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Name __________________________________      Number ___________ 
 
Hospice ________________________________      Date ______________ 
 
 

 You will keep the SAME test and answer sheets throughout the program.  Once a question is 
answered correctly, it does not have to be answered again.  

  

 Write the number assigned to you on your test and EACH answer sheet. 
 

 You will have 6 opportunities to get all questions correct.  
 

 During the exam, the use of aids or other materials such as such as the manual or Pre-Exam is 
not allowed. 

 

 You can use a calculator. 
 

 Exams must be turned in at the end of each testing period.  
 

 Each participant is allowed two breaks each testing period.  This time can be used for study, rest, 
or both.  Tests are to be placed in a designated area before taking a break with an “X” placed in 
the corresponding Break Box shown below. Tests can be picked up at the end of your break and 
resumed.  You do not have to leave the room to study. 

 
Use the answer sheets for all questions. Select one (1) answer for each question by darkening the 
space besides the number corresponding to indicate your answer choice with a quality #2 pencil 
(Dark and Soft).  Pencils are provided. You can erase.  The quality of the pencil is very important for 
scanning purposes.  The grading scanner will select the darkest choice as the answer.   
 
Interpreting scanned results:  Your answers will be electrically scanned. After your test is scanned, 
you will receive a Student Score Report.  If a question number on your Student Score Report shows a 
question mark (?), it means that you may have indicated more than one answer.  If a question 
number on your Student Score Report is a dash (-), it means that the machine does not recognize 
any answer selection.  
 

Put an “X” in the Break 1 or Break 2 Box when you take a break. 
 

Testing Period Break 1 Break 2 

#1   

#2   

#3   

#4   

#5   

#6   

 
 
 
 

1      

2      

3      

4      

5      

6      
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People Development - Teaching 

 

1. The 1st Duty of a Clinical Leader is to train and develop the people he or she leads.  

 

2. The Clinical Leader will contribute as much as 70% to an employee’s development. 70% of the 1) Morale, 2) 

Development and 3) Retention of an employee will come directly from the relationship with the Immediate 

Supervisor.  

 

3. The 3 qualities that are desired in all staff, but especially Leaders are 1) Intelligence, 2) Energy and 3) Integrity all 

culminating in the quality of the most successful people on the planet, Self-Control/Ability to FOCUS!  

 

4. Intelligence can be defined as Pattern-Recognition. Intelligence can be developed. 

 

5. Talented people often become frustrated with slow-moving, mediocre and less Talented people, even though they 

love them, sometimes unconditionally.  

 

6. Self-Control is the essence of management. It is also called Self-Regulation, Discipline or FOCUS. 

 

7. A Manager directs Energy and Resources to the fulfillment of the mission or purpose. 

 

8. Self-Control is the quality of the most successful people in the world! Therefore, we cultivate it in every employee 

and build in “conditions” to enable it into each position.    

 

9. Self-Control is really all a person can have some degree of control over as we can’t control other people. All we can 

reasonably control is our own behavior and actions.  

 

10. All Hospice staff must have great personal/professional judgment as so much of our work is done autonomously 

(independent of supervision) as our reputation is at stake with every visit and interaction.  

 

11. Clinical Leaders must have even greater personal judgment as they replicate through their example. A Clinical 

Leader must tend to have greater professional judgment than the people he or she leads. 

 

12. A Leader’s job is to provide “Conditions for Success” as the Leader can’t control other people. “Conditions for 

Success” are the structures, teaching and positive work atmosphere that can be likened to planting a rose seed in a 

garden and providing optimal conditions for it to grow.  

 

13. Every person that we have the privilege to experience in our Life is a Lesson for our personal benefit.  

 

14. Standards are the basis of all People Development and Accountability. Standards are what we teach…nearly the 

only thing we teach.  

 

15. Raising your Standards for the right reasons and motives makes organizations and Managers more attractive as high 

Standards attract talented people. 

 

16. Standards need to have the 3 attributes:  1) Clear, 2) Impressive and 3) Sustainable.  

 

17. To Implement Standards effectively, an organization must 1) Make Clear, 2) Teach Well (System7) and 3) Attach 

Uniform Accountability.     

 

18. “No teaching has been considered done unless testing has been done” is a Standard because most people will miss 

virtually all of the important points in every training experience. 

 

19. Accountability must be taught regularity (at every IDT) and on a DEEP level. This move will transform LIVES and 

make the job of management VASTLY easier. 
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20. If there is no pain attached to Non-Standard behavior or performance, an Accountability System is weak.  Intelligent 

use of Pain is tremendously effective Teacher.   

21. The “punitive feel” of Accountability is removed by linking it to spirituality and teaching it well with alternative 

“language” and ideas about how it “liberates” and frees one to Self-Actualize instead of playing the “victim” or 

living in a “world of excuse and blame.”      

 

22. Example: If the minimum visit Standard for an RN is 20, and the Weekly Visit report shows a nurse on your team 

doing 19, what do you do? The RN should automatically receive a “non-wounding” email which the Clinical 

Leader is copied. Non-Standard performance should be acknowledged by the RN by a prompting by the Clinical 

Leader. If the RN is a mature person, he or she will accept it with grace. If a child, then pushback. A Leader must 

be very careful with “exceptions” as they tend to break your System. 

 

23. To allow sub-performers to survive in a culture is disrespectful to the hardworking. 

 

24. Benefits of Hiring Profiles include identifying the chief characteristics of successful people in each position, 

probability of high understanding of Accountability, hiring self-learners fits with the Teaching Paradigm, increase 

operational efficiencies, reduced turn-over and keeps the Clinical Leader pipeline full as well as other benefits.  

 

25. Memorize this!!! Our TRAINING COMMITMENT: You will be trained in the Habits of performing your 

job to 100% of the Standards, 100% of the time on a day-to-day basis and at 100% census volume. We 

will never put you in situation where you can’t succeed. You will always know if the Standards of your 

job have been met. You have the power to correct any process or activity that deviates from the Standards.  
 

26. The 3-Step Pattern to create Habits includes 1) Cue, 2) Behavior, and 3) Reward. 

 

27. The primary reasons that Habits are not formed after a training experience is the Reward was not taught well and 

Cues are not put in place structurally.  
 

28. In order to teach well in an organizational context, learning must be moved from intellectual to emotional.   

 

29. Unless Cause and Effect is understood, no real learning has taken place as it is ESSENTIAL when creating Habits 

quickly.  

 

30. The human mind remembers things through feelings which usually include visual images and associations. 

 

31. “No practice can be operationalized unless it can be remembered” – this leads us to the use of IRMs (Image Recall 

Mechanisms and the creation of Habits. 

 

32. The central demographic of people that work in Hospice is that of Spirituality. This is NOT nurtured in most 

Hospice as evidenced by turnover rates ranging from 23-27%. The “give-away” of this fact is in comments such as, 

“I was called” – “I was led” – “This is meaningful and important work.” 

 

33. Your ability to attract and retaining your Talent comes from your Personal Power or “Beingness”.  Every 

Extraordinary Clinical Leader must create an “Electric” – “Life-Changing” – “Transformational” experience for 

those he or she has the privilege to lead! This normally comes from High Spirituality and Intelligence/Capability! 

 

34. Spirituality of Clinical Leaders has been linked to all of the following:      

A. Profitability 

B. Retention of Staff 

C. Attraction of Talent 

D. Taking the “punitive feel” out of Standards  

E. Accountability – A High Spiritual Understanding 
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35. Spirituality can be learned, but often it takes a Damascus or Revelation experience on a deep personal level.    

 

 

The Business of Hospice 

 

36. If an area of the Hospice is failing, most of the time, you have to look no further than the Manager.  

 

37. If I become great at balancing purpose and profit, I can write my own ticket in the Hospice world. 

 

38. The MVI Model indicates that Direct Labor should be approximately 39% (with 1% in Triage/Call-Center).  If you 

go back to your Hospice and see that your costs are lower, you should NOT automatically demand more resources 

but use intelligence to determine why this is so…and can it be replicated and taught?  

 

39. Resist advice to do a RIF (Reduction in Force) or a layoff if there is a need for an immediate decrease in expenses.  

It is better to raise your Hospice’s Standards and eliminate B and C players promptly. 

 

40. Net Patient Revenue is revenue earned from the provision of services from funding sources such as Medicare, 

Medicaid, Commercial Insurance, and Private Pay. It is less contractual allowances and bad debt.  It does NOT 

include Pass Through revenue such as Nursing Home Room & Board, Contracted IP, Contracted Respite, or 

Consulting Physician Services.  It also DOES NOT include Community Support or Fundraising. 

41. Direct Labor - Labor expense that is directly involved with the provision of care such as RNs, LPNs, CNA, SWs, 

visiting physicians and Chaplains.  It does NOT include supervisors or Managers even if they perform occasional 

visits.  Bereavement, Volunteer, Triage, Admissions, and On-Call areas are also considered Direct Labor.  The staff 

of these areas provide direct care.  All other labor costs are considered Indirect Labor. 

 

42. Patient-Related Costs – These are costs such as Medications, Medical Supplies, Therapies, DME, etc.  Sometimes 

these are referred to as Ancillary costs. 

 

43. Indirect Costs – Are all costs other than Direct Labor and Patient-Related costs.  There are also 3 sub-categories of 

Indirect Costs including Indirect Labor, Facility-Related and Operational costs.    

 

44. Indirect Labor – Is all labor that is NOT Direct Labor.  It includes the CEO, CFO, Clinical Leaders, Medical 

Director, QI, Education, Medical Records, HR, Finance, IT, Housekeeping, Maintenance, etc. 

 

45. Facility-Related – These costs relate to your building or structure from which your organization coordinates or 

provides services.  It includes Rent, Utilities, Building Maintenance, Building Depreciation, Property Taxes, 

Building Loan Interest, etc. 

 

46. Operational Costs – This category of Indirect Cost includes all costs that are not Facility-Related or Indirect Labor.  

These costs would include Answering Service, Bank Service Charges, Audit Costs, Office Supplies, Printing, 

Postage, Telephone, Marketing Supplies, Continuing Education, Dues & Subscriptions, Computer Support, 

Computer Expense, etc. 

 

47. Medicaid Room & Board Revenue would be classified as Pass-Through Revenue.  

 

48. Nursing Home Room & Board Expense would be classified as Pass-Through Expense.  

 

49. Community Bereavement would be classified as Other Program Expense.  

 

50. Examples of Patient-Related costs are Medications, DME, Medical Supplies, Therapies, Patient Visit Mileage, etc.  

 

51. If the ADC was 165 in the month of June, how many Patient-Days did the Hospice have? 165 X 30 = _________ 
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52. Facility Mix =   

 
Total number of patients in nursing homes and assisted living communities/Total number of Hospice patients  

 

53. Patient Mix of over 365 Days = 

 
Number of patients that have been on Hospice services for more than a year/Total number of patients  

 

54. Death Service Percentage  = 

 
Total Program Deaths/Total Deaths in Service Area.  

 

55. Admission/Inquiry Percentage = 

 
Total number of Admissions/Total number of Inquiries; 75%  

 

56. Same Day Visit Percentage = 

 
Total number of admission and informational visits in a day/Total number of inquiries in a day  

 

57. Development Return Ratio = 

 
Total revenue from community support and fundraising/Total expense for the Development Function  

 

58. In many counties, the best informational source for the number of deaths in a county is the Register of Deeds.  

 

59. A Hospice should build reserves for PR (Public Relations) Disasters, to pay for indigent care, to pay for high-cost 

patients, to prepare for Medicare rate cuts, to take advantage of business opportunities, and other unforeseen things.   

 

60. If measurements are flawed, measure anyway. Refine as you go! 

 

61. The more frequent the measurement, the more people's behavior will change accordingly. 

 

62. Contribution Margin is computed by subtracting Direct Expense from Direct Revenue. 

 

63. Most of the time, allocations of Indirect/Corporate costs do not represent reality and demotivate Clinical Leaders 

and other Managers since they can do little to impact them.  Therefore, they should not be included in Clinical 

segment or team reports.  

 

64. Virtually all Hospices using modern EMRs can get cost information fairly easily by diagnosis, payer or other 

demographic when benchmarking and using MVI costing methods in conjunction with the Management 

Application and Benchmarking.  Costs by diagnosis will come from the Patient-Management or EMR system and 

NOT the accounting system. This intelligence is used for Diagnosis Management, Contracting with Managed Care 

and Selling! 

 

65. Knowing costs by diagnosis, referral source, physician, and other demographic is beneficial because it helps a 

Hospice form strategies for dealing with both high and low cost situations. With precise information, a Clinical 

Leader can intelligently direct Energy and Resources.  

 

66. The Model has proven to be the most effective means of managing Hospice costs and quality. 

 

67. It is only through benchmarking that a Leader can have any claim of being a true professional in any business sector 

or field. A True Professional knows the norms of quality and cost, that is the 50th percentile or median. This 

professional perspective allows the Leader to make judgments and assessments of performance and create 

operational work-plans.  
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68. Percentage of Net Patient Revenue (NPR) analysis is superior to Patient-Day cost analysis for most areas of cost 

because cost amounts are more comparable to Hospices with various reimbursement rates and help a Hospice create 

a Model. Patient-Day costs are however very useful for Patient-Related costs.  

 

69. All Indirect and supporting areas of a Hospice LIVE TO SERVE the Clinical Leader by providing them all the 

support and tools needed to EASILY FOCUS on what is most important! Without much expenditure of Energy! 

 

70. A Pass-Though is where the Hospice bills on behalf of another entity due to government regulations.  In essence, the 

Hospice becomes a Fiscal Intermediary and is paid to “professionally manage the care.” It is a control. Medicaid 

Room & Board, Consulting Physician Services, contracted GIP and contracted Respite are the most common Pass-

Throughs in Hospice.  

 

71. Hospices have gone out of business because of Pass-Throughs.  The Best Known Practice yet discovered for treating 

Pass-Throughs is to group the income and expense accounts in the same area of the General Ledger, sum them, and 

review the “net” amount.  The “net” amount should be mathematically explainable.  This practice creates a control 

that helps a Hospice accrue expenses so that Net Income in financial statements is not overstated.  The residual 

amount is rarely zero and usually it is the expense side that is understated. 

 

72. The major benefits of a Hospice increasing its facility penetration are 1) Mission Fulfillment, 2) Financial Benefits 

from decreased travel and increased LOS, and 3) creating a Barrier of Entry for competition.  

 

73. Benefits are usually 22% of Salaries and Wages? 

 

74. Visit time includes direct time, documentation time and travel time for management proposes. 

 

75. When speaking with clinical staff, it is best to communicate productivity expectations in weekly terms.  

 

76. Visit time starts when the clinician travels to the patient’s residence and stops when the clinician starts to travel to 

the next visit. 

 

77. The reason most Clinical Leaders underestimate the number of FTEs for average caseload is that PRN and Float 

staff are not factored in the estimate, especially for Nursing.   If they did, they would realize that the “actual” 

caseloads are less. 

 

78. Assisted Living Facilities (ALFs) normally can’t be best served the same way Nursing Homes are served. 

 

79. Often, a Hospice with an ADC of 1,000 will have less profit than a Hospice with a census of 30 due to lack of Self-

Control.  

 

80. Normally, 4:1 staffing ratios do not work well for both Nursing and Hospice Aides financially in an IP Unit.  

 

81. What are the 4 primary reimbursement forms (levels of care) of the Hospice Medicare Benefit. 

 
1. Routine Home Care  2. General Inpatient Care  3. Continuous Care 4. Respite Care  

 

82. Respite Care can be used a maximum of 5 days per episode 

 

83. Continuous Care must be at least 8 hours and 50% must be nursing.  A better name for Continuous Care is Crisis 

Care. 

 

84. A Continuous Care day starts from midnight and ends at midnight. 

 

85. The Hospice Medicare Benefit is part of Medicare Part A. 

 

86. Attending Physicians continue to bill Medicare Part B. 
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87. The Hospice Medical Director bills Medicare part A.   This is a per-visit fee and it is in addition to the normal level 

of care billing. 

 

88. Consulting Physician Services are billed to Medicare Part A and are billed by the Hospice on behalf of the 

physician.   A contract needs to be in place for Consulting Physician Services.  The reason this is billed through the 

Hospice is that it is the Hospice’s responsibility to professionally manage the care. 

 

89. The Hospice Medicare Benefit is divided into periods.  Patients are reviewed for appropriateness and are either 

recertified or discharged during the Utilization Review process.  The number of days in the first periods are 90; 90; 

60; 60.  There are two payment rates for Routine Hospice Care (RHC) that are determined by the number of days a 

patient is on Hospice care. Under the Two-Tiered RHC Per Diem payment system, the first 60 days are at what we 

call the High Rate and all subsequent RHC days are at the Low Rate.    

 

90. When a patient is in a hospital for Inpatient care, the Hospice must have a contract with the hospital.  The Hospice is 

paid for the day of discharge/death as contrasted with the way hospitals are normally paid on the day of 

discharge/death. 

 

91. To alert a Medicare FI that a patient has elected Hospice, a NOE/81A is sent. 

 

92. To elect the Hospice Medicare Benefit, a physician needs to sign a certification of terminal illness (6 months or less) 

and  the patient needs to sign a consent statement or election statement  

 

93. The acronym ADR means Additional Data Request. Because our documentation is at 100% of Standards, we do not 

worry about receiving these.  

 

94. Sequential billing is where the Hospice must get paid for the previous Medicare invoices before subsequent invoices 

can be paid.  All invoices must be paid in order. Because our documentation is at 100% of Standards, billing is 

never late.  

 

95. Nursing Homes bill the Hospice for Medicaid Room and Board at the facility’s Medicaid rate less the patient 

liability portion.  The Nursing Home is responsible for billing and collecting the patient liability.   The Hospice is 

reimbursed by Medicaid at a rate that is usually lower than the Hospice rate. 

 

96. The Hospice Medicare Benefit has two CAPs, Aggregate and Inpatient. 

 

97. The Inpatient CAP limits the number of Medicare GIP days to 20%. 

 

98. The Aggregate CAP limits the total amount that a Hospice can receive from the Medicare system within a year.  It is 

computed by taking an amount set by CMS and multiplying it by the number of Medicare Admissions.   This 

financial CAP period runs from Nov 1st to Oct 31st and is based on the cash payments made by the FI.   

 

99. The Hospice Medicare Cost Report is due 5 months after the fiscal year-end.  Hospices are required to be on the 

accrual basis of accounting. 
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Understanding Costs 

Hospice Homecare 
 
In the table below are costs expressed as Percentages of Net Patient Revenue (NPR).  Median, 
Model and 90th percentile amounts are displayed for each measure.    

 Cost Category Median Model 90th  

a. Total Direct Labor 41% 39% 30% 

b. Total Patient-Related 17% 15.5% 12% 

c. Contribution Margin 41% 45.5% 52%* 

d. Total Indirect Costs 36% 33% 27%* 

e. Indirect: Salary Costs 23% 22% 15% 

f. Indirect: Operational Costs 9% 7% 5% 

g. Indirect: Facility-Related 4% 4% 2% 

h. Net Operational Income 6% 12.5% 27%* 

 Direct Labor (Benefits included, 22%)    

i. Nursing 17.75% 14% 12.77% 

j. Aides 5.69% 7% 3.63% 

k. SW 4.16% 4% 2,40% 

l. Spiritual Care 2.05% 2% 1.08% 

m. Physician 2.01% 2% 1.37% 

n. On-Call 3.96% 3% 1.63% 

o. Admissions 3.45% 3% 1.89% 

p. Bereavement  1.27% 1% .38% 

q. Volunteer 1.03% 2% .54% 

r. Call Center/Triage 1.03% 1% .54% 

                Direct Labor Subtotal 41.03* 39.00% 30.06%* 

 Primary Patient-Related Items    

s. Medical Supplies 1.61% 1.5% .89% 

t. Therapies & Outpatient .46% .5% to 3% .08% 

u. DME 4.30% 4.25% 2.96% 

v. Imaging & Diagnostics .06% .07% .02% 

w. Ambulance .36% .35% .07% 

x. Pharmacy 5.43% 5% 3.55% 

y. Lab .08% .15% .03% 

z. Mileage 2.55% 2.5% 1.43% 

 Pass-Throughs & Other  .70% 1% -1.37% 

                Patient-Related Subtotal 17.28%* 15.5% 12.16%* 
* - Each benchmark median is an independent data point as well as totals. Therefore, the total rarely equals the sum of the    
data points as it is difficult to be in the 90th percentile in all categories. Some numbers may be rounded for ease of memorization.  
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Indirect Costs 
 
In the table below are costs expressed as Percentages of Net Patient Revenue (NPR).  Median, 
Model and 90th percentile amounts are displayed for each measure.   
Salaries INCLUDE benefits.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

* - Each benchmark median is an independent data point as well as totals. Therefore, the total rarely equals the sum of the    
data points as it is difficult to be in the 90th percentile in all categories. Some numbers may be rounded for ease of memorization.  

 
** - These areas are the most “messy” regarding benchmarking because accounting can lack 
sufficient breakout. Administration can also be impacted substantially by economies of scale. A 
Hospice’s Administrative Salaries DECREASE with size. Clinical Management Salaries can also 
decrease with increased census, although sometimes it is less impacted than Administrative Salaries. 
 
 
 
 
 
 
 
 
 
 
 

 Indirect Salaries (Total Organization) Median Model 90th  

a. Administrative Salaries  ** 5.96% 3.5% 2.52% 

b. Clinical Management Salaries  ** 5.41% 5.0% 2.05% 

c. Compliance/QAPI 1.31% 1.25% .57% 

d. Education .91% 1.25% .27% 

e. Finance Salaries 2.55% 2.25% 1.08% 

f. HR 1.17% .75% .51% 

g. Marketing Salaries 2.54% 3.75% .76% 

h. Medical Director 1.89% 2% .48% 

i. Medical Records Salaries 1.00% 1% .36% 

j. IT Salaries 1.25% 1.25% .39% 

k. Other .83% 0% .05% 

               Indirect Salaries Subtotal 22.92* 22.00% 15.34%* 

 Indirect Operational (Total Organization)     

l. Computer Expenses 1.21% 1% .18% 

m. Continuing Education+  .26% .3% .06% 

n. Dues, Licenses & Subscriptions .75% .3% .14% 

o. Insurance .60% .60% .21% 

p. Office Supplies .31% .35% .03% 

q. Postage/Mailings/Printing .28% .38% .06% 

r. Telephone .52% .50% .18% 

s. Marketing .72% 1% .16% 

                Indirect Operational Subtotal 8.65%* 7.0% 5.44%* 
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Inpatient Units 
 
In the table below are costs expressed as Percentages of Net Patient Revenue (NPR).  Median, 
Model and 90th percentile amounts are displayed for each measure.    

 Cost Category Median Model 90th  

a. Total Direct Labor (includes all unit staff) 74.25% 68% 52.64% 

b. Total Patient-Related 14.19% 11.5% 8.19% 

c. Contribution Margin 11.93% 20.5% 32.91% 

d. Indirect Costs (includes some allocated costs) 33.08% 12.5% 16.81% 

 Segment Net Income -23.68%* 8% 11.41%* 

 Direct Labor (Benefits included, 22%)    

e. Nursing 46.36% 35% 33.00% 

f. Aide 15.02% 15% 7.73% 

g. SW 3.03% 3.0% 1.69% 

h. Manager/Charge Nurse (RN preferred w/ IPU 15 bed or <)   6.5%  

i. Ward Clerks  5%  

j. Physician (NET) (should pay for themselves through billings)  1%  

k. Grounds and Maintenance (may be part of Indirect.)  2.5%  

 Total  68%  

 Patient-Related      

l. Ambulance .99% 1% .14 

 Bio hazardous .17% .15% .03 

m. Dietary .20% .2% .02 

n. DME .37% .3% .14 

o. Food (includes labor) 2.49% 2.3% .62 

p. Imaging .07% .01% .01 

q. Lab .05% .05% .01 

r. Linen 1.00% .7% .18 

s. Medical Supplies 2.07% 1.75% 1.16 

t. Mileage .14% .1% .02 

u. Mobile Phone .08% .1% .02 

 Other .19%  .01 

v. Outpatient .12% .1% .01 

w. Oxygen .63% .65% .18 

x. Pharmacy 4.17% 3.5% 1.83 

y. Therapies .37% .4% .03 

z. Subtotal 14.19%* 11.50%* 8.19%* 
* - Each benchmark median is an independent data point as well as totals. Therefore, the total rarely equals the sum of the data points as it is difficult to 
be in the 90th percentile in all categories. Some numbers may be rounded for ease of memorization.  
 
Note: VC and BC are NOT dedicated to the IPU but rather serve the IPU as though they are serving a Nursing Home or an ALF. These amounts 
differ from the MVI Benchmarking system due to classification and operational differences in VCs and BCs. 

Benefits  are usually 22% of Salaries and Wages. 
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Computed Caseloads 
 

 
Hospice Homecare – Computed Caseloads 

 Category Acceptable Excellent 

a. Nursing  10 14 

b. CNAs 10 13 

c. SW 28 30 

d. PC 50 65 

e. Admissions 50 50+ 

 
 
 
 
Nursing Homes/ALFs – Computed Caseloads 

 Category Acceptable Excellent 

a. Nursing  14 18 

b. CNAs 12 16 

c. SW 32 35 

d. PC 65 80 

e. Admissions 50 50 

 
 

 

Other Hospice Measurements 
 

 

 

 Measurement Median Model Excellent 

a. Average Length of Stay (Terminated) 69 90 ?? 

b. Median Length of Stay (Living)  140 <165 

c. Days in Accounts Receivable 45 45 42 

d. Facility Mix 23% 35% 50% 

e. Patient Mix over 365 Days  10% <30% 

f. Death Service Percentage 36% 40% 50% 

g. Admission/Inquiry Percentage 65% 75% 85% 

h. Same Day Visit Percentage   80% 

i. Development Ratio 3:1 4:1 6:1 
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Net Patient Revenue (NPR) is $400,000 for the month.  RN Salaries & Wages are $100,000. Use this information 

for the following question. 

 

100. Calculate RN Salaries as a percentage of NPR. $100,000 divided by $400,000 = _________________.  

 

 

Net Patient Revenue (NPR) is $400,000 for the month.  Indirect Costs are $160,000.  Use this information for the 

following question. 

 

101. Calculate Indirect Costs as a percentage of NPR. $160,000 divided by $400,000 = _________________. 

 

 

Sunny Day Hospice’s current census is 150 patients.  It has 30 patients on census that have lived over 365 days.  

Use this information for the following question. 

 

 

102. The Patient Mix over 365 Days would be?  30 divided by 150 = ____________________. 

 

 

Sunny Day received 192 referral calls, 14 information calls, 11 calls where the patient died before admission, and 9 

calls where the patient did not meet criteria.  There were 110 admissions.  Use this information for the following 

question. 

 

103. What is the Admission/Inquiry Percentage is _________%.    (192 + 14 + 11 + 9) divided by 110 = _____________. 

 

 

Mary Smith, RN, worked 80 hours in a two week period.  She did 33 visits.  Use this information for the following 

question. 

 

104. Her productivity based on an 8-hour day is ___________ visits per day.   33 divided by (80 divided by 8) = _____.  

 

 

105. Sunny Day Hospice has an ADC of 200.  RN are expected to average a caseload of 10 patients.  In a month, an FTE 

would work 173 hours (2080/12 months).  The average hourly rate for an RN is $26.   RN Salaries should be 

$_________________ in the General Ledger of the Accounting System if Sunny Day is running in the Model. 

 

(200 divided by 10) X $26 X 173 = ___________________.  

 

 

Sunny Day Hospice has an ADC of 250.  RN Salaries & Wages are $120,000 for the month and the average RN 

makes $26 per hour.   An FTE is 2080 hours per year (173 hours per average month).  Use this information for the 

following question. 

 

250 divided by ($120,000 divided by $26 divided by 173) = ___________________. 

 

 

 

Sunny Day has 190 patients on census today.  46 reside in Nursing Homes or Assisted Living facilities. Use this 

information for the following question. 
 

106. The Facility Mix is ____________%.     46 divided by 190 = __________________. 
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Net Patient Revenue (NPR) is $350,000 for the month.  Medication Costs are $45,000.  Use this information for the 

following question.  

 

107. What are Medication Costs as a percentage of Net Patient Revenue (NPR).  $45,000 divided by $350,000.     

  

 

Hospice Scenarios 

 

108. If the CAP amount for the year is $26,500 and your Hospice has had 710 Medicare admissions during the CAP year, 

what is the maximum that your Hospice could receive from Medicare? $26,500 X 710 = _______________. 

 

109. It is May 15th.   Your Hospice has billed Medicare $5,000,000 during the CAP year.  The Aggregate CAP is 

$24,000 and there have been 260 admissions in the CAP admission period, 85% of which are Medicare patients.  

What would be your first area of focus?  

 

Increase Admissions  

 

110. It is May 15th.   Your Hospice has billed Medicare $5,000,000 during the CAP year.  The Aggregate CAP is 

$24,000 and there have been 260 admissions in the CAP admission period, 85% of which are Medicare patients.  

What is the maximum this Hospice could have billed Medicare? (260 X .85) X $24,000 = ________________. If 

answer exceeds $5,000,000 (as in this example), then subtract $5,000,000 from the answer. $5,000,000 - 

____________ = ____________.  

 

111. Your Hospice has the following cost composition.  Direct Labor = 45%, Patient-Related = 25%, and Indirect 

Costs = 35%.  The first thing you would do is use the Model Teaching Tool and Benchmarking to create 

or discover hardy NPR percentages for each discipline and functional area.  
 

112. Direct Labor is 38%, Patient-Related is 17% and Indirect Costs are 45% of Net Patient Revenue.  The Hospice 

serves 30% of all deaths in the service area.  The first course of action would be to increase Census while 

freezing the hiring of Indirect Staff and/or Cut Indirect Costs. 

 

113. Utilization impacts Medication and DME costs more than any other thing.  

 

114. There are 2,000 nursing home beds in your area and the demographics of the service area population are average.  

According to the "rule of thumb," 10% of the nursing home’s patients could be served. 200 in this case. 

 

115. When Indirect Costs are too high, a corrective action is to freeze hiring of Indirect Labor while growing census  

 

 

The Visit 

 

116. Perfect = To the Standards of the Organization 

 

117. Only 30% of a Visit Structure is prescriptive. The remaining 70% is based on a clinician’s professional judgment.     

 

118. Mindsets have to be obliterated when teaching the Perfect Visit.  These include:       

A. Longer Visits = Higher Quality 

B. It is OK to make unnecessary visits  

C. It is OK to document after the visit 

D. It is OK to not adhere to the Hospice’s Visit Structure 

 

119. In order to help clinicians remember what to do and when, IRMs are strategically positioned on physical objects 

including the car, patient environment, IPU hallway, etc.       
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120. When a Perfect Visit Structure is mastered, it liberates a clinician’s personality to shine! Nothing is missed, large or 

small. Patients/Families are delighted. It conserves the clinician’s Energy so he or she can FOCUS on what is most 

important in the Visit and enables heightened Listening and Observation!     

 

 

Documentation 

 

121. First, when teaching documentation, a Clinical Leader must stress that the chart is one of the primary means by 

which a Hospice team can render care or even call itself an “interdisciplinary team.” 

 

122. Second, when teaching documentation, a Clinical Leader must stress that the chart is the means by which a Hospice 

is paid in order to provide its care. However, the coherent and integrated care experience should be stressed above 

the reimbursement rationale.   

 

123. The mindset for clinical documentation in Hospice must be one of recording decline over time (from the Start of 

Care) and not necessarily in the moment or on that particular visit. 

 

 

Phone Skills 

 

124. If an initial bad phone interaction is experienced by a caller, the Hospice will spend a huge amount of effort trying to 

overcome this disappointment.      

 

125. A Hospice be extraordinary on the phone for all of the flowing reasons:     

A. It sets the “tone” of the entire experience. 

B. It is the entry or non-entry point.  

C. Because so many organizations are so bad on the phone, therefore it is a way to distinguish ourselves 

D. Become an increasing amount of our care will be done via telecommunicative means.   

 

126. Most Hospice miss 10-15% of the patients they could have because they don’t Dig! That is, find out if someone 

calling might need Hospice care.     

 

127. Always find out the name of the person and then use it throughout the phone interaction.     

 

128. When placing a person on Hold, ask permission to place them on Hold and communicate the name and situation to 

the person you are transferring the call to so that the person does not have to repeat the same information. 

 

 

Managing with MVI Reports 

 

129. Individual reports tends to create silos. Therefore, no individual reports are used. We use 3 reports.   

A. Comprehensive Model Report 

B. Team/Location Report 

C. Indirect Report  

D. Benchmarking (for professional perspective of the national norms of quality and cost)   

 

130. Benchmarking helps a Manager become a true Hospice profession in a short period of time.  In fact, it is 

IMPOSSIBLE to be a professional Hospice Manager without such perspective.   

 

131. Having all or multiple locations, teams and departments on reports _________________________.   

E. it takes a lot of work out of issuing financial statements 

F. it creates a bit of “peer pressure” 

G. it helps to identify best and worst practices 

H. it helps with focus 
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Remaining in the Model with Fluctuations of Patient Volume & Attracting and Retaining Talent! 

 

132. Managing to the financial Model with fluctuations of census is the most difficult aspect of Hospice management. 

The key is to keep 10%-20% of your team part-time or on a flex basis. In a business that can have significant 

changes in census, it makes no sense to staff entirely with full-time people.      

 

133. Managing part-time or flex positions is difficult because of the following:       

A. training them 

B. retaining them 

C. holding them to the same Standards 

D. keeping them interested and engaged 

E. giving them enough work 

 

 

Running a Meeting 

 

134. “Time to Meet, Ass in the Seat” means that meetings start on time! To allow “lateness” teaches that it is OK to be 

late and that time is not that important. This also teaches planning and greater consideration of others. 

 

135. Using odd times in the names of meetings does all of the following.     

A. indicates we are precise culturally 

B. indicates that we value time and LIFE 

C. that meetings start at an exact time 

 

136. Meeting time is an opportunity for Teaching, the 1st Duty of an Extraordinary Clinical Leader.     

 

 

Growing a Hospice 

 

137. Personal contacts and relationship building have proven to be the most effective means of growing a Hospice.  We 

refer to it as “Feet on the Street!” 

 

138. The marketing person needs to be “captivating” or “interesting” and always sell The Model – our “near flawless 

system of care!” 

 

139. We are always selling “the system” which is our People Development System as all quality comes from the quality 

of this system, no more, nor less…  

 

140. Our growth is a natural by-product of quality, going “months” or “thousands of visits” between service failures or 

complaints. Never promise what you can’t do. Never exaggerate.  

 

141. The use of media has NOT been materially effective in growing Hospice’s census to-date. 

 

  

 


