
 

 

 

 

 

 

 

July 8, 2026 

 

Douglas Jacobs, M.D. 

Executive Director 

Maryland Health Care Commission 

4160 Patterson Avenue 

Baltimore, Maryland 21215 

 

Dear Dr. Jacobs: 

 

On behalf of the Maryland Hospital Association (MHA) and our member hospitals and health 

systems, we appreciate the opportunity to comment on the Maryland Health Care Commission’s 

(MHCC) proposed updates to the State Health Plan chapter for Hospice Services. Maryland 

hospitals strongly support efforts to modernize hospice regulations, expand access, and 

strengthen operational integration across the continuum of care. Our comments focus on two 

areas directly impacting hospital operations:  

 

1. Facilitating timely access to hospice care: establish clear hospice intake response 

standards to strengthen coordination and operational linkages with hospitals to reduce 

discharge delays, emergency department (ED) boarding, and prolonged inpatient length 

of stay (LOS), consistent with findings from the Health Services Cost Review 

Commission (HSCRC) ED Wait Time Reduction Commission on post-acute care 

capacity gaps.  

 

2. Standardization of charity care definitions: adopt a hospice charity care definition 

aligned with the statutory and regulatory standards applicable to hospitals to promote 

equitable access and reduce discharge delays for uninsured and underinsured patients, a 

barrier consistently identified in statewide ED throughput and discharge planning 

discussions. 

 

Facilitating Hospice Care Access to Reduce ED Wait Times and Inpatient LOS 

Maryland hospitals continue to experience discharge delays for medically stable patients who are 

ready for hospice care but cannot be transitioned promptly because of hospice capacity 

constraints, intake backlogs, limited geographic coverage, or other post-acute access barriers. 

These delays can postpone patients’ access to hospice services and comfort-focused care. They 

also prolong inpatient LOS, limit bed availability for patients requiring acute care, and contribute 

to ED boarding pressures. 

 

MHCC’s Hospice Services Issue Brief acknowledges this challenge, noting that “gaps in the 

capacity of post-acute care providers to accept patients discharged from hospitals” contribute to 
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discharge delays.1 Similarly, in its interim report, the HSCRC ED Wait Time Reduction 

Commission identified post-acute capacity limitations, including hospice, as a driver of 

prolonged inpatient stays and ED boarding, emphasizing that timely access to community-based 

services is essential to improving hospital throughput.2 

 

MHA’s analysis on calendar year 2024 case-mix data across all payers shows that patients 

discharged to a post-acute care setting, including home hospice, experience significantly longer 

LOS than those patients discharged home. Specifically, patients discharged to a post-acute 

facility had 2.57 times longer LOS than those discharged home, while patients discharged to 

home health or home hospice had 1.96 times longer LOS. (Figure 1). Patients discharged to 

home hospice and inpatient hospice experienced an average LOS that were 4.57 and 6.55 days 

longer, respectively, than patients discharged home (Figure 2). These findings suggest that 

barriers to timely hospice evaluation, acceptance, and transition may contribute to avoidable 

inpatient days. 

 

 

Figure 1: Average Length of Stay Comparison by Discharge Destination 

 

Key: Home = Home; Home Health/Home Hospice = Home Health, Home Hospice; Post-Acute Care = SNF Medicare, Custodial/Supportive 

Care, LTCH and SNF Medicaid.  

Source: MHA’s analysis on calendar year 2024 case-mix data across all payers. 

 

 

 

 

 
1 Maryland Health Care Commission, Issue Brief: Hospice Services, 2026, 3. 

2 Maryland Health Services Cost Review Commission (HSCRC), Emergency Department Wait Times Reduction 

Commission: Interim Report, 2025, accessed June 2026. 

https://hscrc.maryland.gov/Documents/Work%20Group%20Uploads/ED%20WTR%20Commission/Emergency%20Department%20Wait%20Times%20Reduction%20Commission%20Interim%20Report%202025%20HSCRC.pdf
https://hscrc.maryland.gov/Documents/Work%20Group%20Uploads/ED%20WTR%20Commission/Emergency%20Department%20Wait%20Times%20Reduction%20Commission%20Interim%20Report%202025%20HSCRC.pdf
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Figure 2: Average Length of Stay Comparison by Patient Discharge Destination 

 
Key Home = Home discharge; Home Health = Home health services; Home Hospice = Hospice services provided in the patient’s home; SBF 

Medicaid = Medicaid-certified skilled nursing facility; SNF Medicare = Medicare-certified skilled nursing facility; Custodial/Supportive Care = 

Custodial/supportive care facility; Hospice = Inpatient hospice facility of hospice unit providing hospice level of care; LTCH = Long Term Care 

Hospital. 

Source: MHA’s analysis on calendar year 2024 case-mix data across all payers. 

 

 

These findings demonstrate that post-acute placement delays, including hospice acceptance 

delays, materially extend inpatient stays and contribute to ED boarding and hospital throughput 

challenges. 

Nationwide, the Centers for Medicare & Medicaid Services hospice utilization data reinforce this 

issue, showing that many patients enter hospice late in their disease trajectory, increasing the 

likelihood that they remain in acute care settings longer than clinically necessary.3 For this 

reason, MHA supports regulatory efforts to expand access to hospice care and enable timely 

transition to hospice care for patients who need it. 

MHA offers the following recommendations for the State Health Plan chapter for Hospice 

Services. The recommendations are intended to reduce avoidable inpatient days and improve ED 

throughput:  

•  Timely hospice intake and response standards to support hospital discharge, 

including expectations for prompt referral review and timely transfer of eligible patients. 

•  Adequate hospice staffing and capacity, especially in areas with limited provider 

choice, supported by closer collaboration between hospice teams and care settings to 

enable early identification and smoother transitions. 

 
3 Centers for Medicare & Medicaid Services, Hospice Monitoring Report, April 2025, accessed June 2026.   

https://www.cms.gov/files/document/hospice-monitoring-report-2025.pdf
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•  Stronger operational linkages between hospitals and hospice providers, including 

participation in care planning activities and integration into discharge workflows to 

reduce delays and prevent late hospice entry. 

Standardizing the Charity Care Definition Across the Continuum 

During the regulatory review process, substantial variation was identified in how hospice 

providers define and apply charity care eligibility criteria. In contrast, hospitals are subject to 

uniform statutory and regulatory standards for charity care.4 The absence of a standardized 

hospice charity care standard may create inconsistencies in access for uninsured and 

underinsured patients, introduce uncertainty into discharge planning processes, and contribute to 

avoidable delays in care transitions when financial eligibility determinations are required. 

MHA recommends that MHCC align the hospice charity care definition with the statutory 

and regulatory standards applicable to hospitals to establish a uniform statewide standard, 

provide clear and consistent expectations for providers, and promote more predictable and 

equitable access to hospice services for patients.  

Thank you for the opportunity to comment on these proposed regulations. MHA appreciates 

MHCC’s efforts to modernize the hospice regulatory framework and its commitment to 

supporting timely, patient-centered transitions across the continuum of care. By strengthening 

hospice intake expectations and aligning charity care standards with existing hospital 

requirements, MHCC can help reduce unnecessary discharge barriers, improve access for 

vulnerable patients, and promote more consistent, equitable, and predictable care transitions 

statewide. We look forward to continued collaboration in advancing policies that improve patient 

outcomes and support a more efficient and coordinated health care delivery system. 

 

Sincerely, 

 

 
 

 

Tequila Terry 

Senior Vice President, Care Transformation & Finance 

 

 

cc:  Dr. Andre Chappel  

Dr. Stacy Howes 

Jeanne Marie Gawel 

 
4 See Section 19-214.1 of the Health-General Article  and Maryland Code of Regulations, COMAR 10.37.10.26, 

“Hospital Financial Assistance Responsibilities,” A-2(2), accessed June 2026. 

https://www.law.cornell.edu/regulations/maryland/COMAR-10-37-10-26
https://www.law.cornell.edu/regulations/maryland/COMAR-10-37-10-26

