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10 FAQs: Medicare’s Role in End-of-Life Care
About eight out of 10 of the 2.6 million people who died in the U.S. in 2014 were people on Medicare,
making Medicare the largest insurer of health care provided during the last year of life.1 In fact, roughly
one-quarter of traditional Medicare spending for health care is for services provided to Medicare
beneﬁciaries in their last year of life—a proportion that has remained steady for decades.2 The high
overall cost for health care received in the last year of life is not surprising given that many who die have
multiple serious and complex conditions.
Aside from cost, several other factors contribute to diﬃcult clinical and policy discussions about whether
patients are getting the care they want or need as they approach the end of their lives. Research has
found, for example, that most adults (90 percent) say they would prefer to receive end-of-life care in their
home if they were terminally ill, yet data show that only about one-third of Medicare beneﬁciaries (age 65
and older) died at home. 3
In 2016, Medicare began covering advance care planning—discussions that physicians and other health
professionals have with their patients regarding end-of-life care and patient preferences—as a separate
and billable service. The following 10 FAQs provide information on Medicare’s role in end-of-life care and
advance care planning. In addition to deﬁning relevant terms, and explaining Medicare’s current and
future coverage for end-of-life care, these FAQs also describe recent relevant rules released by the
Administration and additional proposals from Congress regarding advance care planning and care for
people with serious and terminal illness.

Q1: WHAT IS “END-OF-LIFE CARE” AND DOES MEDICARE COVER IT?
A: End-of-life care encompasses all health care provided to someone in the days or years before death,
whether the cause of death is sudden or a result of a terminal illness that runs a much longer course. For
people ages 65 and over, the most common causes of death include cancer, cardiovascular disease, and
chronic respiratory diseases.4 Medicare covers a comprehensive set of health care services that
beneﬁciaries are eligible to receive up until their death. These services include care in hospitals and
several other settings, home health care, physician services, diagnostic tests, and prescription drug
coverage through a separate Medicare beneﬁt. Many of these Medicare-covered services may be used for
either curative or palliative (symptom relief) purposes, or both. Medicare beneﬁciaries with a terminal
illness are eligible for the Medicare hospice beneﬁt that includes additional services—not otherwise
covered under traditional Medicare—such as bereavement services. The Medicare hospice beneﬁt is
discussed in more detail in Question 5.
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Q2: WHAT IS “ADVANCE CARE PLANNING” AND DOES MEDICARE COVER IT?
A: Advance care planning involves multiple steps designed to help individuals a) learn about the health
care options that are available for end-of-life care; b) determine which types of care best ﬁt their personal
wishes; and c) share their wishes with family, friends, and their physicians. In some cases, patients who
have already considered their options may need only one advance care planning conversation with their
physician. However, experts state that frequently, beneﬁciaries may require a series of conversations with
their physician or other health professionals to clearly understand and deﬁne their end-of-life wishes.5
Starting January 1, 2016, Medicare began covering advance care planning as a separate service provided
by physicians and other health professionals (such as nurse practitioners who bill Medicare using the
physician fee schedule). Medicare now covers advance care planning provided in medical oﬃces and
facility settings, including hospitals. As with most other physician services, beneﬁciaries are subject to cost
sharing for advance care planning provided by their physician or health professional. If Medicare
beneﬁciaries desire advance care planning during their annual wellness visit, physicians and other health
professionals may provide it during the visit and bill Medicare separately for it. However, beneﬁciaries will
have not have any cost sharing liability for advance care planning provided in conjunction with their
annual wellness visits.

Q3: HAVE POLICYMAKERS ADDED OR PROPOSED NEW MEDICARE COVERAGE
FOR ADVANCE CARE PLANNING?
A: Yes. The agency that runs Medicare, the Centers for Medicare and Medicaid services (CMS), ﬁnalized
regulations in fall 2015 that allow Medicare to pay physicians and other qualiﬁed health care
professionals for providing advance care planning to beneﬁciaries. 6 Speciﬁcally, in a proposed regulation
released July 8, 2015, CMS introduced two new billing codes—previously recommended by the American
Medical Association—for advance care planning provided to Medicare beneﬁciaries. On October 30, 2015,
CMS ﬁnalized these proposed provisions, allowing physicians and other health professionals to bill
Medicare for advance care planning, as a separate service, starting January 1, 2016. Previous Medicare
coverage rules only allowed reimbursement for advance care planning under very limited
circumstances.7 In Congress, prior to this new CMS regulation on advance care planning, two bipartisan
bills pertaining to advance directives and end-of-life care were introduced—one in the Senate and one in
the House. In the Senate, Sen. Mark Warner and Sen. Johnny Isakson introduced the Care Planning Act of
2015 (S.1549), with other cosponsors.8
This legislation included coverage under Medicare for advanced illness planning and care coordination
services, including structured discussions about treatment options and patient preferences, to Medicare
beneﬁciaries who have a serious progressive or life-threatening illness. In the House, Rep. Earl
Blumenauer and 59 cosponsors introduced the Personalize Your Care Act of 2013 (H.R.1173).9 This
legislation included Medicare and Medicaid coverage for advance care planning consultations between
patients and doctors or other health care professionals.
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Q4: WHAT ARE “ADVANCE DIRECTIVES”? ARE HEALTH CARE FACILITIES, SUCH AS
HOSPITALS OR SKILLED NURSING FACILITIES, REQUIRED TO KEEP RECORDS OF
MEDICARE PATIENTS’ ADVANCE DIRECTIVES?
A: A: Advance directives are written instructions that are intended to reﬂect a patient’s wishes for health
care to guide medical decision-making in the event that a patient is unable to speak for her/himself.
Advance directives typically result from advance care planning and often take the form of a living will,
which deﬁnes the medical treatment that patients prefer if they are incapacitated, or designation of a
certain person as a medical power of attorney.10 Advance directives fall under state regulation, and the
required forms for formal advance directives vary from state to state.11
Studies have found that about 4 in 10 Americans ages 65 and older do not have advanced directives or
have not written down their own wishes for end-of-life medical treatment.12 Additionally, demographic
diﬀerences appear to play a role in the likelihood of having advanced directives.13 Speciﬁcally, African
Americans and Hispanics have advance directives at lower rates compared to whites, as do people with
lower incomes and lower levels of completed education.14 Researchers have identiﬁed several factors
that contribute to these diﬀerences, including cultural and religious diﬀerences, communication
challenges between patients and medical staﬀ, distrust of medical care systems, and awareness of
advance directive options.15
The Patient Self-Determination Act, which took eﬀect in 1991, included a list of Medicare requirements for
health care facilities regarding advance directives. Under this law, facilities such as hospitals and skilled
nursing facilities must ask each patient upon admission if he or she has an advance directive and record
its existence in the patient’s ﬁle.16 Facilities cannot require any patient to create an advance directive
before providing treatment or care, and likewise, Medicare patients are not required to have an advance
directive before they receive care.17 Recent surveys show that among long-term care patients, those
receiving care in a facility (such as a nursing home or hospice facility) are more likely to have advance
directives in place.18

Q5: DOES MEDICARE COVER HOSPICE CARE? HOW MANY MEDICARE
BENEFICIARIES USE HOSPICE?
A: Yes. For terminally ill Medicare beneﬁciaries who do not want to pursue curative treatment, Medicare
oﬀers a comprehensive hospice beneﬁt covering an array of services, including nursing care, counseling,
palliative medications, and up to ﬁve days of respite care to assist family caregivers. Hospice care is most
often provided in patients’ homes.19 Medicare patients who elect the hospice beneﬁt have little to no
cost-sharing liabilities for most hospice services.20 In order to qualify for hospice coverage under
Medicare, a physician must conﬁrm that the patient is expected to die within six months if the illness runs
a normal course. If the Medicare patient lives longer than six months, hospice coverage may continue if
the physician and the hospice team re-certify the eligibility criteria.
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Of all Medicare beneﬁciaries who died in 2014, 46 percent used hospice—a rate that has more than
doubled since 2000 (21 percent).21 The rate of hospice use increases with age, with the highest rate
existing among decedents ages 85 and over. Hospice use is also higher among women than men and
among white beneﬁciaries 10 FAQs: Medicare's Role in End-of-Life Care 4 than beneﬁciaries of other
races/ethnicities. Hospice care accounts for about 10 percent of traditional Medicare spending in
beneﬁciaries’ last year of life.22 Medicare Advantage plans do not cover hospice care; therefore,
when a Medicare Advantage enrollee receives hospice care, his or her hospice coverage falls under
traditional Medicare (Parts A and B).23
While many researchers, policymakers, and patient advocates cite the numerous beneﬁts of hospice care
in providing appropriate end-of-life care to Medicare patients, questions have been raised about the
growth in for- proﬁt hospice agencies, citing diﬀerences in the average care needs of the patients they
serve compared with those served by non-proﬁt agencies.24

Q6: WHAT IS “PALLIATIVE CARE” AND DOES MEDICARE COVER IT?
A: Palliative care can be integral to end-of-life care in that it generally focuses on managing symptoms
and providing comfort to patients and their families. While palliative care is common among people
receiving end-of-life care, it is not necessarily restricted to people with terminal illnesses. The Center to
Advance Palliative Care emphasizes that palliative care is commonly used among people living with
serious, complex, and chronic illnesses, including cancer, heart disease, general pain, or depression.25
Close to half (45 percent) of all Medicare beneﬁciaries have four or more chronic conditions for which
palliative care services may be clinically indicated to alleviate symptoms—either in combination with or
instead of curative treatment.26 The Medicare hospice beneﬁt (described in Question 7) also covers
palliative care for beneﬁciaries with terminal illness.

Q7: HOW MUCH DOES MEDICARE SPEND ON END-OF-LIFE CARE, AND FOR
WHICH SERVICES?
A: Among seniors in traditional Medicare who
died in 2014, Medicare spending averaged
$34,529 per beneﬁciary—almost four times
higher than the average cost per capita for
seniors who did not die during the year.27 Other
research shows over the past several decades,
roughly one-quarter of traditional Medicare
spending for health care is for services provided
to beneﬁciaries ages 65 and older in their last
year of life.28 Medicare spending during the year
of death decreases with age after age 73 (Figure
1), suggesting that patients, families, and...
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providers may be opting for less intensive and less costly end-of-life interventions for beneﬁciaries as
they grow older. Speciﬁcally, per capita Medicare spending among decedents in 2014 peaked at age 73
($43,353) and decreased by almost half ($23,181) by age 95.29 Approximately half of total Medicare
spending for people who died in a given year goes toward hospital inpatient expenses, while hospice and
skilled nursing services each accounted for about 10 percent of Medicare spending.30

Q8: DID THE AFFORDABLE CARE ACT (ACA) AFFECT MEDICARE COVERAGE FOR
END-OF-LIFE CARE OF ADVANCE CARE PLANNING?
A: No. The ﬁnal ACA legislation did not include provisions that would allow physicians or other health
professionals to seek separate Medicare payment for consultations on advance care planning. A
House-passed predecessor bill (H.R.3200) included provisions that would have established Medicare
reimbursement for advance care planning, as well as programs to increase public awareness of advance
care planning, but these provisions were dropped from the ﬁnal ACA legislation. 31 Confusion regarding
the ACA persisted even after it passed, as seen in a Kaiser Family Foundation survey which found that in
2013, more than one-third (35 percent) of people ages 65 and over incorrectly believed that a panel was
created by the ACA to make end-of-life decisions for Medicare beneﬁciaries.32

Q9: HAS THE INSTITUTE OF MEDICINE (IOM) MADE ANY RECOMMENDATIONS
REGARDING ADVANCE CARE PLANNING AND END-OF-LIFE CARE?
A: A: In fall 2014, the IOM released a comprehensive report, Dying in America: Improving Quality and
Honoring Individual Preferences Near the End of Life, which included ﬁve recommendations aimed to
increase the quality of end-of-life care and improve the ability for patients to choose their own treatment
plan.33 In brief, the IOM recommendations call for:
• Coverage of comprehensive care for patients with advanced serious illnesses who are nearing the end of life
by both government and private health insurers;
• The development of quality metrics and standards for clinician-patient communication and advanced care
planning, with insurance reimbursement tied to performance on these standards;
• Strengthening clinical training and licensing/credentialing requirements in palliative care;
• Federal and regulatory action to establish ﬁnancial incentives for integrating medical and social services for
people nearing the end of life, including electronic health records that incorporate advanced care planning;
• Widespread eﬀorts to provide information to the public on the beneﬁts of advance care planning and the
ability to for individuals to choose their own course of treatment.
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Q10: HOW DOES THE PUBLIC FEEL ABOUT ADVANCE CARE PLANNING AND
MEDICARE’S ROLE IN END-OF-LIFE PREFERENCES?
A: By and large, the public supports having
doctors discuss end-of-life care issues with
their patients, and having Medicare and
private insurance cover these discussions
(Figure 2). A recent Kaiser Family
Foundation survey found that about 9 in 10
adults (89 percent) say doctors should
discuss end-of-life care issues with their
patients, yet only 17 percent of adults say
they have had such a discussion with their
doctor or health care provider. Among
adults ages 65 and older, the share is
somewhat higher (27 percent). Among all adults who said they had not had a discussion with their doctor
or other health care provider about end-of-life care wishes, half said that they would want one. The
majority of adults (81 percent) say Medicare should cover discussions between doctors and patients
about end-of-life treatment options—comparable to the share (83 percent) favoring private insurance
coverage for similar conversations.34 (This survey was conducted prior to the release of ﬁnal regulations
allowing Medicare coverage of advance care planning.)
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