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MEDPAC’S REPORT TO CONGRESS INCLUDES 
RECOMMENDATIONS FOR HOPSICE  

 
MedPAC issued its latest “Report to the Congress: Medicare Payment Policy” on March 
15. In the introductory letter of the report, MedPAC says, “In light of our payment adequacy 
analyses, we recommend no payment update in 2019” for hospice providers, as well as for long-
term care hospitals, ambulatory surgical centers, and skilled nursing facilities. They also 
recommend a 5% reduction in the base payment for home health and inpatient rehab facilities. 
 
Chapter 13 of the report is focused on hospice services. The report includes an overview of 
the Medicare hospice benefit and notes that hospice utilization has grown “substantially.” In 
2016, hospice utilization grew “across all demographic and beneficiary groups” that were 
examined. Still, they say, “Rates of hospice use remained lower for minority beneficiaries than 
for White beneficiaries.” The growth of for-profit hospices resulted in an overall increase of 
providers of about 4.4%. Volume of hospice utilization also increased, with 49.7% of Medicare 
beneficiary decedent using hospice. This is up from 48.6% in 2015. LOS grew from 86.7 days in 
2015 to 87.9 days in 2016. Median length of stay increased from 17 to 18 days. 
 
In terms of quality of care, hospice improved in seven quality measures. “These measures focus 
on pain screening, pain assessment, dyspnea (shortness of breath) screening, dyspnea treatment, 
documentation of treatment preferences, addressing beliefs and values if desired by the patients, 
and provision of a bowel regimen for patients treated with an opioid.” The 2016 ratings scored 
most hospices at 93% or higher on six of the 7 measures.  However, says the report, 
“Performance on the pain assessment measure was lower and more varied.” 
 
MedPAC continues to assert that access to capital is not a problem for for-profit providers, 
but admit that less is known about access to capital for nonprofit freestanding providers. 
And, they report, hospital- and home health-based hospices have access to capital via their 
affiliated organization. 
 
The Medicare margin for providers in 2015 was 10%, which is an increase from 8.2% in 2014. 
They project the 2018 margin to be 8.7%. Given these analyses, MedPAC recommends no 
update in payment for 2019. 
 
The report offers a background and history of the Medicare hospice benefit since it began in 
1983. It also reviews the payment structure of the benefit. According to the report, “Studies 
show that beneficiaries who elect hospice incur less Medicare spending in the last one or 
two months of life” when compared with non-beneficiaries. However, “Medicare spending 
for beneficiaries is higher for hospice enrollees than for non enrollees in the earlier months 
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before death.” Therefore, the report says, the longer patients are enrolled in the Medicare 
hospice benefit, the higher the spending. “Studies are mixed on whether hospice has saved the 
Medicare program money in the aggregate compared with conventional care.” In the 
MedPAC commission’s own recent study, they “found that while hospice may produce savings 
for some beneficiaries (such as those with cancer), overall, hospice does not appear to have 
produced aggregate savings for the Medicare program because of very long stays among 
some hospice enrollees (Direct Research 2015).”  
 
Of note is their reminder that they have advocated for “a targeted approach to auditing 
hospice providers, focusing the most on resources on providers for which such scrutiny is 
warranted.” MedPAC recommended in 2009 that CMS “conduct medical reviews on all 
hospice stays exceeding 180 days among those hospice providers for which these long stays 
exceeded a specified share of the provider’s caseload.” They express continuing concern over 
these long hospice stays. They are also concerned about high live-discharge rates.  
The report also notes an increase in hospices reaching payment caps. 
 
The lengthy report incudes a description of the logic and data that informed MedPAC in the 
recommendations made. The report, which is data rich, is available online at the link below. 
(MedPAC, 3/15, http://www.medpac.gov/docs/default-
source/reports/mar18_medpac_entirereport_sec.pdf?sfvrsn=0) 
 
 

HOSPICES REGULATORY FAILURES BRING HHS SCRUTINY 
 
A new report from the Department of Health and Human Services Office of Inspector 
General (OIG) puts a spotlight on abuses in the home setting that it says are a top priority 
in need of funding. The watchdog agency seeks to reduce fraud, waste, and abuse, and points to 
the previous success with Health Care Strike Force teams.  
 
Hospices come under scrutiny in the report, as the OIG says it has found frequent failures 
to meet Medicare requirements for patient care, billing, certification, and licensure. 
“Disturbingly,” the IOF writes, they have “investigated cases of hospice providers enrolling 
beneficiaries in hospice care without their consent.” 
 
The OIG budget request seeks to combat this exploitation and fraud by developing new 
recommendations to prevent “bad actors while limiting burden on legitimate providers.” 
They say that, through data analytics, they will seek to detect known and emerging fraud 
schemes. Further, the investment would add “boots on the ground” to enforce violations. 
 
If the budget is passed, the OIG plans to “open more criminal, civil, and administrative 
investigations, as warranted, and conduct more audits and monitoring of suspicious 
billers.” Taken together, this work “would help ensure that consumers are protected and honest 
providers do not have to compete with dishonest ones.” (Eli’s Hospice Insider, 3/15,  
www.supercoder.com/coding-newsletters/my-hospice-insider-alert/hospice-news-hospices-
recently-fail-to-meet-regulatory-requirements-oig-blasts-157086-article; HHS, 3/2018, 
https://oig.hhs.gov/reports-and-publications/archives/budget/files/2019budget.pdf) 

HOSPICE NOTES  
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* An article in STAT, titled “Long miles, lonely roads: In rural Texas, dying at home means 
little is easy,” explores the difficulties and challenges of providing hospice care in rural 
Texas. The article reveals the interconnected lives that overcome “nursing shortages, scheduling 
gymnastics, run-ins with wildlife, and the wear and tear of long days.” The state has nearly 500 
hospice providers, but 60% of its counties don’t have any, according to Hospice Analytics’ 
Cordt Kassner. Kassner also notes that there are 254 counties in Texas, with the largest 5 
counties, by population, having more than 40% of the population. Larry Farrow, the executive 
director of the Texas and New Mexico Hospice Organization, explains that this is why 
“individual hospices treat people in so many counties.” Says Farrow, “It’s hard. I wish I could 
say that no matter where you reside in Texas, you have a hospice within 50 miles of you, but it’s 
not true, and it may never be true.” 
 
* What Are Your HIPAA Duties After The Patient's Death? Eli’s Hospice Insider responds 
to this question for hospice providers, noting that when a patient dies, “that doesn’t make 
his or her HIPAA agreement null and void. In fact, the HIPAA Privacy Rule protects a 
patient’s individually identifiable health information for 50 years after the date of death.” The 
HHS Office for Civil Rights says that during this half-century period, “the personal 
representative of the decedent (i.e., the person under applicable law with authority to act on 
behalf of the decedent or the decedent’s estate) has the ability to exercise the rights under the 
Privacy Rule with regard to the decedent’s health information, such as authorizing certain uses 
and disclosures of, and gaining access to, the information.” (Eli’s Hospice Insider, 3/15, 
www.supercoder.com/coding-newsletters/my-hospice-insider-alert/reader-question-what-are-
your-hipaa-duties-after-the-patients-death-157084-article) 
 
* A CMS Hospice Quality Program Webinar is scheduled for Tuesday, March 27 at 1:30-3 
pm EST. Viewers will “learn about updated coding guidance for the Hospice Item Set and learn 
how to navigate the Hospice Quality Reporting Program websites. Subject matter experts will 
also provide an update on Hospice CAHPS®. A question and answer session will follow the 
presentation.” CMS is also set to release two, short self-directed educational series in the near 
future. One will help providers navigate the websites for the HQRP, and the other will focus on 
coding guidance for the HIS. The registration page is online at 
https://engage.vevent.com/index.jsp?eid=3536&seid=1050. (CMS, 3/7, 
www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Hospice-Quality-
Reporting/Hospice-Quality-Reporting-Training-Announcements-and-Registration.html) 
 
* The National Hospice Foundation has received a $25,000 grant from Legal & General 
America to create an online resource to help the public find information and community 
support services addressing grief and bereavement. “Grief is a part of life, but we can all 
benefit from help when we have to face it,” says Edo Banach, president and CEO of NHPCO and 
NHF. “This new resource will help countless consumers to access support from skilled 
professionals that are experts at helping people navigate grief and loss.” (National Hospice 
Foundation, 3/8, https://globenewswire.com/news-release/2018/03/08/1418577/0/en/NHF-
Receives-Grant-from-Legal-General-America-to-Foster-Healthy-Communities-through-
Development-of-a-Find-a-Grief-Bereavement-Provider-Tool.html) 
 
* “He’s selling his art. He’s stopped the cancer treatment. He’s finding peace in his relationship 
with his children. He said he’s ready to die.” Artist Arnold Edmondson is in hospice care, 
facing terminal cancer and COPD. It’s an expensive proposition that he meets with $750 a 
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month from Social Security income. He has asked utilities companies and others for help, but 
little has come. It’s a difficult financial situation, and Edmondson says, “I’m dying. I’ve got 
enough to worry about.” He’s now selling his art, which has accumulated over years in his home. 
(The Post and Courier, 3/11, www.postandcourier.com/health/local-artist-arnold-edmondson-is-
confronting-the-end-of-life/article_5950fa96-0a94-11e8-8dcf-5b5ab08e1e1d.html) 
 
* What are the costs of using antibiotics at the end of life? Antibiotics are among the greatest 
achievements in modern medicine, but overuse is a principle cause in the development of drug 
resistance. Once drug-resistant bacteria develops, the spread throughout a hospital or nursing 
home and can be fatal. Health Affairs writes, “The vast majority of hospice patients who 
received antibiotics did not have a documented infection. In addition to being given to 
patients without infections, antibiotics may be misused at the end of life by being given to 
people who do have bacterial infections, but who are unlikely to benefit.” In some dying 
patients, antibiotics may even extend suffering unnecessarily, preventing a quick and peaceful 
death. They article concludes, “Physicians and patients must begin to think more critically 
about the role of these powerful medications at the end of life.” (Health Affairs, 3/16, 
www.healthaffairs.org/do/10.1377/hblog20180308.826415/full) 
 
* On A Life & Death Conversation podcast, Dr. Bob Uslander interviews Dr. Karen Wyatt, 
the founder of End-of-Life University. Wyatt discusses her father's suicide, and she shares how 
this led her to learn about hospice and into a career of educating people about end-of-life care. 
(ivoox, 3/16, https://us.ivoox.com/es/dr-karen-wyatt-founded-the-end-of-life-university-after-
audios-mp3_rf_24571648_1.html) 
 
 

PALLIATIVE CARE NOTES 
 
* Blue Shield of California has expanded its palliative care program statewide, making it 
the only health plan in the state to offer palliative care in all 58 counties. This follows a pilot 
program in the Sacramento area last year. The model of care features “home visits from 
integrated teams that include physicians, nurses, social workers, chaplains and other specialists 
to form a comprehensive care support system for patients facing serious illness.” Terry Gilliland, 
M.D., senior vice president and chief health officer at Blue Shield of California, says, “We’re 
proud to be transforming health care here in California, and we’re advocating for a nationwide 
approach to ensure all Americans with serious illness have access to high-quality palliative care 
services.” (Business Wire, 3/15, www.businesswire.com/news/home/20180315005992/en/Blue-
Shield-California-Expands-Palliative-Care-Program) 
 
* The Kentucky state Senate unanimously passed a measure designed to encourage the 
widespread adoption of palliative care in the state. Senate Bill 149 establishes the Palliative 
Care Interdisciplinary Advisory Council within the Cabinet for Health and Family Services. 
“The group would make recommendations on how to improve and expand palliative care and 
educate patients about their options.” Sen. Julie Raque Adams, R-Louisville praises the effort, 
pointing to research that shows palliative care can extend survival rates, and is “appropriate at 
any stage and any age of a serious illness and can be provided along with curative treatment.” 
(The Ohio County Monitor, 3/7, https://ocmonitor.com/2018/03/07/house-receives-bill-
encouraging-palliative-care) 
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* How should you pronounce a patient’s death compassionately? Betty R. Ferrell, PhD, RN 
writes that the “act of declaring that a patient has died is a long-held memory of the family.” But, 
she says, previous literature has documented deficiencies in this care. She discusses a study by 
Mori and colleagues that compares reactions to two video vignettes of death pronouncements—
one a business approach, the other an approach enhanced with five compassionate additions. The 
result of waiting for family members to calm down, reassuring family members that the patient 
didn’t experience pain, and other measures raised outcomes for compassion scores, physician 
trust, and viewer emotions. “This article is an important contribution to the field of palliative 
care because it brings attention to one of the most significant rituals of medicine, the 
pronouncement of death. It also demonstrates that clinician behaviors have lasting impact 
and that the time of death should promote healing and comfort, often not the norm. The 
compassionate behaviors are simple in some respects yet profound in others.” (Medscape, 3/9, 
www.medscape.com/viewarticle/893415) 
 
 

PHYSICIAN ASSISTED SUICIDE NOTES 
 
* Kim Callinan, CEO of Compassion & Choices, says, “Heather wanted end-of-life option. We 
collectively failed her.” In an opinion piece in Delaware Online, she speaks about the death of 
Heather Block, who died from stage 4 metastatic breast cancer. Block “accepted her fate,” 
Callinan writes, but simply wanted “the peace of mind of knowing that she would die without 
suffering.” For a prescription that would let her end her own life, she would need the Delaware 
Legislature to pass the End of Life Options Act. She spent her final months worried, suffering, 
and fearing for how she would die. “Despite the overwhelming evidence and data that concludes 
that medical aid in dying is good public policy, we collectively failed to give Heather this option 
before she died,” Callinan concludes. “I urge the lawmakers of Delaware to put humanity before 
politics — and in honor of Heather’s memory — pass the Delaware End of Life Options Act 
before this session ends.” (Delaware Online, 3/15, 
www.delawareonline.com/story/opinion/contributors/2018/03/16/heather-wanted-end-life-
options-we-collectively-failed-her/428551002) 
 
* A 45-minute documentary examines the decision-making process of a terminally ill 
couple in Oregon who decided to die together. The couple died on April 20, 2017, after taking 
lethal doses of medication obtained under the state’s Death With Dignity law. “They had no 
regrets, no unfinished business,” said Sher Safran, 62, one of the pair’s three grown daughters. 
“It felt like their time, and it meant so much to know they were together.” (WBIR, 3/12, 
www.wbir.com/article/news/nation-now/oregon-couples-final-days-captured-in-intimate-aid-in-
dying-video/465-fa47327f-fa37-4a28-826d-20b82e3c72a9; ShareWisdom Network, 3/2018, 
https://sharewisdom.tv/living-dying-love-story-documentary) 
 

 
OTHER NOTES 

 
* An article in McKnight’s reports on the MedPAC report to Congress as it relates to 
skilled nursing. Though MedPAC recommends cuts in payment, the article says, “Lawmakers 
appeared ready to shape payment reform themselves,” saying their proposed changes would 
“reduce Medicare spending by $750 million to $2 billion the next fiscal year and more than $10 
billion over five years.” Lawmakers have formed “their own bipartisan caucus to look at value-
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based reform instead of waiting for the Centers for Medicare and Medicaid to roll out its 
changes.”  “‘Skilled nursing providers are operating on razor thin margins,’ AHCA 
President and CEO Mark Parkinson reiterated Friday. ‘MedPAC's report that non 
Medicare margins are negative 2.3% and total margins have plummeted to .7% should 
sound the alarms for policy makers across the country.’” (McKnights, 3/19, 
https://www.mcknights.com/news/congress-looks-ready-to-ignore-medpac-make-its-own-
medicare-reform/article/751840/) 
 
* C-TAC announced that Drs. Lucy Kalanithi and BJ Miller have joined its board of 
directors. “Lucy and BJ combine powerful personal narratives with years of experience in 
healthcare. They will help guide C-TAC as we continue to accelerate the movement to 
transform advanced care.” Miller is a practicing physician at the UCSF Helen Diller Family 
Comprehensive Cancer Center. Kalanithi is the widow of Dr. Paul Kalanithi, author of the #1 
New York Times best memoir When Breath Becomes Air, and an Assistant Professor of Medicine 
at the Stanford School of Medicine. (C-TAC, 3/14, 
https://mailchi.mp/advancedcarecoalition/lucy-bj-board) 
 
* House Republicans failed to gain the votes to pass a federal “right-to-try” law, which was 
rejected by a 259-140 vote. The bill required two-thirds majority to pass under suspension of 
rules. “The vote was an embarrassing defeat not only for House Republicans but for President 
Trump, who had called on Congress to quickly pass right-to-try legislation, and Vice President 
Mike Pence, a longtime supporter of the effort,” STAT writes. In the lead-up to the vote, STAT 
published an opinion piece by Mark Harrington and Ellen V. Sigal arguing that the law 
would threaten patient safety; “Everyone wants to help those suffering from terminal 
illness. But rather than save lives, a right-to-try law would give patients false and fleeting 
hope, threaten patient safety, and impede the approval of therapies that are safe and 
effective.” House Majority Leader Kevin McCarthy of California wrote in a statement that this is 
not the end of their effort: “We will try again, pass legislation, and bring hope to those whose 
only desire is the right to try to live.” In response to plans to try again, says an article in The Hill, 
“Four former heads of the Food and Drug Administration (FDA) are urging Congress to abandon 
bills that would allow terminally ill patients access to experimental drugs not yet approved by the 
agency.” (STAT, 3/13, www.statnews.com/2018/03/13/right-to-try-house-vote; STAT, 3/12, 
www.statnews.com/2018/03/12/right-to-try-walden-house; STAT, 3/12, 
www.statnews.com/2018/03/12/right-try-law-safety-drug-development; The Hill, 3/19, 
http://thehill.com/policy/healthcare/379123-former-fda-leaders-speak-out-against-right-to-try-
bills) 
 
* Dr. Susan Tolle, director of the Oregon Health & Science University Center for Ethics in 
Health Care, wants to improve the way doctors talk to patients, especially in times of crisis. 
At her urging, OHSU’s medical school curriculum will include new lessons in – and standards 
for – communication, ethics and professionalism woven through the coursework. Tolle says this 
is critical. She notes that physicians of her generation were not taught how to give bad news. “So 
far as I know, there is no other school in the U.S. that has any such standard,” says Dr. Mark 
Siegler, director of the MacLean Center for Clinical Medical Ethics at the University of Chicago. 
“No other program has both a teaching effort and an evaluation effort.” The long-term goal of 
the changes is to raise the bar across the profession, Tolle says. (U.S. News & World Report, 3/9, 
www.usnews.com/news/healthcare-of-tomorrow/articles/2018-03-09/oregon-medical-students-
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face-tough-test-talking-about-dying) 
 
* POSLT will host the webinar “Sharing Recent Oregon POLST Developments” on April 
30th from 10 – 11 a.m. Pacific Time. This is a free webinar, but registration is required. 
Register users will receive an email with a link to join. (POLST, 3/2018, 
http://oregonpolst.org/registration) 
 
* The South Bend Tribune tells the story of individuals who suffers from nerve pain. Chari 
Pearson of Michigan is “among the medical marijuana patients in Berrien County willing, when 
they’re able, to travel 50, 100, 150 miles or more to a dispensary to buy cannabis products.” The 
article discusses changes that might make these product available just blocks away, which 
Pearson would highly welcome. “Several dispensaries are seeking to open in the area as the 
state’s medical marijuana industry gains momentum with a new commercial cannabis system and 
a growing number of patients.” (South Bend Tribune, 3/11, 
www.southbendtribune.com/news/local/i-just-want-to-feel-better-patients-look-for-
relief/article_7bea2f90-afba-53bd-bf3e-bf7b4cab9008.html) 
 
* A study published in JAMA, by researcher Erin Krebs, MD, and colleagues, finds that the 
“treatment with opioids was not superior to treatment with nonopioid medications for 
improving pain-related function over 12 months.” However, as Pain New Network writes, 
those findings were “widely and erroneously reported in the news media as meaning that opioids 
are ineffective for all types of chronic pain.” Beyond this, of the 108 individuals in the study who 
took opioids for a year, none were found to have developed signs of opioid misuse, abuse, 
addiction, or opioid-induced hyperalgesia. “No deaths, ‘doctor-shopping,’ diversion, or opioid 
use disorder diagnoses were detected,” Krebs reports. “There were no significant differences in 
adverse outcomes or potential misuse measures.” (Pain News Network, 3/10, 
www.painnewsnetwork.org/stories/2018/3/10/what-the-krebs-opioid-study-didnt-find) 
 
* A study published in Children titled “Communicating Effectively in Pediatric Cancer 
Care: Translating Evidence into Practice” reviews a body of evidence that demonstrates 
the benefits of good communication for patients, families, and healthcare providers. It then 
aims to “identify key communication skills that healthcare providers can employ throughout the 
illness journey to provide information, encourage shared decision-making, promote therapeutic 
alliance, and empathically address end-of-life concerns.” The researchers hope to help healthcare 
providers better understand the value of mastering effective communication skills. (Children, 
3/11, http://www.mdpi.com/2227-9067/5/3/40) 
 
* Senator Claire McCaskill plans to introduce a bill that would require drug makers to 
disclose payments made to nonprofits and patient advocacy groups. This would extend the 
documentation of the Sunshine Act, created eight years ago in response to concerns of industry 
payments that might influencing medical research and practice. The earlier law became part of 
the Affordable Care Act, and a federal database was launched in 2014 to record payments to 
physicians. (STAT, 3/9, www.statnews.com/pharmalot/2018/03/09/mccaskill-pharma-payments-
opioids) 
 
* For Anne Fuqua, who in her late teens was diagnosed with a neurological disorder that 
causes involuntary movements and painful spasms, the “opioid crisis” isn’t just about 
abuse, but also related to access for those with legitimate needs. She shares her perspective 



 8 

on the financial and logistical complications of prescription monitoring programs like those in 
Alabama. When her doctor left the field, he told her he could “no longer stand the paperwork and 
stress involved with being a pain specialist and trying to decide between protecting his ability to 
provide for his family and protecting his patients.” Fuqua, a former nurse, says she “never 
dreamed that our government would encroach to this degree” in relationships between patients 
and providers. “My opioid crisis is wondering whether each time I fill my medications will 
be the last time,” she writes. “I wonder how much longer I’ll be able to do the things I enjoy. 
I’m 38 years old. There’s so much that I want to do with my life. I want to go back to work part 
time, but I’m afraid to, because my future is so uncertain. I feel like I’m on death row.” 
(Washington Post, 3/9, www.washingtonpost.com/outlook/the-other-opioid-crisis-pain-patients-
who-cant-access-the-medicine-they-need/2018/03/09/5ad83b24-2301-11e8-badd-
7c9f29a55815_story.html) 
 
* Medical cannabis may reduce the need for opioids, Medscape writes. Dr. Mark S. Wallace, 
a professor of clinical anesthesiology at the University of California, San Diego, has spent the 
last five years treating patients that do not respond to standard therapies. “However,” he says, his 
approach “should be considered before chronic opioids.” Considerations include dosing of THC 
and CBD, which have a variety of effects. So far, there are no standardized medical guidelines 
for medical cannabis, but the Medical Board of California has issued its own “Guidelines for the 
Recommendation of Cannabis for Medical Purposes.” (Medscape, 3/8, 
www.medscape.com/viewarticle/893684) 
 
* Though the Trump budget proposal is likely DOA, Eli’s Hospice Insider says, “Politicians 
looking for ways to raise funds for their initiatives are likely to cherry pick cost-cutting ideas 
from the plan.” For instance, the proposal suggests charging surveyed providers a user fee 
for survey revisits. More broadly, says the article, “The proposal would cut $554 billion 
from Medicare spending in the next 10 years,” according to the National Association for 
Home Care & Hospice. (Eli’s Hospice Insider, 3/15, www.supercoder.com/coding-
newsletters/my-hospice-insider-alert/budget-look-to-trump-administration-proposal-for-budget-
threats-157085-article) 
 
* Nectome is a “preserve-your-brain-and-upload-it” startup company that seeks to 
preserve brains using a high-tech embalming process. The catch? The service is 100% fatal. 
The brain has to be “fresh,” meaning one would have to have embalming chemicals pumped into 
their arteries while under anesthesia. “The company has consulted with lawyers familiar with 
California’s two-year-old End of Life Option Act, which permits doctor-assisted suicide for 
terminal patients, and believes its service will be legal.” There’s already a 25-person waitlist, 
each with a $10,000 deposit. (MIT Technology Review, 3/13, 
www.technologyreview.com/s/610456/a-startup-is-pitching-a-mind-uploading-service-that-is-
100-percent-fatal) 
 
* End-of-Life University presents an interview with Cathy Zheutlin about her new 
documentary film “Living While Dying.” Zheutlin is a director and producer who has been the 
principal cinematographer on award-winning PBS documentaries. (End-of-Life University, 
3/2018, https://instantteleseminar.com/Events/104569635)  
 
 
Hospice Analytics is the national sponsor of Hospice News Network for 2018. Hospice Analytics 
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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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