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Home Health Opec%nal Auditing
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By Carolyn Jacobson, CISA

When we decided to audit home
health, the logical first step was to contact
our peers for an audit program. We con-
sistently had the same responses, “We do
not have a Home Health Audit program,
but when you write yours, could we get a
copy?” Since our Home Health is stand
alone much like our clinics, we decided to
adapt that program to the Home Health
Agency. During that time, I met Michael
Rosen of GRAN CARE, INC. He was kind
enough to share a copy of his company’s
Home Health audit program. WC were able
to incorporate several valuable audit steps
designed specifically for Home Health
Agencies. Thanks again, Michael!

Audit Objectives

Bayfront  chooses to operate two home
health agencies side by side: one for pri-
vate patients and one for Medicare patients.
The agencies’ clinical patient care services
operate independently of each other and
share the administrative and billing staff.
The business office staff reports to the di-
rector of Patient Business Services. The
clinical staff reports to the Director of Pa-
tient Care Services. We performed the
audit of each agency concurrently. We re-
ported the results either separately or to-
gether, depending on the staff responsible
for that area and the pervasiveness of the
finding.

Our objectives allowed for latitude
during the audit to expand to areas that
needed more attention:

I. Determine the accuracy and time-
liness of patient charges, collections,
and revenue.
2. Analyze the adequacy of the inter-
nal controls over financial operations.
3. Evaluate compliance to applicable
rules and regulations governing Home
Health Agencies.
4. Evaluate intcmal controls govem-
ing the data process system and oper-
ating environment.

The auditors selected 45 patient ac-
counts from each agency, I5 each from the
AR listing, medical records, and scheduled
visits. We thought it was important to in-
clude charts from each separate listing of
accounts to verify existence and complete-
ness. The audit staff reviewed twenty-five
pay periods for accuracy of payroll records.

Audit Scope
Auditing a stand-alone clinic is like

auditing a small business. The scope in-
cluded almost every facet of the Agencies’
operations:

Risk Analysis

I.
2.
3.
4.
5.

6.
7.
8.
9.

Effectiveness of operations
Payroll

When we started planning for the au-
dit, we thought the major risks would be
in billing Medicare correctly, billing for
visits made, and paying employees accu-
rately. As we got into the audit, the greater
risks were hiring ethical personnel for in
home visits, paying hospital employees
working extra shifts at home health equi-
tably, and documentation of schedules and
actual visits made.

Patient registration
Charging for services provided
Timely collections from patients or
providers
Completcncss  of medical records
Processing & aging of AR
Physical Security
Information System Security

Personnel and Personnel Records
Personnel and personnel records are an

area of great risk. Since employees enter
the home of elderly or bed ridden patients
alone, it is paramount that the employees
have the highest ethical standards. For
example, Florida rule 59A-22 requires
three background screenings on each clini-
cal person performing in house visits:

I. Affidavit of Good Moral Charac-
ter, AHCA 3 I 1 O-000  1

2. Request for Criminal History
Records Check, AHCA 3 I I O-002

3. Florida Abuse Hotline Informa-
tion System Background Check,
AHCA 3 I I I o-0003, Including infor-
mation on the extended family of the
employee.

All personnel information is confiden-
tial, but this information is acutely sensi-
tive. The highest standard of confidcn-
tially needs to be maintained and the files
secured at all times.

IO. Controls over inventory
I I. Applicable legal issues
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Time and mileage sheets
The clinicians use Time and Mileage

sheets to record the visits made by staff paid
on a per visit basis. The staff should sign
the T & M Sheets, re-compute totals for
accuracy, and store in an organized method.
When administrative staff manages two
agencies, such as both a private and a Medi-
care agency, the Time and Mileage sheet
format needs to be consistent between the
two departments. Time and Mileage sheets
are valuable audit tools when verifying
staff’s earnings.
Clinical schedules

It is vital for each staff member to use
the same format in scheduling. The ad-
ministrator should be able to pick up any
schedule and assign visits to other clini-
cians if the originally scheduled clinician
can not make the visit. Management
should retain these schedules in an orga-
nized fashion with complete information,
including full dates.
Wage and hour laws

States vary in the Wage and Hour Laws,
and it is important to know how those laws
apply to your Agency. In Florida, staff
employed full time in any other facility
owned by the hospital should be paid at a
rate greater than the overtime pay they
would receive in their home department.
The Labor Department targeted Home
Health Agencies for special review to en-
sure compliance with this regulation. The
Labor Department has the authority to levy
fines, and has done so for as much as
$1 ,OOO,OOO. Additional staff is usually
hired to complete the excessive paper work
required when the Labor Department finds
an agency out of compliance.

Patient Business Services
Plan of care, (POC)

Receiving a “signed” plan of treatment
from the physician can be a great challenge
to any home health agency. The agency
has to work with the business office staff
of each physician to receive these timely.
Since treatment can start with a verbal or-
der, the pressure is off the physician. Ac-
counts can not be billed until all documen-
tation is complete, including a signed Plan
of Care. If the physician does not realize
the importance of the “signed POC,” days
in AR can go up for no other reason.
Collections

Days in AR can become very high in a
HHA for several reasons. Since staff mem-
bers perform several functions in a small
to midsize agency, collection responsibili-

Getting your arms arwnd all
the rules and regulations is a
little like trying to corral a herd
of “Jell-O ponies. ”

ties need to be a priority. The importance
of collections needs to be stressed, so this
function is not buried under the lists of other
projects vying for time and attention.
Working the accounts on a regular sched-
ule can reduce days in AR.
Billing errors

Billing Errors were consistent with
audits in other departments.

0 Billing services to the wrong
patient or for the wrong date
of service

0 Billing for incorrect units
of service

a Posting reimbursement to the
wrong account

Management was aware of some of the
issues and did not realize the magnitude
of other issues. They appreciated getting
an idea of the scope of the problem in each
area.

Policies and Procedures
Medical records

Each state has regulations stating the
amount of time a patient’s medical record
is to be retained. It is important for the
agency’s retention policy be at least as long
as the state’s requirement, especially if state
regulations differ from Medicare regula-
tions.

Biohazardous Waste
The State of Florida Rule 1 OD- 104 re-

quires each facility generating
biohazardous waste to have a permit and
to be inspected by a specific agency within
the past three years of operation. The hos-
pital permit does not cover the offsite  clin-
ics. Since fines can accrue at $2,500 per
day, it is very important to be in compli-
ance. Each state should have regulations
regarding biohazardous waste. Environ-
mental services or plant operations gener-
ally know the applicable agency. We rec-
ommend verifying the codes and rules with
the state agency, since this is a rule that
can have major consequences.

Clinical Record Documentation
The universal rule of documentation is

“If it is not documented in the medical

record, it was not done.” It is imperative
that the documentation is complete and
accurate. We have a Registered Nurse on
staff that assists with medical record au-
diting. The auditee accepts our findings
and recommendations more graciously
since a professional has performed the
fieldwork. Please reference Sylvia Foster’s
article in the “Clinical Corner”(page 13) for
a detailed discussion on the process we used
to ensure that documentation in the Plan of
Care, medical record, and patient’s bill were
consistent.

Compliance with Applicable Laws and
Regulations

Getting your arms around all the rules
and regulations is a little like trying to cor-
ral a herd of “Jell-O ponies.” We found
the easiest way to do this was to make a
table and list each rule or regulation re-
quiring action by the Agencies. We could
reference the work paper that documented
the audit work and subsequent conclusion.
We were able to condense a many paged
document into a nine-page table. This also
helped in gaining both knowledge and
understanding of the rules and regulations.

Information Systems
We used the table again to organize the

information in the user manuals and sys-
tems operations manuals for the patient
billing system. We were able to note com-
pliance on the table and reference the work
papers when appropriate.
Passwords for remote access

With the advent of the hacker and the
expanding use of the Internet, secure pass-
words are more important than ever. Any
user accessing the system should select a
password that is at least six to eight char-
acters long and is not found in the dictio-
nary. It is important to check with the ven-
dor to make sure they are using a secure
password, since they are usually off-site
and accessing the system through the
Internet. Another favorite of users is to
include the password in the written instruc-
tions for performing a procedure. These
passwords should be changed and the new
password not included in the instructions.
A secure password that is easy to remem-
ber is starting with an ordinary word, like
“ordinary.” Add a letter to the beginning
and the end of the word and replace spe-
cific letters with numbers or symbols, e.g.,
2ordi&ary3.  Hackers usually do not con-
sider cracking such passwords worth the
effort.
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Level of access for staff
As users develop the system’s security

procedures, it is common to give more ac-
cess than is required for the staff to do their
assigned work. It is also common to leave
access privileges in place after an employee
has terminated or for the Information Sys-
tems staff that originally installed and
tested the system. The security matrix
should be reviewed to verify that only ac-
tive employees have access, that access is
appropriate for their responsibilities, and
that users outside the department have ap-
propriate access, usually “read only.”
Maintenance of system data

The software vendor was very helpful
when I reviewed the Computer System. We
were able to address several issues that
were decreasing the efficiency of the de-
partment. The system helped the user by
creating temporary files while they are
working. These files would be accessed if
the original file became corrupted. Since
these files are created daily, the system was
brought down several times because the
temp files were utilizing too much memory.
It is important for the user to know their
system and to keep available memory
around 35 percent or higher.

Some databases require rebuilding be-
fore they run efficiently.  The vendor will
be able to assist users with determining if
their database requires rebuilding.

General
The audit report for a clinic or home

health agency can contain a long list of
findings since so many operations are re-
viewed. To help keep balance with what
the agency is doing right and what needs
to be improved, we added a section of the
report titled “Areas in compliance.” Since
that section is before Findings and Rec-
ommendations, we were able to set a more
positive tone for the report. The manag-
ers being audited have appreciated this
addition to our report.

Other areas that we looked at but found
no appreciable problems were clinical and
business office policies, inventory, current
clinical license, adequate automobile in-
surance, (paid for by each clinician), ex-
penses, statistics, and back-up of the
information system.

The author is Carolyn Jacobson, USA,
qf Bayfront Health System, Inc., in St.
Petersburg, Florida. Please call OP
e:mail ifyou have additional questions
or need more detail. l-813-893-61.58;
jacobsc@bayfront.org.

Clinical Corner

Try The A.P.I.E. Documentation Process!

By Silvia C. Foster, RN, B.S.N. perspective and you
have a hound on

To provide “quality health care in the
patient’s residence” is Bayfront Home
Health Service’s mission statement. To
find documentation in the medical record
that supports this care was this Nurse
Auditor’s goal. Was searching 90 charts
for documentation perfection tantamount
to searching for the Holy Grail?

Using an old nursing assessment
technique, “A.P.I.E.,” Assessment, Plan-

the scent.
. Was the treatment note filed in the
correct client’s medical record?
. Did the medical record documen-
tation indicate the specific care and
treatment that was provided?
. Was the frequency/dose1  route of
treatment accurate and did it correspond
to the physician orders?

ning, Implementation, and Evaluation, .
the search for documentation turned into

Was the note complete with the

a systematic process that easily coordi-
caregiver’s signature, professional title,

nated with our onerational auditor’s ob-
and the date the service was rendered?

jectives. For onck  I had jargon to match l
Was the note signed by the client

that of the “real” auditors. or their surrogate as verification that the
Assessment began  with a review of service was indeed received?

the medical record: Evaluation of adequate medical
. Was there a physician’s order for the record documentation was made simple

specific care and treatment provided?
thanks to our auditor’s prowess with Ex-
ccl sureadsheets. A series of columns

. Was the physician’s order obtained for iach measured criteria was filled
within the allowable time frame? with a black-inked “yes” or a red-inked
. Was the order signed by the physi- %o” for each medical record reviewed.

cian? It was visually easy to spot either recur-

. Was the physician’s order current
rent deficiencies or compliant areas.

(and recertified if needed) for the treat-
The report of the audit findings to

the Home Health Agencv’s staff in-
ment period under review?

I <

Planning-involved meetings with the
eluded recommendations for process

Home Health Agency’s supervisory per-
changes to improve documentation out-
comes.

sonnel.  Certainly they were glad the
By the way, the Grail is still

“bean counters” brought along a “medi-
missing, but not for long. With the col-

cal type person” who might save them
laboration and cooperation of two dis-

from having to decipher the cryptic hi-
tinctly specialized professions, that of

eroglyphics and abbreviations of the
auditing and nursing, the result is sure

health profession calligraphers. The
to be improved quality of patient care.

meetings established the prevailing docu-
After all, an interdisciplinary approach
is most effective . . . now what was that

mentation process, from chart assembly,
to treatment note filing, to billing for ser-

about the Q.D. and P.R.N. (every day

vices rendered. It provided the needed
and as often as necessary) meetings

roadmap to move our audit forward.
needed to develop our next A.C. L. A.R.

Documentation of the implementa-
(Audit Command Language Accounts

tion of the physician-ordered treatment
Receivable) audit plan?

plan was scrutinized. After all, what
auditor doesn’t love a paper trail? Com-

Sylvia  c. Foster, R.N., B.S.N. is a

bine that characteristic with a nursing
Chart Audit Specialist for Badvfront
~~~~~~~  svstems  lnc
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