
MMooddeell  WWoorrkksshhoopp  WWoorrkkbbooookk      
 

________________________________________________________________ 
Multi-View Incorporated Systems 

PO Box 2327 
Hendersonville, NC  28793 

828-698-5885 or multiviewinc.com 
 

©Copyright 2018 Multi-View Incorporated Systems: 53rd Edition                                                                                                                                                      Page 218 of 558 

 

 

33aa  DDooccuummeennttaattiioonn  DDeessiiggnn  

 
 
 
 
 
 
 
 
 
 
 

 
1. Why?  

a. Documentation is the means by which we organize our care. It is the 
basis for a Hospice’s claim to be an interdisciplinary team.  

b. Without excellent documentation, a Hospice CAN’T be high-quality for 
how can excellent coordinated care be provided if team members don’t 
know or understand what each discipline/person is doing?  

c. Documentation is the basis of payment which enables us to serve now 
and in the future. It is the means by which each person is compensated in 
order to explore life and provide for those we love.  

d. Clinicians must become “comfortable” documenting SLOW decline. Long 
LOS is better Hospice care. 

2. Practice I: Documentation 
a. Teach the 3 reasons Why we document in the best sequence. With we 

“care enough” as a major point.  
b. Point of Care Documentation Why? 70% Rule.  
c. It is not just what I did or do. It is about eligibility.  
d. Describe, explain with an image, paint a mental picture. Be graphic! 
e. It is about truly understanding the illness/disease progression and not just 

“moments” but “trends.” Graphs that show – 1) Crash, 2) Stair Step 
Decline, 3) Surge The decline could be over a week, month, quarter, year 
“How are they different than they were a year ago?” A “Periodic Plateaus” 
based on a declining condition.  

f. Describe How to Get Documentation to 100%. 
g. “Would you be surprised if the patient would die within a year?” 
h. Use of precise language including No No Words and Phrases. 
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The Sequence for Teaching Documentation 
 
It is important that documentation is taught in a specific sequence with  
 

1. Coordination of the Care Experience always being referenced 1st  
2. Financial Implications always being referenced 2nd   

 
Why? 
 
We must always stress that the care experience is our first and foremost concern. It is absolute 
necessary. The fact that it is also the means by which we are paid is secondary, but essential 
the continuation of the organization’s fulfillment of the mission.  
 

1. The chart is our basis of any real claim of being a true 
interdisciplinary team. We document because the 
chart IS our basis of communication and coordination 
of the care experience. Without great documentation it 
is impossible to create a high-quality care experience. 
We “care enough” to document well. 

2. Because it enables us to be paid and continue 
fulfilling the mission. 

 
Never say that a clinician is a “good” clinician if there any problems with his or her 
documentation. They are NOT a good clinician and should be removed from the Hospice as 
they are NOT a team player and put the organization at risk. 
 

The Deterioration Rate of Documentation 
 
You can compare the deterioration rate of a French fry to clinical documentation. Award 
winning fast food providers understand that French fries start to deteriorate within milliseconds 
after they leave the fryer. A similar thing could be stated about clinical documentation or for 
that matter, taking notes on anything. Allscripts, one of the major Hospice patient management 
vendors did a study a while back and discovered that 70% of the important details of a visit 
were lost after only 6 hours!  Therefore, documentation MUST be done at the time of the visit.    
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70% of the 
important 

details of a 
visit are lost 
after only 6 

hours! 
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Failure to Document Induces PAIN in Patients 
and Families 
 
If our Hospice has explained that our computers and devices are used to coordinate our care 
and 4 clinicians use them during the visit and the 5th does NOT, PAIN IS INDUCED by the 
careless clinician. This is a form of non-physical pain. In this situation, the patient and family 
members see “non-Standard” practice. This leads to thoughts of worry and wondering “How 
will the rest of the team know what is going on?”  If our Hospice claims that “You don’t have to 
retell your story over and over” or “We don’t ask the same questions again and again like other 
healthcare organizations” and a clinician does, we have BROKEN the promise…we have 
BROKEN the system…we have LOST credibility…and it will take as much as 10x the energy 
and effort to FIX the disappointment, if it can really even be fixed…  
 

Failure to Document Induces PAIN! 
 
Clinicians that don’t Document Don’t Really Care  
 
If a clinician does not think that documentation is important or even complains about it, one 
has to question the degree that they even really care about patients and families. These 
clinicians are more concerned about themselves than the patient. To be blunt, they are selfish 
and self-absorbed… 
 

If a clinician fails to document according 
to Standard, the clinician does not really 

care enough or love the 
patients and families enough to be part 

of the Hospice. 
 
These “low caring” and “spiritually lacking” clinicians need to go work elsewhere.  
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Changing the Paradigm of How a Clinician 
Documents 
 
It is a new world in Hospice regarding documentation. Eligibility IS what we document. The 
old paradigm of “I did this” or “I did that” on a visit must be replaced with a long-term view of 
the patient’s illness progression and decline.  
 

Recognize Patient Plateaus 
 
A common phenomena  in the dying process is that patients “plateau” at some point. There is 
little decline or their can even be an improvement of the situation. However, the question must 
be asked “Is has the patient declined over the last month, 3 months or 6 months?” “Is the 
patient unable to do things they did previously?” “Can they still do the things they did 
previously, but now it requires much more effort?” These all indicate decline.  
 

Prognostic Uncertainty 
 
Medicare CMS and MACs/FIs don’t give Hospices many tools to determine eligibility. We have 
the LCDs (Local Coverage Determination), but they are quite vague. Therefore, we must be 
creative and determine our own methods as NO one has really mastered prognosis of time in 
the dying process. This is due to the VAST number of factors and interplay among factors such 
as: 
 

 Genetics 
 Socio-economic 
 Life Style 
 Medications 
 Use of Medications 
 Will to Live 
 Divine Forces  

 
If 100 light bulbs representing 100 identical patients were displayed over time, we do not have 
a good idea which particular bulbs will burn out first. Perhaps a few will burn out in the first few 
days. A few more after a week. A few more after a month. This will continue till there are few 
bulbs left burning. And some of these keep going, and going, and going… Why? We do not 
know, but they are outliers. This principle applies to many, many things and situations in the 
human experience.   
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Medicare and FIs have somewhat misguided expectations of Hospices in the prognosis area. 
Example: Coroners are unable to determine cause of death for 1/3 of all deaths in the United 
States. This is AFTER a person has already died. Yet, Hospices are not allowed to use 
“unspecified” as a death description? Coroners have the benefit of performing their 
examinations after the death has occurred. Yet, Hospices are expected to anticipate or know 
this before the death. Hmmm…..    
 
 

Measure 
 
 
Most things have a central tendency…and average, median or mode.  
Each clinical must have measuring tape and other measurement devices and be trained on 
what an average healthy person’s measurements are for nearly all parts of the body. What is 
the average circumference of an arm or leg?  The average humorous is 22cm. So if a patient 
has a 14cm (average weight, age, etc.) then decline is happening.   
 
 

Up to 90% of the Assessment Process is Observation 
 
This may seem like a huge percentage, but this is the consensus of many clinicians. This 
observation can and should (if possible) involve measurement. But our observations often go 
beyond measurement in order to accurately represent the patient/family situation.  Things to be 
aware of or “observe” might include: 
 

1. Significant Pain 
2. Weight Loss 
3. Sleeplessness 
4. Emotional Distress 
5. Breathlessness 
6. Forgetfulness 
7. Many Doctors, Emergency Visits 
8. Fatigue 
9. Loss of Mobility  
10. Caregiver Stress 
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Demand the Use of Precise Language in 
Documentation 
 
Master Teachers do not allow the use of sloppy language. Sloppy language mean that the 
thinking is also sloppy. This concept particularly applies to documentation. You must determine 
what words or phrases can be used as well as the words or phrases that are OUTLAWED at 
your Hospice.  
 
List the Words & Phrases that are OUTLAWED at your Hospice. 
 

Documentation Language 
No No Words & Phrases Model Words & Phrases 

Stable Patient has definitely declined over the last 2 
months 

No Change Patient cannot do activities done previously 
Example: Knitting 

Not able to assess Patient has great difficulty knitting 
Patient doing great, fine, well… Patient has lost desire to knit 
Good Day Patient experiencing a short-term plateau in 

decline  
Patient Sleeping Patient environment has deteriorated  
Patient Oriented/Patient Alert Patient experiencing a brief respite.  
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Make the Review Process Ridiculously Easy to 
Determine Eligibility for Medicare FI Reviewers  
 
A reviewer at Palmetto, NGS or CGS will spend 2 minutes reviewing a chart. They are quick in 
their assessment of eligibility. They are not playing too much attention to the LCDs but rather, 
they are looking for decline.  
 
When you document, you want to get the message of decline across quickly. You want a short 
story filled with facts and observations. Do not make reviewers “work” to see decline. Make it 
easy for chart reviewers to see it. Imagine sitting in a cubicle for 8-hours a day with stacks of 
charts to review along with 500 other reviewers. You get good at reviewing. You learn which 
Hospices are good at documentation and which Hospices are poor at documentation. You 
identify which ones you want to work with as well as which ones you dislike working with.  So 
organize your chart so it is easy for reviewers and help them LIKE you! Forget “fancy cover 
letters” and tell a short story with facts.  
 

If Your Hospice Does NOT Have A Fair Number 
of ADRs, You Are Probably Far Smaller than 
You Could Be 
 
Some Hospices pat themselves on the back because they don’t receive many ADRs 
(Additional Data Requests). This is foolish. It usually means that the Hospice is ultra-
conservative in its clinical practices and your Hospice’s census is FAR SMALLER than it 
should be. Your Hospice should be pressing a MAC/FIs measures of central tendencies 
(averages, medians and modes).  This will trigger ADRs. But in this case, it is OK…IF YOUR 
DOCUMENTATION IS GOOD!  
 
If your documentation practices are good, then a Hospice can have a larger census.  
 

Great documentation translates into 
higher census. 

 
The Hospice Medicare Benefit is an UNLIMITED benefit. It is OK to keep long living patients as 
long as you can demonstrate decline over time. Do not let the 6-months or less mindset cause 
you to discharge patients. A better way of presenting it would be 
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Would you be surprised if the patient died within a year? 
 
50% of all prognostications are WRONG. That is, if a physician says that a patient has 6 
months to live, statistically they will live HALF of this or 3 months. If a patients is certified to 
have 1 month to live, they will statistically live 2 weeks.  
 

Great Documentation Will Grow a Census 
 
Look at your Discharge and UR Process. The picture in the charts dictate whether we keep or 
discharge a patient. If your Hospice has a limited view of what a Hospice patient looks like, you 
will probably discharge patients you don’t need to. 
 
Most often the picture of the Hospice patient is too conservative. This often is the natural 
reaction after a Hospice has some ADRs or other scrutiny. It also can just come from a “too 
uptight” Compliance department! So look at who you have performing this function! You don’t 
want too loose and you don’t want too tight…. Just right does it!  
 

• The discharge rate should only be around 5%. It can go higher if you are super 
aggressive in admitting patients.  

• Are you discharging due to poor documentation? Could you keep more patients if your 
clinicians learned to document better? 

• Your clinical educator could add to your census and bottom-line if they were doing a 
better job teaching documentation. 

 
 

Inoculation of the Fear Bug 
 
This is a Best Known Practice that can add tons of patients to census and has made millions of 
dollars for its users. Whenever a bunch of ADRs or other scrutiny occurs, most humans will 
react with caution. Clinicians as well as Clinical Mangers will become much more conservative 
fearing negative consequences. The result is a big “dip” or “divot” in census. It can takes 
“years” to recover for these scares. It is like being infected with a “fear bug.” 
 
What is the remedy? Inoculate it with vitamin C which is CONFIDENCE! As soon as ADRs or 
scrutiny happen, as a protocol, dispatch your confident documentation teaching specialists! 
Nip the fear in the bud before it becomes an operating norm! This is eliminate the “divot” or at 
least make it very small!  
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How to get Documentation to 100% of Standard 
 
Some Hospices do not believe that clinical documentation can be done to a 100% Standard. 
Here is how it can be done. 
 

 
 

I have found that a Hospice can do different variations of this and get good results. However, 
by far the most powerful component to get documentation to 100% is the automatic 
compensation piece. This will fix documentation overnight.  But let’s break down this 
sequence.  
 

1. Self-Control is Established – As this is the quality of the most successful people in the 
world, this quality is taught which enables any clinician the ability to be aware when they 
are “in or out” of Standard. The clinician can then “self-regulate” to get back into 
Standard. However most organizations are NOT this evolved in their management 
mindset. And even if Self-Control has not been established culturally, an organization 
can get documentation to 100%. But this is a nice piece to support ALL Standards.  
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2. Documentation Standards are Defined – An exact picture or example(s) of 
documentation must be provided to clinicians (Students). This means that a perfect 
example of ideal documentation for provided for all major diagnosis groups, especially 
difficult situations. This would include the words and phrases that are used as well as 
the words and phrases that are outlawed! This perfect documentation would be not too 
long and not too short. This are your documentation Standards. 

3. Self-Learning Modules are Created – Students must have access to learning 
materials before they are taught in a formal setting. These Self-Learning Modules are 
used further to reinforce learning when needed. They can be easily linked to emails 
when documentation defects are identified.  

4. Compliance/QI Samples (Audits) Charts to a 90% Confidence Interval – This is a 
REVELUTIONARY paradigm shift for most organizations! It is with this Best Know 
Practice that an organization can REMOVE the duty to monitor clinical documentation 
from the Clinical Manager’s job description! They don’t have to do it anymore thus 
FREEING up more time for the Clinician Manager to do the 1st Duty, which is to teach 
and coach their Students! On a periodic basis (usually weekly), the Compliance/QI 
department samples and audits clinical charts. Thus every clinician is sampled on the 
same frequency over time.  

5. If ANY non-Standard (defect) documentation is identified, the Clinician, the 
Clinical Manager and Payroll are notified – This is normally through an email. The 
clinician knows what is wrong (immediately so they can self-correct) and the Clinical 
Manager is aware that he or she has a teaching/coach task to get the clinician’s 
documentation to Standard. In addition, Payroll is alerted.    

6. The Clinician has 1 day to correct the documentation defect (if possible) and 
complete the Self-Learning Model – This step as several objectives, 1) to correct the 
documentation (if possible as all documentation issues are not possible to fix), 2) to 
teach the clinician how to document to Standard and 3) to cause the clinician to 
experience a degree of pain. There is great value in an appropriate amount of pain 
when there is non-Standard performance or behavior. Master Teachers know that much 
of our deep learning comes via pain. This is Accountability plain and simple. 

7. The Standards Pay Portion of the Clinician’s Compensation is Removed in the 
Next Pay Period -  This is a bit beyond the scope of these steps, but in the MVI way of 
compensation (SUPERPAY), all positions reconstituted with 90% being an employee’s 
normal salary or hourly rate and 10% is structured like a bonus and is called Standards 
Bonus. This 90% plus 10% brings an employee to 100% of what they are currently 
making. Everyone is expected to receive their Standards Bonus every pay period! To 
receive Standards Bonus, all an employee needs to do is do their job to Standard! 
There are no goals or stretch involved. Just do the Standards of the company! It is that 
simple! HOWEVER, if a clinician or any employee doesn’t do the Standards, this portion 
can be removed for non-Standard performance or behavior. Of course we include 3 
additional ways employees can make more money (more than competitors or other 
healthcare entities pay), but the Standards must be done! This is the quickest way for 
an organization to become a healthy, integrated whole and to bust down silos. In 
addition, the clinician FEELS a very small amount of pain from the one-period removal 
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of the Standards Bonus, which is not enough to disrupt anyone’s life-style, but enough 
to get the clinician’s attention!  The truth is that it is not the removal of pay that corrects 
the behavior, but rather the Emotional pain that one FEELS that causes the positive 
change in one’s performance or behavior. If an organization can’t get the compensation 
system reworked to Model methods of compensation (SUPERPAY) due to timing or it 
just doesn’t have the guts to do it, then optionally Incident Reports with an Essay can be 
used for Accountability.     

 
If an organization wants 100% documentation, this is what you do! All top-run organization 
have high Accountability. Why would a clinician at a hospital never even think of leaving for the 
day without documenting?  
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How to Solve Short Length of Stay (LOS) 
 
Most problems in the Hospice world have ALREADY been solved by people in our 
Movement… Yet, at the open mic during the MLC CEO Forum, Hospice leaders line up to 
complain about the same issues year after year it seems… Short Length of Stay (LOS) is one 
of those issues… Short LOS is a QUALITY issue! Is it better to have a patient for 4 months or 
4 days? In which case could a Hospice do a better job? Low quality Hospice is Brink of Death 
care… LOS is important! So let’s solve it! 
 
There are at least 3 ways to address short Length of Stay (all which are within your influence): 
 

 Expand the Paradigm – Change the picture of what a Hospice patient looks like and 
train your staff accordingly. 

 Learn to be a True Managed Care Organization – Become an expert at managing 
cost with capitated reimbursement and management of risk. 

 Increase Confidence in Documentation - Use documentation as a mechanism of 
transformation of LOS. 

 
Historically, from 14- 16% of all Hospices have excessive LOS as evidenced by aggregate 
CAP overages. It is an obvious fact that some folks have the long LOS thing worked out, or at 
least they’re hovering around CAP boundaries. How can this be? Do they not operate in the 
same world? The better questions are the ones that indicate your beliefs and attitudes about 
Hospices with long LOS. Do you have an immediate negative reaction to those that exceed 
CAP thinking, “They’re admitting patients that don’t meet criteria?” or “They are bad 
Hospices…”  Maybe the truth is that these Hospices are willing to assume more risk…and take 
the “grays.” Maybe they are willing to trust a physician, a physician who has had a 30year 
relationship with a patient and who may see something we don’t? Maybe you are limiting LOS 
because of narrow and limited ideas of what a Hospice patient looks like…and have trained 
the referring community by virtue of the patients you have either admitted or (more importantly) 
not admitted…  
 
Note: MVI advises and operates Hospices at approximately 80% of CAP, leaving a 20% “screw-up” factor for errors or 
performance issues.  
 
Note: A Hospice using the Stream-Lined Method is worth millions more than Hospices under the Proportional Method. Never, 
never, never select the Proportional Method given an option for CAP.  

 

LOS is an Inside Job!  
 
One of my Mothers in Hospice, Deborah Dailey, would normally increase LOS at each Hospice 
where she was CEO, sometimes by 25+ days. This included Hospice of Ashland, Hospice of 
Winston-Salem, Hospice of Palm Beach County, VistaCare (central region) and Hospice of 
Dayton. Why did LOS increase overall in each case? The answer is simple… Change the 
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paradigm of what a Hospice patient looks like in the minds of staff and this paradigm outflows 
to the referring community and the community at large. All Hospices train the community and 
the referring community by virtue of the patients that are admitted or not admitted. The patients 
we do not admit tend to HURT referrers and change their attitudes about Hospice or a 
particular Hospice. And many Hospices are “very very, very” conservative. Especially Not-for-
Profits. In fact, Compliance, or as we say Business Prevention Units, often boast that they 
don’t receive ADRs or very few. These Hospices are far smaller than they should be. Any 
Hospice that is aggressive will be pushing the FI or MACs measures of central tendency for 
LOS and thus be subject to  ADRs and edits. So ADRs are part of doing business! They are 
not something to run away from if we are conscious of quality (Again, 4 days or 4 
months…Hmmm….). 
 
Of course, you need CASH to be able to push LOS to the extremities as you may not get paid 
for 6-9 months as you go through the appeal process. This leads us back to becoming an 
extraordinary well-managed organization with 6-9 months of cash/near-cash reserves! 
What I am basically saying is that LOS comes out of your ideas about Hospice. We were 
“designed” to take the grays. This is why we have a recertification process. Our LOS is 
manufactured by us and our thinking. Our LOS has more to do with our views and beliefs than 
it does with the external world. Certainly the external world impacts us, but not to the extent 
that most people in Hospice place blame for short LOS.  
 

Learn to Work with Managed Care Organizations & Health 
Systems by Speaking their Language  
 
I have worked with a lot of Managed Care Organizations. We cut deals with them… In fact, we 
ask them to only refer to Hospices “Doing the Model” well. MVI was formed around the idea of 
Managed Care…EXPERT at managing costs with capitated reimbursement. Hospices ARE 
Managed Care Organizations, or at least that was the intention behind our reimbursement 
structure. We must be EXPERT at the management of risk. But most Hospices do not have 
costing systems in place to know costs by diagnosis, payor, clinical team, clinician, referral 
source, time-slice or other demographic…even though MVI has provided an easy process to 
get these views for 20 years. Obtaining these very accurate views of costs can be 
accomplished in minutes if a Hospice benchmarks with MVI and has a decent EMR. (See our 
videos and training materials on How to Know Your Costs by Diagnosis, etc.). MVI is an 
expert organization regarding the knowledge of cost, cost behavior and cost-views, which are 
the foundation of a MCO. We encourage you to use MVI more in this capacity.  
 
MCOs have the ability to dump tons of patients, long-living patients, into your Hospice. They 
want cost avoidance. And your Hospice can be part of alleviating this frustration. In this case, 
you have a hard time keeping Length of Stay down! I speak with Hospice CEOs nearly every 
week about too long of LOS. “Andrew, how can we get more short LOS patients?” These 
Hospices are working BIG TIME with MCOs and health systems. 
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How do you get in with MCOs and health systems? Money!!! That is the language they 
speak… Show them savings! I helped cut a deal with a mega MCO recently and showed with 
ease how they’d save $1,700,000 next year alone if they would use a particular Hospice and 
its IPU. They agreed in moments… In addition, their patients would receive extraordinary care 
that the system could feel good about as they use the Model well. “Win, Win, Win” for all 
involved! Except maybe for the competing Hospices… But the pain from loss of market share 
is exactly what is needed to get the other Hospices to improve their management and quality! 
Competition increases quality in most all cases! In fact, we NEED competition to help us grow 
so we don’t get complacent. This is the system of the natural as well as the spiritual world 
which we emulate… Whoa!!! 
 

Increase Your Confidence in Documentation 
 
I go to Hospice after Hospice and ask “Can you show me a perfect chart?” They can’t…not 
even a generic Cancer, Dementia, COPD, CHF…nothing… How in the world can an 
organization expect clinicians to do great documentation when they don’t even have an 
example of a great chart? When MVI does a Magic! deal, one of the first places we address is 
documentation because if it is horrid, the whole place can come down! We also know that 
quality care is not possible because poor documentation is the basis of a true interdisciplinary 
team. Documentation is the ONLY way a cohesive, coordinated and integrated experience can 
be created. 
 
What clinicians need to be taught is 1) it is OK/NORMAL when patients live 4-8 months and 2) 
how to document slow decline. Hospices with short LOS often have clinicians who feel 
“uncomfortable” with patients that live for months instead of weeks or days. This should be an 
ABNORMAL feeling. If clinicians feel a 10-day LOS is normal, they have become “conditioned” 
to short LOS.  
 
Note: Clinicians have to believe that 4-6 months is normal. Basically admit any patient where there is a plausibility the patient 
might die within 1 year. This is because prognostications of death are usually off by 50% statistically. If you are told you are 
going to die in 4 months, you will probably die in 2 months as physicians often view death as defeat.  

 
When MVI does Magic! with a Hospice, where we engage in the People Development 
department of an organization, documentation is the bedrock. It is the foundation of everything 
so it is one of the first thing we address and get to Perfect (Perfect = To the organization’s high 
Standards). 
 
What we have learned from a 90th percentile Hospice is that you can transform a Hospice 
using documentation as the instrument!  
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Confidence in 
documentation WILL 

increase LOS.  
(Confidence is a self-assessed state.) 

 
Make it EASY for folks at the FI/MAC to look at your charts, see decline and stamp them 
“approved!” Extreme CONFIDENCE must be built into your Hospice’s documentation so 
clinicians are comfortable with long LOS patients. Will you receive ADRs or be subject to edits 
or reviews? Probably, as you will inherently deviate from the FI/MAC’s measures of central 
tendency regarding LOS, BUT you WILL get paid normally on 98% of your claims! You will get 
paid in 6-9 months on these claims, and therefore need to have 6-9 months of cash/near-cash 
in reserve so that you can continue to pay your bills and make payroll. If your Hospice does 
NOT have this level of reserves, you normally can NOT have long LOS patients for obvious 
reasons.  
 
So there it is! I know this will not be a very popular piece as it flies in the face of the Herd. But 
the fact is that a Hospice has much more to do with LOS than it may believe… Take 
responsibility and own your LOS rather than blaming the outside world! You can SO do this! 
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Understanding the COPs 
 
Extraordinary Managers know the COPs (Conditions of Participation). Nothing will make you 
look more ineffective than not knowing the rules. An Extraordinary Manager will get more 
respect from staff knowing and being able to quote them, not to even mention surveyors, 
nursing home people, hospitals etc.  This includes documentation!  
 
 

NHPCO Top 10 Hospice Survey Documentation Deficiencies 
http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=4&cad=rja&uact=8&ved=0CEIQF
jAD&url=http%3A%2F%2Fwww.nhpco.org%2Fsites%2Fdefault%2Ffiles%2Fpublic%2Fregulatory%2FCM
S_TopTenHospiceSurveyDeficiencies.pdf&ei=nwC0VLHJJYKmgwTW6oH4Ag&usg=AFQjCNGwXaV1Mek3
dHc25l01Gr6M3bifkA&sig2=mpKXcdG3G8GEo4rbkMDzBA  
 
 

1. Medicare Hospice Standard: Plan of care 
Hospice failed to follow the plan of care or there was no plan of care 

2. Medicare Hospice Standard: Supervision of Hospice aides at least every 14 days 
 The Hospice nurse visits the home at least every 14 days to assess the quality of care 
and services provided by the Hospice aide and to ensure that services ordered by the 
Hospice interdisciplinary group meet the patient’s needs.  

3. Medicare Hospice Standard: Content of the plan of care 
Hospices failed to develop an individualized, written, plan of care for each patient that 
included all services necessary for the management of the terminal illness and related 
conditions. For example, oxygen use identified as a goal on initial visit, but oxygen 
therapy was not implemented until two months after the initial assessment. Facilitation 
to have oxygen removed from home per patient’s request was coordinated by spiritual 
counselor without notification/ coordination with RN/ physician.  

4. Medicare Hospice Standard: Drug profile 
Hospices failed to ensure a review of medications on the initial comprehensive 
assessment. For example, an RN recommended Benadryl and cortisone lotion yet as of 
11 days later no mention on the drug profile.  

5. Medicare Hospice Standard: Coordination of Services 
For example: A patient residing in an ALF did not receive two medications in 
accordance with the plan of care. The patient was on automatic drug refills with the 
pharmacy but because there were temporary changes to the dosages the auto refills 
were placed on hold. The patient went without these meds for approximately one 
month.  

6. Medicare Hospice Standard: Nursing Services 
Example: No documented measurements of wounds. A Hospice aide was changing the 
dressings to a patient’s neck and around the feeding tube on a regular basis. The RN 
was aware of this practice although the RN never instructed her to do this. These 
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dressing changes were outside the scope of the Hospice aides practice. There was also 
no evidence in the clinical record that the RN provided any wound care or assessment. 
LPN’s noted performing care outside their scope of practice.  

7. Medicare Hospice Standard: Review of the plan of care 
The plan of care is reviewed by the interdisciplinary team no less than every 15 
calendar days and documented on the patient’s clinical record.  

8. Medicare Hospice Standard: Counseling services- Bereavement counseling 
No documented evidence that families were contacted to offer and/or determine need 
for Bereavement services following the patient’s death.  

9. Medicare Hospice Standard: Competency Evaluation 
The Hospice must have written policies and procedures describing its method(s) of 
assessment of competency and maintain a written description of the in-service training 
provided during the previous 12 months.  

10. Medicare Hospice Standard: Timeframe for completion of the comprehensive 
assessment  
The interdisciplinary group, in consultation with the individual's attending physician, 
completes the comprehensive assessment within five calendar days of the effective 
date of the Notice of election.  

 
 

If you need help with documentation 
 
 
Weatherbee Resources, Inc.                 Contact: Heather Wilson 
These folks have done a great job in the compliance and documentation areas. They are great people, high 
integrity and have never disappointed in our book. 
 Phone: 866.969.7124 
 Web: www.weatherbeeresources.com 
 
 
 
 

 
 
 

MVI INSIGHT:  
 

A Hospice that can provide a narrower scope of services and products 
can actually have more satisfied patients/families/referral sources due to better 

expectation management. 
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Ideas that Must be Effectively Communicated 
 
Here are ideas that must be stressed when teaching the Visit Structure.  
 
 

We are not paying you to provide the 
care! We are paying you to Teach! 

 
 

We are NOT making robots with our 
Visit Design! We are not using “scripts!” 
We want you to learn our Visit Structure 
so well that it liberates your personality 

to shine while doing 100% of the 
Standards. 

 
 
Have each Student tell you explicitly (using precise language) WHY we strictly adhere to our 
Visit Design.  
 
Care enough as a Teacher that no Student “gets out alive” without knowing the visit perfectly. 
The Teacher needs to be more of a drill sergeant personality rather than a soft, weak-willed 
person.   
 
 
 
 
 
 
 
 


