
FIVE  Orphan results – something is being monitored but no one is responsible for paying 
attention to or acting on the results – even though the data provide very helpful information
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Audit & Monitor PROBLEMS

NUMBER ONE PROBLEM 
No audits or monitors at all – short term time savings but very dangerous

EIGHT   Ill-planned audits – inquiries undertaken 
without adequate examination of the methodology

TEN  Outdated audits and monitors – they used to make 
sense, data is still being collected but they are no longer relevant

SEVEN  No reporting to the board – they need to be 
getting information to fulfi ll their oversight responsibility

SIX  Data discounting – we don’t like where 
the data is pointing so let’s just say it’s bad

FOUR   Lack of legal advice – it’s important to structure the 
compliance and QAPI committees to aff ord your hospice needed protection

THREE  Key auditing and monitoring areas 
overlooked – especially Condition of Payment requirements

TWO  Too many audits and monitors – no prioritization 
of activity so results are meaningless or overwhelming

NINE Non-actionable results – data is collected but 
there are no actions that can be taken to impact the area
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Assessment of Current Indicators 

Current Indicator or Measurement 

Source of Data 
(clinical record, 

family satisfaction 
survey, referral 

log, etc.) 

 

How often 
collected 
(weekly, 
monthly, 

quarterly, etc.) 

1 = Low Relevance > 5 = High Relevance 
Keep, 
Revise 

or 
Delete 

Related to palliative 
care, patient safety 

and/or quality of care 
outcomes 

High Risk, High 
Volume, 

Problem Prone 

OIG 
Risk 
Area 
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Three Basic Auditing Principles

THE PRINCIPLE 

The question to be 
answered is meaningful 
and is clearly, concisely 
and rationally formulated 

THE PRINCIPLE 

The data collection 
process is feasible and 
provides valid, reliable, 
discriminatory and 
actionable data

1

2

THINGS TO CONSIDER 

Ask yourself these questions to help defi ne the indicator to be measured

1. What do we want to know?
2. Why do we want to know it?
3. What makes it worth the time and energy?
4. Is the question answerable?
5. How will we get the information
6. Will the question, as formulated, give us that information?

Use simple questions that will provide the needed information
• Make sure that there can be only one right answer (yes/no)
• Be careful of the “not applicable”

THINGS TO CONSIDER

For a measurement to be meaningful, it must present data that can be acted upon 
• Valid – you can demonstrate that it measures what it is intended to
• Reliable – you get consistent results
• Discriminatory – you can detect diff erences
• Feasible – burden of measurement acceptable – it doesn’t take you forever to do
• Actionable – you can do something about it based on the results

Specify how measure will be scored and defi ne acceptable performance 
• All stakeholders need to agree on what is acceptable
• Data that does not validate or support a change in behaviors is not very

useful
Interpretation of test results

• Must be able to present in a meaningful way
• Consider how the results will be communicated

and who needs the information

Determine your benchmarks 
• The benchmark must mean something to your organization
• You must know your organization’s risk tolerance

To understand the diff erence between relevant and misleading benchmarks you 
must understand the data

• Need to know what is meaningful and relatable to the factors you can aff ect
• Need to understand what is behind the numbers

Knowing how your performance stacks up against others is fi ne as long as 
can also understand why there are diff erences and how you can address those 
diff erences to improve.



THINGS TO CONSIDER

Don’t create questions in a vacuum! To ensure that the question will 
make sense to all that will be using it, think carefully about the structure. 
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THE PRINCIPLE 

The methodology is logical, appropriate, 
and passes the group wisdom test

3

Planning Questions

What is the purpose?  
(50 words or less)

What will be audited? 

How many?

What period of time?

Who will do the 
audits?  How will we 
determine if they are 
being done correctly? 

How will users know 
how to use the tool?

How will the tool be 
tested before starting 
audit on large scale?

How will results be 
reported?

To whom will results 
be reported and by 
what means?

What will we do with 
the results?

HOSPICE FUNDAMENTALS Notes

A defi ciency was cited on survey.  You have fi xed the defi ciency cited in a survey, but 
how do you know that the problem is really fi xed? 

Think about what parts of the clinical record needs reviewing. Optimize use of re-
ports in your EMR as much as possible for effi  ciencies. 

Make it a practical number to get an adequate sample without going overboard. 

The size of the sample will depend on the size of your hospice. So, for example, is it 20% 
of all admissions or 10 per month? Be sure to take a sample of all teams to ensure the “fi x” 
has happened and been sustained everywhere. 

Admit or a one month period – not the whole chart.

Remember - prebilling for payment requirements (F2F, EOB, physician narratives, 
timeliness of certifi cation documents)

Peer, QAPI staff  or compliance staff ? 

If is it peer, make sure to teach them how to do the audit and where you expect the infor-
mation to be. Will also need to do a few look behinds to ensure the results are accurate. 

Depends on who is doing it – will need to teach  to ensure the consistency of all using 
the tool.

Validity /reliability – want to make you sure get the right results consistently.

Will the results be reported in the positive or the negative? Try to be consistent (either 
in positive or negative) for ease in reading and understanding results.

Who will get the results? 
• QAPI meeting attendees
• Senior leadership
• The staff 

Address process, EMR, and accountability issues. Review processes, determine how 
to maximize your EMR capabilities and, above all, hold everyone accountable for their 
documentation.

Example:  A Care Planning Audit 

Monitoring for the sake of monitoring brings no value. If the results demonstrate that 
performance is not what you want it to be, examine how to get to the root cause of the 
problem.  The solution isn’t always to “re-educate."
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Risk Assessment  Prioritization

+ =

EXTERNAL 
ENVIRONMENT

INTERNAL 
ENVIRONMENT

RISK
PRIORITIES

Questions? Comments? Visit www.hospicefundamentals.com 
or call us at 919-491-0699. We’d love to hear from you. 

W O R K S H E E T



RISK AREA DETERMINATION: HOW DO YOU COMPARE?  
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Indicator  Hospice 
Data 

National  
Benchmarks 

Data 
Source* 

Length of Stay    
Median LOS  17 4 
Mean LOS  88 4 
Non-Cancer Length of Stay 
(NCLOS)  

 0.23 6 

% > 180 days (80th percentile)  23.8% 7 
% in NF (80th percentile)  42.9% 7 
% in ALF (80th percentile)  31.8% 7 

Diagnoses with longest LOS 
 Dementia -103.6 days 

Circulatory/heart 
disease 71.3 days 

7 

General Inpatient (GIP)    

GIP ALOS 
 IPU 6.1 

Hospital 4.1 
NF 4.8 

5 

% of days GIP   1.9% 3 
Continuous Home Care (CHC)    
CHC ALOS  3.87 2 
% of days CHC  0.4% 3 
% of ALF patients receiving CHC  
(80th percentile) 

 51.1% 7 

Live Discharges    
No longer eligible  
(80th percentile) 

 16.4% 7 

Revocations  
(80th percentile) 

 13.5% 7 

% of live discharge beneficiaries 
with LOS 61-179 days  
(80th percentile) 

 
40.54 7 

Live discharges readmitted  6.4% 1 
*The data is based on Medicare beneficiaries.   

Data Sources* 
 

1. ABT Associates:   Medicare Hospice Payment Reform: 
Analyses to Support Payment Reform (May 2014; 2012 Claims 
Data)  https://www.cms.gov/Medicare/Medicare-Fee-for-
Service-Payment/Hospice/Downloads/May-2014-
AnalysesToSupportPaymentReform.pdf  

 
2. CMS 2015 Medicare Claims Data File (obtained through 

Hospice Analytics http://www.nationalhospiceanalytics.com/   
 

3. CMS Claims Data 2010-2012 (reported by CMS NHPCO 
Presentation MLC 2014) 

 
4. MedPAC:  March 2016 CMS Data (2014 Decedents Only) 

March 2016 Report to the Congress: Medicare Payment 
Policy, Chapter 11 Hospice Services  
http://www.medpac.gov/docs/default-
source/reports/chapter-11-hospice-services-march-2016-
report-.pdf?sfvrsn=0 

 
5. OIG Report Medicare Hospice: Use of General Inpatient Care 

(OEI-02-10-00490) Office of the Inspector General (Released 
5/2013, 2011 Claims Data)  
https://oig.hhs.gov/oei/reports/oei-02-10-00490.asp  

6. Palmetto GBA:  Non-Cancer Length of Stay (NCLOS) Rates 
Electronic Comparative Billing Report (eCBR) (October 2016 – 
March 2017 Data)  
http://www.palmettogba.com/palmetto/providers.nsf/DocsC
at/JM-Home-Health-and-Hospice~AGMN9E2042 

 
7. PEPPER  (April 2017 Report with statistics through September 

2016 – referred to as the Q4FY16 release) PEPPER Download 
your report at https://pepperresources.org/   

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Hospice/Downloads/May-2014-AnalysesToSupportPaymentReform.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Hospice/Downloads/May-2014-AnalysesToSupportPaymentReform.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/Hospice/Downloads/May-2014-AnalysesToSupportPaymentReform.pdf
http://www.nationalhospiceanalytics.com/
http://www.medpac.gov/docs/default-source/reports/chapter-11-hospice-services-march-2016-report-.pdf?sfvrsn=0
http://www.medpac.gov/docs/default-source/reports/chapter-11-hospice-services-march-2016-report-.pdf?sfvrsn=0
http://www.medpac.gov/docs/default-source/reports/chapter-11-hospice-services-march-2016-report-.pdf?sfvrsn=0
https://oig.hhs.gov/oei/reports/oei-02-10-00490.asp
http://www.palmettogba.com/palmetto/providers.nsf/DocsCat/JM-Home-Health-and-Hospice%7EAGMN9E2042
http://www.palmettogba.com/palmetto/providers.nsf/DocsCat/JM-Home-Health-and-Hospice%7EAGMN9E2042
https://pepperresources.org/
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