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Related Coverage Resources 
 
Nutritional Support 
Occupational Therapy (CPG 155) 
Physical Therapy (CPG 135)  
Speech Therapy  
 
 

 
 
INSTRUCTIONS FOR USE 
 
The following Coverage Policy applies to health benefit plans administered by Cigna Companies. 
Certain Cigna Companies and/or lines of business only provide utilization review services to clients 
and do not make coverage determinations. References to standard benefit plan language and 
coverage determinations do not apply to those clients. Coverage Policies are intended to provide 
guidance in interpreting certain standard benefit plans administered by Cigna Companies. Please 
note, the terms of a customer’s particular benefit plan document [Group Service Agreement, 
Evidence of Coverage, Certificate of Coverage, Summary Plan Description (SPD) or similar plan 
document] may differ significantly from the standard benefit plans upon which these Coverage 
Policies are based. For example, a customer’s benefit plan document may contain a specific 
exclusion related to a topic addressed in a Coverage Policy. In the event of a conflict, a customer’s 
benefit plan document always supersedes the information in the Coverage Policies. In the absence 
of a controlling federal or state coverage mandate, benefits are ultimately determined by the 
terms of the applicable benefit plan document. Coverage determinations in each specific instance 
require consideration of 1) the terms of the applicable benefit plan document in effect on the date 
of service; 2) any applicable laws/regulations; 3) any relevant collateral source materials including 
Coverage Policies and; 4) the specific facts of the particular situation. Each coverage request 
should be reviewed on its own merits. Medical directors are expected to exercise clinical judgment 
where appropriate and have discretion in making individual coverage determinations. Where 
coverage for care or services does not depend on specific circumstances, reimbursement will only 
be provided if a requested service(s) is submitted in accordance with the relevant criteria outlined 
in the applicable Coverage Policy, including covered diagnosis and/or procedure code(s). 
Reimbursement is not allowed for services when billed for conditions or diagnoses that are not 
covered under this Coverage Policy (see “Coding Information” below). When billing, providers 
must use the most appropriate codes as of the effective date of the submission. Claims submitted 
for services that are not accompanied by covered code(s) under the applicable Coverage Policy 

https://static.cigna.com/assets/chcp/pdf/coveragePolicies/medical/mm_0136_coveragepositioncriteria_nutritional_support.pdf
https://static.cigna.com/assets/chcp/pdf/coveragePolicies/medical/mm_0136_coveragepositioncriteria_nutritional_support.pdf
https://static.cigna.com/assets/chcp/pdf/coveragePolicies/medical/cpg155_occupational_therapy.pdf
https://static.cigna.com/assets/chcp/pdf/coveragePolicies/medical/cpg155_occupational_therapy.pdf
https://static.cigna.com/assets/chcp/pdf/coveragePolicies/medical/cpg135_physical_therapy.pdf
https://static.cigna.com/assets/chcp/pdf/coveragePolicies/medical/cpg135_physical_therapy.pdf
https://static.cigna.com/assets/chcp/pdf/coveragePolicies/medical/mm_0177_coveragepositioncriteria_speech_therapy.pdf
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will be denied as not covered. Coverage Policies relate exclusively to the administration of health 
benefit plans. Coverage Policies are not recommendations for treatment and should never be used 
as treatment guidelines. In certain markets, delegated vendor guidelines may be used to support 
medical necessity and other coverage determinations. 

Overview 
 
This Coverage Policy addresses hospice care. A hospice care program is defined as a program of 
palliative and supportive care services providing physical, psychological, social, and spiritual care 
for dying persons, their families, and other loved ones. 
 
Coverage Policy 
 
Coverage for hospice care is subject to the terms, conditions and limitations of the 
applicable benefit plan. Please refer to the applicable benefit plan document to 
determine benefit availability and the terms, conditions and limitations of coverage. 
Please note that many benefit plans do not cover respite care. 
 
While receiving hospice care services, non-hospice services may still be covered under 
other portions of the benefit plan. 
 
If benefit coverage for hospice services is available, the following conditions of 
coverage apply.  
 
Hospice care services are considered medically necessary when ALL of the following 
criteria are met: 
 

• The individual is terminally ill and expected to live twelve months or less. 
• Potentially curative treatment for the terminal illness may be part of the prescribed plan of 

care.  
• The individual or appointed designee has formally consented to hospice care (i.e., care 

which is directed mostly toward palliative care and symptom management). 
• The hospice services are provided by a certified/accredited hospice agency with care 

available 24 hours per day, seven days per week.   
 
When the above medical necessity criteria have been met, hospice care may include any 
of the following levels of care:  
 

• Home care when less than eight hours of primarily nursing care, which may be 
intermittent, are required in a 24-hour period.  

• Continuous home care for the relief of acute medical symptoms, when at least a total of 
eight hours of primarily skilled care, which may be intermittent, is required in a 24-hour 
period.  

• Inpatient hospice care when the intensity or scope of care needed is not practical in the 
home setting.   

 
When the above medical necessity criteria above are met, hospice services may include:  
 

• physician services 
• intermittent skilled nursing services 
• home health aide services 
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• physical and/or occupational therapy  
• speech therapy services for dysphagia/feeding therapy 
• medical social services 
• counseling services (e.g., dietary and bereavement) 
• short-term inpatient care 
• prescription drugs 
• consumable medical supplies (e.g., bandages, catheters) used by the hospice team  

 
Each of the following hospice care services is specifically excluded from coverage or 
considered not medically necessary as hospice care:  
 

• services for an individual no longer considered terminally ill   
• services to primarily aid in the performance of activities of daily living (e.g., personal 

hygiene, feeding, dressing, transfers)  
• nutritional supplements, vitamins, minerals and non-prescription drugs 
• medical supplies unrelated to the palliative care to be provided 
• services for which any other benefits apply 

 
Health Equity Considerations 
 
Health equity is the highest level of health for all people; health inequity is the avoidable 
difference in health status or distribution of health resources due to the social conditions in which 
people are born, grow, live, work, and age.  
 
Social determinants of health are the conditions in the environment that affect a wide range of 
health, functioning, and quality of life outcomes and risks. Examples include safe housing, 
transportation, and neighborhoods; racism, discrimination and violence; education, job 
opportunities and income; access to nutritious foods and physical activity opportunities; access to 
clean air and water; and language and literacy skills. 
 
Racial disparities in the use of hospice care have been identified. In a study of 1,212 individuals by 
Ornstein et al. (2020) on the utilization of hospice care in the last six months of life, 34.9% black 
decedents used Hospice care compared to 46.2% by white decedents. It was also found that black 
decedents were far more likely to receive aggressive care at the end of life which included multiple 
hospitalizations, emergency department visits, and use of intensive procedures.  
 
The National Cancer Institute (NCI, 2024) reports that patients identifying as belonging to a racial 
or ethnic minority group, living in rural environments or with lower socioeconomic status are less 
likely to be enrolled in hospice care at the end of life (EOL) (NCI, 2024). 
 
General Background 
 
Hospice services are considered as a philosophy or concept of care; it is not a specific place of 
care or an evidence-based standard. The focus of treatment is palliative, not curative, and is 
based on a biopsychosocial model rather than a disease model of care (Fine and Davis, 2006). 
Palliative care may be defined as treatment for the relief of pain and other uncomfortable 
symptoms through the appropriate coordination of all aspects of care to maximize personal 
comfort and relieve distress (Department of Health and Human Services, Centers for Medicare and 
Medicaid Services [CMS], Federal Register, 2005). Hospice care is comprehensive and coordinated 
palliative care that is provided in the final stages of life and allows the patient to remain at home 
for as long as possible by providing support to the patient and family and keeping the patient as 
comfortable as possible while maintaining the patient’s dignity and quality of life. Hospice 
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programs consider both the patient and the family as the unit of care. Services that are provided 
generally include nursing care, physicians' services, nurse practitioner services, medical social 
services and other supportive services (Meier, et al., 2023).  
 
Most hospice care services are provided in the home or in inpatient settings (e.g., hospital, 
freestanding hospice facility, nursing home) and are provided to patients in all age groups. 
Inpatient care is generally short-term and is provided for control of pain and management of 
acute symptoms (e.g., intractable nausea, vomiting, seizures), or to provide respite care for relief 
of the patient’s primary caregivers. Short-term inpatient hospice care may also be provided in 
order to prepare the patient and family for home-care services.  
 
Determining the Need for Services 
Assessment tools for determining prognosis and hospice eligibility may include general guidelines 
for noncancer diseases, published by the National Hospice and Palliative Care Organization 
(NHCPO), (previously referred to as the National Hospice Organization [NHO], 1996), the 
Functional Assessment Staging Scale (FAST), and the Karnovsky Performance Scale score.  
 
Eligibility for or election of hospice services does not require the patient have a do-not-resuscitate 
order, a living will, or that any specific intervention such as tube-feedings, transfusions, or 
chemotherapy be terminated. In some cases, pre-election evaluation or consultation for hospice 
care may be helpful to inform members and their family of the healthcare choices available.  
 
Documentation of hospice eligibility includes the following information: 
  

• history of recent progression of the disease, including treatment and indications of disease 
severity, decline in functioning, or increased need for emergency room visits or 
hospitalization  

• physical examination that is focused on evidence of disease severity and specific disease 
criteria listed in the NHCPO guidelines  

• indications of the patients physical functioning (e.g., Karnovsky score of 50% or less), 
ability to ambulate, and ability to complete activities of daily living  

• nutritional indicators of disease severity are recommended but not required to confirm 
hospice eligibility 

• mental status assessment, particularly for patients with dementia   
 
Levels of Hospice Care 
Hospice care is defined by the services and care provided, in addition to the setting in which these 
services are delivered. Four levels of hospice care are available: routine home care, continuous 
home care, inpatient respite care, and general inpatient care (CMS, 2024; NHPCO, 2024). A 
majority of hospice services in the United States are provided in the patient’s home (NHPCO, 
2024).  
  
Routine Home Care: Routine home care is the basic level of care provided, often by an 
interdisciplinary hospice team to support a patient with a terminal illness. It may be provided in a 
private residence, a hospital residential care facility, or an adult care home. It may also be 
provided in a nursing facility when the facility has a contractual agreement with the hospice 
agency. This level of care typically requires fewer than eight hours of primarily nursing care per 
day and is based on the patient’s individual needs. The nursing care need not be continuous. 
Often the family members and the hospice team work together to facilitate the role of family and 
friends as healthcare providers. Caregivers are taught how to care for the patient along with care 
that is provided by home health aides and skilled nurses. Typically, with this level of care, the 
nurse monitors the comfort level of the patient and works closely with the physician to adjust the 
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treatment plan as needed. An on-call registered nurse is usually available to provide phone 
support and make home visits as necessary.  
 
Continuous Home Care: Continuous home care is provided in the patient’s home and is often 
provided during a medical crisis that would otherwise require inpatient admission. For example, 
patients with dyspnea, delirium, or pain may receive 24-hour nursing services temporarily until 
they are stable. A minimum of eight hours of primarily nursing care is required, half of which must 
be provided by a registered nurse, licensed practical nurse or nurse practitioner. The nursing care 
need not be continuous. Homemaker or home health aide services may also be provided to 
supplement nursing care. Nursing care in the hospice setting includes but is not limited to skilled 
care for pain and symptom control. Hospice medical directors can make home visits during this 
time as needed.  
 
Inpatient Respite Care: Inpatient respite care is short-term care (i.e., five days or less per 
benefit period) that may be provided to relieve family members and other unpaid caregivers who 
care for the patient in their private residence. Respite care may be provided in a hospice facility, 
hospital or nursing home.  
 
General Inpatient Care: General inpatient hospice care is provided in an inpatient setting for the 
purpose of managing symptoms or to perform procedures for pain control that cannot be 
performed in other settings. The inpatient services may be provided in a hospice inpatient facility, 
hospital facility, or nursing facility under the arrangement of a hospice agency.  
 
Hospice Services 
Patients who may benefit from hospice services include those who are terminally ill (i.e., life 
expectancy is 12 months or less) and who require services for the palliation or management of the 
terminal illness and related conditions. The physician must certify (i.e., validate) that the patient 
is terminally ill and has a life expectancy of 12 months or less to live, if the disease follows its 
expected course. Certification from the physician is generally based on the physician’s or medical 
director’s clinical judgment regarding the normal course of the patient’s illness. Additionally, since 
making medical prognostications is not always exact, documentation in the medical records must 
support the physician’s clinical judgment. The following clinical prognostic indicators have been 
identified as general predictors of end-stage illness (Meier, 2023) and may be included in the 
medical record: 
 

• multiple comorbidities with no primary diagnosis 
• greater than 10% weight loss over six months 
• general physical decline 
• decreasing serum albumin or cholesterol 
• reduced performance status (e.g., Karnovsky score < 50%) 
• dependence in most activities of daily living 

 
If the patient lives longer than 12 months duration, it is not necessary to terminate coverage of 
hospice services. In the event patient survival is longer than 12 months, the physician recertifies 
that the patient is terminally ill in order for hospice benefits to continue.  
 
Once a patient is certified as terminally ill with 12 months or less to live and elect’s hospice 
services, an initial plan of care is established, and all treatment of the patient’s terminal illness is 
provided by or through the hospice. Appropriate, qualified personnel perform all services.  
 
Hospice programs use medications for symptom control and pain relief, in addition to medical 
equipment and supplies to assist in making the patient as comfortable and pain-free as possible. 
Hospice care services may include treatment that is curative or life-prolonging (i.e., life-
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sustaining), or treatment that is not related to the terminal illness. Hospice care services may 
include any of the following: 
 
Nursing Care: These services must require the skills of a registered nurse or a licensed practical 
nurse under the supervision of a registered nurse and must be reasonable and necessary for 
treatment of the patient’s illness or injury. Nursing care also includes services provided by a nurse 
practitioner who is not considered the patient’s attending physician. 
  
Medical Social Services: These services are provided by a social worker who is working under 
the direction of the physician.  
 
Physician Services: The physician services of the hospice medical director or physician member 
of the interdisciplinary team must be performed by a Doctor of Medicine or osteopathy. 
 
Attending Physician Services: The attending physician is a Doctor of Medicine or osteopathy or 
a nurse practitioner and is identified by the patient at the time hospice care is elected as having 
the most significant determination and delivery of the patient’s medical care. Nurse practitioners 
cannot certify or recertify a terminal illness or provide a prognosis of 12 months or less.  
 
Counseling Services: Counseling services, including dietary counseling and bereavement, may 
be provided. 
  
Short-term Inpatient Care: General inpatient care may be required for symptom management 
and pain control that cannot be provided in other settings. Inpatient care may be required for 
medication adjustment, observation or stabilizing treatment, such as psychosocial monitoring, or 
for a patient whose family is unwilling to permit needed care to be furnished in the home.  
 
Medical Appliances and Supplies: These services include medical appliances and supplies, 
drugs and biologicals used by the hospice team primarily for the relief of pain and symptom 
control related to the patient’s terminal illness.  
 
Home Health Aide Services: Trained home health aides, under the supervision of a registered 
nurse, may provide personal care services and/or perform household services to ensure a safe and 
sanitary environment in the home.  
  
Physical, Occupational and Speech Therapy: These services may be provided for purposes of 
symptom control or to enable the patient to maintain basic functional skills and activities of daily 
living.  
 
In addition to hospice care services, specific disease treatment may be required for a secondary 
illness. These treatments may be considered life-prolonging; however, they often eliminate 
adverse symptoms such as shortness of breath, physical fatigue and edema. Essentially, some 
treatments may be both disease-modifying and palliative (Smucker, 2004). Hospice organizations 
may allow patients to receive treatments such as palliative radiation or chemotherapy, blood 
transfusion or even surgery, if necessary to control symptoms.   
 
Discharge from Hospice Services 
Discharge from hospice may be appropriate in some situations. If the hospice team determines 
the patient is no longer considered terminally ill, discharge from hospice is appropriate. In 
addition, hospice discharge may also be appropriate if the patient refuses services or is 
uncooperative, moves out of the area, or transfers to another hospice program. In the event a 
patient is discharged from hospice, benefit coverage would be available under core medical 
benefits as long as the patient remained eligible for coverage of medical services. It is 
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recommended that the hospice program have a discharge planning process taking into account the 
possibility a patient’s condition may stabilize or change, and hospice services would no longer be 
required. It is recommended that the patient and family are notified that a discharge is being 
considered in order to allow for necessary arrangements. Prior to discharge, the hospice must 
obtain a written physician discharge order from the hospice medical director.  
 
Medicare Coverage Determinations 
 

 Contractor Determination Name/Number Revision Effective 
Date 

NCD National No National Determination found 
 

LCD CGS 
Administrators 

Hospice Determining Terminal Status/L34538 6/27/2024 

LCD National 
Government 
Services 

Hospice - Determining Terminal 
Status/L33393 

11/14/2019 

Note: Please review the current Medicare Policy for the most up-to-date information. 
(NCD = National Coverage Determination; LCD = Local Coverage Determination) 
 
Coding Information 
 
Notes: 

1. This list of codes may not be all-inclusive since the American Medical Association (AMA) 
and Centers for Medicare & Medicaid Services (CMS) code updates may occur more 
frequently than policy updates. 

2. Deleted codes and codes which are not effective at the time the service is rendered may 
not be eligible for reimbursement. 

 
Considered Medically Necessary when criteria in the applicable policy statements listed 
above are met: 
 
CPT®* 
Codes 

Description 

99497 Advance care planning including the explanation and discussion of advance 
directives such as standard forms (with completion of such forms, when 
performed), by the physician or other qualified health care professional; first 30 
minutes, face-to-face with the patient, family member(s), and/or surrogate 

99498 Advance care planning including the explanation and discussion of advance 
directives such as standard forms (with completion of such forms, when 
performed), by the physician or other qualified health care professional; each 
additional 30 minutes (List separately in addition to code for primary procedure) 

 
HCPCS 
Codes 

Description 

G0151 Services performed by a qualified physical therapist in the home health or 
hospice setting, each 15 minutes 

G0152 Services performed by a qualified occupational therapist in the home health or 
hospice setting, each 15 minutes 

G0153 Services performed by a qualified speech-language pathologist in the home 
health or hospice setting, each 15 minutes 
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HCPCS 
Codes 

Description 

G0155 Services of clinical social worker in home health or hospice setting, each 15 
minutes 

G0156 Services of home health/hospice aide in home health or hospice settings, each 15 
minutes 

G0162 Skilled services by a registered nurse (RN) for management and evaluation of the 
plan of care; each 15 minutes (the patient's underlying condition or complication 
requires an RN to ensure that essential non-skilled care achieve its purpose in the 
home health or hospice setting) 

G0299  Direct skilled nursing services of a registered nurse (RN) in the home health or 
hospice setting, each 15 minutes 

G0300 Direct skilled nursing services of a license practical nurse (LPN) in the home 
health or hospice setting, each 15 minutes 

G0337 Hospice evaluation and counseling services, pre-election 
G0493 Skilled services of a registered nurse (RN) for the observation and assessment of 

the patient's condition, each 15 minutes (the change in the patient's condition 
requires skilled nursing personnel to identify and evaluate the patient's need for 
possible modification of treatment in the home health or hospice setting) 

G0494 Skilled services of a licensed practical nurse (LPN) for the observation and 
assessment of the patient's condition, each 15 minutes (the change in the 
patient's condition requires skilled nursing personnel to identify and evaluate the 
patient's need for possible modification of treatment in the home health or 
hospice setting) 

G0495 Skilled services of a registered nurse (RN), in the training and/or education of a 
patient or family member, in the home health or hospice setting, each 15 
minutes 

G0496 Skilled services of a licensed practical nurse (LPN), in the training and/or 
education of a patient or family member, in the home health or hospice setting, 
each 15 minutes 

Q5001 Hospice or home health care provided in patient's home/residence 
Q5002 Hospice or home health care provided in assisted living facility 
Q5003 Hospice care provided in nursing long-term care facility (LTC) or nonskilled 

nursing facility (NF) 
Q5004 Hospice care provided in skilled nursing facility (SNF) 
Q5005 Hospice care provided in inpatient hospital 
Q5006 Hospice care provided in inpatient hospice facility 
Q5007 Hospice care provided in long-term care facility 
Q5008 Hospice care provided in inpatient psychiatric facility 
Q5009 Hospice or home health care provided in place not otherwise specified (NOS) 
Q5010 Hospice home care provided in a hospice facility 
S0255 Hospice referral visit (advising patient and family of care options) performed by 

nurse, social worker, or other designated staff 
S0257 Counseling and discussion regarding advance directives or end of life care 

planning and decisions, with patient and/or surrogate (list separately in addition 
to code for appropriate evaluation and management service) 

S9126 Hospice care, in the home, per diem 
  
Revenue 
Codes† 

Description 

0651 Hospice service - Routine home care 
0652 Hospice service - Continuous home care 
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0657 Hospice service - Physician service 
0658 Hospice service - Hospice room & board-nursing facility 
0659 Hospice service - Other hospice service 

 
Excluded and Not Covered when respite care is specific to hospice:  
 
HCPCS 
Codes 

Description 

S9125  Respite care, in the home, per diem  
 
 *Current Procedural Terminology (CPT®) ©2024 American Medical Association: Chicago, 
IL. 
 
†Copyright ©2024 American Hospital Association  
Copyright for the members of the National Uniform Billing Committee (NUBC) by the American 
Hospital Association (AHA) 
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