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ChatGPT Executive Summary of CMS’ FY 2027 Hospice Wage 

Index and Payment Rate Update proposed rule 
April 3, 2026 

Here is a two-page, policy-focused synthesis of CMS’ FY 2027 Hospice Wage Index and 

Payment Rate Update and Hospice Quality Reporting Program Requirements proposed rule. 

Executive takeaway  

This rule is not just a routine hospice rate update. It has four major policy signals. 

1. A favorable but conventional payment update. CMS proposes a 2.4% hospice payment 

update for FY 2027, based on a 3.2% inpatient hospital market basket increase minus a 

0.8 percentage point productivity adjustment, and estimates $785 million in increased 

hospice payments overall. The proposed FY 2027 hospice cap amount is $36,210.11.  

2. A new transparency and program-integrity push around non-hospice spending. CMS 

includes a new analysis of Medicare non-hospice spending during a hospice election and 

describes a Hospice Service and Spending Variation Index (SSVI) built from nine claims-

based metrics to rank providers and support beneficiary decision-making and oversight. 

Even though CMS is not finalizing public payment penalties tied to the SSVI here, this is 

a meaningful signal that it wants sharper visibility into hospice practice patterns.  

3. A significant disclosure change at admission. CMS proposes making the hospice election 

statement addendum mandatory for all hospice elections at the time of election, rather 

than only upon request. That is one of the most operationally important changes in the 

rule because it affects intake workflow, coverage communication, and hospice/non-

hospice provider coordination.  

4. CMS is tightening quality-reporting visibility, not just quality-reporting rules. The rule 

proposes HQRP changes including an icon on Medicare.gov Care Compare for hospices 

that fail reporting requirements, updates on HOPE-based public reporting, and discussion 

of future measures. That is important because CMS is trying to make noncompliance 

more visible to consumers, not just financially penalized.  

1. Payment update: positive, but not the main story 

What changed 

CMS proposes a 2.4% hospice payment update percentage for FY 2027 and estimates $785 

million in increased payments to hospices. CMS also proposes a FY 2027 hospice cap amount of 

$36,210.11, up from $35,361.44 for FY 2026.  
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Why this matters 

This is a meaningful increase, but it is still a routine annual payment update, not a redesign of the 

hospice payment system. CMS is not using this rule to address broader structural issues like 

labor shortages, provider mix, live-discharge patterns, or longer-run payment adequacy concerns.  

What to be concerned about 

The payment increase is not uniform. CMS notes distributional effects from the updated hospice 

wage index even though the wage-index update is budget neutral in the aggregate. So the average 

national increase may overstate what some individual providers actually experience. Also, 

hospices that fail HQRP requirements would effectively receive a -1.6% update instead of 

+2.4%, because the statute applies a 4 percentage point reduction to the annual payment update.  

2. Non-hospice spending and the SSVI: one of the most important policy 

signals 

What changed 

CMS devotes part of the rule to analyzing Medicare non-hospice spending during a hospice 

election and describes a Hospice Service and Spending Variation Index (SSVI). CMS says the 

SSVI uses nine claims-based metrics to assess hospice service patterns and produce a provider 

ranking that could help beneficiaries make more informed choices and support program integrity 

efforts.  

Why this matters 

This is one of the most important policy developments in the rule, even though it is easy to miss 

because it is framed as analysis rather than a formal payment proposal. CMS is signaling concern 

that some hospices may be associated with unusual patterns of outside Medicare spending or 

atypical service use under the hospice election. That points toward future scrutiny of how 

hospices manage related versus unrelated services, transitions of care, and coordination with 

non-hospice providers.  

What to be concerned about 

The immediate risk is not yet a new penalty. The more important risk is that CMS is building an 

analytical framework that could later support public reporting, targeted oversight, or future 

rulemaking. In practical terms, providers should assume that variation in service patterns and 

non-hospice spending is becoming a more visible policy issue, especially where it may raise 

questions about care coordination or program integrity.  

3. Mandatory election statement addendum: probably the biggest immediate 

operational change 

What changed 
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CMS proposes to require hospices to furnish the election statement addendum to all Medicare 

beneficiaries at the time of hospice election, rather than only when requested. The addendum 

would need to accompany the hospice election statement for elections made on or after October 

1, 2026. Its purpose is to disclose the conditions, items, services, and drugs the hospice has 

determined are unrelated to the terminal illness and related conditions.  

Why this matters 

This is a major admission-policy change because it shifts the addendum from an exception 

process to a universal disclosure obligation. CMS is clearly trying to reduce confusion for 

beneficiaries and non-hospice providers about what the hospice is and is not responsible for 

covering. That has implications for beneficiary understanding, provider coordination, and claims 

billing outside hospice.  

What to be concerned about 

There are two sides to this. For hospices, CMS estimates a meaningful documentation burden, 

with estimated total annual hospice costs of roughly $19.9 million for addendum completion. But 

CMS also estimates a net provider burden reduction of $20.8 million overall because better up-

front disclosure could reduce follow-up coordination burden on non-hospice providers. Policy-

wise, the real issue is that this rule pushes hospices toward earlier, more explicit coverage 

determinations at admission, which may expose weak internal processes around relatedness 

determinations.  

4. Conforming regulatory changes: modest on paper, but important in 

practice 

A. Discharge authority change 

What changed 

CMS proposes conforming regulatory text changes so that a physician designee or physician 

member of the interdisciplinary group, not just the hospice medical director, may discharge a 

patient from hospice care. CMS frames this as aligning the payment regulations with the 

Conditions of Participation.  

Why this matters 

This is not a headline policy change, but it matters operationally because it removes a mismatch 

between regulatory frameworks and gives hospices more flexibility in who can formally execute 

discharge decisions. That may help with timeliness and workflow, especially in larger or more 

distributed physician staffing models.  

B. Telehealth face-to-face encounter changes 

What changed 
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CMS proposes conforming changes to the face-to-face encounter rules to reflect the statutory 

extension allowing telehealth for this purpose through December 31, 2027. The rule also would 

require modifiers or codes for such encounters and would prohibit telehealth for face-to-face 

encounters in certain situations involving moratoriums, enhanced oversight, or certain 

enrollment-status issues.  

Why this matters 

This keeps telehealth flexibility alive in the near term, but it also adds compliance specificity. 

The new coding requirement and explicit carve-outs make the policy more auditable. In other 

words, CMS is not just extending flexibility; it is also making that flexibility easier to police.  

5. Hospice Quality Reporting Program: more visible accountability 

What changed 

CMS proposes several HQRP updates, including changes to public reporting timeframes, 

discussion of future measures, and a proposal to place an icon on Medicare.gov Care Compare 

identifying hospices that fail HQRP reporting requirements. CMS says the icon would identify 

hospices that either fail to submit any data or submit less than 90% of required HOPE 

submissions within 30 days of admission or discharge over the reporting year. CMS notes it has 

not seen a significant improvement in reporting compliance despite the earlier increase in the 

APU penalty from 2% to 4 percentage points.  

Why this matters 

This is important because CMS is moving from back-end financial penalties to front-end 

consumer visibility. A public icon on Care Compare changes the reputational stakes of 

noncompliance. It also suggests CMS believes the current payment penalty alone is not strong 

enough to drive behavior.  

What to be concerned about 

For hospice providers, the issue is not just technical reporting. CMS is using HOPE submission 

performance as a marker of organizational reliability and is considering ways to expose 

noncompliance directly to patients and families. That could matter for referral patterns, hospital 

relationships, and public perception, especially because hospice already has relatively few public 

quality measures on Care Compare. CMS also confirms that all HOPE assessments with a target 

date in 2025 will be considered timely because of the newness of the assessment and the 

migration to iQIES, but that waiver is transitional, not permanent.  

6. RFIs: the long-range strategic issues to watch 

What changed 
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CMS includes RFIs on community palliative care services, creation of a hospice-specific wage 

index using BLS data, and the overlap between hospice and medical aid in dying (MAID).  

Why this matters 

These are not immediate policy changes, but they reveal where CMS is thinking. The community 

palliative care RFI suggests ongoing interest in whether Medicare should support earlier serious-

illness care outside the hospice election. The hospice-specific wage index RFI is important 

because wage-index methodology can materially redistribute payment across providers and 

regions. The MAID RFI signals that CMS is paying attention to an area with legal, ethical, and 

benefit-boundary implications that could become more salient in state-policy debates.  

What to be concerned about 

The practical concern is not that these proposals are being finalized now, but that they may shape 

future hospice policy more than this year’s rate update does. Of the three, the hospice-specific 

wage index question may have the most direct future payment consequences, while community 

palliative care may have the broadest implications for how the Medicare hospice benefit fits into 

the larger serious-illness care continuum.  

Bottom line 

This rule is best understood as a routine payment update combined with stronger transparency, 

stronger disclosure expectations, and sharper quality-reporting visibility. The most immediate 

operational change is the proposal to make the election statement addendum mandatory for all 

hospice elections. The most important analytical signal is CMS’s focus on non-hospice spending 

and the SSVI, which could become a future oversight or public-reporting tool. The most 

important reputational change is the proposed Care Compare icon for reporting failures. And the 

most important long-range strategic issues are the RFIs on community palliative care and a 

hospice-specific wage index.  

 


