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Policy Statement

Optum considers home health services for physical and occupational therapy to be appropriate and/or medically
necessary if the following homebound criteria are met (CMS, 2023):

1. There exists an illness or injury requiring: 1) the aid of supportive devices such as crutches, canes,
wheelchairs or walkers, or 2) the use of special transportation, or 3) the assistance of another person to
leave their place of residence OR have a condition such that leaving their home is medically contraindicated.

2. There exists a normal inability to leave the home and, consequently, if leaving home would require a
considerable and taxing effort.

3. The patient may be considered homebound if the absences from the home are infrequent or are for periods of
relatively short duration. Some examples may include:

- Religious services
- Attendance at an infrequent family function, such as a funeral, graduation, or reunion
- Healthcare treatment

- Attendance at adult day program

Purpose

This policy has been developed to describe the criteria that Optum uses to conduct utilization review (UR)
determinations concerning the appropriateness and/or medical necessity for providing skilled professional services in
the home setting.

This policy also serves as a basis for peer-to peer clinical discussions to determine the setting that will produce the
safest and most efficacious outcomes.

Summary

Patients most likely to use home healthcare are the elderly that have a high number of Activities of Daily Living
(ADLS) and Instrumental Activities of Daily Living (IADLS) impairments, live alone, and have a low level of informal
support.- (Kadushin, 2004)

Documentation must support the need for skilled intervention that is medically necessary in the home setting, which
demonstrates significant improvement in status within a relatively predictable period of time.- (CMS, 2023)

If a question is raised as to whether the patient is confined to the home, the treating provider will be requested to
provide the appropriate information that will meet the homebound definition.- (CMS, 2023)

Scope

This policy applies to all in and out of network programs involving all provider types, where utilization review
determinations are rendered for home health services.

Definitions

Home health care (services) refers to skilled medical care that is provided in the patient's home by licensed
healthcare professionals.

Home care (custodial care) is informal health care or supportive care provided in the patient's home by unlicensed
personnel (e.g., family and friends, also known as caregivers, primary caregiver, or voluntary caregivers who give
informal care).
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Description

The patient may be considered homebound if the absences from the home are attributable to the need to receive
“health care treatment” (Health care treatment may not be limited to physical treatment, and thus may be considered
as psychological or social support), or are attributable to “non-health related absences” (Non-health related
absences may be considered if they are of relatively short duration, and or if they are infrequent. A walk around the
block or short drive may be considered an appropriate non-health related home absence).

Background

Patients most likely to use home healthcare include the elderly that have a high number of Activities of Daily Living
(ADLS) and Instrumental Activities of Daily Living (IADLS) impairments, live alone, and have a low level of informal
support. (Kadushin, 2004) There is another group of patients (non-elderly) who because of medical, surgical, and or
disabling factors may rely on and benefit from home healthcare services. It has been estimated that in the year 2000
about 2.5 million Medicare beneficiaries used home health services, which resulted in approximately 4 percent of
Medicare expenditures that year. (USGAOQO, 2002) To assist practitioners in determining which patients meet the
homebound policy instituted by the Centers for Medicare and Medicaid Services (CMS), researchers have attempted
to identify various assessments and or algorithms. (Weiss, 2003; Donelson, 2001) In addition, earlier research has
attempted to develop specific operational definitions.

CMS allows certain beneficiaries with post-acute care needs (i.e., joint replacement) and chronic conditions (i.e.,
congestive heart failure) to receive care in their home rather than in professional settings. To qualify for home health
services, Medicare beneficiaries must be homebound, require professional nursing or allied care (i.e., physical
therapy), be under the care of a physician, and under a plan of care that is ordered and periodically reviewed by a
physician. (USGAO, 2002) The condition of homebound patients should be such that there exists a normal inability to
leave the home, and consequently, leaving the home would require a considerable and taxing effort. The patient will
not necessarily be denied homebound status if absences are attributable to receiving other health care treatment (i.e.,
attendance at adult day care centers, receiving kidney dialysis, or chemotherapy/radiation therapy), or non-health
care absences, as long as they are infrequent or for periods of short duration (i.e., religious services, reunion, funeral,
etc.).

The clinician is not required to include standardized phrases reflecting the patient’s condition (e.g., repeating the
words “taxing effort to leave the home”) in the patient’s chart, nor are such phrases sufficient, by themselves, to
demonstrate that a home bound criterion has been met. For example, longitudinal clinical information about the
patient’s health status is typically needed to sufficiently demonstrate a normal inability to leave the home and that
leaving home requires a considerable and taxing effort. Such clinical information about the patient’s overall health
status may include, but is not limited to, such factors as the patient’s diagnosis, duration of the patient’s condition,
clinical course (worsening or improvement), prognosis, nature and extent of functional limitations, other therapeutic
interventions and results, etc.

Since home health care management requires the skills of a licensed professional, there is an expectation that the
treating provider will manage the patient as follows (APTA, 2018):

1. Examination upon initial patient encounter

- Complete history taking (medical, surgical, family, etc.)
Systems review (cardiovascular/pulmonary, integumentary, musculoskeletal, And neuromuscular)
Utilizing appropriate tests and measures to help prove or disprove the working hypothesis

Evaluation (thought process to synthesize all information collected during the examination)

Diagnosis (impairments, functional limitations, social/roles people play)

Prognosis/Plan of Care

- Prognosis (predicted functional outcome and required duration to obtain those outcomes)

- Plan of Care (includes goals, interventions to be used, frequency and duration of services required to
achieve the established goals, discharge plans)

5. Follow-up progress reports (if needed)
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Regardless of the setting treatment is delivered, the treating provider is held accountable for demonstrating that care
is reasonable and necessary. Medical necessity (i.e., need) must be established by the patients’ diagnosis, functional
limitations, impairments, etc. Skilled care (i.e., professional skills) must be documented such that the level of
complexity and sophistication or the condition of the patient can be safely and effectively performed only by the
therapist. (APTA, 2018; CMS, 2023) Expected improvement (i.e., functional outcome) in status must be significant
and in a generally reasonable or predictable period of time.

This requirement is accomplished when the treating provider functionally reassesses the patient and compares those
objective measurement(s) to prior objective assessment measurement(s). The therapist must document the
measurement results along with the therapist’s determination of the effectiveness of therapy, or lack thereof. (CMS,
2023) If lack of progress is noted, it is recommended that the reasons for lack of progress be noted and the
justification for why continued treatment is necessary after regression or plateau. (CMS, 2023) Skilled care may be
necessary to improve a patient’s current condition, maintain the patient’s current condition, and or prevent or slow
further deterioration of the patient’s condition. Regardless of the expectation of improvement, skilled services must be
provided by a licensed professional that require a high level of complexity and sophistication or the condition of the
patient shall be such that the services required can be safely and effectively performed only by a licensed provider. If
a service can be self-administered or safely and effectively furnished by an unskilled person or caregiver, without the
direct or general supervision of a licensed provider, the service cannot be regarded as skilled. Further, the
unavailability of a competent person to provide a non-skilled service, despite the importance of the service to the
patient, does not make it a skilled service when a licensed provider furnishes the service.

Home care skilled therapy services are available for patients who meet the established CMS criteria as outlined
below. Itis the responsibility of the treating provider to demonstrate through documentation or additional
communication as requested that the homebound patient requires medically necessary skilled care and demonstrates
significant functional improvement in a generally predictable time period. All policies reviewed and identified in the
literature, follow the established homebound criteria as developed by CMS.
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Medicare Tool for Determining Homebound Status

Patiant must meet criteria 1 and 2 to be considered homsbound.
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