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MEDPAC RECOMMENDS NO INCREASE IN HOSPICE PAYMENTS 

FOR 2018 
 

MedPAC issued its March 2017 report to Congress. The report, required by law, offers a 

comprehensive overview of Medicare’s payment policies, and offers recommendations to 

Congress. At over 450 pages, the report examines every aspect of Medicare payment. 

 

The chapter on hospice can be found on pages 317- 342 of the document (see URL at close 

of document). The summary of the hospice chapter says that, in 2015, nearly 49% of Medicare 

decedents received hospice care. These 1.38 million Medicare beneficiaries were served by 

4,200 hospices, and these providers received about $15.9 billion reimbursement for their 

services. 

 

The MedPAC report offers a comprehensive overview of hospice and evaluates and 

examines numerous topics of interest. It is a data-rich report that covers: 

  Assessment of payment adequacy 

Access to care 

Capacity and supply of providers 

Volume of services 

  Quality of Care 

  Providers’ access to capital 

  Medicare payments and costs of provider hospices   

 

The report also provides a historical overview of hospice, of Medicare’s payment for services, 

and discusses the “caps” limits.  

 

 “Are Medicare payments adequate in 2017?” According to MedPAC’s report, the answer is 

yes. The report says that utilization of hospice continues to increase. There are increases in 

numbers served through Medicare Advantage, Medicare-only, and dually eligible. Numbers of 

patients served also increased for rural and urban patients, regardless of age, gender and race. 

There are tables and charts to show the utilization and growth of hospice from a variety of 

perspectives, and details of variances are given. The information covers numbers of days of care, 

and data on how this varies by patient diagnosis. There is also information about numbers of 

hospices that exceeded Medicare cap in 2002, 2011, 2012, 2013, and 2014. The report also offers 

a chart that shows rates of, and reasons for, hospice discharges in 2013, 2014, and 2015. 

 

The report reviews hospices’ profit margins, saying, “In 2014 freestanding hospices have 

higher margins (11.5 percent) than home health-based and hospital-based hospices (3.8 
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percent and 020.3 percent, respectively.” The report attributes this difference in margins to the 

higher indirect costs of provider-based hospices.  

 

The MedPAC report explains how researchers “project an aggregate Medicare margin for 

hospices of 7.7 percent in 2017.” After this thorough investigation and exploration of data, 

MedPAC offers one recommendation for hospice for 2018. “The Congress should eliminate 

the update to the hospice payment rates for fiscal year 2018.” This is based on a 

determination that hospices have increased in numbers; that beneficiaries have increased; that 

average length of stay declined slightly; that access to capital seems to be sufficient; that limited 

quality data are available; and that project margin is 7.7%. This recommendation, says the report, 

will not result in any adverse impact on patients or care. Nor will it be a deterrent to providers. 

(MedPAC, 3/15, http://www.medpac.gov/docs/default-

source/reports/mar17_entirereport.pdf?sfvrsn=0) 

 

 

OREGON EMERGES AS A MODEL FOR EMBRACING COMPLEXITY 

AT THE END OF LIFE 

 

Patients in Oregon are less likely to end up in the Intensive Care Unit (ICU). They’re also 

more likely to die in hospice care. Research published in the New England Journal of 

Medicine suggests that differing medical practices in Oregon are decisive in providing for 

better, more nuanced care for end-of-life patients. In particular, researchers highlight the 

Physician Orders for Life-Sustaining Treatment Program (POLST), and efforts to honor patients’ 

end-of-life wishes, as key to the results being observed in the Pacific Northwest. The authors, 

Drs. Susan W. Tolle and Joan M. Teno, titled their article “Lessons from Oregon in 

Embracing Complexity in End-of-Life Care.” 
 

The fee-for-service Medicare model has been the standard nationwide for many years. People 

with progressive, chronic illnesses have tended to spend more time in the ICU, experience 

more hospitalizations, and often receive little or no referrals to hospice care. While this is 

still the norm in much of the United States, trends have been remarkably different in Oregon. 
 

Oregon is well known as the first state to legalize physician-assisted suicide. It was also the 

second state to legalize advance directive forms. This regulatory environment has contributed 

to Oregon’s becoming a forerunner in flexible, comprehensive, and effective palliative and 

end-of-life care. In particular, the emergence of POLST forms has been crucial in 

ensuring that patient wishes are honored at the end of life. When patients’ wishes are 

respected, it leads to less hospitalization, more palliative care, and more frequent and longer 

stays in hospice care.  
 

In addition to comparing Oregon’s results with those of the United States as a whole, 

researchers also compared them to those observed in the neighboring state, 

Washington. Washington is geographically, socially, and politically attuned to Oregon, and 

shares much of its culture and policies. Even so, Oregon scored better than Washington in 

each metric measured by researchers, even as Washington did better than the United States as 

a whole. Overall, 66% of Oregonians die at home, compared with 50% in Washington, and 

40% nationwide. A video at Oregonlive.com shares these highlights of the research. 
 



 3 

What makes Oregon so special in the end-of-life care field? “It is difficult to disentangle 

the reasons behind the differences in care at the end of life in Oregon as compared with other 

states,” write the authors, “but we think that the differences in care reflect the complexity 

and intensity of the initiatives developed in coordination with the POLST Program.” 
Washington also has an established POLST program. Nevertheless, say the researchers, “It 

has not developed educational materials, coordinated cross-system conferences, conducted 

research, and maintained a statewide registry, as extensively as Oregon has done.” 

 

Researchers argue that it is Oregon’s willingness to embrace “the complexity of... social 

interaction, the need for multifaceted interventions, and the application of public health 

strategies” that has allowed Oregon to achieve such marked results. Washington has 

applied POLST to their medical system. Oregon has re-shaped their medical culture to 

improve care at the end of life. 
 

How has this been achieved? One way is through extensive public education, local 

media coverage, and word of mouth as the end-of-life care culture grew. Advocacy 

groups have developed educational materials to help the public understand POLST and how 

to ensure that their medical wishes are met. The key to success is that everyone in Oregon – 

from doctors, to ambulance drivers, to patients and families – understand advance directives, 

and respect them. 
 

Oregon has also gone out of its way to undertake interventions at the state and local 

government levels. For instance, the state ensured that EMS personnel were authorized to 

honor POLST wishes, including when the patient does not wish to be resuscitated. Physicians 

were given the ability to approve POLST forms, even for use in facilities where they did not 

personally have admitting privileges. The state developed electronic databases and ways to 

access the POLST forms on the fly, which greatly facilitated their use. 
 

Local advocates and state coalitions have worked doggedly to ensure that patient wishes 

are being met, and that those who wish to die at home and/or in hospice care have that 

opportunity. “Local champions also play a vital role in removing system barriers, 

particularly in addressing barriers across care settings.” Advocates and community leaders 

are able to tell the story of hospice and palliative care, re-enforcing a culture of autonomy 

and care at the end of life.  
 

Finally, Oregon has developed a financial and leadership base with which to sustain the 

health infrastructure necessary to make it a model for the nation. “Although private 

philanthropy funded the development of the innovative POLST Program in Oregon, the 

Registry operations are now funded by the state, and the Oregon POLST Program is building 

an endowment to sustain operations.” The organization that administers the POLST program 

in Oregon is fully funded without taking money from the health industry.  

 

The authors examine the difficulties and complexities of building a system that really 

works in honoring patients’ wishes. It calls for a comprehensive plan for care, support 

for those who care for the patient at home, and responsive and engaged providers like 

hospice. (NEJM, 3/16, www.nejm.org/doi/full/10.1056/NEJMsb1612511; Oregonian, 3/15, 

www.oregonlive.com/health/index.ssf/2017/03/study_when_it_comes_to_dying_i.html; 

Oregonlive, 3/25, 

http://www.nejm.org/doi/full/10.1056/NEJMsb1612511
http://www.oregonlive.com/health/index.ssf/2017/03/study_when_it_comes_to_dying_i.html
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http://www.oregonlive.com/health/index.ssf/2017/03/study_when_it_comes_to_dying_i.html

; KHN, 3/15, khn.org/news/where-you-live-may-determine-how-you-die-oregon-leads-the-

way/;) 

 

 

“STOP ACCEPTING DEATH” SAYS PALLIATIVE CARE PHYSICIAN 

 

Dr. Diane Meier, vice chair for public policy and professor of palliative medicine at the 

Icahn School of Medicine at Mount Sinai, was recently interviewed by Stat News. The 

interview explored Meier’s opinions on talking about death and dying, a practice that 

American culture is increasingly gravitating toward. That’s wonderful, says Meier. What’s 

not so wonderful is the growing rhetoric that insists that the best thing we can do is to accept our 

deaths, even actively plan for them. “We in medicine should not be in the business trying to sell 

people the idea that death is OK. Death is never going to be OK,” says Meier. All living things 

naturally seek to avoid death, says Meier, and she believes that to insist that those we serve 

should embrace death is misguided at best. 

 

“It feels a bit self-righteous to me,” she says, when advocates suggest that everyone should be 

planning for their eventual death. Dr. Meier believes that this focus on welcoming death has 

more to do with the professional focus of those in the health industry than it does with the 

needs of those they serve. “This notion that somehow you’re braver or smarter or wiser if you 

confront your death and accept it and plan for it... can get in the way of people having a good 

life.” 

 

Despite the sometimes spiritually imbued language of the movement to embrace death, Meier 

argues that such a perspective is actually life denying. By spending our days focusing on 

death, we risk not living in the present. “You’re letting your life be defined by the fear of 

death.” 
 

In an interview, Dr. Meier was asked if there are positive benefits to thinking about and 

discussing death. Meier acknowledges that she herself has benefitted greatly from reflecting 

on death. However, that is an experience that she has come to on her own. It’s not something 

that should be imposed on others as part of some sort of philosophical crusade.  

 

Meier does agree that there are some benefits to the movement toward improved 

acknowledgement of death and dying. “I think there are societal advantages to it being 

permissible to talk about the fact of death and its inevitability. People who are facing death 

perhaps feel less marginalized or beyond the pale, literally, if it’s an acceptable mainstream 

conversation.” Still, she believes, these benefits are not obtained through forcing people to face 

their own mortality before they’re ready. 

 

“It’s not our job as health professionals to be convincing people that it’s OK to die, and 

that death is natural and death is good,” says Meier. “It flies in the face of millions of years 

of human evolution. It’s not OK to die.” She argues that the role of the medical community is to 

help patients get as much out of life as they can, not focus on dying. 

 

As for accepting death, “That’s somebody else’s agenda.” In her experience, Dr. Meier says, 

patients are primarily concerned with what comes before death, not death itself. Many are 

http://khn.org/news/where-you-live-may-determine-how-you-die-oregon-leads-the-way/
http://khn.org/news/where-you-live-may-determine-how-you-die-oregon-leads-the-way/
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greatly relieved to know that death is usually a very peaceful process.  

 

Ultimately, Meier believes that this current focus on death is part of a cycle of fashion. 

Right now, death is in vogue. On the other hand, she’s also interested to note the current 

obsession with defeating death that has captured many in the medical community. “The mission 

is to eliminate cancer. Eliminate dementia. Eliminate heart disease. As if their true goal is bodily 

immortality. Now let’s think about that for a minute, and what it’d mean for our society. And yet 

there’s not even a whiff of irony about this.”  

 

Meier says early in the interview, “I am not critical of the cultural openness to this element 

of the human experience. Rather, I think the job of health professionals is to help our 

patients and their families live as well and as fully as possible while they are alive.” She 

chooses to put the focus elsewhere, and closes the interview by saying, “And I think the question 

is not one of forcing people to look in the mirror and say, “You’re going to die.” The right 

question is, “What’s a good life for you? How can I as a clinician wrestle the resources and 

capacities of the health care system into something that’ll serve what matters most to you?” (Stat 

News, 3/13, www.statnews.com/2017/03/13/death-patients-diane-meier/) 
 

 

HOSPICE AND END-OF-LIFE NOTES 

 

* Optum Health is offering a free webcast training: “Communications with the 

Seriously Ill: A Guide for the Health Care Team.” The training will take place via 

webcast, from 1-2pm Eastern Time on April 20
th

. (Optum Health Education, 

https://www.optumhealtheducation.com/serious-illness-2017-reg) 

 

* New federal regulations for home health agencies will require that they be more 

responsive to patients and families. CMS has finalized rules that, if approved by the Trump 

administration, “would go into effect in July and cover more than 5 million Medicare & 

Medicaid beneficiaries who receive health care in their homes from nearly 12 600 

participating home health agencies nationwide.” (JAMA Network, 3/14, 

jamanetwork.com/journals/jama/article-abstract/2610315) 

 

* Dietitians are thinking about what constitutes good nutrition at the end of life. 

“Tackling this subject the right way will enable dietitians to truly help those at end of life 

enjoy the precious moments they have left.” (Today’s Dietitian, 3/2017, 

www.todaysdietitian.com/newarchives/0317p36.shtml) 

 

* Frank Ostaseski's book, “The Five Invitations,” shares “decades of experience helping 

hospice patients and their loved ones turn their grief and loss towards a fuller life.” 

Ostaseski identifies the five invitations—“Don’t wait; Welcome everything, push away nothing; 

Bring your whole self to the experience; Find a place of rest in the middle of things; c\Cultivate 

don’t know mind.” The link below offers a video trailer for the book. (BoingBoing, 3/14, 

boingboing.net/2017/03/14/frank-ostaseskis-five-invi.html) 
 

* Researchers at the University of Southern California are examining patients who 

receive palliative care at home and in clinics. The study’s goal is evaluate whether primary 

care or home-based care is more effective for meeting patient needs. “This study represents a 

http://www.statnews.com/2017/03/13/death-patients-diane-meier/
https://www.optumhealtheducation.com/serious-illness-2017-reg
http://jamanetwork.com/journals/jama/article-abstract/2610315
http://www.todaysdietitian.com/newarchives/0317p36.shtml
https://boingboing.net/2017/03/14/frank-ostaseskis-five-invi.html
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promising opportunity to extend care that seriously ill patients and their caregivers both need 

and want to a setting they prefer,” says Susan Enguidanos, a palliative care expert and a 

professor at USC Davis. (USC News, 1/10, news.usc.edu/114806/usc-researchers-aim-to-

boost-quality-of-life-for-seriously-ill-patients/) 

 

* Hospice humor takes center stage as one dying man shares about what’s funny at the 

end of life. “Whether it’s jokes about enemas (“the enemy,” [he] calls them) or his long-term 

planning (“I need a calendar”), [Roy Cato] has embraced humor as a necessary part of life — 

even as he nears the end of his own.” (Greensboro News & Record, 3/13, 

www.greensboro.com/ap/lifestyles/hospice-humor-gains-a-following/article_a26fd6fb-2d6c-

57b1-8c7d-68c63297869c.html) 

 

* Humor is huge at the end of life. Dying patients and their families often find that silliness 

is the best medicine. “...at its simplest, a willingness to occasionally make light of the 

peculiarities — if not absurdities — that often go hand-in-hand with end-of-life situations.” 

(STAT, 2/6, www.statnews.com/2017/02/06/laughter-end-of-life/) 

 

* The “No One Dies Alone” program is working to ensure that everyone has someone 

present at the end of life. “At some hospitals, a comforting presence at a patient's bedside is 

considered essential end-of-life medicine.” (Health Day, 3/14, 

consumer.healthday.com/caregiving-information-6/palliative-care-991/no-one-dies-alone-

program-offers-comfort-at-life-s-end-720556.html) 

 

* A new website, planyourlifespan.org, helps individuals to plan for common, 

predictable problems after age 75 or so. “This isn’t end-of-life planning; it’s planning for 

the period before the end, when health problems become more common.” (KHN, 3/9, 

http://khn.org/news/a-playbook-for-managing-problems-in-the-last-chapter-of-your-life/) 

 

* Therapy dogs are making a big difference in the lives of palliative care patients in 

Virginia. “Shannon Mitchell, a recreation therapist with Virginia Commonwealth University 

Health, said that some of her patients who previously didn’t show much interest in 

interacting with hospital staff immediately light up when they find out a dog can come visit 

them.” (Richmond Times-Dispatch, 3/14, www.richmond.com/life/friendly-visitors-dogs-

visit-with-vcu-health-patients-providers/article_8902f89b-e284-5ca4-b34d-

dd3f4404554f.html) 
 

* Physican Louis Profetta writes about the “often-excessive care of older adults at the end 

of life.” He laments the loss of past days when the focus was on comfort. And, says Profetta, he 

is not alone in this lament. “A day does not go by where my [medical] partners don’t look at each 

other and say, ‘How do we stop this madness?’” (nextavenue, 3/15, 

http://www.nextavenue.org/know-love-now-let-die/) 

 

 

PALLIATIVE CARE AND OTHER NOTES 

 

* Family physicians play a key role in making sure that everyone has access to palliative 

care. Nevertheless, there are stark demographic differences between physicians that do, and do 

not, provide palliative care. Researchers found that “physicians who provide palliative care are 

https://news.usc.edu/114806/usc-researchers-aim-to-boost-quality-of-life-for-seriously-ill-patients/
https://news.usc.edu/114806/usc-researchers-aim-to-boost-quality-of-life-for-seriously-ill-patients/
http://www.greensboro.com/ap/lifestyles/hospice-humor-gains-a-following/article_a26fd6fb-2d6c-57b1-8c7d-68c63297869c.html
http://www.greensboro.com/ap/lifestyles/hospice-humor-gains-a-following/article_a26fd6fb-2d6c-57b1-8c7d-68c63297869c.html
https://www.statnews.com/2017/02/06/laughter-end-of-life/
https://consumer.healthday.com/caregiving-information-6/palliative-care-991/no-one-dies-alone-program-offers-comfort-at-life-s-end-720556.html
https://consumer.healthday.com/caregiving-information-6/palliative-care-991/no-one-dies-alone-program-offers-comfort-at-life-s-end-720556.html
http://khn.org/news/a-playbook-for-managing-problems-in-the-last-chapter-of-your-life/
http://www.richmond.com/life/friendly-visitors-dogs-visit-with-vcu-health-patients-providers/article_8902f89b-e284-5ca4-b34d-dd3f4404554f.html
http://www.richmond.com/life/friendly-visitors-dogs-visit-with-vcu-health-patients-providers/article_8902f89b-e284-5ca4-b34d-dd3f4404554f.html
http://www.richmond.com/life/friendly-visitors-dogs-visit-with-vcu-health-patients-providers/article_8902f89b-e284-5ca4-b34d-dd3f4404554f.html
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more likely to be white, male and practicing in a medical home, and to have been in practice 

longer than 20 years.” A study reported in the March/April issue of the Journal of the 

American Board of Family Medicine, reports that of over 10,000 physicians who responded 

to a survey, only 33% of them say they offer palliative care. (JABFM, March-April 2017, 

AAFP, 3/15, www.aafp.org/news/practice-professional-issues/20170315palliativecare.html) 

 

* New Mexico’s State Senate will be considering the End of Life Options Act, which 

would legalize physician-assisted suicide in that state. The bill may face long odds this 

year, but supporters vow to continue advocating for legal physician aid in dying. 

(Albuquerque Journal, 3/13, www.abqjournal.com/968299/end-of-life-options-act-squeaks-

through-committee-headed-to-senate-floor.html) 

 

* State Senator David Parks (D-Las Vegas) has introduced a physician-assisted suicide 

bill to the Nevada Senate. If passed, it would make physician-assisted suicide legal in that 

state. (Nevada Public Radio, 3/14, knpr.org/headline/2017-03/parks-introduces-assisted-

suicide-bill-senate) 

 

* The American Medical Association issued an “urgent call” calling on Congress to “go 

back to the drawing board” on the so-called American Health Care Act. Other groups, 

including the American Diabetes Association, the American Cancer Society, the American 

Heart Association, have also expressed the need for further work on the plan. (TheHill.com, 

3/16, http://thehill.com/policy/healthcare/324304-american-medical-association-urges-gop-

to-go-back-to-the-drawing-board) 
 

* Members of the Dementia Alliance International, a group that advocates for the 

perspective of people living with dementia, says people with dementia deserve more 

rights and respect. “At the most basic level, their demands boil down to this: Don’t write   

us off. Include us in conversations about our future, rather than making decisions for us. Help 

us participate in community activities, rather than locking us in institutions. Let us weigh in 

on public policy. Give us adequate care.” (STAT, 3/10, 

www.statnews.com/2017/03/10/dementia-human-rights/) 

 

* 9news, in Denver, shares the story of the first Colorado physician-assisted suicide death 

that has been made public. The story about Kathy Myers, shares about her life and family and, 

most importantly, about her decision to end her life. The coverage includes a video by her 

husband, Herb. (9news, 3/17, http://www.9news.com/news/local/next/colorado-woman-ends-her-

life-under-physician-assisted-suicide-law/423477964)  
 

Thanks to Barb Hansen and Dr. Susan W. Tolle  for contributions. 

 

Hospice Analytics is the national sponsor of Hospice News Network for 2017. Hospice Analytics 

is an information-sharing research organization whose mission is to improve hospice utilization 

and access to quality end-of-life care. For additional information, please call Dr. Cordt Kassner, 

CEO, at 719-209-1237 or see www.HospiceAnalytics.com. 
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http://www.aafp.org/news/practice-professional-issues/20170315palliativecare.html
http://www.abqjournal.com/968299/end-of-life-options-act-squeaks-through-committee-headed-to-senate-floor.html
http://www.abqjournal.com/968299/end-of-life-options-act-squeaks-through-committee-headed-to-senate-floor.html
https://knpr.org/headline/2017-03/parks-introduces-assisted-suicide-bill-senate
https://knpr.org/headline/2017-03/parks-introduces-assisted-suicide-bill-senate
http://www.statnews.com/2017/03/10/dementia-human-rights/
http://www.9news.com/news/local/next/colorado-woman-ends-her-life-under-physician-assisted-suicide-law/423477964
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http://www.hospiceanalytics.com/
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