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The mission of the Office of Inspector General (OIG), as mandated by Public Law 95-452, as amended, is
to protect the integrity of the Department of Health and Human Services (HHS) programs, as well as the
health and welfare of beneficiaries served by those programs. This statutory mission is carried out
through a nationwide network of audits, investigations, and inspections conducted by the following
operating components:

Office of Audit Services
The Office of Audit Services (OAS) provides auditing services for HHS, either by conducting audits with
its own audit resources or by overseeing audit work done by others. Audits examine the performance of
HHS programs and/or its grantees and contractors in carrying out their respective responsibilities and are
intended to provide independent assessments of HHS programs and operations. These audits help reduce
waste, abuse, and mismanagement and promote economy and efficiency throughout HHS.

Office of Evaluation and Inspections
The Office of Evaluation and Inspections (OEI) conducts national evaluations to provide HHS, Congress,
and the public with timely, useful, and reliable information on significant issues. These evaluations focus
on preventing fraud, waste, or abuse and promoting economy, efficiency, and effectiveness of
departmental programs. To promote impact, OEI reports also present practical recommendations for
improving program operations.

Office of Investigations
The Office of Investigations (OI) conducts criminal, civil, and administrative investigations of fraud and
misconduct related to HHS programs, operations, and beneficiaries. With investigators working in all 50
States and the District of Columbia, OI utilizes its resources by actively coordinating with the Department
of Justice and other Federal, State, and local law enforcement authorities. The investigative efforts of OI
often lead to criminal convictions, administrative sanctions, and/or civil monetary penalties.

Office of Counsel to the Inspector General
The Office of Counsel to the Inspector General (OCIG) provides general legal services to OIG, rendering
advice and opinions on HHS programs and operations and providing all legal support for OIG’s internal
operations. OCIG represents OIG in all civil and administrative fraud and abuse cases involving HHS
programs, including False Claims Act, program exclusion, and civil monetary penalty cases. In
connection with these cases, OCIG also negotiates and monitors corporate integrity agreements. OCIG
renders advisory opinions, issues compliance program guidance, publishes fraud alerts, and provides
other guidance to the health care industry concerning the anti-kickback statute and other OIG enforcement
authorities.

Notices

THIS REPORT IS AVAILABLE TO THE PUBLIC
at https://oig.hhs.gov
Section 8M of the Inspector General Act, 5 U.S.C. App., requires
that OIG post its publicly available reports on the OIG website.

OFFICE OF AUDIT SERVICES FINDINGS AND OPINIONS
The designation of financial or management practices as
questionable, a recommendation for the disallowance of costs
incurred or claimed, and any other conclusions and
recommendations in this report represent the findings and
opinions of OAS. Authorized officials of the HHS operating
divisions will make final determination on these matters.
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Why OIG Did This Audit

The Medicare hospice benefit allows
providers to claim Medicare
reimbursement for hospice services
provided to individuals with a life
expectancy of 6 months or less who
have elected hospice care. Previous
OIG audits and evaluations found that
Medicare inappropriately paid for
hospice services that did not meet
certain Medicare requirements.
Our objective was to determine
whether hospice services provided by
Northwest Hospice, LLC
(NW Hospice), complied with
Medicare requirements.

How OIG Did This Audit

Our audit covered 6,864 claims for
which NW Hospice (located in Tigard,
Oregon) received Medicare
reimbursement of $31.5 million for
hospice services provided from
June 1, 2016, through May 31, 2018.
We reviewed a random sample of
100 claims. We evaluated
compliance with selected Medicare
billing requirements and submitted
these sampled claims and the
associated medical records to an
independent medical review
contractor to determine whether the
services met coverage, medical
necessity, and coding requirements.
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Medicare Hospice Provider Compliance Audit:
Northwest Hospice, LLC
What OIG Found

NW Hospice received Medicare reimbursement for hospice services that did
not comply with Medicare requirements. Of the 100 hospice claims in our
sample, 81 claims complied with Medicare requirements. However, for the
remaining 19 claims, the clinical record did not support the beneficiary’s
terminal prognosis. Improper payment of these claims occurred because NW
Hospice’s policies and procedures were not effective in ensuring that the
clinical documentation it maintained supported the terminal illness prognosis.
On the basis of our sample results, we estimated that NW Hospice received at
least $3.9 million in unallowable Medicare reimbursement for hospice
services.

What OIG Recommends and NW Hospice Comments

We recommend that NW Hospice: (1) refund to the Federal Government the
portion of the estimated $3.9 million for hospice services that did not comply
with Medicare requirements and that are within the 4-year reopening period;
(2) based upon the results of this audit, exercise reasonable diligence to
identify, report, and return any overpayments in accordance with the 60-day
rule; and (3) strengthen its policies and procedures to ensure that hospice
services comply with Medicare requirements.
In written comments on our draft report, NW Hospice, through its attorney,
stated that it concurred with the conclusion of our independent medical
review contractor with respect to 7 of the 19 sampled claims we questioned
but disagreed with our contractor’s determinations for the remaining 12
sampled claims. Specifically, NW Hospice stated that: (1) the beneficiaries
were discharged from hospice the same month or the month following our
contractor’s determination of ineligibility (six claims) and (2) the licensed
physician it hired determined that the beneficiaries were eligible for hospice
services (six claims). NW Hospice did not explicitly concur or nonconcur with
our recommendations; however, regarding our first recommendation, it
agreed to take appropriate action to refund payments for services determined
not to have complied with Medicare requirements and provided information
on actions that it had taken or planned to take to address our second and third
recommendations.
After reviewing NW Hospice’s comments, we maintain that our finding and
recommendations are valid. We maintain that the medical records for each of
the 19 sampled claims we questioned did not support the associated
beneficiary’s terminal prognosis.

The full report can be found at https://oig.hhs.gov/oas/reports/region9/92003035.asp.
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INTRODUCTION
WHY WE DID THIS AUDIT
The Medicare hospice benefit allows providers to claim Medicare reimbursement for hospice
services provided to individuals with a life expectancy of 6 months or less who have elected
hospice care. Previous Office of Inspector General (OIG) audits and evaluations found that
Medicare inappropriately paid for hospice services that did not meet certain Medicare
requirements.1
OBJECTIVE
Our objective was to determine whether hospice services provided by Northwest Hospice, LLC
(NW Hospice), complied with Medicare requirements.
BACKGROUND
The Medicare Program
Title XVIII of the Social Security Act (the Act) established the Medicare program, which provides
health insurance coverage to people aged 65 and over, people with disabilities, and people with
end-stage renal disease. The Centers for Medicare & Medicaid Services (CMS) administers the
Medicare program.
Medicare Part A, also known as hospital insurance, provides for the coverage of various types of
services, including hospice services. 2 CMS contracts with Medicare Administrative Contractors
(MACs) to process and pay Medicare hospice claims in four home health and hospice
jurisdictions.
The Medicare Hospice Benefit
To be eligible to elect Medicare hospice care, a beneficiary must be entitled to Medicare Part A
and certified by a physician as being terminally ill (i.e., as having a medical prognosis with a life
expectancy of 6 months or less if the illness runs its normal course). 3 Hospice care is palliative
(supportive), rather than curative, and includes, among other things, nursing care, medical
social services, hospice aide services, medical supplies, and physician services. The Medicare
hospice benefit has four levels of care: (1) routine home care, (2) general inpatient care,

1

See Appendix B for a list of related OIG reports on Medicare hospice services.

2

The Act §§ 1812(a)(4) and (5).

3

The Act §§ 1814(a)(7)(A) and 1861(dd)(3)(A) and 42 CFR §§ 418.20 and 418.3.
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(3) inpatient respite care, and (4) continuous home care. Medicare provides an all-inclusive
daily payment based on the level of care. 4
Beneficiaries eligible for the Medicare hospice benefit may elect hospice care by filing a signed
election statement with a hospice. 5 Upon election, the hospice assumes the responsibility for
medical care of the beneficiary’s terminal illness, and the beneficiary waives all rights to
Medicare payment for services that are related to the treatment of the terminal condition or
related conditions for the duration of the election, except for services provided by the
designated hospice directly or under arrangements or services of the beneficiary’s attending
physician if the physician is not employed by or receiving compensation from the designated
hospice.6
The hospice must submit a notice of election (NOE) to its MAC within 5 calendar days after the
effective date of election. If the hospice does not submit the NOE to its MAC within the
required timeframe, Medicare will not cover and pay for days of hospice care from the effective
date of election to the date that the NOE was submitted to the MAC. 7
Beneficiaries are entitled to receive hospice care for two 90-day benefit periods, followed by an
unlimited number of 60-day benefit periods. 8 At the start of the initial 90-day benefit period of
care, the hospice must obtain written certification of the beneficiary’s terminal illness from the
hospice medical director or the physician member of the hospice interdisciplinary group 9 and
the beneficiary’s attending physician, if any. For subsequent benefit periods, a written
certification by only the hospice medical director or the physician member of the hospice
interdisciplinary group is required.10 The initial certification and all subsequent recertifications
must include a brief narrative explanation of the clinical findings that supports a life expectancy

42 CFR § 418.302. For dates of service on or after January 1, 2016, there are two daily payment rates for routine
home care: a higher rate for the first 60 days and a lower rate for days 61 and beyond. 80 Fed. Reg. 47142, 47172
(Aug. 6, 2015).
4

5

42 CFR § 418.24(a)(1).

The Act § 1812(d)(2)(A) and 42 CFR § 418.24(d). After our audit period (June 1, 2016, through May 31, 2018), the
text of 42 CFR § 418.24(d) was moved to 42 CFR § 418.24(e), effective October 1, 2019. 84 Fed. Reg. 38484, 38544
(Aug. 6, 2019).
6

7

42 CFR §§ 418.24(a)(2) and (a)(3).

8

42 CFR § 418.21(a).

A hospice interdisciplinary group consists of individuals who together formulate the hospice plan of care for
terminally ill beneficiaries. The interdisciplinary group must include a doctor of medicine or osteopathy, a
registered nurse, a social worker, and a pastoral or other counselor, and may include others, such as hospice aides,
therapists, and trained volunteers (42 CFR § 418.56).

9

10

42 CFR § 418.22(c).
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of 6 months or less. 11 The written certification may be completed no more than 15 calendar
days before the effective date of election or the start of the subsequent benefit period. 12
A hospice physician or hospice nurse practitioner must have a face-to-face encounter with each
hospice beneficiary whose total stay across all hospices is anticipated to reach a third benefit
period. 13 The physician or nurse practitioner conducting the face-to-face encounter must
gather and document clinical findings to support a life expectancy of 6 months or less. 14
Hospice providers must establish and maintain a clinical record for each hospice patient.15 The
record must include all services, whether furnished directly or under arrangements made by
the hospice. Clinical information and other documentation that support the medical prognosis
of a life expectancy of 6 months or less if the terminal illness runs its normal course must be
filed in the medical record with the written certification of terminal illness.16
Medicare Requirements To Identify and Return Overpayments
OIG believes that this audit report constitutes credible information of potential overpayments.
Upon receiving credible information of potential overpayments, providers must exercise
reasonable diligence to identify overpayments (i.e., determine receipt of and quantify any
overpayments) during a 6-year lookback period. Providers must report and return any
identified overpayments by the later of: (1) 60 days after identifying those overpayments or
(2) the date that any corresponding cost report is due (if applicable). This is known as the
60-day rule. 17
The 6-year lookback period is not limited by OIG’s audit period or restrictions on the
Government’s ability to reopen claims or cost reports. To report and return overpayments

11

42 CFR § 418.22(b)(3).

12

42 CFR § 418.22(a)(3).

Hospices that admit a patient who previously received hospice services (from the admitting hospice or from
another hospice) must consider the patient’s entire Medicare hospice stay to determine in which benefit period
the patient is being served and whether a face-to-face visit will be required for recertification. 75 Fed. Reg. 70372,
70435 (Nov. 17, 2010).
13

14

42 CFR §§ 418.22(a)(4), (b)(3)(v), and (b)(4).

15

42 CFR §§ 418.104 and 418.310.

16

42 CFR §§ 418.22(b)(2) and (d)(2).

17

The Act § 1128J(d); 42 CFR §§ 401.301–401.305; 81 Fed. Reg. 7654 (Feb. 12, 2016).
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under the 60-day rule, providers can request the reopening of initial claims determinations,
submit amended cost reports, or use any other appropriate reporting process. 18
Northwest Hospice, LLC
NW Hospice, doing business as Signature Hospice or Signature Healthcare at Home, is a
for-profit provider that furnishes hospice care in Tigard, Oregon. From June 1, 2016, through
May 31, 2018 (audit period), NW Hospice provided hospice services to approximately 2,000
beneficiaries and received Medicare reimbursement of about $32 million.19 National
Government Services, Inc. (NGS), serves as the MAC for NW Hospice.
HOW WE CONDUCTED THIS AUDIT
NW Hospice received Medicare Part A reimbursement of $32,281,383 for hospice services
provided during our audit period, representing 7,687 paid claims. After we excluded
823 claims, totaling $748,588, our audit covered 6,864 claims totaling $31,532,795. 20 We
reviewed a random sample of 100 of these claims, totaling $439,518, to determine whether
hospice services complied with Medicare requirements. Specifically, we evaluated compliance
with selected billing requirements and submitted these sampled claims and the associated
medical records to an independent medical review contractor to determine whether the
services met coverage, medical necessity, and coding requirements.
We conducted this performance audit in accordance with generally accepted government
auditing standards. Those standards require that we plan and perform the audit to obtain
sufficient, appropriate evidence to provide a reasonable basis for our findings and conclusions
based on our audit objectives. We believe that the evidence obtained provides a reasonable
basis for our findings and conclusions based on our audit objectives.
Appendix A describes our audit scope and methodology, Appendix C describes our statistical
sampling methodology, and Appendix D contains our sample results and estimates.

42 CFR §§ 401.305(d), 405.980(c)(4), and 413.24(f); CMS, Provider Reimbursement Manual—Part 1,
Pub. No. 15-1, § 2931.2; 81 Fed. Reg. at 7670.

18

Claims data for the period June 1, 2016, through May 31, 2018, were the most current data available when we
started our audit.
19

We excluded hospice claims that had a payment amount of less than $1,000 (741 claims), were identified in the
Recovery Audit Contractor data warehouse as having been reviewed by another party (74 claims), or had
compromised beneficiary numbers (8 claims).

20
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FINDING
NW Hospice received Medicare reimbursement for hospice services that did not comply with
Medicare requirements. Of the 100 hospice claims in our sample, 81 claims complied with
Medicare requirements. However, for the remaining 19 claims, the clinical record did not
support the beneficiary’s terminal prognosis. Improper payment of these claims occurred
because NW Hospice’s policies and procedures were not effective in ensuring that the clinical
documentation it maintained supported the terminal illness prognosis.
On the basis of our sample results, we estimated that NW Hospice received at least $3.9 million
in unallowable Medicare reimbursement for hospice services. 21 As of the publication of this
report, these overpayments include claims outside of the 4-year reopening period. 22
Notwithstanding, NW Hospice can request that a Medicare contractor reopen the initial
determinations for those claims for the purpose of reporting and returning overpayments
under the 60-day rule without being limited by the 4-year reopening period. 23
TERMINAL PROGNOSIS NOT SUPPORTED
To be eligible for the Medicare hospice benefit, a beneficiary must be certified as being
terminally ill. Beneficiaries are entitled to receive hospice care for two 90-day benefit periods,
followed by an unlimited number of 60-day benefit periods. At the start of the initial 90-day
benefit period of care, the hospice must obtain written certification of the beneficiary’s
terminal illness from the hospice medical director or the physician member of the hospice
interdisciplinary group and the individual’s attending physician, if any. For subsequent benefit
periods, a written certification from the hospice medical director or the physician member of
the hospice interdisciplinary group is required. Clinical information and other documentation
that support the beneficiary’s medical prognosis must accompany the physician’s certification
and be filed in the medical record with the written certification of terminal illness.24
For 19 of the 100 sampled claims, the clinical record provided by NW Hospice did not support
the associated beneficiary’s terminal prognosis. Specifically, the independent medical review
contractor determined that the records for these claims did not contain sufficient clinical
information and other documentation to support the medical prognosis of a life expectancy of
6 months or less if the terminal illness ran its normal course.
The statistical lower limit is $3,902,337. To be conservative, we recommend recovery of overpayments at the
lower limit of a two-sided 90-percent confidence interval. Lower limits calculated in this manner are designed to
be less than the actual overpayment total at least 95 percent of the time.

21

42 CFR § 405.980(b)(2) (permitting a contractor to reopen within 4 years for good cause) and 42 CFR
§ 405.980(c)(2) (permitting a party to request that a contractor reopen within 4 years for good cause).
22

23

42 CFR § 405.980(c)(4).

24

42 CFR §§ 418.22(b)(2) and 418.104(a).
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RECOMMENDATIONS
We recommend that Northwest Hospice, LLC:
•

refund to the Federal Government the portion of the estimated $3,902,337 for hospice
services that did not comply with Medicare requirements and that are within the 4-year
reopening period; 25

•

based upon the results of this audit, exercise reasonable diligence to identify, report,
and return any overpayments in accordance with the 60-day rule 26 and identify any of
those returned overpayments as having been made in accordance with this
recommendation; and

•

strengthen its policies and procedures to ensure that hospice services comply with
Medicare requirements.
NW HOSPICE COMMENTS AND OFFICE OF INSPECTOR GENERAL RESPONSE

In written comments on our draft report, NW Hospice, through its attorney, stated that it
concurred with the conclusion of our independent medical review contractor with respect to
7 of the 19 sampled claims we questioned but disagreed with our contractor’s determinations
for the remaining 12 sampled claims. NW Hospice did not explicitly concur or nonconcur with
our recommendations; however, regarding our first recommendation, it agreed to take
appropriate action to refund payments for services determined not to have complied with
Medicare requirements and provided information on actions that it had taken or planned to
take to address our second and third recommendations.
With respect to the 12 sampled claims for which NW Hospice disagreed with our independent
medical review contractor’s determinations, for 6 claims, NW Hospice strongly urged OIG to
find that the 6 patients discharged from hospice the same month or the month immediately
following our contractor’s determination of ineligibility were discharged in a timely and entirely
appropriate manner. For the remaining six claims, NW Hospice, through a licensed physician
(hospice expert), stated that the beneficiaries were eligible for hospice services and provided
OIG audit recommendations do not represent final determinations by Medicare. CMS, acting through a MAC or
other contractor, will determine whether overpayments exist and will recoup any overpayments consistent with its
policies and procedures. Providers have the right to appeal those determinations and should familiarize
themselves with the rules pertaining to when overpayments must be returned or are subject to offset while an
appeal is pending. The Medicare Part A and Part B appeals process has five levels (42 CFR § 405.904(a)(2)), and if a
provider exercises its right to an appeal, the provider does not need to return overpayments until after the second
level of appeal. Potential overpayments identified in OIG reports that are based on extrapolation may be
re-estimated depending on CMS determinations and the outcome of appeals.
25

This recommendation does not apply to any overpayments that are both within our sampling frame (i.e., the
population from which we selected our statistical sample) and refunded based upon the extrapolated
overpayment amount. Those overpayments are already covered in the previous recommendation.

26
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specific responses for each of these claims. NW Hospice’s comments are included as
Appendix E.27
After reviewing NW Hospice’s comments, we maintain that our finding and recommendations
are valid. We maintain that the medical records for each of the 19 sampled claims we
questioned did not support the associated beneficiary’s terminal prognosis. The following
sections summarize NW Hospice’s comments and our responses.
HOSPICE DISCHARGES WITHIN THE MARGIN FOR REASONABLE CLINICAL JUDGMENT AND
SUPPORT FOR TERMINAL PROGNOSIS
NW Hospice Comments
NW Hospice stated that for 6 of the 19 sampled claims we questioned, it discharged the
beneficiaries from hospice either the same month or the month immediately following our
independent medical review contractor’s retrospective determination that the patient’s
terminal illness prognosis was no longer supported. NW Hospice stated that in each of these six
cases, its clinical team reached the same conclusion as our contractor—i.e., that the course of
the beneficiary’s disease was not following the expected trajectory and, therefore, the
beneficiary was no longer eligible for Medicare reimbursement of hospice services.
NW Hospice stated that it should not and reasonably cannot be faulted when its clinicians and
professional staff reached the same conclusion as our independent medical review contractor
within “literally a matter of days.”
NW Hospice cited decisions in several court cases and stated that CMS has explicitly recognized
that the “central inquiry” for determining hospice care eligibility—predicting a beneficiary’s life
expectancy—is not an exact science but is subject to a certifying physician’s best clinical
judgment supported by the beneficiary medical records.
In addition, NW Hospice stated it engaged a hospice expert to review the medical records that
were provided to OIG. The hospice expert determined that another 6 of the 19 sampled claims
involved beneficiaries who were eligible for hospice services. NW Hospice provided the hospice
expert’s findings for each of the six claims.
Office of Inspector General Response
We used an independent medical review contractor that is a licensed physician who specializes
in hospice and palliative medicine and is familiar with Medicare hospice guidelines and
protocols. In conducting the medical review, our contractor properly used the appropriate
NW Hospice attached a Supplemental Appendix to its comments, which contained supplemental clinical records
for the six claims reviewed and determined appropriately paid by the hospice expert it hired; the hospice expert’s
curriculum vitae; and a letter of affirmation by the hospice expert. Although these documents are not included as
appendices in our final report, we considered the entirety of these documents in preparing our final report and are
providing NW Hospice’s comments in their entirety to CMS.
27
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statutory and regulatory hospice criteria, as well as applicable LCD guidelines, as the framework
for determining terminal status. Specifically, our independent medical review contractor
applied standards set out in 42 CFR § 418.22(b)(2), which requires clinical information and
other documentation that support the medical prognosis to accompany the physician’s written
certification of terminal illness and be filed in the medical record.28 Our contractor
acknowledged the physician’s terminal diagnosis and evaluated the medical records for each
hospice claim (including necessary historical clinical records), guided by questions rooted in the
Medicare requirements, to determine whether the certified terminal prognosis was supported.
When the medical records and other available clinical information supported the physician’s
medical prognosis of a life expectancy of 6 months or less if the terminal illness runs its normal
course, a determination that hospice eligibility criteria were met was made.
The decisions in the court cases that NW Hospice referenced addressed whether a difference in
clinical judgment can render a physician certification false for purposes of False Claims Act
liability and therefore are inapplicable to OIG audit recommendations and CMS recoveries
arising from OIG audits.
We maintain that the medical records for each of the 19 sampled claims we questioned did not
support the associated beneficiary’s terminal prognosis. For the first six sampled claims
mentioned in NW Hospice’s comments, we disagree with NW Hospice’s statement that its
clinical team reached the same conclusion as our independent medical review contractor that
the six beneficiaries were no longer eligible for Medicare reimbursement of hospice services.
Although it is true that the six beneficiaries were discharged within the same month or the
month following the claim service dates selected (i.e., our sampled claims’ dates of service), our
contractor evaluated the medical records and found that from the most recent certification, the
medical prognoses of the six beneficiaries were not supported; therefore, the beneficiaries
should have been discharged before the claim service dates selected. If NW Hospice’s clinical
team had reached the same conclusion as our contractor, these beneficiaries would have been
discharged when the certifications were due. However, these six beneficiaries were discharged
at least 1 month or up to 3 months after their latest certifications. Our independent medical
review contractor considered each beneficiary’s clinical picture and found that the medical
records for these claims did not contain sufficient clinical information and other documentation
to support the medical prognosis of a life expectancy of 6 months or less if the terminal illness
ran its normal course.
For the next six sampled claims (for which NW Hospice’s expert determined that the
beneficiaries were eligible for hospice services) and for the seven sampled claims for which NW
Hospice concurred with our independent medical review contractor’s determinations, our
contractor considered each beneficiary’s clinical picture and found that the medical records for
these claims did not contain sufficient clinical information and other documentation to support

Applicable LCD guidelines also state that the documentation must contain enough information to support
terminal illness upon review.
28
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the medical prognosis of a life expectancy of 6 months or less if the terminal illness ran its
normal course.
THE 60-DAY RULE AND RETURN OF MEDICARE OVERPAYMENTS
NW Hospice Comments
NW Hospice stated that it is fully cognizant of its obligations pursuant to Medicare’s 60-day
rule. NW Hospice also stated that to comply with such obligations, it is currently in the process
of “gathering information on hospice claims submitted during the period of January 1, 2015
through May 31, 2016. This period precedes the audit period of June 1, 2016 through
May 31, 2018 and extends back six years prior to the date of the Draft Report.” NW Hospice
stated that hospice claims submitted to and paid by Medicare during both the 2-year preaudit
and 2-year audit periods are not representative of hospice claims submitted to Medicare during
the 2-year postaudit period (June 1, 2018, through December 31, 2020) covered by the 60-day
rule’s presumptive lookback period. NW Hospice provided information on actions that it is
taking to comply with the 60-day rule.
Office of Inspector General Response
The 60-day rule (42 CFR §§ 401.301–401.305) requires that, upon receiving credible
information of potential overpayments, providers must exercise reasonable diligence to identify
overpayments (i.e., determine receipt of and quantify any overpayments) during a 6-year
lookback period. The 60-day rule is CMS’s rule; therefore, NW Hospice should address to CMS
any questions it may have about the time period covered by the 60-day rule, including any
preaudit or postaudit period.
RECOMMENDATIONS
NW Hospice Comments
NW Hospice provided comments on our three recommendations as follows:
•

Regarding our first recommendation, NW Hospice stated that it will take appropriate
action to refund payments for services determined not to have complied with Medicare
requirements after OIG has considered the information and arguments in NW Hospice’s
comments and upon OIG’s issuance of a final audit report.

•

Regarding our second recommendation, NW Hospice stated that it is aware of its
obligations pursuant to Medicare’s 60-day rule and referenced its specific comments on
the 60-day rule (summarized in the prior section). NW Hospice stated that it will act
consistently with those obligations and will reference the fact that the return of any
overpayments is in accordance with this recommendation. NW Hospice provided
information on actions that it had taken to address this recommendation.

Medicare Part A Payments Made to Northwest Hospice (A-09-20-03035)

9

•

Regarding our third recommendation, NW Hospice stated that it had implemented a
number of substantive, significant, and costly improvements and enhancements to its
daily operations, which have facilitated and resulted in improved compliance with
NW Hospice’s already compliant policies and procedures.

Office of Inspector General Response
We maintain that improper payment of the 19 sampled claims occurred because NW Hospice’s
policies and procedures were not effective in ensuring that the clinical documentation it
maintained supported the terminal illness prognosis. OIG audit recommendations do not
represent final determinations by Medicare. Action officials at CMS, acting through a MAC or
other contractor, will determine whether an overpayment exists and will recoup any
overpayments consistent with CMS’s policies and procedures. If a disallowance is taken, a
provider has the right to appeal the determination that a payment for a claim was improper
(42 CFR § 405.904(a)(2)). An overpayment based on extrapolation is re-estimated depending
on the result of the appeal.
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APPENDIX A: AUDIT SCOPE AND METHODOLOGY
SCOPE
Our audit covered 6,864 hospice claims for which NW Hospice received Medicare
reimbursement totaling $31,532,795 for services provided from June 1, 2016, through
May 31, 2018 (audit period). These claims were extracted from CMS’s National Claims History
(NCH) file.
We did not assess NW Hospice’s overall internal control structure. Rather, we limited our
review of internal controls to those applicable to our objective. Our audit enabled us to
establish reasonable assurance of the authenticity and accuracy of the data obtained from the
NCH file, but we did not assess the completeness of the file.
We performed fieldwork at NW Hospice’s facility in Tigard, Oregon.
METHODOLOGY
To accomplish our objective, we:

29

•

reviewed applicable Medicare laws, regulations, and guidance;

•

met with CMS officials to gain an understanding of the Medicare hospice benefit;

•

met with NGS officials to gain an understanding of the Medicare requirements related
to hospice services;

•

met with NW Hospice officials to gain an understanding of NW Hospice’s policies and
procedures related to providing and billing Medicare for hospice services and reviewed
those policies and procedures;

•

obtained from CMS’s NCH file 7,687 hospice claims, totaling $32,281,383, 29 for the audit
period;

•

excluded 741 claims, totaling $383,095, that had a payment amount of less than $1,000;
74 claims, totaling $338,275, that were identified in the Recovery Audit Contractor data
warehouse as having been reviewed by another party; and 8 claims, totaling $27,218,
that had compromised beneficiary numbers;

•

created a sampling frame consisting of 6,864 hospice claims, totaling $31,532,795;

•

selected a simple random sample of 100 hospice claims from the sampling frame;

We excluded claims that were zero-paid; however, an individual claim line can have a zero payment.
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•

reviewed data from CMS’s Common Working File and other available data for the
sampled claims to determine whether the claims had been canceled or adjusted;

•

obtained medical records for the 100 sampled claims and provided them to an
independent medical review contractor, which determined whether the hospice
services complied with Medicare requirements;

•

reviewed the independent medical review contractor’s results and summarized the
reason or reasons a claim was determined to be improperly reimbursed;

•

used the results of the sample to estimate the amount of the improper Medicare
payments made to NW Hospice for hospice services; and

•

discussed the results of our audit with NW Hospice officials.

See Appendix C for our statistical sampling methodology and Appendix D for our sample
results and estimates.
We conducted this performance audit in accordance with generally accepted government
auditing standards. Those standards require that we plan and perform the audit to obtain
sufficient, appropriate evidence to provide a reasonable basis for our findings and conclusions
based on our audit objectives. We believe that the evidence obtained provides a reasonable
basis for our findings and conclusions based on our audit objectives.
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APPENDIX B: RELATED OFFICE OF INSPECTOR GENERAL REPORTS
Report Title
Medicare Hospice Provider Compliance Audit: Professional
Healthcare at Home, LLC
Medicare Hospice Provider Compliance Audit: Franciscan
Hospice
Medicare Hospice Provider Compliance Audit: Alive
Hospice, Inc.
Medicare Hospice Provider Compliance Audit: Ambercare
Hospice, Inc.
Medicare Hospice Provider Compliance Audit: Suncoast
Hospice
Medicare Hospice Provider Compliance Audit: Tidewell
Hospice, Inc.
Medicare Hospice Provider Compliance Audit: Hospice
Compassus, Inc., of Tullahoma, Tennessee
Medicare Hospice Provider Compliance Audit: Hospice
Compassus, Inc., of Payson, Arizona
Safeguards Must Be Strengthened To Protect Medicare
Hospice Beneficiaries From Harm
Hospice Deficiencies Pose Risks to Medicare Beneficiaries
Vulnerabilities in the Medicare Hospice Program Affect
Quality Care and Program Integrity: An OIG Portfolio
Hospices Should Improve Their Election Statements and
Certifications of Terminal Illness
Hospices Inappropriately Billed Medicare Over $250 Million
for General Inpatient Care
Hospice of New York, LLC, Improperly Claimed Medicare
Reimbursement for Some Hospice Services
Medicare Hospices Have Financial Incentives To Provide
Care in Assisted Living Facilities
The Community Hospice, Inc., Improperly Claimed Medicare
Reimbursement for Some Hospice Services
Servicios Suplementarios de Salud, Inc., Improperly Claimed
Medicare Reimbursement for Some Hospice Services
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Report Number

Date Issued

A-09-18-03028

6/10/2021

A-09-20-03034

5/18/2021

A-09-18-03016

5/14/2021

A-09-18-03017

5/14/2021

A-02-18-01001

5/7/2021

A-02-18-01024

2/22/2021

A-02-16-01024

12/16/2020

A-02-16-01023

11/19/2020

OEI-02-17-00021

7/3/2019

OEI-02-17-00020

7/3/2019

OEI-02-16-00570

7/30/2018

OEI-02-10-00492

9/15/2016

OEI-02-10-00491

3/30/2016

A-02-13-01001

6/26/2015

OEI-02-14-00070

1/13/2015

A-02-11-01016

9/23/2014

A-02-11-01017

8/7/2014
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APPENDIX C: STATISTICAL SAMPLING METHODOLOGY
SAMPLING FRAME
We obtained Medicare Part A claims data for hospice services that NW Hospice provided during
our audit period, representing 7,687 paid claims totaling $32,281,383. We excluded 741 claims,
totaling $383,095, that had a payment amount of less than $1,000; 74 claims, totaling
$338,275, that were identified in the Recovery Audit Contractor data warehouse as having been
reviewed by another party; and 8 claims, totaling $27,218, that had compromised beneficiary
numbers. As a result, the sampling frame consisted of 6,864 claims totaling $31,532,795. The
data were extracted from the CMS NCH file.
SAMPLE UNIT
The sample unit was a Medicare Part A hospice claim.
SAMPLE DESIGN
We used a simple random sample.
SAMPLE SIZE
We selected a sample of 100 Medicare Part A hospice claims.
SOURCE OF THE RANDOM NUMBERS
We generated the random numbers with the OIG, Office of Audit Services (OAS), statistical
software.
METHOD OF SELECTING SAMPLE ITEMS
We sorted the sampling frame by the field FI_DOC_CLM_CNTL_NUM (a claim identification
number), and we consecutively numbered the hospice claims in our sampling frame from 1 to
6,864. After generating 100 random numbers, we selected the corresponding frame items.
ESTIMATION METHODOLOGY
We used the OAS statistical software to calculate our estimates. We estimated the total
amount of improper Medicare payments made to NW Hospice for unallowable hospice services
at the lower limit of the two-sided 90-percent confidence interval. Lower limits calculated in
this manner are designed to be less than the actual overpayment total 95 percent of the time.
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APPENDIX D: SAMPLE RESULTS AND ESTIMATES
Table 1: Sample Details and Results
Number of Claims
in Sampling Frame

Value of
Sampling
Frame

6,864

$31,532,795

Value of
Sample Size Sample
100

Number of
Unallowable
Claims

Value of
Overpayments
in Sample

19

$88,112

$439,518

Table 2: Estimated Value of Overpayments in the Sampling Frame
(Limits Calculated for a 90-Percent Confidence Interval)
Point estimate
Lower limit
Upper limit

$6,048,022
3,902,337
8,193,707
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APPENDIX E: NW HOSPICE COMMENTS30
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,Northwest Hospice, UC:
:S:ig at ure ttealt bca.re at tt ome
Z!5U7 sw Parltway, s uite F
Wilso  ville, O R 97070
fIT7-744-22D0

Loni A. Ahlstra d
Regi.o nal tmspertor General fo r Audit services
u.:s.. Departme  t of Hea'lth an d Huma  services
Office of Aulfrt services, Regio n IX
90 :seventh Street, s uite 3-650
sa  Fra ncisco, CA 94103

Re:

'orthwe:st Hospice, l LC, Response to DIG Draft Report A-09-20-03035

Dear Ms. Ahl:str and,
Northwest Hospice, lLC d/b/a Signatu re ea It h care at Home appreciates t he opportun ity t o
respo nd a nd pm vi de comment s to th e above- referenced Office of Inspecto r General's (" 0 1G")
draft audit, wh ich Northwest Hospice received on January 26, 2021. We a'lso appreciate t he
exte nsion of t i me we rece,ived from your office to co mpose a nd sub mit our response ..
Our mission is to "enhance t he life of every person we serve." It is 1in t his service t hat we
demonstrat e our d eep comm it ment t o compliance and t he doo es we have t o ,do no harm and
provide high qua lit y end-of-life ca re to those who have been give n a prognos•is by two separate
physicians th at physical and t erminaI ii lness is u pon them. Ensu rii ng t hat Med icare-e Iigible
pat ient s who are· dee med t erminal and •quaIify for hospice benefits. have access t o and receive
services t hat are med ically necessary t o add ress thei r speciric sympto ms, illnesses, and ho'Iistic
needs at the end-of-Iife is a responsibility of which w e a re keenly aware, and No rthwest
Hospice has had, ancl continues t o have, poli cies and proced ures in place t hat reflect
Med ica re' s ru les, regulatio ns and guidelii nes. Further, w e period ically revisit our internal
processes t o keep up w it h changes i n e.ligibiHty crit eria, a'll owable services, and reoorn mended
best evidence-based practices . W hen occas ionally prese nt ed wit h info rmation suggesti ng we
may need to t ighten, train, or improve our comp Iianee and practices we eva'Iuat e t he
1informatii on and make any appropriat e adjustments.
To ass ist Northwest ospice in respond ing t o t he draft audit coveri ng t he peniod June 1, 20 16
t hrough May 31, 2018, we engaged outside legal counsel, Ca lfo Eakes, t o review the sample
claims t hat OIG's ,contract med ical reviewer d etermined to be unsup po rted. Out side counsel, i n
t um, retained a high'ly-q alified med ical expert w it h d inical expertise in geriat rlic medicine and
a decade of experience as Associat e Medical Director for the !largest hosp ice agency in t he
Seattle metropol it an area. The respo nse of ou r outs ide counse l, which incorporat es t he
conclusions and supporting rat ionales of our independ ent medical expert along w it h
supplement al hospice and externa'I faci lity docu mentation, is submitted wit h t his letter for your
consideration and rev,iew.
In short, OIG's draft audit looked at a sample of 100 cl ai ms for hospice benefits and d'et errn inedi
19 to be unsupportable. i=;or t he reasons explained in detail and ca refully docu ment ed in t he
attached letter, 'orthwest Hospice disagrees wit h the det er minatio ns reached by O IG's
reviewe r rega rdi ng 12 ofthe 19 daims. In t he case of t he r emaini ng 7 cl aims, Northwest

30

OIG Note: We redacted text in selected places in this appendix because it is personally identifiable information.
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Hospice concurs that the documentation in the relevant medical records and time frame
evaluated does not adequately support the claims. but does not concede either that the
patient was ineligible to receive/continue to receive hospice benefits or that the services
provided were not medically necessary. Accordingly, we respeafuUy request that OIG review,
reconsider and reverse the determination of its medical reviewer in those 12 instances we have
disputed after thoughtful independent examination and analysis.
Again. Northwest Hospice is thankful for this opponunity to provide the draft audit response
submitted contemporaneously with this letter and remains available to answer any questions
you or your staff may h ave concerning the d aim-by-claim rebuttals provid ed in the response.

-

Sincerely,

-

APRN, MSN, FNP-BC

Division President
Signature Healthcare at Home

Attachment
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March 22, 2021

framnritt,d E/,ctro11ically a11d Via F,d Ex
Lori A. Ahlstrand
Regional Inspector GeoeraJ for Audit Services
U.S. Department of Health and HumanSen•ices
Office of Audit Services, Region IX
90 Seventh Stree~ Suite 3-650
San Francisco, CA 94103
Re: Northwest Hospice, LLC, Response to OIG Draft Report A--09-20-03035
Dear Ms. Ahlstrand,
Northwest Hospice, LLC dlbla Signature Healthcare at Home (''Northwest Hospice"), through its
counsel, submits this letter in response to the U.S. Department of Heallh and Human Services
Office of Inspector General's ('OIG") draft audit report, A-09-20-03035 (the "Draft Report"). After
receiving the Draft Report on January 6, 2021, Northwest Hospice has worked diligently, with the
assistance of a consulting physician specialmng in geriatric medicine who served for a decade as
Associate Medical Director for the largest hospice services provider in the metropolitan Seattle
area, to complete a thorough review of the claims at issue. Northwest Hospice now submits this
comprehensive written Response, consistent with the extension OIG provided 1hrough March 22,
2021. In sho~ Northwest Hospice concurs with the conclusion ofOIG's contract medical reviewer
,vith respect to seven of the 19 claims questioned (Sample Claims 23, 26, 39, 44, 50, 71 and 95)
due to the insufficiency of the documentation present in the medical record. However, for 1he
reasons explained in detail below, Northwest Hospice disagrees ,vith the determination ofOIG's
reviewer as to the remaining 12 questioned claims.
Introduction
By way ofhistorical background, Northwest Hospice, LLC d/b/a Signature Hospice started in 2009
in Portland, Oregon. In September 2019, Northwest Hospice, LLC changed its dlbla to Signature
Healthcare at Home, and currently offers hospice services to patients in Oregon, Utah and Idaho.
In 2020, the company served 1,816 hospice patients. At all times relevant to OIG's audit and
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subsequently, Northwest Hospice has strived to operate as a responsible, ethical, and compliant
Medicare service provider and has embraced opportunities presented to it, inchlding two recent
Targeted Probe and Educate ("TPE") reviews, discussed in greater detail below, to update and
enhance (I) its policies and procedures, (2) the quality of its documentation and medical record
keeping, and (3) adherence by its clinical staff to applicable Medicare rules and regulations.
Moreover, a review of the most current Program for Evaluating Payment Patterns Elec.tronic
Report (''PEPPER report") for Northwest Hospice's parent organization, which is designed to
identify indicators of payment errors, reveals that Signature Healthcare at Home's PEPPER data
(which includes Northwest Hospice) consistently reilects a high performing organization below
the National 80th Percentile. Among other thingi;, the data de!llon.<;trate appropriate admission
decisions for patients eligible for hospice care and, accordingly, policies and procedures that are
effective in making clinically appropriate admission decisions regarding end-of-life prognoses.
Discussion
With respect to the matter at hand, Northwest Hospice understands that OIG's Draft Rep0t1 is
based on a universe of 6,864 claims for Medicare rein1bursement for hospice services provided
from June I, 2016 through May 31, 2018. As detailed in the Draft Report, OIG retained a medical
contractor to review a random saniple of JOO of these 6,864 clainl~. That analysis identified 19
instances where OIG's reviewer found that the clinical record did not supp0t1 the beneficiary's
continuing terminal prognosis or the associated payments for hospice services. Conversely, OIG's
review resulted in a determination of compliance for the vast majority, 81, of the 100 sanipled
clainlS.
.A.s noted above and discussed in detail below, Northwest Hospice's own analysis of the 19 claims
questioned by OIG's contract reviewer concluded that Northwest Hospice achieved an even higher
rate of compliance ,vith Medicare requirements for hospice eligibility and care. Specifically,
fo!lowing consultation with and review by its ow11 physician reviewer ,vith expertise in geriatric
medicine and experience as a hospice medical director for a large Seattle-based hospice services,
it is Northwest Hospice's position that 12 of the 19 claims questioned by the draft audit are, in fact,
supp0t1able clainlS for hospice services and that the Medicare reinlbursement associated v.~th those
clain1S is entirely appropriate. Accordingly, in the event OIG concurs in the analysis set forth in
the remainder of this Response, 93 of the 100 c!ai!lls reviewed as part of the sample audit of
Northwest Hospice would meet applicable Medicare criteria.
In regard to the seven claims v.~th which N0t1hwest Hospice does not take issue due to the
insufficiency of the supporting documentation (!lQ! due to flawed clinical judgment), N0t1hwest
Hospice intends to refund the associated payments once OIG issues a fin.al audiit report and will,
likewise, comply with its obligations to identify, report and return overpayments pursuant to
Medicare's 60-Day Rule. N0t1hwest Hospice does not believe that the issues raised by those seven
clain1S present s}'stemic concerns for the post-audit period, given the significant operational and
other changes in1plen1ented by Northwest Hospice in mid-2018, which are disaissed in detail later
in this submission.
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A. Discharges by Nor/invest Hospice Clearly Within the Margm for Reasonable Clinical
Judgment
.'ls an initial matter and before proceeding on a claim-by-claim basis to discuss the claims
questioned by OIG's reviewer with which Northwest Hospice disagrees, six of the 19 claims
questioned in the Draft Repon involve a patient discharged from hospice by Northwest Hospice
either the same month (Sample Claims 69 and 77) or the month immediately following (Sample
Claims I, 33, 36, and 37) the OIG reviewer's retrospective determination that the patient's terminal
illness prognosis was no longer supported. In each of these six cases, and as part of their ongoing
evaluation of hospice patients, Northwest Hospice's clinical team reached the same conclusion as
did OIG's reviewer-that the course of the patient's disease was not following the expected
trajec.toty and, therefore, that the patient was no longer eligible for Medic.are reimbursement of
hospice services. Not1hwest Hospice not only reached that san1e conclusion, but con1pleted its
methodical, nmlti-step discharge process to ensure a safe transition from hospice, within the san1e
month or the mon1ll immediately following 1lle claim period questioned by 1lle contract reviewer's
ex post review. Accordingly, Northwest Hospice respectfully submits that OIG should reject its
reviewer's determination that these six claims are unsuppot1able and remove them from its
overpayment analysis for the following reasons.
First, Northwest Hospice should not and reasonably cannot be faulted where, as here, its clinicians
and professional staff reached the same conclusion as OIG's reviewer within literally a matter of
days. A patient's eligibility for hospice care under the Medicare progran1 is a significant
determination and the product of a subjective, nmlti-fuctor analysis that Not1hwest Hospice
undertakes with utmost care and seriousness and maintains documentation to suppot1. Whether in
connection with an initial eligibility certification or a periodic recertification, a certifying physician
must carefully evaluate whether a patient is terminally ill, meaning the individual has a life
expectancy of six months or less if the illness with which the patient has been diagnosed were to
mn its nonual course.
Iniponantly, as noted recently by several Circuit Court decisions, the Centers for Medicare &
Medicaid Services ("CMS'') has explicitly recognized that this central inquiry for hospice care
eligibility-;,redicting a patient's life expectancy-is not (nor could it possibly be) an exact science,
but is subject to a certifying physician's best clinic.al judgment suppot1ed by the patient's medical
records. United States v. AseraCare, Inc., 938 F.3d 1278, 1293-95 (11th Cir. 2019) (citing 75 Fed.
Reg. 70372, 70448 (Nov. 17, 2010); 79 Fed. Reg. 50452, 50470 (Aug. 22, 2014)); accord United
Statesv. Care Alternatives, 952 F.3d 89, 93 (3rd Cir. 2020); W-mter ex rel. United States v. Gardens
Reg'/ Hosp. and Med. Ctr., Inc., 953 F.3d I 108, 11 19 & n.8 (9th Cir. 2020).
For patients already receiving hospice care, the determination of a continuing terminal diagnosis
can be particularly challenging as syniptoms and conditions worsen, in1prove and appear to
stabiliz.e over a period of time. Hospice patients often experience plateaus and even teuiporary
improvements that do not, in and of themselves, warrant, let alone require, discharge fron1hospice.
Northwest Hospice physicians continually and collaboratively monitored each of the six at-issue
patients to determine if Medicare's hospice eligibility criteria continued to be met-that is, if the

Medicare Part A Payments Made to Northwest Hospice (A-09-20-03035)

20

Office of Audit Services
March 22, 2021
Page4
prior prognosis oftenninal illness remained accurate or if, instead, unexpected stabilization and/or
improvement was sufficient to warrant discharge.
Even setting to one side the "meaningful latitude" physicians are understandably and appropriately
afforded when malting informed decisions as to each patient's terminal status, AseraCare, 938 F.3d
at 1295, the precise timing of such judgnient calls within the span of a month or less can be
particularly subjec.tive. This is especially the case where, as here, Northwest Hospice's clinicians
and Inter-Disciplinary Team men1bers were treating, interacting \\~th, and observing the six
patients in real-time, whereas OIG's reviewer had access only to medical records and progress
notes, which, by their nanire, do not always capnire each and every relevant nuance present in a
patient's day-to-day condition. Indeed, as noted by the Court of Appeals in AseraCare, "[w]hile
there is no question that clinical judgments must be tethered to a patient's valid medical records,"
the documentation presented need not "prove the veracity of the clinical judgment on an after-the
fact review." Id. at 1294-95. Rather, a "physician's clinical judgment dictates eligibility as long as
it represents a reasonable interpretation of the relevant medical records." Id. at 1294.
Second, and critically, Northwest Hospice's responsibilities to its patients do not abruptly terminate
once the conclusion is reached that the patient is no longer eligible for hospice services. To the
contrary, it is Northwest Hospice's responsibility to enstire that the patient has an appropriate living
arrange!llent and care plan in place upon discharge. These considerations may, and often do,
include: (I) coordinating with the patient's family and caregivers to ensure that they are ready to
res\nne care, (2) assisting \\~th placement of the patient in an appropriate chronic care facility, (3)
helping arrange a private duty agency to help \1/i th the patient's activities of daily living, (4)
ensuring that the patient has a primary care pro\~der and coordinating care \1/i th that provider, (5)
obtaining required documentation and information for any needed durable medical equipment, and
(6) planning for the patient's psychosocial and spiritual needs. In short, properly discharging a
patient involves a multi-dimensional process. Attending to and complying with that process in a
respon~ble manner cannot be achieved overnight.
Northwest Hospice strongly urges OIG to find that the six patients (Sample Clainis I, 33, 36, 37,
69 and 77) discharged from hospice the san1e month or the month immediately following OIG's
reviewer's determination of ineligibility were discharged in a timely and entirely appropriate
manner. Each discharge indisputably OCC\irred \1/i thin sufficient proximity to when OIG' s reviewer
determined the patient was no longer eligible for hospice that the discharge should be deemed (I)
tin1ely-i.e., well \1/i tbin the margin of acceptable clinical judgment- and (2) free from overpayment
liability. To conclude 0th=~ would be to ignore the accepted tmderstanding that a
determination that a patient has in1proved or stabilized to the point that hiSiller prognosis no longer
appears to be terminal requires the application of clinical judgn1ent to a nmltinlde of complex and
frequently fluid variables Gust as a prognosis of terminal illness does) and to pretend instead that
such a determination is, or should be, susceptible to objective certainty at a specific moment in
tin1e. That, of course, is not the case as a matter of fact or of law, and no credible clinician,
particularly one ,vith hospice experience, would (or could) seriously suggest that it is.
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B. Northwest Hospice's Medical Re>tewer and Review Methodology
Northwest Hospice was fortunate to engagea licensed physician in Washington
State and Associate Professor of Medicine ~ o f Gerontology and Geriatrics at the
University of Washington, to serve as a consultant for purposes of assisting Northwest Hospice to
respond to OIG's Draft Report. A copy o~
Curriculum Vitae is submitted as Attachment
A to Northwest Hospice's Supplementa!Appeiiilu, which is pro,ided under separate cover.

background is particularly well-suited to a re,iew ofthe claims at issue in this matter as
~ of his post-graduate medical education and professional e.'q)erience has been in the field
of geriatrics where, on a daily basis, he has studied and
gression in the elderly.
In addition to his Board Certification in Internal Medicine,
holds a subspeciality
certification in Geriatric Medicine; he lectures and writes fl,
y on topics involving the care
of elderly patients, including hospice care at home; and spent a decade-nom 2009 to 2019-as
Associate Medical Director at Providence Hospice of Seattle, the largest hospice agency in the
Seattle metropolitan area and a leading educational site for medical students, residents and fellows.

observs-disease

-

has conducted clinical research under numerous federally-sponsored grants for the

~ Institutes of Health, the Agency for Health Care Research and Quality, and the Health

Resources & Services Administration (from which he received a Geriatrics Academic Career
Award). He is a member ofthe American College of Physicians, American Geriatric Society, and
Society for Post-Acute and Long Term Care.

In regard to his review of the 13 claims questioned by OIG's medical reviewer (and not discussed
in Section A., above), was prosided the same medical records as were requested by and
pro,ided to OIG. He ~ s l e d and. where a\oailable. was provided certain additional records
from the fucilities from which the patients at issue received~ o r to their certification for
hospice elig,oility and hospice care by Northwest Hospice. 1 conducted an independent
review of both the OIG reviewer's determinations and the documentation supporting the hospice
care pro,ided by Northwest Hospice and billed to Medicare.

C. Claims Where Clinical Documentation Adequately Supports Terminal Prognosis
Based on a thorough review of available, relevant medical and facility documentation,_
determined that six of the 13 claims he reviewed involved patients who ~ elig,ole fo~
sen.ices. findings are summarized below and he has pro,ided a letter, attached as
Attachm~ Supplemental Appendu, stating (I) that the summaries provided in this
Response aocurately represent his conclusions and (2) that he fully subscribes to the argument
made in Section A., above, regarding the claims of the six patients whose discharge from hospice
occurred, for all practical pwposes, contemporaneously with OIG's reviewer's determination of
ineiig,oility.
1 Supplemental hospice and/or facility (skilled nursing or coogregate assisted li\'ing) documentation for the
six remaining claims Northwest Hospice disputes is included separately as Attat:hmeo.t B to the
Supplemeo.tal .-\ppudix submitted cootem.poraneously herewith, in order to protect Protected Health
Inf'ormatioo. That additional documentatioo is provided in its entirety. rather than ooly 1,U selected excetpts.
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Sample Claim # 14
Date of Hospice Election:
Dates of Service:
Length on Service:

9/6/2017
11/1/2017 - 11130/2017
2 months

Following an independent record review by Northwest Hospice's consulting physician and a
holistic assessment of the patient's comorbidities, symptoms, and course of treatment prior to and
during the period under audit, Northwest Hospice submits that this clain1 is appropriately
documented and, thus, supportable as explained below:
1bis 96-year--0ld female was admitted to hospice services on 9/6/2017, two months prior to the
clain1in question. She was hospitalized from 8/31/17 through 9/5/17 for heart failure exacerbation
and admitted for congestive heart failure (CHF). She was noted to have bilateral moderate pleural

effusions during her hospitalization, which is consistent \\~th disease progression. The submitted
hospital records referenced an EF of 25%, which was obtained from a transthoracic
echocardiograni (ITE) from 3/29/17. The difference between an EF of 20"/o versus 25% is
clinically in~gnificant compared to the presence ofmoderate bilateral pleural effusions indicating
the current severity of her heart failure. The TIE report from 3/29/17 indicates not only an EF of
25% ± 5, but, more importantly, altinetic walls (inferior and inferolateral) and hypokinetic
ventricular walls.
During her hospice episode of care, the patient continued to exhibit clinically significant signs and
symptoms that indicated decline consistent with LCD guidelines. Her comorbidities include
hypertension, coronary artery disease (including a history of a coronary artery bypass graft). It was
noted that her CHF is secondary to ischemic dilated cardiomyopathy, which is a result of coronary
artery disease and a diagnosis of atrial fibrillation, which is a consequence of hypertension that
leads to diastolic CHF.
Skilled nursing visits indicate:
I. Decline in systolic blood pressure to below 90 (LCD signs of progression of disease);
2. Inability to tolerate maximal medication doses due to hypotension;
3. Presence of edenia and dyspnea with mininial exertion despite maxin131ly tolerated
medication;
4. Progressive inanition (decline in mid-arm circumference); and
5. Need for frequent medication adjustments and medications being held due to hypotension
and/or bradycardia.
The below table sun1marizes excerpts of the patient's hospice course fron1her admission through
the audited time period and clearly documents the progression of her declining condition. To the
e>..'tent any of this information was not previously pro\~ded OIG, it is included in Northwest
Hospice's Supplemeutal Appeudh:.
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Date

Documentation En m findings and Inte1wnlion
Tyne
9/6/ 17
Hospice Admit PPS score 50%
MAC: 7.2 inches
Medications at tin1e of hospice admission: Lasix 40 mg bid;
Lisinopril 2.5 mg q day; Metoprolol succinate 100 mg q day.
9/8/ 17
BP 78/54
SN
SN•
BP 86/58, HR 62
9/9/ 17
BP 92/58, discontinued lisinopril
SN
9/ 13/17
Metoprolol held by assisted living facility due to breaching
9/ 15/ 17
SN
'holding oarameters
9/18/17
SN•
BP 116/80, HR 68; Lasix reduced to 20mg q day
SN
9/20/ 17
BP 98/58
SN•
9/25/ 17
BP 102/98. HR 73
BP 108/62, HR 80; I+ edema
SN•
10/3/ 17
BP I ions, HR 78; 2+ edema
10/24/ 17 SN*
SN*
HR 64; 2+ edema,dyspnea with minimal exertion, 2 minutes
11/8/17
to recover
11/ 15/ 17 SNSpirouolactoue 25mg q day added
11/21/ 17 SN•
BP 108/64, HR 68
MAC 6.8 inches; sleening in more, increase in edema
11/29/ 17 IDT
(SN: Skilled Nursing; "Vital signs obtained from supplemental documentation.)
The aggregate documentation available reflects a patient with end stage heart failure, who, at the
tin1e ofthe c!ain1at issue and despite maxinlally tolerated medical management, exhibits clinically
significant signs and symptoms which, in the reasonable clinical judgment of Northwest Hospice
personnel, met the hospice LCD guidelines for clinical progression of disease.
Based on the above clinical infomiation, Northwest Hospice submits that the patient qualified for
hospice services during the period audited.
Sample Claim # 28
Date of Hospice Election:
Dates of Service.:
Length ou Service:

7/27/2017
9/ 1/2017 - 9/30/2017
3 mouths

Fo!lowing an independent record review by Northwest Hospice's consulting physician and a
holistic assessment of the patient's comorbidities, symptorus, and course of treatment prior to and
during the period under audit, Northwest Hospice submits that this clain1 is appropriately
docun1ented and, thus, supportable as explained below:
This 79-year-old-female was admitted to hospice on 7/27/ 17 v.~th peripheral vascular disease
(PVD). Her PVD was exacerbated and deeuied tellllinal due to repeated hospitalizations,
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fonctional decline, and patient declination for definitive aniputation for non-healing foot wound
on the right plantar first metatarsal head. Notable co-morbid conditions included:
I. Prior toe aniputations and refusal for physician recollllllended additional an1putations to
assist with wound healing;
2. Rlmnnatoid arthritis refractory to disease-modifying antirheumatic drugs and on chronic
steroids2;
3. Chronic pain;

4. Fall with hip fracture; and
5. Paroxysmal atrial fibrillation.
At the tin1e of hospice admission, the patient's PPS was 40-50%, and she required assistance v.~th
3/6 ADLs including bathing, dressing, and grooming. The patient's weight was 135 lbs.
The patient has a clearly documented arc of decline as called for by the LCD. This patient was
admitted to hospice after prior conservative therapy and interventions failed v.~th the patient
consistently declining definite treatment (surgical amputation). The doctnnentation highlights the
patient's prior home health episode of care, hospitalization, and resumption of home health with
continued decline as evidenced by worsening wooods, repeated infections, and increasing lethargy
requiring pharmacologic modifications.
Identified below is supplemental documentation from the patient's record prior to hospice election,
which is included in the Supplement.tl Appendis:

Date
6/9/2017
6/16/2017
6/19/2017
6/21/2017
6/29-7/2117
7/3/2017

En nt
On antibiotics, "taking antibiotics at this time"

Olanzapine reduced to 2.5mg qhs from prior dosing of 2.5mg in the
morning and 5mg in the evening (total daily dose 7.5mg), representing a
66% dose decrease. Desoite these changes fatia,1p continues.
Wound bed measuren1ent 1.5 x 1.0 x 0.1cm
Hole measurenle!lt 0.2 x 0.4cm, "moderate amount of serosanguineous
fluid''
Hosrntalization
Honie health resumes, R foot worn1d 1.3 x 0.9 x 0.1 cm, no drainage

The patient was ultinlately referred to hospice due to continued worsening of her wotmd, lethargy,
and continued declination of definitive treatment. The arc of decline in the patient's condition
d early continued during her audited hospice course as characterized by the follov.fug list of
2 Patients v.rith rbeum.,toid arthritis are at increased risk for athe.rosclerotic periphe.ral vascular disease,
including elevated infl=tory mad:ers, extra...uticular dis~ase, and glucoc-Orticoid use. The patient failed
lllllltiple disease modifying anti-rheum.,tic dmgs (DMARDS), including sulfasafazine., methotrexate., and
inflixiruab.
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clinical symptoms and related contemporaneous documentation set forth below and provided in
the Supplemental Appendn:.
Symptoms:
I. Wound growing larger and drainage increasing;
2. Signs of reinfection and need for antibiotics;
3. Increasing lethargy that requires further dosage reduction of medication; and
4. Increasing loss of function.

Date
7/31/17
8/'1Jl 1

8/11/17
8/16/17
8/18/17
8/30/ 17
9ntl 1

9/ 11/17
9/ 13/ 17
9/21/17

Document Obse1Talion and Interw nlion
T,lle
''DTI \\~th 2xl cm", "scant clear vellow draina2e"
SN\/
"wound bed .. .2xlcm" ; scant clear yellow drainage; "Calcified
SN\/
subdennal wound =ox. 4x4cm"
SN\/
Increasing sonmolence leading to decrease of gabapentin from 400 mg
tid to 300 mg tid (25% dose reduction).
"almost closed", wound bed 3x3cm
SN\/
"r
2-oerson max assist", use of bed side cOllllllode
SN\/
Purulent drainage, foul odor, increase in pain, started clindarnycin 300
SN\/
m2 lid.
"recent ABX treallllent [Bactrin15-clay course]"; "small amount of green
SN\/
drainage, 3x3cm area calloused with pin-sized opening, foul order noted.
Pain associated with oaloation"
"Small clear draina2e
SN\/
"Moderate, clear drainage"; "Opening in circumferential callous is
SN\/
larger"
"Bactrinl :mn.>on,d effec.tive as draina2e now is clear"
IDT
'

'

PVD is the cortect life-limiting, end stage condition for this patient and the dOCUlllentation is
supportive of progressive worsening of the condition. Amputation was the only option for this
patient to have definitive source control frOlll her worsening wound due to PVD. Short of
amputation, all other options merely maintained the status quo, but did not improve the patient's
prognosis or reverse her continuing decline.
There is no Disease Specific LCD guideline for PVD. However, this patient's trajec.toty indicates
hospice appropriateness at the tinle of hospice admission and exhibits sign~ and symptOlllS
consistent with LCD decline in clinical status guidelines (e.g., recurrent infections,
wealmess/lethargy, dependence \\~th ADLs).
Finally, the OIG reviewer did not accurately consider all of this patient's cOlllorbidities. Toe OIG
reviewer stated that a "histoty of CVA" was considered as a con1orbidity. However, this patient
did not have a histoiy of cerebral vascular accident (CVA). Instead, the comorbid conditions that
significantly and negatively impacted this patient's prognosis are rhernnatoid arthritis refractoiy to
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disease-modifying antirheumatic drug,s and chronic steroids (LCD guideline of refractory severe
autoimmune disease). The patient's refractory severe autoimmune disease significantly reduced
the chances of healing and increased risk of infection from her wound.
Based on the above clinical infomiation, Northwest Hospice submits that the patient qualified for
hospice services during the period audited.
Sample Claim# 29
Date of Hospice Election:
Dates of Service:
Length on Service:

6/9/2016
2/1/2017 - 2/282017
Smonths

Following an independent record review by Northwest Hospice's consulting physician and a
holistic assessment of the patient's comorbidities, symptoms, and course of treatment prior to and
during the period under audit, Northwest Hospice submits that this claim is appropriately
documented and, thus, supportable as explained below:
The patient is a 92-year-old woman residing in a congregate assisted living facility (ALF) men1ory
unit, admitted to hospice for Alzheimer's dementia due to weight loss, iuanition, repeated falls,
and flmctional loss.
At tiu1e of hospice admission, she had the follo,ving fllllctional descriptive scores:
I. FAST 6E, PPS 30%;
2. Dependent in 5/6 ADLs; and
3. Weight was 112 pounds.
The patient's comoroid conditions included congestive heart failure (CHF), hyperten'Sion, atrial
fibrillation, ,>aivular heart disease (aortic regurgitation), and bronchiectasis/COPD. In addition,
she had risk factors for cerebrovascular disease. The patient was taking Breo Ellipta inhaler daily
for her COPD, used nitroglycerin and was on fentanyl transdermal every 72 hours for back pain.
The patient's Life Alert was activated in the period tlllder audit and she was noted to be ashen and
required nitro and lorazeparu.
The usual descriptors of the severity of cognitive impairment such as FAST and PSS scores did
not adequately capture this patient's prognosis. Available medical records, however, d early
document an arc of decline that captures her hospice appropriateness. The patient's cognitive
impairment severely impacted her memory, causing her to forget whether she had eaten (visit
12/1/16), and manifested a progressive, clinically significant weight loss of 18% after admission
(satisfying the LCD decline in clinical status and weight loss guidelines).
The patient's medical record on hospice notes the following:
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Date
6/22/2016
12/1/2016
12/27/2016

En nt
IDT note: "only eating bites despite constant cueing" according to AlF staff
Skilled nursing visit: documents patient forgetting that she had not eaten and
asks to be rerumed to her room without ha,nna eaten.
Skilled Nursing Visit: "25-50"/o oral intake"

The OIG reviewer questioned this claim based, in part, upon the fact that the patient had a total
weight loss of8.8%. That conclusion was based upon a reported weight of 102 pounds in the IDT
meeting on 2/1/17. However, the weight reported in the 2/1/17 IDT meeting was obtained fron1an
SNV conducted on 1/19/ 17. The patient had a subsequent SNV on 2/1/ 17. That visit documented
that the patient's weight had decreased to 92 pounds-a loss of 10 pounds (9%) since the visit on
1/19/ 17 less than two weeks earlier. The patient's weight of 92 pounds represents a total weight
loss of 20 pound<; (17.8%) since admission. The OIG reviewer's analysis neither referenced nor
utilized the significant SNV infoUllation from 2/1/17 in reaching a final determination.
1bis is a patient whose continuing terminal prognosis is clearly supported by munerous clinical
symptoms. She had severe cognitive impairment with poor safety awareness. Medical
docun1entation reflects repeated falls with and without injuries and an arc of decline of functional
loss \\~th a weight loss of 18% subsequent to admission. By August 2016 (8/31/16 IDT note), she
was dependent ii: 6/6 ADLS, clearly satisfying the LCD decline in clinical status gilideline.
The patient experienced repeated falls, evennlally leading to the need for a lowered bed in the
assisted living fucility by the end of December 2016 (ordered 12/21/16) and bad an injury fall
noted in the IDT doctnnentation on 2/1/17. In nlid-winter, she also developed a viral pulmonary
infection in the congregate living facility at which she resided that left her more lethargic (2/9/ 17
SNV) (doctnnenting recovery from a pulmonary infection and "sleeps more and tires easily'').
The OIG reviewer does not appear to have considered bronchiectasis/COPD as an important
comorbidity for this patient relative to her prognosis and hospice needs. Anorexia is often a
manifestation of end stage COPD. The medical records indicate extensive muscle wasting and
descriptors that ,re consistent with someone with COPD (davicles prominent in skilled nursing
visits of 1/19/7). Mmonary cachexia and anorexia coupled with severe cognitive impairment fron1
dementia (causing the patient to not recall if she had eaten) had a clinically significant in1pact on
this patient's prognosis, but are not always necessarily capnired by functional descriptors such as
PPS or FAST scores on which the LCD gilideline place particular emphasis.
Based on the above clinical infomiation, Northwest Hospice submits that the patient qualified for
hospice seri.~ces during the period audited.
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Sample Claim # 55
Date of Hospice Election:
Dates of Service.:
Length of Service

7/2112015
6/ l /2016 - 6/30/2016
11 months

Following an independent record review by Northwest Hospice's consulting physician and a
holistic assessment of the patient's comorbidities, symptoms, and course of treatment prior to and
during the period under audit, Northwest Hospice submits that this clain1 is appropriately
docun1ented and, thus, supportable as explained below:
Toe patient is a 92-year-old feniale admitted to hospice services on 7121/2015 for Alzheimer's
disease with recurrent falls, ft111ctional decline, clinically significant weight loss, and recurrent
hospitalizations with the most recent hospitalization prior to hospice admission for focal
neurological deficits of right sided wealmess. The patient also exhibited symptonis of
cerebrovascular disease/vascular dementia dominant
At the time of the hospice admission, the patient's PPS was 30%, she required assistance for 6/6
ADLs, her FAST was 7A, and her weight was 152.2 pounds. Per the admission note, her weight
on 6/29/15 was 165 pounds. Her admission weight represents a weight loss of 13 pounds or a loss
of 7.9% total body weight loss prior to admission. Pertinent comorbid conditions included: atrial
fibrillation, hypertension, type 2 diabetes with insulin use, a histoty of intracerebral hemorrhage
with right henliparesis, right facial droop and dysphagia.
Toe patient had documented weight loss and falls (supportive of the LCD decline in clinical stanis
guidelines) and an ongoing arc of decline throughout her hospice admission. Toe patient also had
docun1ented acute changes in her clinical condition in September and October 201 5. As
docun1ented in the facility records on 9/ 13/2015, the patient had had new onset of left sided
weakness and left facial droop. Toe patient continued to decline and her condition worsened and
was assessed as FAST 7C Contrary to the OIG reviewer's observation, this decline was
docun1ented in the skilled nursing note on 10/ 14/ 15.
Over a period of several months, the patient was reassessed as FAST 7A on 3/ 16/16 in the IDT
note. Toe neurological deficit nlirrored the initial hospitalization that pron1pted hospice referral
and in the clinical context likely represented another vascular neurological insult The patient
suffered falls with facility notes confinning neurologic checks following a fall on 3/26/16.
According to skilled nursing notes on 5/6/2016, her "bed was in lowest position and fall mats."
By March 2016, the patient appears to renirn to FAST 7A, as her weight loss, per the table below,
was apparent She continued a declining trajectoiy in her weight up to the audited claim and
certification period of 05/ 16/2016 - 07/14/2016. Nursing notes during the review period document
"ten1poral wasting" and "ill-fitting clothing."

Medicare Part A Payments Made to Northwest Hospice (A-09-20-03035)

29

Office of Audit Services
March 22, 2021
Page 13

Date
6/29/2015
8/19/2015
9/2/2015
10/14/2015
01/06/2016
3/4/2016
5/ 10/2016

Weiont /lbs.)
165 .2
152
150
142
136.2
122
136.4

7/6/2016

135.2

Documentation Source
Facilitv weiaht
IDT note 08/19/ 15
IDT note 09/02/15
SN visit 10/ 14/ 15
IDT note 01/06/2016
IDT note 3/ 16/16
Not included in documentation initially provi ded OIG, the
facility documentation included a noted by an RN chart review:
"Wei 0 ht increase mav be due to different scales"
IDT note: "increased daytime somnolence, decrease meal
intake,.

The patient's dee.lining oral intake is further supported by the need for reducing her insulin regimen
as her oral intake declined:
I. Humalog insulin 6 units TID (three times a day) schedule was stopped on 4/2/2016;

2. IDT note on 7 / 16/16 documents, "increased daytime somnolence, decreased meal intake";
and
3. G!argine insulin 30 units daily was reduced to 20 units daily on 8/8/2016.
In the span of four months, the patient's total insulin daily dose went from 48 to 20 units,
representing a decline of 58% of glycenlic needs. Sinlilar!y, the patient's declining oral intake led
to \\~dely tlucruating INR results (per facility INR results in March 2016) that lead her attending
provider to transition to apixaban as of 4/2/2016. On 3/26/2016, the day of one of her falls, her
INR was documented as 5.5.
Based on the above clinical infomiation, Northwest Hospice subnlits that the patient qualified for
hospice services during the period audited.
Sample Claim # 62
Date of Hospice Election:
Dates of Service.:
Length of Service

3/3/2017
7//1/2017 - 7/31/2017
4 months

Following an inclependem record review by Nort!lwest Hospice's consulting physician and a
holistic assessment of the patient's comorbidities, symptoms, and course oftreallllent prior to and
during the period under audit, Northwest Hospice submits that this clain1 is appropriately
documented and, thus, supportable as explained below:
1bis patient is a 92-year-old wom.10 adnlitted to hospice '-'~th Alzheimer's disease with anorexia,
weight loss, lethargy and functional loss after an emergency room (ER) evaluation. Follo\\fug her
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acute ER event, the clinical picture supports hospice services given the severity of hypoxia (81%
on room air) '-'~th a UT!, re.fusing food and medication as well a depressed level of conmousness.
She was noted to be newly in need of a Hoyer Lift and had previously been sit-to-stand. The
patient's initial hospice assessment of a PPS of 20% and FAST scale of 7 supported this and
although she survived the initial acute event, her PPS score and FAST remained severe.
All relevant and available documentation may not have been provided initially to OIG for review,
but is included in the Supplemental Appendis. The facility doctnnentation supports progressive
lethargy leading to decrease in oral intake, and weight loss (supporting the LCD for decline in
clinical status guidelines). An arc of decline for this patient is doctnllented.

Date

Ew ot

1n12011

Weioht 191.8 nounds

7/1112017 Lethargy on ARNP examination, restin2 heart rate 98
7/13/2017 "Resident refused breakfast and onlv had a few bites for lunch."
"Resident only ate a few bites for each meal", "Resident has been sleeping most
7/14/2017 of this shift."
7/21/2017 "Patient no,,ned eves brieilv and resume sl.....,;na."
"Resident kept falling asleep during dinner. Staff was only able to give her a few
7/24/2017 bites."
"Resident is coughing and sleeping a lot" and only ate "Resident ate 25% for
7/25/2017 both meals"
7/25/2017 Skilled Nursing Visit "todav verv sleeov and did not want nmch".
It appears OIG's reviewer may not have considered all of the comorbidities ofthe patient, inchiding
heart failure that was not included in the Advanced Dementia Prognostic Tool (ADEPT), a risk
score to estimate survival in nursing home residents with advanced den1entia. The patient also had
evidence of severe edema and hypoxia on exanlination, an elevated brain natriuretic peptide, and
evidence of cardiomegaly on chest radiographs, and treated with diuretics - all findings con~ent
with heart failure.
The patient also had evidence of insufficient oral intake that satisfied ADEPT scoring (defmed as
not consuming almost all liquids in previous 3 days or at least 25% of food uneaten at most meals)
in the audited month as doc.tnllented above. Recalculating ADEPT scoring with the addition of the
above (1.5 for heart failure and 2 for insufficient oral intake), a more accurate ADEPT score is
15.6, yielding a six-month mortality of3443%.
Based on the above clinical infomiation, Northwest Hospice submits that the patient qualified for
hospice sen~ces during the period audited.
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Sample Claim # 100

Date of Hospice Election:
Dates of Service.:
Length on Service:

4/ 13/2017
2/1/2018 - 2/28/2018
JOmonths

Following an independent record review by Northwest Hospice's consulting physician and a
holistic assessment of the patient's comorbidities, symptoms, and course of treatment prior to and
during the period under audit, Northwest Hospice submits that this clain1 is appropriately
documented and, thus, supportable as explained below:
1bis patient is a 94-year-old female who was admitted to hospice on 4/ 13/2017 with a diagnosis
of Alzhein1er's dementia from the Memory Unit of an assisted living facility. In addition to
advanced Alzheimer's, the patient had the follo,ving notable comorbidities: Type 2 diabetes, aortic
stenosis, coronary artery disease, a history of cerebrovascular accidents with hemiplegia,
hypertension and a 25-pound weight loss over a month. In addition, the patient had repeated falls,
some with injuries requiring hospital visits, "~th progressive functional decline. Upon admission
she was dependent on 4/6 ADLs and at the time of the claim in question she was dependent on all
ADLs with the exception of feeding. At time of hospice admit, FAST was 6E, PPS score was 40%
which is consistent with LCD requirenients.
1bis patient lived in a congregate setting and was treated with oseltamivir because of iniluenzae
in the facility. As explained below, prominent to the decision to recertify the patient for hospice
was the fact that the patient exhibited con1plications related to her viral infection. The infection
was not asymptoniatic and documentation supports the fact that it evolved to cause lethargy and
acute weight loss for the patient The chronological events leading up to the decision to recertify
are outlined below and appear not to have been reviewed by OIG's reviewer, but is included in the
Supplemental Appendis:
L IDT documentation on O 1/10/ 18 (niade one day after Tamiflu was started for this patient)
describes the then-present situate as asymptomatic;
2. Documentation supports that the patient developed a wet cough and flu like symptonis and
that the patient was sleeping 20 hours a day. In addition, the SN\/ identified a 7-potmd
weight loss.
Given the couternporaneotis information of an acute respiratory viral infection and the above
sequala, the fact that the patient was living in a congregate setting, her advanced age, and
associated co-morbidities (including Type 2 diabetes, aortic stenosis, coronary artery disease, a
history of cerebrovascular accidents "~th hemiplegia, hypertension and weight loss), it was a
clinically sound and reasonable exercise of medical judgment to predict that this patient's trajectory
and prognosis would indicate a 6-month life expectancy at the time of her evaluation and
recertification for hospice eligibility. Notably, her acute weight loss and lethargy are objective
symptoms consistent with the LCD guidelines for a progressing decline in clinical stanis.
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Based on the above clinical infot1Uation, Northwest Hospice submits that the patient qualified for
hospice services during the period audited.

D. 60-Dcry F::J.1/e and Return ofMedicare Overpaymellfs
Northwest Hospice is fully cognizant of its obligations, triggered by receipt of the Draft Report,
pursuant to Medicare's 60-Day Rule. In order to comply with those obligations, Northwest Hospice
is currently in the process of gathering infot1Uation regarding hospice claims submitted during the
period of Jantk,ry I, 2015 through May 31, 2016. This period inunediately precedes the audit
period of June 1, 2016 through May 31, 2018 and extends back six years prior to the date of the
Draft Report.

Hospice clainJS submitted to and paid by Medicare during both the two-year pre-audit and two
year audit period.5 are .!lQ!, however, representative of hospice clainlS submitted to Medicare by
Northwest Hospice during the two-year post-audit period covered by the 60-Day Rule's
presumptive lookback period. With respect to the post-audit period (June 1, 2018 through
December 31, 2020), Northwest Hospice is confident that clainJS submitted during that period were
submitted with appropriate documentation and, therefore, were properly paid. As outlined below
and independent of OIG's retrospective audit, Northwest Hospice in1plemented significant,
substantive post-audit clkmges to its: (1) Quality Assurance staffing levels, (2) quality assurance
audits, (3) policies and procedures, (4) staff training, (5) medical records/docunnentation, and (6)
key personnel which, separately and together, resulted in material improvenients to the accuracy
of clainlS submitted to Medicare and to the documentation supporting those claims.
Specifically, in October 2017 and March 2018, Nonhwest Hospice underwent separate Target
Probe and Educate (TPE) reviews by Noridian, the Supplemental Medical Review Contractor for
CMS. lls a result of the lessons internalized from those reviews, Northwest Hoopice identified a
number of oppomlllities to strengthen various aspects of its daily operatio:ns and promptly
instituted measul'es to address those operational shortconiings. Tue most relevant changes and
improvements, 3111 of which were substantially completed ruiQr to the post-audit period, are
sttnlllla!ized below:
I. Northwest Hospice created a centralized Quality Assurance department in June 2018. That
department provides con'Sistency and tllliformity across all hospice locations. The new
department developed and implemented a centralized auditing process which includes an
audit of 10% of all hospice claims from aJJ locations each quaner. As part of reorganizing
the department, QA staff was increased from 1.5 to three FTEs.
2. The QA department provided additional education and training to staff, which resulted in
consistent standards and procedures across all locations.
3. Regular, external, continuing education training progranJS were provided through the End
of-Life Nursing Education Consortium to all IDT members, as well as training on palliative
care through the National Hospice and Palliative Care Organization. Targeted training was
also provided to the then-Medical Director in order for her to obtain her Hospice and
Palliative Medicine Certification.
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4. In May 2018, Northwest Hospice tr.msitioned to a new point of care electronic medical
record system (Homecare Homebase) specially designed for hospice care pro\'iders, which
facilitated and has resulted in more accurate and comprehensive patient documentation.
This upgrade-from start to finish-<:ost nearly S2M to deploy.
5. Development and implementation of updated and improved operating policies and
procedures.
6. The Agency Annual Report to the Governing Body template was formalized to include
regulatory elements and best practices.
With regard to personnel changes, Northwest Hospice made a number of significant changes based
on the results of the abovMeferenced TPE reviews, including the replacement of both its Medical
Director and Administrator.
was named the new Medical Director. is a hospice and pal!!
-·alive
cme
st with over 20 years of experience in h~
palliative medicine.
was hired as the new Hospice Administrator, bringing
more than 1-0 ars o o ice
alive care experience to Northwest Hospice. Finally, but
importantly,
APRN, MSN, FNP-BC, the former VP ofClinical Operations, was put
in charge of
ormance Improvement program development after the first TPE re\'iew
and began the planning, identification and acquisition of additional resources necessary to
implement many of the quality/process improvements identified above. She subsequently was
promoted to Di\'ision President of Signature Healthcare at Home in December 2018 and continues
to oversee Northwest Hospice.
As a result of the foregoing substantive changes made in direct response to Northwest Hospice's
2017 and 2018 TPE reviews, which includes a rigorous self-audit protocol, Northwest Hospice is
confident that its claims submitted during the two-year, post-audit time frame-June 1, 2018
through December 31, 2020-<lo not present the same documentation issues identified in the seven
claims questioned in the Draft Report that Northwest Hospice has elected not to dispute.

E. Response to Recommendations
The Draft Report proposes three recommendations for Northwest Hospice's consideration.
Northwest Hospice's position as to each is set forth below.
1.

Refimd to the Federal G2Ytrnroeot the oottiou of the estirna!N:I $3 902 337 for hmnke

sen.ices that did not comply with Medicare reguiremenls and that are within the 4-year
reopening period.
Northwest Hospice will take appropriate action to refund payments for sen.ices determined
not to have complied with Medicare requirements after OIG has considered the information
and a,guments made in this submission and upon issuance by OIG ofa final audit report.

2. Based upon the results of this audit exercise reasonable diligenoe to identify report, and
return any overpayments in accordance with the 60-Day Rule and identify any of those

ren1rned ovemavroeots as having beenwade inacmulwce >Yith thi§ rernmmeodati®
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Per Section D of this Response, Northwest Hospice is aware of its obligations purstk1llt to
Medicare's 60-Day Rule, will act consistently with those obligations, and will reference the
fact that the return of any overpayments is in accorckmce with this recommendation. In
light of the substantive and significant changes and enhancen1ents to its daily operations
since its 2018 TPE review, which includes ongoing, regular audits of its hospice clainls to
Medicare, Northwest Hospice does not believe that additional diligence is necessary or
required to address the issues raised by the Draft Report in the post-audit period.
3. Strengthen (internal) policies and procedures to ensure that hospice seri,i ces comply ,vith
Medicare requirements.
As noted above, in the aftermath of its 2018 TPE review, Northwest Hospice implemented
a number of substantive, significant and costly improvements and enh.111cements to its daily
operations, including a new EMR system and increased professional training and
continuing education/annual con1petencies, that have both facilitated and resulted in
in1proved compli.111ce with Northwest Hospice's already compli.111t policies and
procedures. Those policies and procedures are periodically revisited and updated, as
necessary, by compli.111ce personnel and Division leadership to ensure that they keep up
wi th ch.mges in applicable Medicare mies and regulations.

Condusion
Northwest Hospice, through its counsel in this matter, is grateful for the opportunity to submit this
detailed rebuttal to OIG's Draft Report for inclt1Sion in the final audit report. Northwest Hospice
is confident that a fair and objec.tive recoosideration of 12 of the OIG reviewer's 19 adverse
determinations, in light of the comments, obsen>ations, and supplemental
information/documentation provided here and, separately, in the Supplemental Appendu, will
result in a favorable revision of the Draft Report that recognizes the many, often con1plex, medical
variables and consideration,;-including some that are psychological, en1otional, spiritual, and
logistical in nanlfe, but still necessarily part of the decision-making calcuh1s for hospice care
providers-that together comprise the full clinical picnlfe of a hospice patient and must ultimately
and appropriately inform clinical judgments regarding hospice eligibility and hospice services.
Such a revision is especially appropriate here, where six of the 19 sample clainls questioned
(Sample Clainis I, 33, 36, 37, 69, and 77) invoh,-e patients discharged fron1hospice by Northwest
Hospice the same month or the month immediately following OIG reviewer's subjective
determination that hospice eligibility had ceased. Sinlilarly, six additional clainls questioned by
OIG's reviewer (Sample Clainls 14, 28, 29, 55, 62 and JOO) should stand as subnlitted because
sufficient medical documentation-whether produced originally to OIG or as provi ded in the
Supplemental Appendil:-exists to support the reasonable clirlical judgment ofNorthwest Hospice
personnel that the symptoms; multiple, serious, difficult-to-manage con1orbidities; and probable
prognosis of the six patients, all but one of whom was 92 years old or older, continued to render
then1 eligible and appropriate for hospice care during the audited period.
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Thank you for your careful consideration of this comprehensive Response to OIG's Draft Report.
Sincerely,

Attachment (Supplemental Appendix)
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