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What The Pandemic Started Is Here To Stay
By Monica E. Oss, Chief Executive Officer

now, as the pandemic is waning, 17% of health care 
services are being delivered virtually (see Telehealth 
Statistics And Telemedicine Trends 2021) and in 
August of 2021, mental health conditions remained 
the top-ranking telehealth diagnosis nationally 
and in every region (see An Increase In Telehealth 
Utilization In The South From July To August 2021). 

And there are already 15 million consumers in the 
United States who receive in-home health services 
(see Home Health Care Industry Overview & 
Statistics and Basic Statistics About Home Care), 
accounting for 600 million visits (see Home Care 
Industry Overview And Statistics). This number 
of consumers is likely to climb for a number of 
factors—consumer preference, an aging population, 
a population with more chronic disease prevalence, 
and more.

We are coming up on almost two years when 
many health care services have been delivered to 
consumers in their homes due to the pandemic. 
Behavioral health was particularly affected by this 
change, but the largest proportion of services—of all 
specialties—shifted to telehealth (see “Telehealth” Is 
“Health” In The Next Normal). And over the past two 
years, we have new models for virtual primary care 
and in-home models for addiction treatment, primary 
care home visits, SNF-at-home, and hospital-at-
home.

Looking ahead, for many executive teams, returning 
to the pre-pandemic in-clinic service model is not a 
possibility. Service delivery will need to be hybrid—
offering consumers the choice of when to come to 
the clinic, when to get services online, and when 
to have service professionals in their homes. Even 



November Monthly Management Newsletter  |  Page 3© 2021 OPEN MINDS 

And to that end, our November 2021 management 
newsletter provides advice and perspective on 
how to develop a hybrid service model. First, we 
have a step-by-step process on how to prepare 
your organizational operations for a hybrid service 
delivery approach from OPEN MINDS Senior 
Associates Ken Carr and Joseph P. Naughton-
Travers (see Going Hybrid—The Process & The 
Technology For An Integrated Virtual, In-Home & 
In-Clinic Service Model). Then we take a look at 
the “SNF-At-Home” concept (see SNF-At-Home 
In The ‘Next Normal’), a redesign of home- and 
community-based services (see Redesigning HCBS 
& Congregate Care; The Same Coin) and the tech 
infrastructure specialty provider organizations need 
to change (see Integrated, Hybrid & Value-Based 
Success). Whether an executive team is at the start 
of this transformation or perfecting the transition, this 
issue of the newsletter is a reference guide to map 
those strategies.

And, there is a big policy push (and new funding) 
behind consumers remaining in their homes for 
services. On the virtual care side, almost every 
large insurer has announced plans for expanding 
virtual primary care (see What Virtual Primary Care 
Means For Specialist Strategy and UnitedHealthcare 
Launches Virtual Primary Care Service For 
Employer-Sponsored Plans). And just last spring, the 
Biden Administration announced the American Jobs 
Plan which included a substantial increase in state 
Medicaid funding for home-based care, including 
$400 billion to expand access to Medicaid home- 
and community-based services (HCBS) (see FACT 
SHEET: The American Jobs Plan and How Could 
$400 Billion New Federal Dollars Change Medicaid 
Home and Community-Based Services?).

The question for most specialty provider 
organizations and primary care organizations is how 
to develop a sustainable hybrid service delivery 
model. Most organizations made the pivot from in-
clinic to virtual services. But this adaptation is not 
the same as the transformation of the sustainable 
business model.
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Going Hybrid—The Process & The Technology For 
An Integrated Virtual, In-Home & In-Clinic Service 
Model
By Joseph P. Naughton-Travers, Senior Associate & Ken Carr, Senior Associate

Started Is Here To Stay). Delivering on this means 
delivering services that blend options for in the 
clinic, in the home, and online. But expectations 
for how consumers interface with service delivery 
has changed. Now those expectations are of 
tech-enabled convenience in both administrative 
transactions and care delivery—but how that 
is achieved will be different based on the exact 
platform adopted.

The challenge—how do provider organization 
executive teams make the right decisions to make a 
hybrid approach happen successfully? Our team at 
OPEN MINDS recommends seven steps to creating 
into a hybrid service delivery line:

• Step #1. Map out scheduling/access to care 
models for hybrid services

It’s time for another pivot. Over the past two years, 
most specialty provider organization executive 
teams have adapted their service delivery model 
to the realities of pandemic health care. And for 
many months, most services were delivered using 
telehealth. Pre-pandemic use of telehealth was less 
than 0.01% of total visits. In the first quarter of the 
pandemic, that grew almost immediately to 80% of 
behavioral health visits and 70% of primary care 
visits (see Making The Virtual Care Shift Work — It’s 
All About The Technology).

While there are many specifics about the “next 
normal” health and human service market that we 
don’t know, there is one customer expectation that 
is clear—successful provider organizations will need 
to deliver “hybrid” services (see What The Pandemic 



November Monthly Management Newsletter  |  Page 5© 2021 OPEN MINDS 

• Step #2. Map out customer-facing referral/intake 
function

• Step #3. Map out changes in revenue cycle 
management

• Step #4. Design & go live with key performance 
indicators reporting for hybrid services

• Step #5. Train & supervise the service delivery 
staff

• Step #6. Process redesign of clinical operations 
to support the new model

• Step #7. Map out changes needed to technology 
infrastructure in data collection & process 
support 

Step #1. Map out scheduling/access to care 
model for hybrid services

The general buckets to keep in mind will be virtual 
care (telehealth, telephonic, secure text, self-
directed apps/websites); home-based care (smart 
homes, remote monitoring, staff time optimization); 

and integrated care (integrated electronic health 
records and centralized scheduling). The critical 
component in this step is identifying “convenience.” 
Services have historically been designed for the 
convenience of the clinical professional, not the 
consumer. A hybrid approach demands a ‘digital first’ 
consumer-centric design is adopted (for both virtual 
and face-to-face components). 

While this is true from finding services online; to 
medical records, to billing, payment, and ongoing 
communication, scheduling and access to care are 
at the forefront of this convenience. To make hybrid 
services an operational reality at scale, provider 
organization executive teams should develop a 
digital first consumer intake process with a well-
designed “digital front door.” This process should 
include real-time appointment scheduling that is 
linked to both benefits eligibility information and 
the schedules of clinical team members. Many 
components of the digital front door, including online 
scheduling, can likely be built into existing electronic 
health record (EHR) systems but standalone 
technology platforms are also available and can be 
integrated with current technology platforms (see 
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Four ‘Must Have’ Competencies For Post-Pandemic 
Competitive Advantage). 

Step #2. Map out customer-facing referral/intake 
function

To maximize on the potential benefits of a hybrid 
model, provider organizations will need to offer 
24/7 access (via website and call Center) and on-
demand services, but that only happens after a 
seamless and fast initial screening and scheduling 
process that happens at first contact. For most 
organizations, this will all hinge on having a top-flight 
website that is designed for referral and appointment 
scheduling. Plan website functionality for consumer 
interface: historical information portal, information 
gathering pre-appointment, appointment reminders, 
billing, and collections. Ongoing success will rely 
on a process for continued website improvement 
to improve search engine optimization (SEO) so 
consumers can find you quickly, select what they 
want quickly, and you can quickly respond.

Step #3. Map out changes in revenue cycle 
management

One of the most important changes organizations 
must implement when making service line changes 
is adjusting their revenue cycle management model. 
Put simply, what payer contract changes are needed 
to ensure payment for your new service model? 
Service coding and billing for hybrid services will 
change, and possibly the whole payment model. 
Keep three items in mind:

• Understanding what payers will and won’t pay 
for in terms of your planned model of virtual and 
hybrid care.

• Negotiating new contracts with alternative 
payment models (APM) or value-based 
reimbursement (VBR) to allow for the more 
flexible components of hybrid care and the use 
of other technologies.

• Make certain you are addressing all the 
compliance requirements from payers and 
regulators with your new model of care.

And, it can’t be taken for granted that your EHR 
handle the required changes in service tracking, 
coding, and billing. It also can’t be taken for granted 
that the existing process for accounts receivable 
management and collections is adequate. One key 
change will be to assess if existing tech tools (e.g., 
website payment, secure email, or the consumer 
portal) have the necessary functional performance 
for the new model.

Step #4. Design & go live with key performance 
indicators reporting for hybrid services

Investment in hybrid services, like all investments, 
must be sustained by performance. Creating a 
performance management system for new hybrid 
service models needs to report key metrics, and do 
so in a way that promotes action and performance 
improvement. This takes planning (for more on that 
planning, check out Performance Data, Dashboards 
& Metrics-Based Management: Meaningful Data For 
Meaningful Decisions). Specifics to keep an eye on:

• Convenience, satisfaction & communication

• Quality & outcomes

• Consumer safety

• Brand preference

• Efficiency & cost reduction

• Increased revenues

Step #5. Train & supervise the service delivery 
staff

Not all staff will be equipped for this change. As we 

“Put simply, what payer contract changes 
are needed to ensure payment for your new 
service model? Service coding and billing for 
hybrid services will change, and possibly the 
whole payment model.”
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move to a hybrid health and human service system, 
a big question is how to facilitate the transition 
of clinical professionals, direct support staff, 
administrators, and provider organization leadership 
(executive and managers) to a new model of 
care. This will take training and support, including: 
clinical staff training in telehealth service delivery; 
policies and procedures for handling enhanced 
consumer communication models; and operational 
mechanisms for supervisors that are overseeing the 
delivery of virtual and hybrid models of care.

Step #6. Process redesign of clinical operations 
to support the new model

One challenge of a hybrid approach is that it 
introduces “operational distance” into operations, 
both clinical and administrative. That distance needs 
to be overcome to maintain effective collaboration 
and synchronize the work. What provider 
organizations can’t do is simply replicate in-person 
office workflows and processes online. A unique 
system will need to be built to make the operations 
flow smoothly. This includes mapping the new model 
for all components of the clinical process (referral, 
intake, routine care, transfer, and discharge) and 
identify all the consumer “touchpoints” and ensure 
that they are consumer-friendly and efficient. It also 
means identifying the administrative department 
changes that are needed to support the model, like 
changes in human resource operations, quality and 
compliance, and payroll. Once everything is set 
up, remember to include a “disaster” plan for care 
delivery and consumer safety just in case there are 
technology failures.

Step #7. Map out changes needed for technology 
infrastructure in data collection & process 
support

Both staff and consumers need the right tools 
(laptops, mobile devices, high-speed internet 
access) in order to participate in virtual and hybrid 
models of care. This means recognizing what other 
technologies will be needed by staff (remote home 
monitoring devices, phones, apps, and analytic 
tools are common), as well as recognizing the 
disparities in access to technology and internet 
for some consumer populations and communities. 
Provider organizations will need to build a plan to 
address those. One key concern at many provider 
organizations is their current EHR (see The Times 
Have Changed. So Have Our EHR Concerns). If 
the future is integrated, hybrid, and value-based, 
traditional EHR domains won’t cut it. An up-to-date 
framework for organizations looking to adopt a new 
one include five key tech domains: “next generation” 
EHR functionality, a hybrid service delivery platform, 
a seamless virtual consumer experience, and 
systems to manage alternate payment models—
all built on an integrated financial and talent 
management capacity. This technology framework 
provides specialty provider organizations with both 
the integrated data and the workflow optimization 
needed for success (see If The Future Is Integrated, 
Hybrid & Value-Based—What Is Needed To 
Succeed?).

When looking over all these steps, it’s important 
to remember that while you may have a plan 
for how you would typically deliver services to 
the various consumers and service groups, it is 
important to recognize that the care plans need to 
be individualized. There will be individual consumers 
who would get the best care with a different 
combination of face-to-face, virtual, and hybrid care.

“What provider organizations can’t do is 
simply replicate in-person office workflows and 
processes online. A unique system will need to 
be built to make the operations flow smoothly. ”
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Integrated, Hybrid & Value-Based Success
By Cory Thornton, Vice President, Market Intelligence 

The big strategic question facing most executive 
teams in the health and human services field is—
what strategies are needed to best serve complex 
consumers sustainably and how do leaders 
incorporate those strategies into their organizations? 
That is the strategic question of the moment, and it 
is a big one. Deciding “what comes next” starts with 
understanding the dominant trends—integrated care 
models, hybrid service delivery, and value-based 
reimbursement.

Here is what we know. Integrated care coordination 
models were and are increasingly preferred by 
consumers and payers. As a result, 85% of specialty 
provider organization executive teams are now 
considering offering some form of primary care 
services (see The Integrated Care Opportunity). 
Virtual therapies have been completely normalized 
by the pandemic and the post-pandemic service 

delivery system is likely going to be a hybrid 
combination of virtual, in-clinic, and in-home services 
(see Digital Transformation: Beyond Telehealth, 
Beyond The EHR). Value-based and risk-based 
contracting also continue to increase—both to 
align the financial goals of payers and provider 
organizations, and to leverage the value of a 
landscape with hybrid integrated service delivery 
(see The VBR Trickle Down Effect). 

The pandemic has accelerated these changes, but 
it has also brought new opportunities into focus 
for most specialty provider organizations. Overall, 
the pandemic has pushed services to “home” with 
emerging models for all types of services getting 
positive reviews from both consumers and payers 
(see Go To Home. Go Directly To Home). And the 
needs of “complex” consumers—those with multiple 
chronic conditions and/or significant social support 
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needs—has actually increased during the pandemic 
along with their spending proposition. Integrated 
care coordination programming and primary care 
services for these groups are in demand (see 
Person-Centered Care – Better With Tech? and 
What Virtual Primary Care Means For Specialist 
Strategy). And finally, there is the opportunity to 
help health plans address the social determinants 
of health and decrease the unnecessary use of 
more expensive health settings through “in-lieu-of” 
services (ILOS) and “value-added” services (see 
The Opportunity Of ‘In Lieu Of’).

The planning question is—is the future integrated, 
hybrid, and value-based, and how the tech 
infrastructure of specialty provider organizations 
needs to change? Our team at OPEN MINDS 
has taken on that question in our work with those 
organizations and developed a framework for 
technology planning for future success. That 
framework has five key tech domains: “next 
generation” EHR functionality, a hybrid service 
delivery platform, a seamless virtual consumer 
experience, and systems to manage alternate 
payment models—all built on an integrated financial 
and talent management capacity. This technology 
framework provides specialty provider organizations 
with both the integrated data and the workflow 
optimization needed for success.

“Next generation” EHR—The baseline for EHR 
functionality has changed over the past few years. 
The EHR platform has been and continues to be 
the master data repository for most organizations. 
But integrated care has made interoperability and 
data sharing more critical. The push for value has 

made the EHR the pivot point for clinical decision 
making and point-of-service consumer data. Finally, 
optimizing workforce contributions with better EHR 
design begs the need for ease of use and improved 
workflows.

Hybrid service delivery and consumer-facing 
platforms—The pandemic has also changed 
how and where consumers are served, as well 
as their interaction with provider organizations. 
Service delivery systems need integrated 
administrative infrastructure for offering health 
plans and consumers options for telehealth, in-
clinic services, and in-home care. But expectations 
for how consumers interface with service delivery 
has changed. Now those expectations are of 
tech-enabled convenience in both administrative 
transactions and care delivery.

Functionality for managing VBR—Finally, the 
financial management infrastructure of most 
provider organizations needs to change with the 
shift to value. The new platform requires integrated 
financial management, talent management, and 
contract management systems that have the tech 
functionality for managing risk-based reimbursement 
arrangements (Four Keys To Success With Value 
Based Reimbursement).

During a recent meeting, Sharon Hicks, OPEN 
MINDS senior associate and a co-chair of our 
recent The 2022 OPEN MINDS Technology & 
Analytics Institute, commented on the challenges 
of this evolution. “The role of technology in 
health and human services has evolved from 
administrative tasks like patient registration and 
billing, and compliance tasks like assuring proper 
documentation and symptom reviews, to its current 
state of integration into the way that services are 
delivered,” she said. “Telehealth, remote monitoring, 
assistive technology, and computerized treatment 
protocols are now both normal and expected.”

“But integrated care has made interoperability 
and data sharing more critical. The push for 
value has made the EHR the pivot point for 
clinical decision making and point-of-service 
consumer data.”



November Monthly Management Newsletter  |  Page 10© 2021 OPEN MINDS 

• The California Tech Roundtable – How CalAIM 
Will Change Technology Needs Of Specialty 
Provider Organizations

• Making The Right Technology Investments For 
Your Organization: An OPEN MINDS Executive 
Seminar On Technology Strategy, Budgeting & 
Planning

• Finding An Electronic Health Record System For 
Your Future: The OPEN MINDS Seminar On 
Best Practices In EHR Selection, Contracting & 
Optimization

Paul Duck, also a senior associate and co-chair of 
the institute, sums up the strategic challenge facing 
provider organization executives, “These shifts mark 
a chance to break out of the silo that specialty health 
and human service provider organizations have long 
been in,” he said. “The changing landscape has set 
the stage for a paradigm shift in treatment. More 
affordable and more powerful technology allows 
specialists to expand their service offerings in many 
new directions.”

To learn more of the key sessions related to this 
“next generation” tech platform, check out these 
resources in The OPEN MINDS Industry Library:

• The Evolving Digital First Health Care 
Landscape For The ‘Next Normal’

• How Are You Doing With The ‘Whole Person’? 
Using Technology For The Integration Of 
Complex Consumer Health Care

• Optimizing Home-Based Services With 
Technology—The 21st Century Cures Act, 
Electronic Visit Verification, Route Mapping & 
More

• Going Hybrid—The Process & The Technology 
For An Integrated Virtual, In-Home& In-Clinic 
Service Model

• Consumer-Focused Technology For Better 
Consumer Experience & Engagement

• Moving To A Next Generation Web Site—The 
Objectives, The Plan & The Technology
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Redesigning HCBS & Congregate Care;  
The Same Coin
By Cory W. Thornton, Vice President, Market Intelligence 

living communities with nearly 1 million licensed 
beds and occupancy is currently estimated at 
nearly 79% (see Facts & Figures and The State 
Of The States In Intellectual & Developmental 
Disabilities). In 2015, the number of consumers 
with I/DD living in institutions was just over 21,000 
(see The State of the States in Intellectual & 
Developmental Disabilities). Even with expanded 
supports, congregate care facilities will never go 
away completely. There will always be consumers 
in circumstances where they cannot live at home, 
either in the short-term or the long-term. 

Most Americans who need support would prefer to 
live in their own homes in the community—and not 
in some congregate care facility. A pre-pandemic 
survey by AARP indicated that 76% of Americans 
over the age of 50 want to live at home as they 
age (see 2018 Home & Community Preferences: A 
National Survey Of Adults Ages 18-Plus). The result, 
we are seeing consumers and families increasingly 
seeking alternatives to long-term nursing home 
stays—as well as to shorter-term skilled nursing 
facility (SNF) services.

But the reality is a lot of facility beds are still 
being used. There are 15,600 nursing homes in 
the United States (U.S.) with 1.7 million licensed 
beds. Occupancy is currently estimated at 80%—a 
drop of 16% over 2019 levels (see Nursing Home 
Care). There are approximately 28,900 assisted 

“In 2015, the number of consumers with I/DD 
living in institutions was just over 21,000.”



November Monthly Management Newsletter  |  Page 12© 2021 OPEN MINDS 

transportation, and access to social activities (see 
NORCs, Villages, & CCRCs).

But redesigning home-based support services is 
one issue, congregate care redesign is another. 
Congregate care hosts smaller facilities, designated 
aides, private rooms, communal areas for social 
activities, easier access to outdoor spaces, less 
regimentation of schedules, and access to integrated 
health services and supports. An example of this 
is the Green House model. Green House entities 
have a cluster of small, residential-style homes for 
individuals in need of nursing home levels of care—
located either within residential neighborhoods or on 
senior living campuses (see Small House Nursing 
Homes). These homes are built to look and function 
like homes, with private rooms and bathrooms 
and common areas for cooking, dining, and social 
activities. Residents decide on critical aspects of 
their day-to-day activities, from the types of services 
they want to their preferred level of interaction with 
other residents. Each “home” usually houses 10 
to 12 residents. They have dedicated clinical and 
direct care teams, with staff working with just a few 
residents and getting to know them well.

For even more on trends in congregate care and 
their alternatives, check out these resources into the 
OPEN MINDS industry library:

• Symphony Care Network Launches New 
Serenata Long-Term Care Mental Health Service

• Florida Requests $1.15 Billion To Boost HCBS

• Our Health At Home Future: A Snapshot

To keep pace with the aging and more disabled 
population, what is needed is a push to keep people 
in their homes as long as possible and also to make 
congregate care facilities more consumer centric. 
Both approaches need a redesign (see Nobody 
Wants To Live In A Nursing Home. Something’s Got 
To Give). And one tool to do just that is home and 
community-based services (HCBS). The American 
Rescue Plan Act of 2021 included an increase of 
10 percentage points in federal matching funds for 
Medicaid HCBS, which will be available through 
March 31, 2024 (see CMS To Raise Medicaid HCBS 
Matching Rate By 10 Percentage Points Through 
March 2024). And, there is pending legislation in 
the Senate to meet President Joe Biden‘s call to put 
$400 million into Medicaid funding for HCBS (see 
The Health 202: Activists Are Pouring Pressure On 
Democrats To Prioritize Home-Care Funding).

Another innovative model to keep people in their 
homes is naturally occurring retirement communities 
(NORCs)—an entity that coordinates a broad 
range of health and social services to help support 
older residents in a specific neighborhood to 
age in their own homes (see Naturally Occurring 
Retirement Community (NORC)). There are two 
models of NORC programs. A NORC Supportive 
Service Program (SSP) gives residents access to 
social and health-related services through public-
private partnerships—most of these are in New 
York state. The Village model is a self-governing, 
community-based initiative that serves seniors 
living in a particular neighborhood. Residents pay 
an annual fee to receive services like home repair, 

“There are two models of NORC programs. 
A NORC Supportive Service Program (SSP) 
gives residents access to social and health-
related services through public-private 
partnerships—most of these are in New York 
state.”

“An example of this is the Green House model. 
Green House entities have a cluster of small, 
residential-style homes for individuals in need 
of nursing home levels of care.”
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In all of this market turbulence, and with an aging 
population and expanding number of Americans 
with disabilities, there are opportunities to bring new 
models to supporting people in their homes—and 
to congregate living. These are both natural areas 
of expansion for organizations already serving 
consumers with complex needs. And, there are calls 
to use more person-centered planning approaches 
for these populations (see Building The Long-Term 
Care System Of The Future: Will The COVID-19 
Nursing Home Tragedies Lead To Real Reform?). 
These concepts are not new to specialty provider 
organizations. And, AARP is calling for more use of 
adult foster care (see LTSS Choices: Adult Family 
Care – A Viable Alternative to Nursing Homes) 
and paying family members (see Paying Family 
Caregivers To Provide Care During The Pandemic 
& Beyond) as alternatives to traditional services. 
With these emerging options, now is an opportune 
time to explore new partnerships with existing health 
systems and long-term care provider organizations.

• More Than Half Of Long-Term Care Facilities 
Operating At A Loss

• Washington State Releases Information On New 
State Employee Payroll Tax Funding Long-Term 
Care Benefits

• Pay Me Now & Pay Me Later: The “Whole 
Person” Approach To Alzheimer’s Treatment

• California Releases $5.2 Billion Medicaid HCBS 
Spending Plan

• California Budget Includes $3.8 Billion To Build 
‘Age-Friendly’ State For Older Adults

• 88% Of Adults Would Rather Receive Ongoing 
Living Assistance In Their Own Home

• National Partnership To Improve Dementia Care 
In Nursing Homes: Antipsychotic Use Data 
Report (October 2020)



November Monthly Management Newsletter  |  Page 14© 2021 OPEN MINDS 

SNF-At-Home In The ‘Next Normal’
By Cory W. Thornton, Vice President, Market Intelligence

Advantage consumers and approximately 38 days 
for traditional Medicare consumers, with an average 
cost range of $10,000 to $18,000 (see Shorter 
Stays Bring Rewards Under PDPM — But Only To a 
Point). Medicare pays for the first 100 days of skilled 
nursing facility care after discharge from the hospital, 
with a $176 per day copay after day 21. Commercial 
insurance usually covers shorter-term stays (see 
Medicare & Medicaid). 

Declining referrals and payment changes for 
traditional SNFs. Even before the pandemic, SNF 
executives expected to see a 35% decrease in 
occupancy rates with the changes in the payment 
models (see 2020 Skilled Nursing Outlook Survey 
Report). During the pandemic, discharges from 
inpatient hospitals to SNFs saw a 25% decrease 
over the prior year while discharges to home health 
increased by 4.6% (see Hospital Discharges To 
Home Health Rebounding, But SNF Volumes Lag 
and Parkinson: Looming PDPM Changes, $400B 
Home Care Push Don’t Signal Doom for Nursing 
Homes).

The decline in use of traditional SNF is not new for 
a couple of reasons. First, enrollment in Medicare 
managed care grew by 32% between 2006 and 
2017, from 6.5 million to 16 million consumers 
(see Managed Care Enrollment Trends Among 
Dually Eligible & Medicare-Only Beneficiaries, 2006 
Through 2017). And 41% of traditional Medicare 
payments and 54% of Medicare Advantage 
payments are value-based (see 2019 HCP-LAN 
Alternative Payment Model Measurement Effort: 
Report & Infographic). Under value-based models, 
the desire to save costs and improve outcomes has 
resulted in growing avoidance of facility-based SNF 
referrals and more use of home-based alternatives.

It is common for many adults, post hospitalization, 
to spend at least three to four weeks in a skilled-
nursing facilities (SNF) for “rehab.” But that may 
become the exception rather than the rule—with 
consumers going directly home from their hospital 
procedure (see Hospital Discharges To Home Health 
Rebounding, But SNF Volumes Lag).

The SNF “basics.” Consumers who are being 
discharged from a hospital after an injury, surgery, or 
a significant health event such as a stroke or heart 
attack may still need professional level care for the 
same condition they were treated for in hospital. 
They are referred by the hospital to a SNF if they 
need 24/7 complex medical care—such as physical 
or occupational therapy, medication administration, 
tube feedings, infusions, or wound care—from a 
licensed clinical professional.

Covered services at SNFs include assistance 
with activities of daily living (ADL) and a suite of 
medical services (see Skilled Nursing Facility Care). 
Increasingly, SNFs are seeing behavioral health 
issues among their consumers. It is estimated that 
at least 50% of consumers in SNFs have some type 
of mental illness diagnosis other than dementia—
and some are admitting younger consumers with 
significant behavioral health issues (see Focus 
On Behavioral Residents Lands SNFs $10.5 M To 
Expand Services). SNF management teams are 
trying to address those needs by hiring their own 
behavioral health clinical professionals or bringing in 
outside experts.

There are 14,951 SNFs in the United States, with 
1.6 million beds, and $178 million in gross Medicare 
revenue (see SNF Statistics By State). Monthly SNF 
costs range from $7,650 for a semi-private room to 
$8,700 for a private room on average. The average 
length of stay at a SNF is 20 days for Medicare 
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The other reason is that Medicare bundled 
payments for hospitals, which are now voluntary, 
but will become mandatory in 2023. Hospitals will 
be required to accept a fixed fee for all services 
in a 90-day episode of care triggered by an acute 
care hospitalization (see Mandatory Bundled 
Payments Are Coming. Is Your SNF Ready?). This 
reimbursement model has resulted in fewer referrals 
to SNFs and more home-based rehab models.

The “SNF-At-Home” model. What is emerging is 
“SNF-at-home” program models. SNF-at-home 
“light” is a combination of home health and personal 
care services. SNF-at-home “full blown” is a 
combination of home health, personal care, remote 
patient monitoring, physician and nursing services, 
meal/nutritional support, and durable medical 
equipment. Reimbursement for these models is still 
complicated but that could change in the months 
ahead (see The SNF At Home Model & Home Care).

Many hospitals, health systems, and home 
care agencies are launching some form of SNF 
alternative service. CommonSpirit has created an 
SNF-at-home program in Omaha for traditional 
Medicare consumers. The hospital leveraged its 
network of geriatric-focused nurses who worked 

in traditional SNFs as well as the experience from 
its Health at Home division. They are currently 
in discussions with Medicare managed care 
organizations about value-based reimbursement 
models and future coverage (see CommonSpirit 
Tinkers With SNF At Home In Nebraska). The 
program is geared toward consumers who need a 
14-day window of follow-up care, have a reliable 
caregiver, can to go to the bathroom independently, 
and don’t need round-the-clock care. Consumers 
may receive telehealth, nursing care, or rehabilitation 
daily depending on their needs.

Amedisys launched an SNF-at-home pilot program 
this May, to include home health, telemedicine, 
personal care, and other services focused on 
activities of daily living (ADLs) and the social 
determinants of health (see Looking To Build 
Market Share, Amedisys Rolls Out SNF-At-Home 
Pilot Program). The model uses evidence-based 
practices, an interdisciplinary team of health care 
professionals, and personalized care planning (see 
Home Health FAQs).

Others that have recently entered the fray with SNF-
at-home models—Josephine at Home, UnityPoint 
at Home, American Advantage Home Care, The 
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• Therapy Staffing Dropped Up To 10% At Nursing 
Homes Due To PDPM: Mostly Through Contract 
Cuts

• Share Of Medicare Advantage Institutional 
Special Needs Plans Led By Long-Term Care 
Provider Organizations Rises From 9% In 2015 
To 37% In 2021

• Medicare Home Health Value-Based Purchasing 
Reduces Costs Without Adverse Effects On 
Access To Care

• 20% Of All SNF Residents Received 
Antipsychotics, Most Without Psychosis 
Diagnosis

For specialty health and human service 
organizations looking for diversification and service 
line development opportunities, the “SNF-at-home” 
model is a nascent market with plenty of room for 
growth. When it comes to partnerships with existing 
health system and home health organizations, 
experience with and expertise on serving consumers 
with cognitive and behavioral conditions is a plus, 
as is knowledge of the social support system. 
But enhanced infrastructure would be required—
full hybrid service capability (including in-home 
services), use of remote monitoring technology, and 
enhanced billing capabilities including disconnected 
electronic health records and electronic visit 
verification. Like any new service line opportunity, a 
structured approach to market research, feasibility 
analysis, and service line development is key (for 
more on that, download our toolkit How To Develop 
Your Next Big Thing: The OPEN MINDS Framework 
For New Service Line Design & Development or 
view the recording of our seminar, How To Develop 
A New Service Line: An OPEN MINDS Seminar On 
Building A Diversification Strategy & Conducting A 
Feasibility Analysis).

LLC Group, and Johns Hopkins Home Health Group 
(see The Secret To Setting Up Shop In The SNF-At-
Home Space). The market driver is the difference in 
cost—in contrast to the $10,000 to $18,000 fee for 
a typical episode at an SNF facility, a SNF-at-home 
stay costs $6,000 to $8,000 (see Creating A SNF At 
Home Model).

One proposed piece of legislation could add to the 
uptake of this alternative approach. The Choose 
Home Care Act of 2021, introduced in Congress 
earlier this month, seeks to create an add-on 
payment for home health provider organizations 
taking care of consumers eligible for SNF following 
discharge from hospital. The add-on payment would 
help in-home care provider organizations offer 
meals, transportation, and other services targeting 
ADLs and social determinants of health. Analysts 
have estimated that based on its ability to mirror 
SNF-at-home, the bill, if passed, would generate as 
much as $247 million in annual savings to Medicare 
(see Choose Home Bill Looks To Make Home Health 
The Center Of The Health Care World).

For more on SNFs and bundled rates, check out 
these resources in The OPEN MINDS Circle Library:

• Amedisys Announces Agreement To Acquire 
Contessa Health, Creating A Comprehensive 
Home Health Care Delivery Platform

• LHC Group & SCP Health Partner To Provide 
Advanced Clinical Care In The Home

• A Home Away From The (Nursing) Home

• CMS Proposes Expansion Of Home Health 
Value-Based Purchasing Program

• Our Health At Home Future: A Snapshot

• Six Months After PDPM Implementation, SNF 
Therapy Staffing Time Down By 15%

• The Medicare Patient Driven Payment Model 
Increased SNF Payments By 5% In Fiscal Year 
2020


