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Hospice claims must contain two essential ingredients: diagnosis codes that specifically support the terminal diagnosis and documentation to back the appropriateness of hospice, Cahaba GBA recently reminds providers.

Skimp on those ingredients and you could become one of the growing number of agencies to get their hospice claims denied by the regional home health intermediary.

Cahaba's hospice denials are skyrocketing. The RHHI reported claim denials more than doubled from 52 claims ($149,339) in the third quarter of fiscal 2003 to 126 claims ($382,720) in the fourth quarter, Cahaba Medical Review Data Analyst Ashley Hilpipre tells ...hhl.

The RHHI's processing system checks hospice claims for a terminal diagnosis that clearly indicates that a patient has six months or less to live, such as pancreatic cancer, ovarian cancer or end stage renal disease.

But the RHHI finds some diagnoses, such as Parkinson's disease and dementia, "suspicious" because they indicate an indefinite life expectancy, says Nancy Sharp, nurse consultant, Cahaba's medical review department. You'll only get paid for these claims if they contain the documentation to support the terminal prognosis, she adds.

Cahaba noted two other "less specific" ICD-9-CM codes -- 298.9 (unspecified psychosis due to or provoked by emotional stress or environmental factors) and 263.9 (unspecified protein/calorie malnutrition with dystrophy -- as problematic in its Medicare A Newsline. 298.9 and 263.9 are two of 54 non-terminal diagnoses codes that triggered front-end rejections in the fourth quarter, Hilpipre says

HHA with 0% denials shares a tool
A sheet listing the common indicators of end-stage disease is helping Rapid City (S.D.) Regional Hospital's Home Care Department, maintain a 0% denial rate for hospice claims for the last four years, says Director of Home Care Dodi Brown, a 20-year home care veteran.

Based on information from the National Hospice and Palliative Care Organization, the sheet contains a list of core indicators and sets of the common indicators for the top 10 end-stage diseases.

The 32-patient hospice gives this tool to its admit nurses, intake staff, referral sources and discharge planners to help them determine if the patient's clinical decline justifies hospice services, Brown says. While there isn't a standard number of indicators that qualify a patient for hospice, four or five usually show a patient is ready for such services, she notes.

Four more tips to avoid denials
The documentation supporting the terminal prognosis should "paint a picture" of why the patient is appropriate for hospice, Cahaba says in the Hospice LMRP. The records should include observations and data, not merely conclusions, it adds.

[See the Documentation Requirements section of the Hospice LMRP Determining Terminal Status at http://www.iamedicare.com/Provider/meda1.htm.]

Ask your nurses to review clinical notes written by volunteers or social workers, says Cahaba nurse consultant Sharp. Nurses often use a short-hand description of the patient's status that doesn't adequately paint the need for hospice, while volunteers tend to document everything, she says. For example, a nurse would say, "The patient appears to be losing weight," but a volunteer would say, "The patient lost at least two inches and his or her clothes do not appear to be staying up," she adds.

Other tips: 

· Ensure your clinicians continue to document the patient's current status even if it sounds repetitious. If they stop documenting the problem, the medical review staff might think the problem has alleviated, Brown says.

· Use the treating physician's records to help support your claim. Physician's notes can make the difference in continued hospice coverage, especially when the patient's condition plateaus, says Brown. If the patient's condition remains the same but the physician's notes read "Expect future decline" your chances of continuing coverage are greater, she adds.

· Have a clinician not involved in the case review your claim. Clinicians who have never seen the patient are more likely to look at the claim like a reviewer and identify holes in the documentation, says Brown.


