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Executive Summary

Department of Health
Monitoring Home Care for Medicaid Recipients

Home care services are medical services and related social support
services that are provided to patients in the patients’ homes by qualified
service providers.  These services may be provided through New York
State’s Medicaid program, which is administered by the Department of
Health (Health) and by 58 local districts overseen by Health.  In New
York’s Medicaid program, home care services are generally provided
through Certified Home Health Agencies (CHHAs), which are regulated
by Health.  During 1997, Medicaid paid about $694 million (up from
$519 million in 1993) to 182 CHHAs to provide home care services to
about 109,000 Medicaid recipients.

Our audit addressed the following questions about the practices used by
Health in monitoring Medicaid home care services during the period
January 1, 1995 through December 22, 1998: 

! Were the costs of the services adequately controlled through local
district reviews and the procedures established for preventing
inappropriate payments to providers?

! Was the quality of the services adequately ensured through timely
reviews of provider practices and appropriate investigations of the
complaints made by patients?

In conducting this audit, we participated in a joint audit of issues related
to home care services for Medicaid recipients.  This joint audit was
initiated by the National State Auditors Association, of which New York
State is a member.

We identified the need for a number of improvements in the practices used
by Health to monitor home care services.  Improvements are particulary
needed in local district efforts to control service cost and in the actions
taken by Health to determine if patient complaints are investigated in a
timely manner.

To help control costs, Section 367-j of the New York State Social
Services Law requires that if a Medicaid recipient is expected to receive
home care services for more than 60 days, the expected cost of the
services should be estimated through a fiscal assessment that is usually
performed by the CHHA and should be reviewed by the local district to



Comments of
Health Officials

ensure that the cost of the services is not excessive.  If the expected cost
exceeds guidelines, 
the recipient may not be eligible for home care services, but instead may
be eligible for other less costly services such as nursing home care.  We
reviewed the extent to which fiscal assessments had been prepared in ten
selected local districts.  We found that, in eight of the districts, assess-
ments often were not prepared.  As a result, the districts were less able
to ensure that Medicaid services were provided in a cost-effective manner.
One of the other two districts reported that its fiscal assessments helped
it to reduce expected home care costs by about $1 million in 1998.
Comparable savings may be possible in districts that do not complete
fiscal assessments.  We also determined that, in 1997, home care services
may have been provided to as many as 5,200 Medicaid recipients who
were not eligible for the services, since the cost of their services exceeded
guidelines.  Consequently, New York’s Medicaid program may have
incurred as much as $102 million in excess costs. We make a number of
recommendations for improving the effectiveness of the fiscal assessment
process.  (See pp. 5-8)

Home care providers are reimbursed for their services on the basis of
claims submitted to Health.  To evaluate the effectiveness of Health’s
procedures for preventing inappropriate reimbursements, we reviewed
about 5,700 claims submitted by eight CHHAs and reimbursed by
Health.  We found that while most of the services we reviewed were
authorized and properly documented, 178 claims (or about 3 percent
of the claims reviewed) totaling about $25,000 may have been
overpaid.  For example, some of the services claimed were not
supported by records at the CHHAs and other claimed services were
inconsistent with claims from other providers.  We recommend that
these claims be investigated and all overpayments be recovered.  (See
pp. 9-11)

Health is required to license or certify providers before they begin
operation, and we determined that Health has adequate procedures to
do so.  Health also must inspect the operations of home care providers
to determine whether the providers meet standards of quality.  We
found that many of the subcontractors used by the CHHAs had not
been inspected for more than three years.  In addition, when we
reviewed the quality of the medical records at selected CHHAs, we
found that physician approval for the care provided to patients was not
always appropriately documented.  We also determined that improve-
ments are needed in the practices used to document, track and resolve
complaints from patients in a timely manner.  We recommend a
number of improvements in Health’s practices for monitoring the
quality of home care services.  (See pp. 13-20)



Department of Health officials generally agree with our recommendations.
Officials stated that they will consider reviewing CHHA compliance with
the fiscal assessment process as part of the surveillance process and
initiate recoveries of excess payments where appropriate.  To further
improve the effectiveness of the fiscal assessment process, officials will
contact local districts to develop statewide “best practices”.  Health
officials also will explore a pre-notification system, which would require
CHHAs to notify local districts prior to initiating service and prevent
CHHAs from billing beyond the 60  day unless the local district hasth

entered a fiscal assessment indicator in the Medicaid Management
Information System.  In addition, Health officials stated that they would
clarify with CHHAs the payment policies for supervisory nursing visits
and home health aide services provided outside the home.  Officials
further stated that they will use the developing patient outcome and report
cards to allow them to allocate limited staff resources to problematic
providers, and will work with the Medical Society of the State of New
York to educate physicians concerning the importance of ordering all long
term care services.  A complete copy of the Department’s response to this
report is included as Appendix B.



Introduction

Monitoring
Medicaid Home
Health Care Costs

Controlling
Medicaid
Reimbursement for
Home Health Care

Monitoring Quality
of Care

Appendix A

Appendix B

Contents

Background . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 1
Audit Scope, Objectives and Methodology . . . . . . . . . . . . . . . . 3
Response of Health Officials to Audit . . . . . . . . . . . . . . . . . . . 4

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5
Recommendations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 8

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 9
Recommendations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11

Inspections of Home Care Providers . . . . . . . . . . . . . . . . . . . 13
Case Management . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 14
Complaint Investigation . . . . . . . . . . . . . . . . . . . . . . . . . . 15
Uniform Complaint Tracking System . . . . . . . . . . . . . . . . . . 18
Recommendations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 20

Major Contributors to This Report

Response of Department of Health Officials



Background

Introduction

Medicaid is a Federally aided, State-operated and administered program
that provides medical benefits for certain low-income persons in need of
health and medical care.  The program is authorized by Title XIX of the
Social Security Act. The Federal Health Care Financing Administration
(HCFA) is an agency within the U.S. Department of Health and Human
Services that is responsible for implementing Federal quality assurance
standards among health care providers, for ensuring Medicaid’s proper
administration by states and contractors, and for establishing policies for
the reimbursement of health care providers.  Subject to broad Federal
guidelines, each state determines how the Medicaid program in that state
will be administered, including the benefits covered, the rules for
eligibility, and the rates of payment to providers.

In New York State, the Federal, State and local governments jointly fund
the Medicaid program, which pays almost 156 million claims annually,
totaling approximately $24 billion.  The Department of Health (Health) is
responsible for administering the Medicaid program in New York State.
Individuals apply for Medicaid at one of 58 local social services districts
(local districts), which determine eligibility and perform other administra-
tive duties.  Health contracts with a fiscal agent, Computer Sciences
Corporation, to process Medicaid claims and make payments to providers.
The fiscal agent processes claims and pays providers for services rendered
to eligible Medicaid recipients through the Medicaid Management
Information System (MMIS), a computerized payment and information
reporting system.

Home care is the provision of health and related social support services
to physically and mentally impaired persons in the places of residence
considered to be their home.  Home care recipients may be acutely or
chronically ill with conditions that require skilled nursing services or
conditions requiring only maintenance and supervision.  The level of need
may range from total dependence to virtual independence.  In New York
State, Certified Home Health Agencies (CHHAs) are organizations
primarily engaged in providing preventive, therapeutic or rehabilitative
services to Medicaid recipients.  CHHAs are community-based home care
service agencies that possess a valid certificate of approval issued pursuant
to the provisions of Article 36 of the New York State Public Health Law.

According to the Public Health Law, a CHHA must be able to provide,
directly or through contractual arrangement, a minimum of four services
including: (1) nursing services, (2) home health aide services, (3) medical
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supplies/equipment/appliances, and (4) at least one optional service.
Optional services include physical therapy, occupational therapy, and
therapy for speech pathology.  In addition, all CHHAs must be qualified
to participate as a home health agency under the provisions of Title XVIII
(Medicare) and Title XIX (Medicaid) of the Social Security Act.  HCFA
contracts with states to conduct periodic certification surveys of home
health agencies to ensure Federal standards are met.  During 1997, the
State’s 182 CHHAs provided home care to about 109,000 Medicaid
recipients, and were reimbursed approximately $694 million from
Medicaid.  

CHHAs are responsible for arranging and coordinating home care
services.  They can contract with any of about 950 Licensed Home Care
Services Agencies (LHCSA) throughout the State to provide some of the
services directly to a Medicaid recipient.  LHCSAs are not-for-profit or
proprietary organizations granted a license pursuant to Article 36 of the
Public Health Law, but are generally not qualified to participate as a home
health agency under the provisions of Medicare and Medicaid.  Generally,
a CHHA will provide nursing care directly to its patients and contract
with one or more LHCSAs to provide the other required home care
services.  In some instances, a Medicaid recipient may receive home
health care services from both a CHHA and another provider such as a
private nurse.

Generally, a Medicaid recipient is referred to a CHHA by a hospital or
other medical provider.  A plan of care for the recipient is developed by
the CHHA and approved by the recipient’s physician.  The expected costs
of the home health care services under this plan should be reviewed by
the local district, which is responsible for ensuring that the costs are not
excessive.  

Health’s Bureau of Home Health Care Services (Bureau) is responsible for
licensing home care agencies and for ensuring compliance with Federal
and State requirements.  The Bureau has four regional offices (Metropoli-
tan, Northeastern, Syracuse and Western), which monitor home care
agencies’ compliance by means of regular certification surveys of CHHAs,
periodic inspections of LHCSAs, and the investigation and resolution of
complaints that are received from Medicaid recipients.
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Audit Scope,
Objectives and
Methodology

We audited Health’s monitoring of home care provider compliance with
Medicaid requirements, and MMIS controls over payments to home care
providers for the period January 1, 1995 through December 22, 1998.
The objectives of our performance audit were to determine whether (1)
controls are sufficient to ensure that providers are paid according to
established reimbursement policy; (2) Health adequately investigates and
resolves complaints about home care providers; (3) Health conducts
certification surveys and State inspections on a timely basis; and (4)
procedures are in place to ensure that quality care is provided to Medicaid
recipients.  To accomplish our objectives, we interviewed Health officials,
reviewed records maintained by Health, reviewed applicable Medicaid
policies, and reviewed pertinent Federal and State regulations.  In
addition, we developed computer programs to verify the appropriateness
of Medicaid claims paid on behalf of home care recipients during our
audit period.  We also examined the records of ten local districts.  In
addition, we visited and examined records at the Metropolitan and
Northeastern regional offices, and at eight CHHAs located in these
regions.  The eight CHHAs accounted for 54 percent of all the Medicaid-
paid reimbursements to CHHAs for 1997.

In conducting this audit, we participated in a joint audit of issues related
to home care services for Medicaid recipients.  This joint audit was
initiated by the National State Auditors Association (NSAA), of which
New York State is a member.  Each year, NSAA selects a single audit
topic of national scope and importance, and invites member states to
participate in a joint audit effort to obtain information about specific
aspects of the audit topic.  One of the participating states, in this case,
Pennsylvania, coordinates the states’ audit efforts and combines all the
state reports into a single joint report.  The final report will be presented
to the NSAA Audit Performance Committee and shared with states that
participated in the joint audit.

Taking part in this joint audit effort requires New York and each of the
other nine participating states (Arizona, Delaware, Illinois, Kentucky,
Michigan, Missouri, Ohio, Pennsylvania and Texas) to select and
implement audit objectives from a group of four objectives developed by
the NSAA.  Our four audit objectives reflect the four objectives developed
by the NSAA joint audit planning team.

We conducted our audit in accordance with generally accepted government
auditing standards.  Such standards require that we plan and perform our
audit to adequately assess Health’s operations included in our audit scope.
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Response of Health
Officials to Audit

Further, these standards require that we understand Health’s internal
control structure and compliance with those laws, rules and regulations
that are relevant to the operations included in our audit scope.  An audit
includes examining, on a test basis, evidence supporting transactions
recorded in the accounting and operating records and applying such other
auditing procedures as we consider necessary in the circumstances.  An
audit also includes assessing the estimates, judgments and decisions made
by management.  We believe that our audit provides a reasonable basis for
our findings, conclusions and recommendations.

We use a risk-based approach when selecting activities to be audited.
This approach focuses our audit efforts on those operations that have been
identified through a preliminary survey as having the greatest probability
for needing improvement. Consequently, by design, finite audit resources
are used to identify where and how improvements can be made.  Thus,
little audit effort is devoted to reviewing operations that may be relatively
efficient or effective.  As a result, our audit reports are prepared on an
“exception basis.”  This report, therefore, highlights those areas needing
improvement and generally does not address activities that may be
functioning properly.

Draft copies this report were provided to Health officials for their review
and comment.  Their comments have been considered in preparing this
report and are included as Appendix B.

Within 90 days after final release of this report, as required by Section
170 of the Executive Law, the Commissioner of the Department of Health
shall report to the Governor, the State Comptroller and leaders of the
Legislature and fiscal committees, advising what steps were taken to
implement the recommendations contained herein, and where recommenda-
tions were not implemented, the reasons therefor.
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Monitoring Medicaid Home Health Care Costs

The cost of the home health care services provided by CHHAs has
increased significantly, rising to $694 million in 1997 from $519 million
in 1993.  In fact, during 1997, about 600 of the Medicaid recipients
served by CHHAs incurred home health care costs of at least $100,000
each.  To help control these costs, in accordance with Section 367-j of the
New York State Social Services Law, if a Medicaid recipient is expected
to receive home health care services for more than 60 days, a fiscal
assessment should be completed for the recipient.  The purpose of this
assessment is to estimate the total cost of the home health care services to
be provided to the recipient.  If the recipient is expected to receive the
services solely from a CHHA, the assessment should be done by the
CHHA and approved by the local district.  If the recipient is expected to
receive services from both a CHHA and another home care provider such
as a private duty nurse, the assessment should be done by the local
district.  

The assessments, which were required as a result of the escalating cost of
home health care services, are to be used by local district officials to
ensure that the services planned for a recipient include such efficiencies
as shared home care aide services (in which one home care aide provides
care to two or more recipients simultaneously) or greater family
responsibility, if appropriate.  The assessment process also enables local
district officials to compare the cost-effectiveness of home health care
services to available alternatives, such as nursing home care.  According
to Health’s regulations, if an assessment indicates that the cost of a
recipient’s home health care services is expected to exceed 90 percent of
the cost of local nursing home care, the local district is required to
arrange for the recipient to receive alternative services such as nursing
home care.  This requirement does not apply to recipients who are in
exempt home health care programs (such as an AIDS home care program)
or to recipients who meet certain other criteria (such as recipients who are
responsible for the care of a child at home).  Health has no information
to identify such recipients.

In order to evaluate the extent to which fiscal assessments had been
completed as required, we identified a sample of 100 Medicaid recipients
who received home care for more than 60 consecutive days during 1997.
We selected these recipients from a total of 27,380 recipients from the
following ten local districts: Albany, Broome, Nassau, New York City,
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Oneida, Onondaga, Rensselaer, Schenectady, Suffolk and Westchester.
These local districts represented recipients from the eight CHHAs that we
visited as well as CHHAs which were not included in our on-site testing.
We randomly selected ten recipients from each of the ten local districts.
We then asked district officials to provide us with the fiscal assessments
for the 100 recipients selected.  

Two of the districts (Oneida and Suffolk) were able to provide the fiscal
assessments for all of the selected recipients.  However, the other eight
districts were unable to provide the fiscal assessments for many of the
selected recipients, as follows:

! one district (Nassau) had no fiscal assessments for any of the
selected recipients; district officials told us they did not require
fiscal assessments, and

! the remaining seven districts rarely complied with the requirement.

In total, the districts were able to provide the fiscal assessments for only
35 of the 100 selected recipients.  When fiscal assessments are not
completed, districts are less able to ensure that home care costs are
provided as efficiently as possible.  We note that significant savings in
home care costs were reported by one of the two districts (Suffolk) that
was able to provide fiscal assessments for all of the recipients in our
sample.  According to Suffolk officials, as a result of the fiscal assess-
ments completed during the first nine months of 1998, the district was
able to reduce the home care costs proposed by its CHHA by about $1
million.  Comparable savings may be possible in districts that do not
complete fiscal assessments.  

In addition, when fiscal assessments are not completed, districts are less
able to determine whether the home care services proposed by CHHAs
should be replaced by nursing home services or other types of services
that are more cost-effective.  When we compared the cost of local nursing
home care to the cost of the home care services provided to Medicaid
recipients for more than 60 days, we identified many recipients who may
have been required by Health’s regulations to receive less costly types of
care, such as nursing home care.  For 1997, we identified about 5,200
such recipients (none of whom were enrolled in an AIDS home care
program) and determined that the cost of the home care services provided
to these recipients by CHHAs exceeded the cost of local nursing home
care by more than $102 million.  While some of this additional cost may
have been unavoidable because alternative services were not available or
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some of the recipients could be exempted from the alternative service
requirement, it is likely that significant cost could have been avoided if
fiscal assessments were completed as required. 

We identified a number of reasons why fiscal assessments are not
completed as required.  According to officials at the eight CHHAs we
visited (four of which were overseen by the Metropolitan regional office
and four of which were overseen by the Northeastern office), the
importance of the fiscal assessments is not adequately emphasized by the
local districts.  For example, the officials at one upstate CHHA told us
that they did not complete fiscal assessments because they believed the
assessments were not required by the local district.  At another upstate
CHHA, the official told us its local district rarely provided feedback or
approvals for the fiscal assessments.  We determined that this CHHA only
occasionally completed fiscal assessments.  The officials at three downstate
CHHAs told us that they considered the fiscal assessment process to be
unproductive, because their local district (the New York City Human
Resources Administration) provided neither feedback nor approval when
they submitted fiscal assessments for recipients whose estimated home care
costs exceeded 90 percent of local nursing home costs. 

We also determined that, while Health has developed written instructions
for the fiscal assessment process, it has provided only limited guidance or
support to help the local districts in the process.  For example, even
though the MMIS can be used to determine when a recipient begins
receiving home care services or has received such services for more than
60 days, Health does not provide the local districts with reports containing
this information.  If the districts had this information, they could ensure
that fiscal assessments were completed for all Medicaid recipients who
received home care services for more than 60 days.  We identified a
number of instances in which district officials were not aware that
recipients had received home care services for more than 60 days.  We
further determined that, even though Health requires the districts to
prepare reports about their fiscal assessment activities, Health has not
requested that the districts submit the reports to Health.  As a result,
Health lacks the information needed to evaluate local district compliance
with fiscal assessment regulations. 

According to Health’s regulations, whenever a fiscal assessment is not
completed for a Medicaid recipient who received home care services for
more than 60 days, Health can require the CHHA to repay Medicaid for
all the home care services reimbursed by Medicaid on or after the sixtieth
day of service.  Enforcement of such an action by Health would
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Recommendations

1. Communicate and enforce existing requirements that fiscal
assessments be completed by monitoring local district and CHHA
practices.  Require the local districts to submit reports containing
information about their fiscal assessment practices and evaluate
those reports.

2. Routinely provide reports to the local districts that either identify
when recipients begin receiving home health care services or
identify the recipients who have received such services for more
than 60 days.

3. Review the practices of the local districts that are experiencing
savings through the fiscal assessment process and provide
training in the best practices to the remaining local districts.

4. Routinely consider whether to recover payments from CHHAs
that do not complete fiscal assessments for Medicaid recipients
who receive services for more than 60 days.

encourage CHHAs to prepare fiscal assessments when required.
However, we found that Health has not asked any CHHA to make these
repayments, nor has Health tried to determine the amount that could be
recovered.  We determined that, during 1997, about 40,000 Medicaid
recipients received home care services from CHHAs for more than 60
days.  We further determined that the cost of these services beyond the
sixtieth day (excluding services provided to recipients in AIDS home care
programs) was about $304 million.  Therefore, Health could have
recovered the portion of this $304 million that relates to recipients who
are not otherwise exempted from the alternative service requirement and
for whom a fiscal assessment was not completed.
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Controlling Medicaid Reimbursement for Home
Health Care

Health is responsible for ensuring that Medicaid payments to CHHAs are
for authorized, cost-effective services provided to Medicaid recipients.  To
meet this responsibility, Health has established the following controls:

! To help ensure the accuracy of CHHA payments, the MMIS uses
computerized controls (called edits), which screen claim payments
to determine if they are for services rendered to eligible recipients
by authorized providers and that such claims do not duplicate
previous payments to the CHHA.

! CHHAs are required to document the services rendered in the
recipient’s medical records.  Such documentation includes the
plans of care approved by a physician and progress notes
identifying the services rendered.

! Health’s auditors conduct periodic computer matches of CHHA
payments to files of payments to hospitals and nursing homes as
well as files of other relevant recipient information. 

In addition, in November 1997, Health’s auditors initiated a plan to audit
at least five CHHAs for compliance with Health’s regulations. Based on
the results of the five audits, the auditors may extend their detailed
reviews to the remaining 177 CHHAs. 

We reviewed the documentation supporting selected payments during 1997
for services provided to 189 Medicaid recipients at the eight CHHAs we
visited.  For the recipients reviewed, we tested reimbursement claims for
nursing, therapy and home care aide services provided by the CHHA.
We judgmentally selected recipients who were receiving an extensive
amount of care, or whose care had changed significantly.  For each of the
recipients, we compared the claims billed with the CHHA’s medical
records. We also compared the CHHA claims to claims for other medical
services provided on the same day to identify inconsistences that could
indicate billing errors. 

We found that while most of the services we reviewed were authorized
and properly documented, 178 claims (about 3 percent of the 5,700 claims
reviewed), which were valued at about $25,000 either lacked proper
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supporting documentation or contained some other type of error and
warrant further investigation by Health officials.  Each of the eight
CHHAs submitted claims with errors.  Specifically, we found:

! For 79 claims, either the CHHAs could not properly support the
claimed services in the recipients’ medical records or the claimed
services were not in the recipients’ care plans.  For example, in
some claims the CHHA’s documentation showed that less nursing
services were provided than were claimed.

! Seven claims were improperly billed, because the CHHA claimed
reimbursement for a nurse visit to supervise the work of a home
health aide. Medicaid does not reimburse home health providers
for visits which are solely for supervision, because such services
are reimbursed through other payments.

! For 11 claims, we question whether the recipients were at home,
because on the days of the claimed services they were receiving
services in a hospital or a nursing home.  In one claim, the
CHHA had subcontracted the services to a LHCSA, which
submitted documentation to the CHHA that the services had been
rendered to the recipient.  Such documentation could be in error
or could be an indication of an abusive billing practice by the
LHCSA.

! A total of 57 claims contained data entry errors, such as the
wrong date of service or an incorrect recipient identification
number.

! A total of 24 claims were billed for the incorrect level of service.
For example, a CHHA billed a claim for a registered nurse;
however, the service was performed by a licensed practical nurse.

During our review, we observed that it is common for individuals
receiving CHHA services to receive more hours of CHHA care than usual
on the days they also receive services from a clinic, doctor, or nursing
home day treatment service.  When we reviewed patient medical records,
we found that the CHHA hours increased on these days because a home
health aide accompanied the recipient to the other medical services.  For
example, in one case a home health aide accompanied the recipient to a
clinic because no family member was available to accompany the recipient.
On this day the CHHA was paid for 10 hours of home health aide
services, even though it was typically authorized to receive payment for
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Recommendations

5. Investigate the 178 questionable claims that we identified and
recover any overpayments relating to these claims.

6. Notify the CHHAs not to bill Medicaid for supervisory nursing
visits.

7. Clarify whether CHHAs should be reimbursed when home health
aides accompany recipients to other medical services.

8. Address the kinds of billing errors identified in this audit when
conducting audits of CHHA compliance with regulations.

four hours a day. Therefore, Medicaid paid an additional six hours to
have the aide accompany the recipient to the clinic.  In some cases, the
recipient’s physician indicated in the care plan that an aide should
accompany the patient to all other services, but in other cases the
physician made no such indication.  Health’s guidelines do not clearly
indicate whether these additional home health aide hours are appropriate
or inappropriate.  We determined that, during 1997, Medicaid may have
spent as much as $36.7 million on home health care services for recipients
who simultaneously received clinic services. 
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Inspections of
Home Care
Providers

Monitoring Quality of Care

Federal regulations and the State Public Health Law require Health to
oversee the quality of home health care received by Medicaid recipients
by monitoring the operating practices of the agencies which render such
services.  Health is specifically required to license or certify home care
agencies before they begin operation; periodically inspect the agencies’
standards of care, personnel qualifications and maintenance of clinical
records; and determine if service complaints are investigated and resolved.
We found that Health has adequate practices for certifying CHHAs and
initially licensing LHCSAs.  However, improvements are needed in the
inspections of LHCSA operations and in the practices used in document-
ing, tracking and resolving service complaints.  Improvements are also
needed in the procedures used to obtain physician approval for the home
care services provided to Medicaid recipients.

To participate in the Medicaid program, CHHAs must meet Federal
requirements for home health care providers.  HCFA contracts with state
governments to conduct certification surveys to help ensure Federal
standards are met.  According to Federal regulations, state agencies must
conduct a survey of each Medicaid home care provider at least every 36
months.  The survey reviews the quality and scope of patient care services
provided by a CHHA to determine whether the home care provider is in
compliance with Federal participation requirements.  We judgmentally
selected surveys conducted by Health of 27 CHHAs which were among
those with the highest Medicaid payments in the region.  We found that
the surveys were adequately documented and complied with Federal
requirements.

Article 36 of the Public Health Law requires Health to inspect the
operations of LHCSAs to determine if LHCSAs provide high quality care
and services, employ qualified personnel, and maintain adequate clinical
records.  Health’s regulations do not specify how frequently the LHCSAs
should be inspected.  (Federal regulations require CHHAs to be surveyed
every 36 months.)

We reviewed the frequency with which LHCSAs had been inspected and
found that a significant number of LHCSAs had not been inspected on a
regular basis, or in some cases, had not had a State inspection.  For
example, inspection records at the Metropolitan regional office indicated
that 106 (34 percent) of the 312 New York City LHCSAs had not been
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Case Management

inspected for over three years.  In fact, many of these LHCSAs had not
been inspected since they received their initial license to operate.  We also
determined that the Syracuse regional office inspects a LHCSA only when
it receives a complaint from a home care patient.  According to Health’s
records, about 40 percent of LHCSAs in the Syracuse region had not been
inspected for more than three years.  We believe Health should take steps
to ensure that LHCSA operations are inspected in accordance with Public
Health Law requirements.

As described earlier in this report in our test of CHHA payments (see
page 10), we found problems with the clinical records which the CHHA
had received from a contracted LHCSA.  The LHCSA claimed it rendered
services at home to a Medicaid recipient; however, Medicaid billing
records indicated that the recipient was in an inpatient hospital.  Periodic
inspections by Health would help enforce the need for LHCSAs to
properly document services rendered to Medicaid recipients.

CHHAs are responsible for assessing the medical needs of their clients,
creating care plans detailing the services to be provided, coordinating the
provision of the care authorized in the care plans, and documenting and
maintaining records of the services provided. We reviewed the medical
records maintained by the eight CHHAs we visited for a total of 164
recipients who received home health care services during 1997.  We
judgmentally selected these recipients because they were receiving an
extensive amount of care, or their care had significantly changed.  These
records indicated that the CHHAs were, in general, performing the
activities necessary to control the quality of care given to their clients.
Overall, the medical records maintained by each CHHA were comprehen-
sive and generally complete. We found documentation for the home health
services provided to each recipient, as well as nursing assessments and
supervision notes from each recipient’s care coordinator.

Section 763.7(a) of Health’s regulations requires that the care plan be
signed by the authorizing physician within 30 days after the patient’s
admission to the CHHA.  In addition, the care plan must be renewed
every 62 days and approved by the physician within 30 days of renewal.
The physician’s approval is the basis for authorizing any home health care
services billed to Medicaid, as well as for ensuring that patients receive
the medical, nursing, and rehabilitative services which meet their
individual needs.  Without such approval, Health lacks assurance that
CHHAs are providing only medically necessary services or that patients
are receiving all the care they need.  
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Complaint
Investigation

While we found care plans for all 164 recipients reviewed, we noted that
the physician’s approval, as evidenced by their signature, was not always
obtained in a timely manner, as the initial care plans for 13 recipients
were approved more than 30 days after their admission to the CHHA, and
the renewal care plans for nine recipients were not approved within 30
days of renewal.  Several of these care plans were approved several
months, or even a year, late.  In addition, even though 13 other initial
care plans and ten other renewal care plans were approved by the
authorizing physician, the physicians’ signatures were not dated.  As a
result, we could not determine whether these 23 care plans were approved
on time. Also, changes to a recipient’s care plan should be documented
by a medical or interim order form, which a physician must approve
within 30 days.  We identified five recipients with changes to care plans
which were not approved by a physician, 12 recipients with changes
which were approved but not within 30 days of issuance, and two
recipients with changes which were approved but not dated. 

Staff at the eight CHHAs told us that it is difficult to get physicians to
sign and return care plans and changes to care plans within 30 days.  We
noted several instances where the CHHA contacted the authorizing
physician numerous times before getting the required approval.  In one
instance, the physician approved a change to a care plan after five
reminders from the CHHA.

Federal regulations require CHHAs to investigate all complaints made by
a patient, the patient’s family or the patient’s guardian regarding treatment
or care that is or has not been furnished. In addition, complaints regarding
the lack of respect for the patient’s property by anyone furnishing services
on behalf of the CHHA, including any of the CHHA’s subcontractors,
must be investigated by the CHHA.  The regulations also require CHHAs
to document their investigations by recording the existence and the
resolution of the complaint.

Investigating and resolving complaints is a critical activity.  To help
ensure that all complaints are properly investigated and resolved, Section
763.11(a) of Health’s regulations requires each CHHA to establish
complaint procedures that include documenting the receipt, investigation,
and resolution of any complaint.  The regulations specifically require that
CHHAs maintain a complaint log to identify the dates that complaints are
received and resolved. 
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We reviewed the practices followed by the eight CHHAs we visited in
documenting, investigating and resolving complaints.  We found that each
provider had adequate written procedures for investigating complaints.
However, one CHHA did not maintain a complaint log as required by
Health’s regulations, and another CHHA did not properly maintain its log
in chronological order.  We also randomly selected complaints investigated
by the eight CHHAs during 1997.  After reviewing the CHHAs’ records
(complaint folders, logs, and written correspondence to complainants), we
determined that the eight CHHAs were adequately investigating complaints
and the investigations were timely.  

However, as is shown in the following table, we identified a wide
disparity between the Metropolitan region and the Northeastern region in
the number of documented complaints per Medicaid recipient served:

Home Health Provider Payments Recipients (All Patients)

1997 1997 1997
Medicaid Medicaid  Complaints

Northeastern Region

CHHA 1 $554,000 648 44

CHHA 2 490,000 395 5

CHHA 3 1,535,000 377 89

CHHA 4 2,602,000 744 56

Total $5,181,000 2,164 194

Metropolitan Region

CHHA 5 $36,871,000 3,167 9

CHHA 6 18,828,000 1,775 11

CHHA 7 302,963,000 32,550 117

CHHA 8 10,553,000 502 49

Total $369,215,000 37,994 186

While the four Northeastern region CHHAs documented and investigated
194 complaints (rendered on behalf of all patients) and provided care to
2,164 Medicaid recipients (a rate of 90 complaints per thousand Medicaid
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recipients served), the four Metropolitan region CHHAs documented and
investigated 186 complaints while providing care to 37,994 recipients (a
rate of 5 complaints per thousand Medicaid recipients served).  During
our audit, we determined that Metropolitan regional office staff do not
routinely inspect a CHHA’s complaint log while doing certification
surveys.  Northeastern regional office staff informed us it is their practice
to inspect complaint logs during all surveys of CHHAs.  We believe
Health should investigate the disparity in the complaint rate between the
two regions and determine whether complaints have been discouraged or
are undocumented in the Metropolitan region.

CHHAs are required by Health’s regulations to inform their patients that
if a patient is not satisfied with the CHHA’s response to a complaint, the
patient may complain to Health.  Patients may also call telephone hotline
numbers to lodge complaints directly with Health.  During 1997, a total
of about 300 complaints were received by Health.  Health instructs its
regional offices to categorize such complaints as either a serious patient
care complaint, a non-serious patient care complaint, an administrative
complaint, or an other complaint.  Serious patient care complaints are
instances of patient abuse or neglect that cause or have the potential to
cause harm.  Non-serious patient care complaints are allegations about
patient care which do not appear to threaten the patient’s immediate well-
being.  Administrative complaints relate to breakdowns in a home care
provider’s policies and procedures.  Complaints that do not fit into these
three categories are classified as other (e.g., allegations of theft against a
home care worker).  Generally, regional office staff conduct their own
investigations for serious and non-serious patient care complaints, and
refer any complaints not relating to patient care to the CHHA for
investigation.

For serious patient care complaints, Health requires the regional office to
complete the investigation within three business days.  All other
complaints are required to be investigated and resolved by the regional
office within 30 days.  Since serious patient care complaints require
immediate action and resolution, it is imperative that complaint investiga-
tions be prioritized appropriately and accurately updated to Health’s
complaint tracking system.  To assess the adequacy of Health’s process
for investigating and resolving complaints, we reviewed the practices
followed by two regional offices: Metropolitan and Northeastern.  We
randomly selected and reviewed complaint investigation files for com-
plaints that were received during 1997.  At the Northeastern regional
office, we reviewed 8 of the 13 complaints investigated in 1997; at the
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Uniform Complaint
Tracking System

Metropolitan regional office, we reviewed 10 of the 44 complaints
investigated in 1997.

At the Northeastern regional office, we reviewed two serious patient care
and six non-serious patient care complaint investigation files.  The two
serious patient care complaints were adequately investigated and resolved
in accordance with Health’s policy.  However, all six non-serious patient
care investigations took longer than 30 days to resolve, and three
investigations took longer than 100 days to resolve.  On average, 86 days
were needed to resolve the six non-serious complaints.

The Metropolitan regional office investigates only serious patient care
complaints and refers any other type of complaint to the CHHA for
investigation.  Therefore, the ten complaints we reviewed at the Metropol-
itan regional office were all serious patient care complaints.  We
determined that eight of the ten complaints took longer than three days to
resolve, and on average, 40 days were needed to resolve the ten
complaints.  At least 70 days were needed to resolve three of the
complaints, and 112 days were needed to resolve one of the complaints.

The complaint needing 112 days to resolve, which involved a number of
allegations, was made by a Medicaid recipient on April 22, 1997 against
three home health aides employed by a CHHA.  For example, the
recipient alleged that one of the aides routinely left work early and did not
follow the patient’s care plan, another aide allowed the recipient to fall
from his wheelchair, and the third aide sprayed mace at the recipient.
The documentation available in the case file showed that the regional
office did not respond to the complaint until August 12, 1997, 16 weeks
after the complaint was made.  While the complaint was not substantiated,
the investigation file noted that the aide who allegedly sprayed mace at the
recipient admitted to pointing a can of mace at the recipient and was
subsequently terminated by the CHHA.  If the Metropolitan regional office
had investigated this complaint within three days as required by Health’s
policy, it may have been able to help the CHHA correct the problem.

During 1997, Health’s regional offices reported that they investigated 114
complaints.  To aid regional office complaint investigations, and determine
if investigations are monitored and resolved in accordance with Health’s
policies and procedures, Health developed the Uniform Complaint
Tracking System (UCTS).  To evaluate the effectiveness of the UCTS we
interviewed staff at three regional offices (Metropolitan, Northeastern and
Syracuse).  The staff at these offices told us that the UCTS is difficult to
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access and use, and does not provide the capability to generate reports
which would aid staff in their complaint investigations.  For these reasons,
the regional offices are developing and maintaining their own complaint
tracking systems.  The UCTS is used mainly to inventory complaints and
is updated only after the complaint is resolved.

We examined the individual systems being developed and used by Health’s
regional offices to track complaints.  We found that the systems differ
significantly, ranging from automated database systems on personal
computers to manual systems of paper logs and records.  As a result, the
regional offices and Health’s central office are not consistent with one
another in the ways that they control and document complaint investiga-
tions.  For example, at the Northeastern regional office, we compared
UCTS information for eight complaints to regional office investigation
records and found that six complaints were incorrectly categorized on the
UCTS.  In three cases, the UCTS categorized complaints as administra-
tive; however, the regional office’s investigation records documented that
one was a serious patient care complaint and two were non-serious patient
care complaints.

In a previous audit report titled Monitoring Nursing Home Compliance
With Medicaid Participation Requirements and Controlling Provider
Payments (Report 97-S-30), we made similar observations about the
practices followed by Health in investigating complaints against nursing
homes.  In that report, we recommended that the regional offices develop
a control mechanism to track and monitor the progress of all outstanding
complaint investigations.  In responding to our recommendation, Health
officials stated that a new computer-based tracking system would be
implemented by February 15, 1998, and each regional office would use
the same system.  However, as of November 30, 1998, no such system
had been implemented.
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Recommendations

9. Take appropriate steps to ensure that LHCSA operations are
inspected in accordance with Public Health Law requirements.

10. Continually notify physicians about the importance of approving
home health care services in a timely manner. 

11. Ensure all CHHAs properly maintain a complaint log as part of
their complaint investigation process, and require that such logs
be inspected during the certification surveys performed by the
regional offices.

12. Investigate the disparity in the complaint rate between CHHAs in
the Northeastern and the Metropolitan regions.

13. Monitor the timeliness of the regional offices in investigating and
resolving complaints.

14. Develop a comprehensive system for tracking complaints against
all Medicaid providers, and require that the system be used by all
the regional offices. 
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State Comptroller’s Note
Recommendation number 9 was amended in the final report.


