
 

 

Regulatory Alert 

March 15, 2024 

TO:  CHAPCA Members 

FROM:  CHAPCA Regulatory Team 

RE: MedPAC Releases March 2024 Report to Congress 

Every March 15, the Medicare Payment Advisory Commission (MedPAC) releases the MedPAC Report 

to the Congress, with chapters on each provider type in Medicare, including payment adequacy and 

analyses of other issues.  The Report to the Congress was submitted to Vice President Kamala Harris 

as President of the Senate and The Honorable Mike Johnson, Speaker of the House.  

The hospice chapter provides data on hospice utilization in Medicare, a special section on spending 

outside the benefit, and a recommendation to the Congress for FY 2025.  Here are the main 

takeaways from the chapter. 

1. Growth in hospice providers:  In 2022, there was a 10% increase in the number of providers, for a 

total of 5,899 providers caring for Medicare beneficiaries. MedPAC also states that in 2022, “much 

of the growth in the number of hospice providers was concentrated in California and Texas. 

Between 2021 and 2022, the growth in the number of providers in California and Texas combined 

(about 20%) exceeded the growth in the number of hospices excluding these two states.” 

a. California:  Between 2021 and 2022, there were 342 additional hospices in California. 

b. Texas: Between 2021 and 2022, there were 75 additional hospices in Texas. 

MedPAC goes on to say that “the rapid entry of providers in California has led to program integrity 

efforts by the state. California placed a moratorium on new hospice licenses in 2022 and 

bolstered its state laws governing hospice referral and patient enrollment practices (California 

Legislature 2021).” 

MedPAC also referenced the provisional period of enhanced oversight for newly enrolled hospices 

in Arizona, California, Nevada, and Texas. In those four states, CMS will conduct medical review 

before making payments on these providers’ claims. CMS has also launched a pilot project to 

review hospice claims following an individual’s first 90 days of hospice care. 

https://www.medpac.gov/wp-content/uploads/2024/03/Mar24_MedPAC_Report_To_Congress_SEC.pdf
https://www.medpac.gov/wp-content/uploads/2024/03/Mar24_MedPAC_Report_To_Congress_SEC.pdf
https://www.medpac.gov/wp-content/uploads/2024/03/Mar24_Ch9_MedPAC_Report_To_Congress_SEC.pdf


 

2. Growth in Patients Served: In 2022, beneficiaries on Medicare who died comprised 49.1% of all 

Medicare decedents who used hospice. See Table 9-2 for additional details. MedPAC continues to 

reference the impact of COVID 19 on hospice utilization.  

 



 

  
 

3. Other data points:  

• Percentage of Medicare decedents who used hospice in 2022:  1.30 million. 

• Percentage of all Medicare beneficiaries who used hospice in 2022:  1.72 million. 

4. Total spending (in billions):  $23.7 billion 

Length of stay: 

• 10th percentile: 2 days 

• 25th percentile: 5 days 

• 50th percentile (median): 18 days 

• 75th percentile: 84 days 

• 90th percentile: 275 days 

  



5. Quality of care: 

 

6. Special Focus Program: MedPAC provided details on the implementation of the Hospice Special 

Focus Program (mandated by the Consolidated Appropriations Act, 2021) and expects to 

implement it in the fourth quarter of 2024. In the chapter, MedPAC confirms that CMS will 

identify the poorest-performing hospices based on an algorithm that reflects the following quality 

indicators:  

• condition-level deficiencies identified in surveys,  

• substantiated complaint allegations,  

• a claims-based measure of outlier patterns of care, and  

• performance on the hospice CAHPS survey, including the share of caregiver respondents 

who gave bottom ratings for  

o pain and symptom management 

o getting timely help 

o overall rating of the hospice 

o the share who would not recommend the hospice.  

• Hospices selected for the Special Focus Program will be subject to more frequent surveys, 

every 6 months over an 18-month period. MedPAC states that “these providers could face 

termination from the Medicare program if they are found to have additional serious 

deficiencies or complaints that meet certain criteria while being surveyed during the 

Special Focus Program.” 



7. High rates of live discharge:  MedPAC states that in 2022, “the aggregate rate of live 

discharge (that is, live discharges as a share of all discharges) was 17.3%, close to the 2021 

rate of 17.2%.  

Reason for Live Discharge Percentage 

Beneficiary revocation 6.1% 

No longer terminally ill 6.1% 

In the endnotes, MedPAC calls attention to the increase in the rates of live discharge, stating 

“A CMS contractor found that rates of live discharge—due to beneficiary revocations and to 

beneficiaries no longer being terminally ill—increase as hospice providers approach or 

surpass the aggregate cap (Plotzke et al. 2015). The contractor’s report suggested that this 

pattern could reflect hospice-encouraged revocations or inappropriate live discharges and 

thus merit further investigation.” 

8. Margins: The aggregate margin for hospice providers was 13.3%, down a small amount from 

the 14.2% margin in 2020. A more complete discussion of margins can be found on page 282 

of the hospice chapter. 

9. Nonhospice spending for beneficiaries enrolled in hospice: During the meetings of MedPAC 

commissioners in the fall and winter of 2023/2024, there was significant discussion about 

Medicare spending outside the hospice benefit after the beneficiary has elected hospice.  

Type of Spending 2022 

Total spending outside the benefit $1.5 billion 

Parts A and B $883 million 

    Physician services      $472 million 

    Outpatient services      $150 million 

    Hospital inpatient services      $145 million 

Cost sharing for beneficiaries $197 million 

  

Part D spending outside the hospice benefit $623 million 

Cost sharing for beneficiaries $68 million 

 

Possible policies for addressing nonhospice spending for beneficiaries in hospice:  

A. Administrative approaches could be considered to clarify financial responsibility for 

services and promote information flow.  

B. Expand the bundle of services for which hospices are responsible to include services 

unrelated to the terminal condition, with an increase to the hospice base payment 

rates to account for additional services. 

C. Nonhospice spending above a specified threshold could be subject to a penalty that 

would reduce their hospice payments by a certain amount. A penalty policy would 

place some financial risk on providers, but less risk than a bundled policy. 

Nonetheless, a penalty might help counter financial incentives for some providers to 

shift services from hospice to FFS Medicare or a Part D plan. 

10. Recommendation: For fiscal year 2025, the Congress should eliminate the update to the 2024 

Medicare base payment rates for hospice.  


