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June 18, 2019 
 
Secretary Azar 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1714-P 
Baltimore, MD 21244-1850 
 
Re: CMS-1714-P -FY2020 Medicare Program; FY 2020 Hospice Wage Index and 
Payment Rate Update and Hospice Quality Reporting Requirements, Proposed Rule 
Submitted via email regulations.gov 
 
As America’s population ages, we believe it is vital both to ensure the Medicare 

hospice benefit is available to all dying Americans and that it continues to deliver 

the value that patients, families and caregivers deserve. It is for that reason that the   

National Coalition for Hospice and Palliative Care (Coalition) are writing to express 

our concern for rate and additional regulatory burden proposals published in the 

FY2020 Hospice Wage Index proposed rule.     

 

The Coalition represents ten leading professional organizations dedicated to 

advancing the delivery of high-quality hospice and palliative care to all who need it. 

The national organizations that form the Coalition represent more than 5,300 

hospice locations and their related personnel, 5,200 physicians, 1,000 physician 

assistants, 11,000 nurses, 5,000 chaplains, 8,000 social workers, researchers, and 

pharmacists, along with over 1,800 palliative care programs, caring for millions of 

patients and families each year across the United States.  

 

After carefully reviewing the CMS proposals and requests for information, we 

submit the following recommendations for consideration.     

 
Hospice Level of Care Rates 
 

Members of the Coalition recognize that the reimbursement rates for General 

Inpatient Care (GIP), Continuous Home Care (CHC) and Inpatient Respite Care (IRC) 

have been lower than the cost of providing care and support an increase in those 

rates. The reimbursement rates contribute to the low utilization of these three 
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levels of care.  An increase will address contracting issues for hospice providers and encourage 
their utilization. 
 
However, 98% of hospice care is delivered at the Routine Home Care (RHC) rate and the CMS 
proposal to reduce those rates by -2.71% will impact access to hospice care for some 
beneficiaries as hospices must adjust their budgets to address rising costs for personnel and the 
competition for clinical staff with other health care providers in their areas, as well as increasing 
costs for travel and medications.   
 
We strongly encourage CMS to restore the RHC rates to the FY2019 levels for FY2020 and 
adjust the rates for the other levels of care to meet budget neutrality requirements. Further, 
we encourage CMS to increase the number of hospice cost reports used after Level 1 edits have 
been corrected, both for freestanding and provider-based hospices. This will provide a larger 
data source on which to base payment adjustments to all four levels of care in the future.    
 
Hospice Election Statement 
 
The Coalition supports information being shared with patients and their representatives about 
hospice services, their scope, and what services will be covered or not covered. We support the 
care coordination function between all providers that is so important to care delivery to 
patients and their families as the end of life is near. The hospice election statement, which the 
patient or their representative signs, already provides significant information about the nature 
of the hospice benefit, that the services are palliative rather than curative, and that by signing 
the election statement, the patient is waiving their rights to other Medicare services. 
 
The election of hospice care is at a very stressful time for the patient and their family. During 
the admission process, the hospice will conduct an initial and comprehensive assessment, 
evaluate medications and the need to continue them, as well as develop a plan of care. There 
are circumstances when the patient or their representative may misunderstand why a 
particular service, item or medication is being discontinued, or is not considered to be related 
to the terminal illness. We also believe that the patient or their representative should be aware 
of the patient’s changing condition and that some drugs and therapies may no longer be 
medically indicated. A hospice should pay particular attention to the communication with the 
patient and their representative about changes in the plan of care and items and services to be 
provided by the hospice. 
 
However, the Coalition believes that adding a required addendum to the election statement, 
provided within 48 hours after election of the hospice benefit, adds significant regulatory 
burden for the hospice and could mean that a new addendum is required each time there is a 
change in the plan of care. This requirement is proposed in a time when CMS has promoted 
reducing regulatory burden and prioritizing patients over paperwork.  This proposed 
requirement has the opposite effect – increasing regulatory burden without enhancing patient 
care.  While we strongly support the ongoing dialogue between the hospice provider and the 
patient and their representative about the plan of care and what the hospice will provide-in 
fact communication is the cornerstone of good hospice care-we oppose the proposed 
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addendum to the election statement because of the significant increase in regulatory burden 
for the hospice provider.   
 
Request for Information Regarding the Role of Hospice and Coordination of Care at End-of-
Life 
 

1. Comments on any care coordination differences for hospice patients that received 

Medicare through traditional FFS prior to hospice election, were enrolled in an MA 

plan prior to hospice election, or received care from providers that participate in an 

Accountable Care Organization (ACO) prior to hospice election. 

The Coalition believes that care coordination and communication are hallmarks of care 
excellence for patients who are seriously and terminally ill.  Providers report that needed 
changes to higher levels of hospice care are not often approved by the plan or ACO and delays 
in needed care may result. Prior authorization for services is sometimes required, resulting in 
no care available to the patient in the days and weeks before death. Maintaining the integrity 
of the hospice benefit, with the interdisciplinary approach and all four levels of care is essential 
to quality care for the terminally ill patient and their family.  
 

2. CMS seeks information on the interaction of the hospice benefit and various 

alternative care delivery models, including MA, Accountable Care Organizations 

(ACOs), and other future models designed to change the incentives in providing care 

under traditional FFS Medicare.  

The Coalition is pleased that the alternative payment models recently announced, Primary Care 
First, includes a Serious Illness Population (SIP) component that specifically welcomes the 
participation of hospice and palliative care providers and recognizes there is a need for 
comprehensive serious illness care before current hospice eligibility. The Coalition looks 
forward to working with the Administration as more programmatic details emerge, however, 
we are encouraged that certain components of this new model include essential elements of 
serious illness care that we support as key components of patient and family centered care 
including: patient eligibility criteria that are based on needs, not prognosis, practices must 
ensure 24-hour coverage to ensure beneficiary access to care, care coordination/care 
management, and Interdisciplinary care provided by hospice and palliative care providers.  
The Coalition supports the interdisciplinary team approach to care, so effectively used in 
hospice, and is working to ensure the team approach remains in various alternative care 
delivery models under consideration. The Coalition encourages CMS to discourage unbundling 
of the disciplines available for hospice services under new models, as the individualized plan of 
care should direct what services are need for that patient and family.     
 

3. Lessons learned that we should consider for the future design of the Medicare hospice 

benefit.  

The Medicare Care Choices Model (MCCM) has taught us about patients’ needs after a serious 
illness diagnosis which includes hospice eligibility. The hospices in this model learned how to 
support patients with wrap around services and coordinate with other community providers 
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prior to the hospice election. This experience also highlights the important services needed 
prior to hospice through the delivery of palliative care.   
 
We support the development of pre-hospice palliative care services that can help patients and 
their families make the transition to hospice care as they are ready.  MCCM has shown some 
promise in identifying what services patients and families find helpful, how those services can 
be provided in a cost-effective, high quality manner and how enrollment in hospice with a 
longer length of stay could be helpful.   
 
The Coalition has identified the availability and use of telehealth as an important and essential 
component of service delivery, allowing patients to stay in their own homes and allowing 
providers and specialists to connect with them for care monitoring and support.   
 
The introduction of palliative care services can help seriously ill patients transition to hospice 
care earlier by encouraging health care providers to provide the right care to the right people at 
the right time. The Coalition encourages CMS to explore a variety of policy options that 
addresses this goal such as; elimination of the six-month prognosis barrier for hospice eligibility, 
making the determination of whether and when a patient would benefit from hospice care 
based on their medical and non-medical needs, activities of daily living (ADLs), and a doctor’s 
recommendation; options for concurrent hospice care and other Medicare services (as is 
available for certain pediatric populations enrolled in other federal health care programs).  
 

4. Pros and cons of including hospice services as the part of the benefits provided in 

value-based or capitated payment arrangements….and experience with Medicaid 

managed care when providing hospice care through the Medicaid program and 

commercial coverage. 

There are challenges with the inclusion of hospice services to the benefits provided in value—
based or capitated payment arrangements, including the use of the interdisciplinary team and 
the design of the individualized hospice plan of care,  The plan of care includes a variety of team 
disciplines identified for the patient and their family and also includes counseling and 
supportive services to the family, Bereavement services provided to family members after the 
patient’s death are an important component of care, but often difficult to provide in capitated 
payment arrangements since the patient/enrollee has died. At the core of hospice care is the 
interdisciplinary team approach to care and the care provided to the family in addition to the 
patient.   
 
The Coalition is also concerned about hospice experiences in Medicaid managed care and how 
those experiences may also be present for Medicare Advantage plans and ACOs.  NHPCO 
reports that its members have challenges with prior authorization requirements and the 
significant lag times for approval. Given the short stays of many hospice patients, the patient 
dies before any services are approved.  Submitted claims for services that are approved are 
often denied the first and second time they are submitted, and once approved, payment is very 
slow – often six months or more before payment is received.   
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Quality 
 
The Coalition believes that CMS should consider the work of the Measure Applications 
Partnership as new priority areas are identified for hospices and new measures are considered.  
We are very supportive of the development of outcome measures in hospice, recognizing the 
challenge with outcome measures that require a patient response.  The Hospice Assessment 
Tool, currently under development, will be a source of data on the delivery of hospice care and 
will provide guidance for the development of future measures.  Members of the Coalition have 
been pleased to work with the National Quality Forum (NQF) to identify and develop measures 
that can be used in hospice care and at other points in the care continuum.   
 
The Coalition is pleased to provide feedback on the Hospice CAHPS® survey.  The survey length 
is long, and we recommend shortening the list of questions to 20-25.  In addition, we find that 
many caregivers today are more likely to respond when given the opportunity to answer a 
survey electronically, rather than by mail or phone.  We recommend the development of a 
survey that can be sent electronically.  CMS may want to consider separating responses to 
questions when the patient was in a facility for care or received care in multiple settings.  That 
would provide additional feedback to the hospice provider that could be used in quality 
improvement activities.   
 
Thank you for the opportunity to respond to the FY2020 Hospice Wage Index proposed rule.  
Members of the Coalition stand ready to answer additional questions or be a part of dialogue 
and discussions about hospice, alternative payment models and quality measures. If you have 
questions about our comments, please contact Amy Melnick, Executive Director of the 
Coalition, at amym@nationalcoalitionhpc.org or 202.306.3590. 
 
Sincerely, 

 
Amy L. Melnick, MPA 
Executive Director 
National Coalition for Hospice and Palliative Care 
www.nationalcoalitionhpc.org  
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