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May 28, 2026 

Dr. Mehmet Oz, Administrator                                                                                                                           
Center for Medicare and Medicaid Services Department of Health and Human Services                                                              
200 Independence Ave, SW                                                                                                                               
Washington, DC 20201  

Subject: (CMS-1851-P) Medicare Program;  (FY) 2027 Hospice Wage Index and Payment Rate 
and Hospice Quality Reporting Program Requirements Proposed Rule 

Electronically via: http://www.regulations.gov 

Dear Administrator Oz,  

Trinity Health at Home (THAH), a National Health Ministry of Trinity Health, is a faith-based 
organization that provides Hospice Care to patients in nine states; our average daily census 
exceeds seven hundred patients.  

We appreciate the opportunity to comment on (CMS-1851-P) Medicare Program; (FY) 2027 
Hospice Wage Index and Payment Rate and Hospice Quality Reporting Program Requirements 
Proposed Rule. 

 Any payment update should be reflective of current workforce and inflationary 
environment, the proposed 2.4% does not do that. 

 THAH supports the proposed rule that 100% of all Medicare certified hospice 
agencies should be required to complete Quality reporting of HIS and HOPE 
submissions. 

 THAH supports the efforts of CMS to weed out waste, fraud, and abuse, especially by 
eliminating bad actors from the hospice industry. We caution that additional 
regulatory burdens could result in unintended consequences for not-for-profit, faith-
based hospice providers who are acting in good faith and with the interest of the 
patient at center. To alleviate non-hospice Medicare spending, CMS should enforce 
payment guardrails already in place against entities that submit non-hospice claims.  
 

Trinity Health is one of the largest not-for-profit, Catholic health care systems in the nation. It is a 
family of 133,000 colleagues and 30,000 physicians and clinicians caring for diverse communities 
across 23 states. Nationally recognized for care excellence and patient experience, the Trinity 
Health system includes 91 hospitals, 101 continuing care locations, and the second largest PACE 
program in the country (a total cost of care program). Trinity Health has 15 medical groups with 
8,900 medical group physicians and providers. With headquarters based in Livonia, Michigan, its 
annual operating revenue is $25.4 billion with $2.9 billion returned to its communities annually in 
the form of charity care and other community benefit and community impact programs.  

Trinity Health has 12 Clinically Integrated Networks (CINs) that are accountable for 2 million lives 
across the country through alternative payment models. Our health care system participates in 12 
markets with Medicare Shared Savings Program (MSSP) Accountable Care Organizations (ACOs), 
which includes 10 markets partnering in one national MSSP Enhanced Track ACO, Trinity Health 
Integrated Care. All of these markets participated in the “enhanced track,” which qualifies as an 
advanced alternative payment model (AAPM). Two of the 12 markets also participate in the 
Comprehensive Primary Care Plus Model. In addition, we participated for many years in the  
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Bundled Payments for Care Improvement Advanced (BPCIA) initiative and the Comprehensive 
Care for Joint Replacement (CJR) program across 37 hospitals. Our work—and experience in 
value-based contracting—also extends beyond Medicare as illustrated by our participation in 123 
non-CMS APM contracts. 

Our comments and recommendations reflect a strong interest in public policies that support better 
health, better care, and lower costs to ensure affordable, high quality, and people-centered care for 
all. In addition, the comments below are recommendations on modifications to the Medicare fee-for-
service payment system. Many of these issues would be lessened, or in some cases eliminated, if 
CMS gave non-profit health systems, such as Trinity Health, more accountability in total cost of 
care payment and delivery arrangements.  

Our comments on the proposed payment rule for Hospice are provided with a sense of 
urgency. As our population ages, the Hospice Medicare benefit becomes increasingly 
important and the ability to remain financially sustainable and continue to serve the most 
vulnerable patient populations is threatened by high labor costs, workforce shortages, 
inflationary demands, and bad actors entering the Hospice market with no intention of 
providing needed end-of-life services. Any payment update should be reflective of 
sustainability in an ever-growing difficult environment.  

Our Comments are as follows: 

2027 Proposed Payment Updates:  CMS proposes to update the hospice payment rate by 
2.4% (an estimated increase of $785 million in payments from FY 2026). This results from the 
proposed 3.2% inpatient hospital market basket percentage increase reduced, as required by law, 
by a proposed 0.8 percentage point productivity adjustment. The proposed FY 2027 rates for 
hospices that do not submit the required quality data would reflect the proposed FY 2027 payment 
update percentage of 2.4% minus four percentage points as required by law, which would result in 
a 1.6% reduction over the previous year’s payment rate. The proposed hospice cap amount for FY 
2027 is $36,210.11. 

THAH is concerned that the proposed payment increase of 2.4% fails to cover the increases in cost 
of care in the current healthcare environment due to staffing shortages, labor costs, and inflation on 
medical supplies and pharmaceuticals. Hospices continue to experience rising wage growth as they 
strive to recruit and retain qualified staff. Hospice nurses are highly specialized and possess 
extensive experience and advanced skills due to the complex nature of their roles. They often work 
independently in challenging environments, requiring advanced educational training and clinical 
assessment capabilities to effectively manage crises, transitions, and end-of-life care, while serving 
as the primary clinical link between the patient, their family, and the physician. Competition is fierce 
for these skilled professionals, and hospices must compete for a limited workforce pipeline at a time 
when annual Medicare rate updates have failed to keep pace with actual inflationary market 
increases.  

THAH and other healthcare industry providers must remain competitive to sustain increased wages 
and provide sign-on bonuses to recruit and retain clinical staff. To be competitive and remain fully 
staffed, we have increased our pay rates. Our labor costs for our FY 2027 plan include a salary and 
wage increase of 3.75%, a medical benefit increase of 6%, and employee pharmacy benefit of 
10.5%.  

In addition, although THAH has contracted rates for DME and pharmacy, when the contracts are up 
for renewal, the inflation will be factored in. DME inflation is averaging 3%, medical supplies 3%, 
and pharmacy costs 3%. The proposed 2.4% increase does not come close to covering our 
increases in costs. 
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THAH asks CMS to increase the Hospice payment rate to be reflective of the current 
workforce and inflationary environment. Without meaningful adjustment, the proposed FY 
2027 update will continue to erode the financial foundation necessary to recruit and retain 
the clinical workforce on which terminally ill patients and their families depend. An increase 
of 6% would more accurately align with the rising cost pressures and actual inflationary 
factors challenging hospice providers.  

THAH supports the proposed rule that 100% of all Medicare certified hospice agencies 
should be required to complete quality reporting of the Hospice Item Set (HIS) and Hospice 
Outcomes and Patient Evaluation (HOPE) submissions. 

Proposed Mandatory Hospice Election Statement Addendum: The hospice election statement 
addendum (ESA) is a written addendum to a Medicare hospice election statement that lists and 
explains what conditions, items, services, or drugs the hospice has determined are not related to 
the beneficiary’s terminal illness and related conditions — and will therefore not be covered under 
the Medicare hospice benefit. Currently, the hospice election statement addendum is only upon 
request so that the beneficiary has increased transparency regarding coverage and potentially help 
ensure the provision of comprehensive and holistic services for Medicare beneficiaries who elect 
the hospice benefit. Hospices are also required to provide the hospice election statement 
addendum to requesting non-hospice providers who furnish services to a beneficiary under 
hospice. CMS is proposing to make the addendum mandatory for all hospice elections and not just 
upon request. CMS justifies this proposal by pointing to sustained growth in non-hospice Medicare 
spending during hospice elections and by asserting that universal distribution of the addendum to 
beneficiaries will improve transparency, reduce confusion, and strengthen accountability. Rather, it 
increases burdensome obligations on hospices and creates new burdens on beneficiaries, while 
not addressing the root cause of inappropriate non-hospice spending. Hospices do not submit 
claims on behalf of hospitals, physicians, pharmacies, laboratories, ambulance suppliers, or other 
non-hospice providers, and they do not control how those entities code, document, or bill their 
services. Yet CMS proposes to respond to increased non-hospice spending not by requiring the 
billing provider to substantiate its claim that care was unrelated to the terminal condition, but by 
requiring the hospice to furnish more paperwork to the beneficiary at admission. That is an 
administrative detour and not a solution. 

This addendum is provided by an RN seeing the patient to ensure accuracy. That burden is not 
trivial. A universal requirement would consume clinician and administrative time, increase 
signature-related compliance challenges, and require hospices to generate and explain a dynamic 
document at a point in time when the comprehensive assessment may not yet support accurate 
completion.  

THAH supports the efforts of CMS to weed out waste, fraud, and abuse, especially by 
eliminating bad actors from the hospice industry. However, we caution that additional 
regulatory burdens could result in unintended consequences for not-for-profit, faith-based 
hospice providers who are acting in good faith and with the interest of the patient at center. 
To alleviate non-hospice Medicare spending, CMS should enforce payment guardrails 
already in place against entities that submit non-hospice claims.  

______________________________________________________________________________ 
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THAH appreciates the opportunity to comment on the proposed Hospice Payment Update and 
Hospice Quality Reporting Program Requirements Proposed Rule. Hospice has been proven to 
save Medicare dollars while serving the terminally ill Medicare beneficiary with greater satisfaction, 
improved pain management, reduced distress, and family/caregiver support. The value of the 
program is certainly not at issue but sustaining it at a payment rate that supports the agency’s 
providing this level of care should be.  
 
THAH asks CMS to increase the Hospice payment rate to be reflective of the current 
workforce and inflationary environment.  
 
If you have any questions, please feel free to contact Donna Wilhelm, Vice President of Advocacy 
for Trinity Health Continuing Care at donnaw@trinity-health.org.  
 
 
Sincerely,  
 
/s/ 
 
Don Mathews                                                                                                                                      
Trinity Health at Home                                                                                                                  
Vice President of Hospice 
 
 

  
 
 

 
  
 

 

 


