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What does a Home Health Benefit look like?
Many times a patient’s discharge from a hospital/acute care or a skilled nursing facility or a rehab facility requires a ‘transitional period’ to ensure a safe discharge -both clinically/nursing and rehab focused.  Enter Home Health.  Original/Traditional Medicare’s benefit is different than other insurance plans but the overall program is similar.
How it works:


Original/Traditional Medicare’s benefit is based on a defining event:  The patient must be homebound. In the “Medicare and You 2021 Handbook,’ this is defined as a) significant trouble leaving your home without help (like using a cane, walker, or crutches; special transportation; or help from another person) because of an injury or illness; b) leaving your home isn’t recommended because of your condition and c) you’re normally unable to leave your home because it’s a major effort.  The scope of the in-home benefit covers part-time or intermittent skilled nursing care, and/or physical therapy, speech-language pathology services or continued occupational therapy.  The care is a ‘visit’, not prolonged in-home care. A doctor must order home health after assessing your unique needs.  If all the above are met, the Original/Traditional Medicare patient will pay nothing out-of-pocket.  The program is intended as a short-term intervention to safely maintain the patient at home.
Examples of what the home health staff could do:

Joint replacement.  After an inpatient or outpatient procedure, rather than be transferred to a skilled nursing facility for post-procedure care, the patient’s progress and in-home support /family may allow for home health as an alternative. The nurse visit could check on your adherence to new medication/adverse reactions/questions, check on diet and possible nutrition concerns and communicate with the physical therapist and your doctor to ensure everyone is coordinating the care package.  Physical therapy will assess the safety in the home-loose rugs, fall risk areas like the bathroom and outline an ongoing home therapy plan – all approved by your physician.    Goal:  Maintain at home with a safe, coordinated post -discharge plan.  Any concerns are addressed thru the intermittent visits with all the care team, the patient and support team/family involved.

Other insurance plans may follow the basic outline of Original/Traditional Medicare, but they may not require the patient to be homebound.  The intermittent visits are usually part of all insurance plans but when exploring the home health option, it is important to have an excellent understanding of the home health benefit and what it will cost.  Still an excellent benefit, but usually involves an out-of-pocket expense and prior authorization.
Hint:  Hand-offs between the acute setting/hospital, skilled nursing facility and/or the rehab facility and the home health agency can become a bit cumbersome.  As much as the case manager/discharge planner can coordinate a referral to your choice of home health agencies, it is extremely important to a) have a contact name and number for the agency and b) contact the agency on the day of discharge or as soon as the discharge is known.   The referral is made but the post-discharge coordination with the family is usually the family’s responsibility.   Darn, sometimes the patient/family thinks the home health agency will be coming immediately upon discharge but that can easily be mis-interpreted.   Call and create a date/time outline for the initial visit. This will be critical to ensure the clinical home health team is ready to assess and begin in-home care immediately post discharge.  Gaps can lead to anxious patients, mis-conceptions of the services and lapse in oversight of the patient at home.  Communication – and lots of it- will help maximize this excellent benefit.
REMINDER:  With the ongoing rollout of the COVID-19 vaccinations, remember-the COVID-19 vaccine will be paid for thru funding authorized by the Coronavirus Aid, Relief and Economic Security Act/CARES.  When patients are registering for the vaccine, they are asked to bring their insurance card with their insurance billed for the administrating/giving of the vaccine.  Under the CARES Act, the administration charge will be paid for by the insurance plan.  There is no out-of-network penalty if the patient goes to an out-of-network provider to receive the vaccination.  ‘Providers are prohibited by agreement with the U.S. Government from billing patients for the vaccine or its administration, including balance billing.’  If you don’t have insurance, ask about assistance thru special funding in the CARES Act under HRSA.  (Hint:  when in doubt, ask the healthcare provider when getting your vaccine. No surprises.)

UPDATE:  The “Medicare 101, Social Security Benefits and Assistance for Senior Boot Camp”-  has been delayed until the fourth quarter of 2021.  Our community outreach education will resume when it is safe for all of us.  All the fun related topics will be included and open to all ages.  See you in mid-2021!

All historic articles and training material are available on the Patient Financial Navigator Foundation’s webpage: PFNFinc.com.   The Foundation is an Idaho-based, Family Foundation formed in 2017.  208 423 9036 for more information. (Do you have a topic for Healthcare Buzz?  Send it to daylee1@mindspring.com.  Thanks!)
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