to be made public,Z7 CMS does not
compliance and quality care.
include it on Hospice Compare.
Surveyors observe the
lnstead, some States publish this
operations of the hospice,
information on their websites.
review clinical records, and
Gaining access to hospice survey and
visit patients. Surveys are also
complaint information is difficult and
condr¡cted irr response to
time consuming, rendering it largely
unhelpful. ln contrast, CMS publishes complaints.
survey and complaint information
about nursing homes on the nursing home compare website.

Hospices oft*n
prov¡de
beneficiãrËsË

incomplet* or
inaccurate

informaticn ahout
the benefåt

Beneficiaries and their families and caregivers do not always get the
information they need when they elect hospice care because hospices often
provide incomplete or inaccurate information on election statements. The
hospice election statement is an important source of information about the
benefit, and hospices are required to provide it. lt is written by the hospice

and must be signed by a beneficiary or representative before the start of
care. The statement should be complete and accurate so that beneficiaries
and their caregivers understand what they are entitled to receìve and what
they must give up with the election of hospice care.

ln 35 percent of general inpatient care stays, however, hospices' election
statements lacked required information or had other vulnerabilities.2B Most
commonly, these statements neglected to specifu that the beneficiary was
electing the Medicare hospice benefit as opposed to Medicaid hospice or
some other insurance. lt is important for beneficiaries to know which
benefit they are receiving, especially because eligibility criteria and election
periods in some State Medicaid programs differ from those of Medicare,
and private health insurance may cover hospice care differently than
Medicare.

Vulnerabilities in the Medìcare Hospice Program Affect Quality Care and Program lntegrity: An OIG Portfolio
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Some election statements did not mention-as required-that the
beneficiary was waiving coverage of certain Medicare services by electing
hospice care, or inaccurately stated which Medicare benefits were waived,
Other election statements did not state-as required-that hospice care is
palliative rather than curative. CMS recently developed model text that
hospices can use when they write their election statements.2e lt is crucial
that beneficiaries and their families and caregívers understand that when
beneficiaries begin hospice care they are turníng over all care for their
terminal illness to the hospice.

Vulnerabilities in the Medicare Hospice Program Affect Quality Care and Program lntegrity: An OIG Portfolio
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FINDINGS: PROTICTING THE MEDICARE HOSPICE PROGRAM

lnappropriate Billing by Hospices Cnsts Medicare Hundreds of
Millions of Dollars
Reviews of individual hospices have found improper payments ranging from

Hospices frequently
bill Medicare for a
higher level of care

$447,000 to $1.2 million for services not meeting Medicare requirements. ln
these cases, the hospices billed for inappropriate levels of care, lacked
required cerlifications of terminal illness, or did not have sufficient clinical

than the beneficiary

docu mentation.3o

needs

Hospices have also inappropriately billed for expensive levels of care that
were not needed. Specifically,in2012 hospices billed one-third of general
inpatient care stays inappropriately, costing Medicare $268 million.3l
General inpatient care is the second most expensive level of hospice care
and should only be billed when the beneficiary has uncontrolled pain or

symptoms that cannot be managed at home.
Hospices often billed for general inpatient care when the beneficiary
needed only routine home care. As a result, these hospices were paid
$672 per day instead of $151 per day.32 At other times, the hospice
inappropriately billed for general inpatient care when the beneficiary's
caregiver was not available and inpatient respite care was needed. Again,
the hospices receíved more than they should have, By billing
inappropriately, the hospices received $672 per day for general inpatient
care instead of $156 per day for inpatient respite care, the level of care
specifically designed to relieve caregivers.33
Hospices were more likely to bill inappropriately for general inpatient care
provided in SNFs than general inpatient care provided in other settings"
Forty-eight percent of general inpatient care stays in SNFs were
inappropriate compared to 30 percent in other settings. ln addition, forprofit hospices were more likely than other hospices to bill inappropriately
for this level of care. For-profit hospices billed 41 percent of their general

inpatient care stays inappropriately. ln comparisorr, other hospices,
including nonprofit and government-owned hospices, btlled 27 percent of
their general inpatient care stays inappropriately.

Vulnerabilities in the Medicare Hospice Progranr Affect QLrality Care and Program lntegrity: An OIG Portfolio
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Ëxamples

of Hospices Billing lnappropriately

.

A for-profit hospice in Mississippi ìnappropriately bllled Medicare for a general inpatient care stay lasting
over 7 weeks for a beneficiary whose symptoms were under control. She needed assistance only with
personal care, eating, and the administration of medication, yet the hospice was paid almost $30,000 for
general inpatient care.ia

o

A for-profit hospice inappropriately billed for a beneficiary in Florida who entered general inpatient care for
symptom management. Her symptoms were managed within 2 days, yet she remained in general inpatient
care for 15 additional days. Medícare paid close to $12,000 for this stay.3s

o

A hospice in New York billed for 1 month of continuous home care for dates after the beneficìary's death.
The hospice improperly received at least $1,266,517 for hospice services billed on behalf of this benefìciary
and others that did not comply with Medicare requirements.36

'

A hospice in Puerto Rico billed for services after the beneficiary revoked the hospice election. The hospice
received at least $453,558 in improper payments for services billed on behalf of thìs beneficiary and others
that dìd not comply with Medicare requirements.rT

Medicare sCInnetürnæs
pays twice for th*
sAme servåee

Medicare sometimes paid for drugs through Part D for hospice beneficiaries
when payment for these drugs should have been covered by the daily rate
paid to the hospice. Hospices are required to provide the beneficiary's
drugs that are used primarily for the relief of pain and symptom control
related to the terminal illness.3s lf Part D pays for thern, Medicare is in effect
paying twice. Also, beneficiaries may face significant copays depending on
the plan and the drug.
OIG found that Part D and beneficiaries paid more than $30 million in 2009
for drugs in certain categories that potentially should have been covered
under the daily rate paid to hospices. These categories include analgesic,
antinausea, laxative, or antianxiety drugs, which are cornmonly used in
hospice care.3e

|n2012, OIG found that Part D inappropriately paid for more than 100 drugs
for beneficiaries in sampled general inpatient care stays.aO These 110 drugs
were used primarily for the relief of pain and symptom control related to
the hospice beneficiary's terminal illness and should have been provided by
the hospice. Some of them were analgesic, antinausea, laxative, or
antianxiety drugs while others were not.a1

ln addition to drugs, Medicare also paid twice for some physician services
for hospice beneficiaries. OIG identified nearly $566,000 in questiorrable
claims for physician services provided to hospice beneficiaries in 2009.a2 ln
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each of these cases, a service was billed under both the Part A hospice
benefit and Part B even though it was from the same physician, on the same
day, for the same beneficiary and terminal illness, leading OIG to suspect
that the beneficiary did not receive two distinct services, but rather one
service billed twice.a3

Hospice physicians
are not always

meeting
requirements u¡hen
certifying
beneficiarles for
hospice cârs

For hospice services

to be covered by Medicare, a physician must certify

a

beneficiary as terminally ill every election period.aa This certification is based
on the physician's clinicaljudgment.as The physician is required to compose
a narrative and include an attestation in each certification of terminal illness.
These requirements help to ensure that physicìans are involved in
determining that hospice care is appropriate for the beneficiary.
However, some hospice physicians are not meeting requirernents when
certifying beneficiaries. ln 14 percent of general inpatient care stays in2012,
the certifying physician did not meet at least one requirement.a6
Specifically, the physicians did not explain their clinical findings or attest that
their findings were based on their examination of the beneficiary or review
of the medical records.

OIG has increasingly uncovered fraud schemes that put the program at risk
Hospice fraud
of improper payments. These schemes include paying kickbacks for patient
schemes are
referrals, billing for medically unnecessary services, upcoding, and billing for
growing and include services not provided. ln one case, a physician received kickbacks for
kickbacl<s and falss recruiting beneficiaries, many of whom were not terminally ill, but were

billlng

seeking opioids. OIG has taken action against a number of hospices
involved in fraud schemes.
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