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Goals

• Review where we started

• Understand current state of hospice, challenges and 

gaps

• Understand Medicare Advantage VBID

• Discuss new models and future opportunities



A Grassroots Movement



Early Days of  Hospice

Nov 1st 1983- 40 years ago



How it Started- 1985

• <5% of Medicare 
Decedents received 
hospice at time of 
death

• Most were home 
based

• 99% cancer

• Average Length of 
stay 30-45 days

Davis Health Care Finance Rev 1988



Hospice Payment

• 1985-2016
• Largely unchanged
• 4 tiers

• RHC-routine
• GIP- general inpatient
• CHC –continuous home 

care
• IRC- intermittent respite

• January 2016 

• Tiers for RHC 
• Days 1 – 60 ($211.34 in 2023)
• Days 60+  ($167.00)
• Service-Intensity Add-on 

• In-person visits by RN, 
SW while patient on RHC 
level of care last 7 days

• Up to 4 hours per day 
(15-minute increments) 

• Paid at CHC hourly rate 
($63.42 for FY2023)

• FY2020
• Rebased levels of care 
• Significant increases for GIP, 

CHC, IRC
• Relatively small reductions to 

RHC 
• Based on hospice cost report 

data



How It’s Going- 2023

OIG data brief 2022





Disparities in Care





For-Profit Hospice >72%



Length of  Stay

MedPac 2022



Live Discharges

• Live discharge rates 

• 2020 – 15.4% 

• 10% of hospices have live discharges of 43%

• High live discharge rates signal potential

• Quality of care concerns

• Program integrity concerns



Goldilocks and the OIG

• OIG Audit of Inappropriate general inpatient hospice 
billing

• Focused on GIP provided directly preceded by hospital stay

• OIG is planning a nationwide audit of hospice eligibility
• The audit will focus on patients who did not have a 

hospitalization or emergency department visit prior to 
electing hospice.

• Live discharge rate is too high, too early, too late

• Live discharge followed by hospitalization and readmit to 
hospice and/or death.

• Too many patients in ALFs

• In 2022 the OIG published a report: “Medicare Payments 
of $6.6 Billion to Nonhospice Providers Over 10 Years for 
Items and Services Provided to Hospice Beneficiaries 
Suggest the Need for Increased Oversight.”



Dementia is Leading 
Diagnosis in Hospice





Hospice Experience in 
Dementia



Negative Consequences of  
Live Discharge

Hunt, Harrison 2021



The Quandary of  Dementia 

• Hospice is filling a gap, but doesn’t exactly support the 

needs

• People need longer period of care with increasing 

support for dependence. 

• Need quality of life support, home based supports and 

guidance in transitions to facility based care if/when 

needed. 

• Yet….Hospices are under constant scrutiny to 

discharge people with long length of stay or not take 

them at all because of concern for long length of stay. 



Potential Way Forward

Hunt, Harrison 2021



US MA Trend



North Carolina Medicare 
Population



MA Market Share



Quality of  Care at EOL in 
Medicare Advantage

Ankuda et al JAMA Netw Open 2020



MA VBID Hospice “Carve-
in”
• Launched in 2021 

• Initially planned to end 2025, but extended through 
2030

• Expected to serve 20,000 people with serious/terminal 
illness enrolled in 15 MAOs across 23 states and 
Puerto Rico

• Goals of MA VBID Hospice Component model: 

• Eliminate fragmentation 

• Consolidate responsibility (financial, cost accountability, 
quality, outcomes) 

• Improve care coordination

• Encourage timelier transition to hospice care when 
appropriate and preferred



Real World Experience of  
VBID

• Maintain full scope of Hospice care

• Providers in demo have already seen significant rate 

cuts which may change resources available. 

• Improving access to Palliative Care

• Palliative care benefit and eligibility is ill-defined

• Services limited to top 1.5% sickest as defined by payor 

and limited to payor referral. Also limiting length of 

service to 6 months. Very low volumes

RAND Evaluation of Phase II of the Medicare Advantage Value-Based Insurance Design Model Test Oct 2022



Real World Experience of  
VBID

• Concurrent Care

• Benefits vary by plan. Eg some have limitations to 31 days. Still a 
hard stop on concurrent care which is a barrier. 

• Supplemental hospice benefits

• Social determinents $$- requires prior auths

• In home respite- limitations of amounts eg 40 hrs/year

• Promotes quality and transparency

• Heavy admin burden on participating hospices. Lack of alignment. 
Hesitancy to share financial outcomes

• Maintains broad choice and improves access to hospice

• Limited impact thus far. 

• Starting 2023, payors can limit to ‘in network’ providers. To be in 
network, hospices often have to take a steep paycut. Consolidation 
of payors/providers- concern that payors will push referrals to 
owned providers



Consolidation, private equity, 
Vertical integration



MA Carve-In Summary

• Change is coming, TBD on whether MA Carve-In is the 

answer

• Lots of concerns for hospices and people with serious 

illness around access, administrative burden, payment, 

and choice. 



CMMI- Traditional Medicare

• Renewed interest in palliative care

• But…tension btw standalone community-based palliative 

care demo and a broader strategy that integrates 

palliative care across all relevant models, primary and 

specialty alike (this CMMI prefers the “threading” 

approach) 

• ACO REACH

• Enhancing Oncology Model (EOM)

• Kidney Care Choices (CKCC)

• Other ACO models (MSSP, Primary Care First)



FFS

Traditional 
Medicare 
members not 
aligned to an 
ACO

24 million 

MSSP 2022

Members aligned to Medicare Shared 
Savings Program ACO

483 ACOs
41% Upside only
59% Upside/Downside

11.0 million members

Medicare Advantage (MA)

29.0 million members (5.22)
UHC 27% market share
Humana 18% market share

Members in Special Needs 
Plan (D-SNP, C-SNP, I-
SNP) = 4.8MM (5.22)

D: 729 plans / 4.3 million 
C: 283/ 405K
I: 186/101K

Medicare Members in PACE

134 PACE programs in 30 states
53,528 members (5.22)

REACH ACO  TCC or PCC

Members aligned to a DCE with 
Global Risk 

100% Upside/Downside Risk 

Cap payments of 100% (TCC) or 7% 
(PCC) of Target

343K 2021 participants

REACH ACO Professional

Members aligned to a DCE with 
Professional Risk 

50% Upside/Downside Risk

Cap payments (7% of budget) 

CMS has all 

risk
Plan / ACO has 100% risk--------Increasing levels of shared losses / savings------->

63,964,675 Medicare (10.21)

Primary Care First
Physician Group Program
Upside gain sharing and care 
management payments

Independence At Home

Upside only (shared savings)

15 orgs

OCM – EOM (6.23 ….)

Enhanced FFS + P4P
138 practices, 10 payers



CMMI-MCCM

• Success of Medicare Care Choices Model (MCCM) 

concurrent care demo driving interest and work 

• MCCM: 

• $26 million in savings 

• Improved patient and family satisfaction and outcomes 

• Facilitated more timely transition to hospice (~83% of 

enrollees transitioned from MCCM to hospice, which 

accounted for ~70% of the cost savings).



Guiding an Improved Dementia 
Experience (GUIDE) Model

• Announced 7/31/23

• Three stated goals: 

• Improve quality of life for people living with dementia 

(PLWD)

• Reduce burden and strain on unpaid caregivers

• Prevent or delay long term nursing home care



GUIDE Model



GUIDE Model

Minimum requirements for 

IDG

• Care navigator

• Clinician with dementia 

proficiency

Eligibility: 

• Diagnosis of dementia

• Traditional Medicare

• Does not reside in a 

nursing home

• Not in hospice

https://www.cms.gov/files/document/guide-overview-slides.pdf



Guide Model Payment

Respite annual cap of $2500/beneficiary



GUIDE Payment Adjustments



Key Considerations for 
Hospices of  the Future
• Partnerships are key (esp with primary care/ACO)

• Data/HIT is essential to smooth collaboration and 
establishing value

• STAR rating 

• Hospice Item Set

• Reduced hospitalizations and emergency department visits

• Training and education and skills in palliative care 

• Understand and accept that palliative care is not likely 
to be “owned” by a single type of provider- there are 
many hands in this space. 

• Continued focus on health equity and access to care 
will be paramount



Key Considerations for 
Hospices of  the Future

• Percentages of long length of stay patients will start declining, either through 

punitive measures, new programs, VBID/Value based priorities

• If hospice is Carved in to MA: 

• Hospices will experience increased cost/administrative burden

• Need to be thinking now about how to mitigate/share costs

• Need to develop relationships with payors/MA plans and determine in-

network status

• Need to learn from experiences of our Home Health colleagues

• Home health contracts have come with an average per-visit discount in 
the 35% to 40% range

• Hospices needs to be prepared to adapt and extend into new areas to serve 

complex patients and have a willingness to take on risk/participate in value-

based models 

• Hospice will always be needed, but may look different/be paid for 

differently in the future



Questions? 


