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Why provider-centric data leaves payers blind — and how an independent beneficiary-
level record reconciles requested vs. delivered home-care visits

A white paper on the financial risk undelivered home-care visits pose to payers — and on
the beneficiary-level data layer that reconciles requested care against delivered care

across fragmented systems
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Executive Summary

Over the past decade, long term home-care technology has digitized almost every part of the provider's 

world: scheduling, Electronic Visit Verification (EVV in the US, eLNW in Germany, telemanagement in 

France), and billing. It has not digitized the one relationship that matters most to a payer: whether the home 

visits a beneficiary requested and was approved to receive were actually delivered, continuously, over time.

T  he gap between requested and delivered care is real and measurable  . In 2012, telemanagement controls in 
France's Val d'Oise department revealed that 13 home-care providers, including the Red Cross, failed to 
deliver an average of 40% of requested visits during December 2011. For one provider undergoing judicial 
restructuring, the gap reached 73%. Such levels of gap would hardly have persisted if beneficiaries and 
families had been systematically informed of them. Yet more than a decade later, France, Germany, and the 
United States still lack an independent beneficiary-level continuity record capable of systematically 
measuring such gaps and alerting beneficiaries and families first, followed by providers, payers, and 
regulators when continuity begins to fail. As a result, disruptions caused by financial distress, workforce 
shortage, or seasonal staffing pressure remain invisible until their consequences become clinically or 
financially significant.

The core thesis.  Provider-centric software answers “what did my employee report doing?” It cannot 
answer “Were the funded home visits requested by the beneficiary actually delivered?” — and payers 
have been left to underwrite that gap without visibility into it.

The invisible expense.  Undelivered, unreplaced, or quietly dropped home-care visits contribute to clinical 
deterioration and financial risk that surface only later, in the form of claims — well after the point where 
they could have been caught and corrected.

The proposed solution.  An independent, beneficiary-centric reconciliation layer. Positioned between 
beneficiaries, caregivers, agencies, and payers, YouTime acts as the single source of truth that continuously 
reconciles requested care against actual delivery across fragmented operational systems.

The replacement capacity. The same record enables urgent replacement when a visit is missed. The 

replacement need can be accepted in real time by autonomous caregivers and prioritized by a Replacement 

Priority Score reflecting the risk of discontinuity. The replacement is funded from the amount already 

authorized for the missed visit.

The model is designed to prove itself before asking anything of incumbent systems: during a pilot, 

continuity can be verified through YouTime alone, and once the resulting gaps are demonstrated, scaling 

the model turns on a single decision that belongs to regulators and payers — which record is authoritative, 

and for which purpose.

This paper sets out the structural blind spot created by provider-built software (Section 1), the distinct but 
parallel financial exposure it creates for France, German and US payers (Section 2), the architecture of an 
independent reconciliation layer and its pilot-to-production path (Section 3), the economics of such a layer 
(Section 4), what each stakeholder (beneficiaries, caregivers, payers, agencies) stands to gain (Section 5), 
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and a three-phase pilot framework payers can run to test the thesis directly (Section 6), before closing on 
why the convergence of workforce shortage, demographic aging, budget pressure, existing visit-verification
infrastructure, and value-based care makes this layer unavoidable now (Section 7).

Section 1 — The Blind Spot of Provider-Centric Software

1.1 The Digitization Misalignment

Home care happens between a beneficiary and a caregiver, employed or autonomous. Yet every system 

built around it records something else: the relationship between the provider and its employees, or between 

the provider and the payer. Existing EVV and care-management platforms were built by providers, for 

providers. They capture clock-in and clock-out times, manage staff schedules, and convert visit logs into 

billable records and reimbursement requests. Each of these systems was designed to answer one question:

“What did my employee report doing?”

None of them records the relationship where care actually takes place. None was designed to answer the 
question that actually determines whether public or private care money are well spent:

“Was the beneficiary's funded care plan actually fulfilled, continuously, over the period it covers?”

1.2 The Missing Data Chain

Current systems jump straight from scheduling to billing, skipping the beneficiary's original request and 

rarely tracking, in a structured way, what happens after a visit is missed. The full chain that a payer needs 

visibility into looks like this:

  Requested     →     Accepted     →     Expected Visit     →     Actual Delivery     →     Missed Visit     →
Replacement     →     Replacement Delivered

EVV and billing data typically begin at “Expected Visit” and end at “Actual Delivery.” Everything 

upstream of the request and everything downstream of a miss — whether, and when, a dropped visit was 

ever made good — falls outside what current systems are built to record.

1.3 The Structural Consequence

This gap is not incidental — it follows from who builds and reports the data. Provider-centric systems 

record what the provider reports, and agencies therefore have a structural interest in under-reporting missed 

visits, since each one represents a service failure attributable to the organization. Caregivers are not 

necessarily the source of these failures: a visit may be missed because it was assigned without their 

agreement, because the schedule changed, or because the assignment made travel unrealistic. Yet caregivers

have no independent record of what was assigned to them, what they accepted, and what they delivered; the
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data captured by visit-verification systems flows to the employer and payer, not to them.

As a result, a missed visit typically surfaces only when the beneficiary — often frail, isolated, or cognitively

impaired — notices the absence and manages, on their own initiative, to report it after the fact, 

retrospectively, and without documentation. Replacement care, when it does occur, is rarely reconciled 

against the original prescription or care plan, so payers cannot verify whether a visit later marked 

“delivered” actually satisfied what had been approved.

Section 2 — Payer Ecosystem Risk Analysis

2.1 France: When Funding, Delivery, and Acute Health Costs Drift Apart

Target audience: Caisse Nationale de Solidarité pour l'Autonomie (CNSA), Assemblée des Départements de
France (ADF), individual départements, Caisse Nationale d'Assurance Maladie, and home-care provider 
federations.

France provides a compelling illustration of a fragmented multi-payer ecosystem where the financial burden
of home-support failure is shifted onto the national healthcare system.

This dynamic follows a two-level pattern that recurs across all three territories examined in this section: an 
administrative and financial reconciliation gap at the point of care delivery (Level 1), which — left 
unaddressed — escalates into downstream clinical risk and system-wide cost impact for the payer 
ultimately responsible for acute care (Level 2). France, Germany, and the United States each illustrate this 
same progression, structured through a different payer configuration.

2.1.1 The Tripartite Payer Ecosystem & Funding Mechanics

Long-term home support for dependent older individuals is substantially financed through the Allocation 
Personnalisée d’Autonomie (APA). It relies on a split public financing structure:

• The Départements & CNSA (Social & Dependency Layer): Manage care plans and co-finance 
individual entitlements.

• The Assurance Maladie (Acute & Chronic Health Layer): Finances primary care, emergency 
interventions, acute hospitalizations, and post-acute follow-up. While not directly funding APA 
hours, the Assurance Maladie absorbs 100% of the downstream financial impact when home 
support breaks down.

Structural reforms have focused on provider economics:

• National Hourly Floor Rate: Implementation of a mandatory minimum hourly rate for APA-funded 
care (€22/hour in 2022, €23/hour in 2023, indexed annually thereafter).

• Supplementary Funding (Dotation Complémentaire): A quality-oriented funding mechanism 
compensated by the CNSA to départements, capped at €3 per eligible hour in 2022, to support 
provider quality and workforce stabilization.
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While these reforms address how home-care services are funded and how providers are compensated, they 
fail to guarantee service delivery continuity at the beneficiary level.

2.1.2 The Structural Reconciliation Gap

The critical information chain between public payers and care delivery remains fragmented:

Approved Plan → Beneficiary Request → Provider Acceptance → Expected Visit → Delivered or Missed 
visit → Replacement → Billed Service.

• What Départements & CNSA See: Approved care plans and provider reporting.

• What Assurance Maladie Sees: Downstream medical claims, emergency department (ED) visits, 
and avoidable hospital readmissions—without any visibility into upstream home-support delivery 
breakdowns.

• The Missing Reconciliation Layer: An independent verification mechanism capable of cross-
referencing authorized/requested care, actual delivery or unreplaced missed visits, and final billing, 
while signaling care disruptions to prevent acute health crises.

2.1.3 Financial and social impact

Level 1 — Administrative & Financial Reconciliation

While funding decisions are based on approved APA entitlements and provider reporting, no systematic 
mechanism exists to continuously verify that authorized support was actually delivered at the beneficiary 
level. As a result, funding can remain aligned with approved care plans while undetected gaps emerge 
between intended support, actual service delivery, and beneficiary outcomes.

Level 2 — Downstream Clinical Risk & System Cost Impact (Assurance Maladie)

With the national health insurance deficit reaching critical levels, the structural cost-shifting from 
departmental social budgets to Assurance Maladie is no longer sustainable. As early as 2012, 
telemanagement controls in the Val-d'Oise département revealed substantial delivery gaps. Over a decade 
later, France still lacks a continuous, beneficiary-centric national mechanism to automatically measure these
gaps and alert stakeholders before care failure escalates into acute medical risk.

Repeated unreplaced care disruptions may increase the risk of medication non-adherence, malnutrition, 
falls, and other avoidable deteriorations that ultimately result in emergency department visits or 
hospitalization costs borne by Assurance Maladie:

• Avoidable ED Visits & Acute Hospitalizations: Directly inflate national healthcare expenditures 
(ONDAM).

• Early Institutionalization: Accelerates the transition to long-term medicalized care, generating long-
term costs for both Assurance Maladie and public funds.

By introducing an independent reconciliation layer, all three payers gain aligned interest: Départements and 
CNSA guarantee entitlement integrity and budget efficiency, while Assurance Maladie secures a real-time 
operational continuity signal to mitigate avoidable hospitalizations and protect public health funds.
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2.2 Germany — From Pflegegrad Entitlement to Service Reconciliation

Target audience: Statutory long-term care insurance funds (Pflegekassen) and health insurance funds 
(Krankenkassen—including Techniker Krankenkasse, BARMER, AOK, etc.), statutory care management 
organizations (Pflegestützpunkte), and home-care provider federations.

Germany illustrates the same underlying structural gap, but with a documented magnitude that is already 
alarming at the access level. A 2019 nationwide survey by the Zentrum für Qualität in der Pflege (ZQP), 
covering 535 licensed ambulatory Pflegedienste, found that 80% had turned away care requests within the 
prior three months because they could not guarantee delivery, and 13% had terminated existing care 
contracts for the same reason. By 2024, follow-up industry surveys put the new-client rejection rate as high 
as 85–89%.

These figures document a severe access crisis. Yet they reveal only the visible portion of the problem: care 
that never enters the system. Far less visible is what happens after care has been approved and contracted. 
Germany currently lacks a systematic mechanism to determine whether entitled and contracted services are 
consistently delivered at the beneficiary level, recovered when disruptions occur, or progressively reduced 
through unreplaced missed visits. That gap represents the true operational blind spot within the long-term 
care system.

2.2.1 The Funding Framework & Mechanics

Under §36 SGB XI, individuals with Pflegegrad 2 to 5 are entitled to outpatient home-care services 
(Pflegesachleistungen) up to a statutory monthly amount. From January 2025, these amounts range from 
€796 per month for Pflegegrad 2 to €2,299 for Pflegegrad 5. The entitlement covers defined categories of 
home-care assistance, including personal care, care-related support and household assistance.

The Pflegegrad establishes the statutory care budget, while actual care delivery is delegated to contracted 
home-care agencies (Pflegedienste) and documented via provider-side administrative and billing software.

2.2.2 The Structural Reconciliation Gap

German care delivery suffers from a clear divide between statutory entitlement, contracted service 
packages, and actual delivery on the ground:

Statutory Entitlement → Contracted Services → Provider Scheduling → Expected Visit → Delivered or 
Missed Visit → Replacement → Invoicing & Reimbursement.

• What Pflegekassen See: Entitlement levels and provider invoices for reimbursement under 
established contractual fee schedules.

• What Providers See: Operational schedules, staffing allocations, and billable visits.

• The Missing Reconciliation Layer: An independent beneficiary-level reconciliation mechanism 
capable of comparing requested, delivered, missed, and recovered care events.

The ongoing digitalization of German care documentation (Pflegedokumentation) accelerates electronic 

data transmission, but it does not resolve the fundamental operational question: What care did the 
beneficiary require and request, and was that care actually delivered?
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2.2.3 Financial and social impact

Level 1 — Administrative & Financial Reconciliation

Under the SGB XI statutory framework, expenditure accounting for Pflegekassen remains accurate as a 
financial ledger, but incomplete as a measure of service delivery. If a requested care visit is rejected, 
shortened, or cancelled without replacement due to provider workforce shortages or financial distress, the 
resulting service gap may remain invisible within reimbursement records because non-delivered care 
generates no billable event. Without an independent reconciliation layer cross-referencing statutory 
Pflegegrad entitlements against actual beneficiary-level delivery, care funds cannot verify whether 
approved care packages are fully realized or silently abandoned.

Level 2 — Downstream Clinical Risk & System Cost Impact

Although Pflegekassen (long-term care) and Krankenkassen (health insurance) operate under the same 
organizational umbrella, their budgets (SGB XI and SGB V) remain strictly segmented. Unaddressed 
operational care gaps may contribute to accelerated functional decline, increased risk of emergency 
department admissions, and premature transition to full residential care (Vollstationäre Pflege). Without a 
real-time continuity-of-care signal, health plans have limited ability to identify and address emerging care 
disruptions through mechanisms such as Übergangspflege. As avoidable deterioration progresses, costs 
originating from unresolved long-term care delivery gaps are ultimately shifted from the long-term care 
system to the healthcare system, where emergency treatment and hospital care are financed.

2.3 United States — From Visit Verification to Outcome Risk

Target Audience: Medicare Advantage (MA) plans, Accountable Care Organizations (ACOs), Managed 
Care Organizations (MCOs), risk-bearing health system, and home-care provider federations. 

The United States demonstrates this structural vulnerability from a value-based risk and clinical outcome 
perspective.

2.3.1 The Funding Framework & Mechanics

Rather than relying on a single statutory long-term care framework, the US blends Medicare, Medicaid, 
Medicare Advantage, managed long-term services and supports (MLTSS), and value-based care contracts.

Under Value-Based Care (VBC) models, payer compensation and performance bonuses are directly tied to 
quality, utilization efficiency, and clinical outcomes rather than fee-for-service volume. Key performance 
metrics include acute care hospitalizations, emergency department (ED) visits, 30-day readmissions, and 
total cost of care per beneficiary.

2.3.2 The Structural Reconciliation Gap

While Electronic Visit Verification (EVV) mandates capture basic compliance, a significant temporal gap 
remains between an operational care delivery failure and its downstream clinical visibility:

Missed Home Visit → Unresolved Need/Medication Lapse → Functional Deterioration → ED Visit / 
Readmission → Medical Claim.
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• What Risk-Bearing Payers See: Claims data, EVV transaction logs, and downstream utilization 
metrics (ED visits, hospitalizations).

• What Providers See: Internal scheduling, caregiver dispatch logs, and EVV timestamps.

• The Missing Reconciliation Layer: A real-time, beneficiary-level operational continuity signal 
that detects and flags unperformed or unreplaced home visits before they manifest as costly acute 
events.

The systemic vulnerability of relying solely on baseline compliance mandates is confirmed by state-level 
oversight audits across major US healthcare markets:

• New York State: An audit by the New York State Comptroller revealed that the Department of 
Health paid $14.5 billion for Medicaid personal care services (representing 44% of all claims) and 
$97.6 million for home health care services that had no matching EVV records whatsoever.

• Ohio: A state audit showed that 37% of sampled home-care providers submitted zero EVV data, 
resulting in over $1.1 billion in unverified Medicaid claims.

These findings demonstrate that current EVV implementations primarily function as compliance and 
documentation tools rather than operational care continuity mechanisms.

Even when EVV operates as intended, it verifies caregiver presence at a specific time and location. It 
remains structurally unable to determine whether requested care was fully delivered, whether missed visits 
were recovered, or whether operational disruptions are progressively escalating into clinical risk before 
claims data become available.

2.3.3. Financial & Clinical Impact

Level 1 — Administrative & Financial Reconciliation

The New York and Ohio findings above are not isolated incidents — they reflect a structural limitation of 
compliance-only oversight. For risk-bearing organizations (Medicare Advantage, ACOs, MCOs), EVV 
mandates ensure basic clock-in/clock-out verification, but stop short of reconciling requested care plans 
against actual service recovery. The result is a financial exposure that compounds silently: missed visits go 
uncaptured before billing, leaving payers structurally blind to operational gaps in home care execution until 
an audit — or a claim — surfaces them.

Level 2 — Downstream Clinical Risk & System Cost Impact

Unlike European models, US risk-bearing payers bear unified financial risk for both home-based support 
and acute medical utilization. Unreplaced home visits contribute to high-cost clinical outcomes when 
unresolved care needs evolve into acute medical events:

• Emergency Department Visits: A treat-and-release ED visit averages $700 to $2,000 per episode.

• Hospital Readmissions: An avoidable 30-day readmission costs an estimated $10,000 to $20,000 
per episode.
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Without a pre-claim operational continuity signal acting as an early-warning layer between operational 
care delivery and claims processing, risk-bearing payers only discover home-care failure after it manifests 
as an expensive acute medical claim.

Conclusion of Section 2:

Territory Payer Ecosystem Reconciliation Gap
Downstream Risk & Political Tension 
Points

France
Tripartite: CNSA, 
Départements, Assurance 
Maladie

Approved plans ≠ verified 
delivery

Institutional Cost-Shifting: Local 
councils shift downstream acute costs 
onto Assurance Maladie, fueling national 
debate over the escalating health budget 
deficit (ONDAM)

Germany
Dual statutory: 
Pflegekassen (SGB XI) & 
Krankenkassen (SGB V)

Entitlement ≠ confirmed 
delivery

Systemic Pflegenotstand: Silent care 
erosion drives premature 
institutionalization (Vollstationäre Pflege), 
worsening public outcry over long-term 
care reform failures

United 
States

Integrated risk-bearing: MA 
plans, ACOs, MCOs

EVV confirms presence, 
not recovery

Congressional & OIG Scrutiny: Billions 
in unverified Medicaid claims trigger 
federal audit crackdowns and public 
backlash over program integrity and 
oversight failure

The comparative analysis demonstrates that the reconciliation gap is not country-specific but a structural 
feature of home-care financing itself. Across three fundamentally different payer architectures, the same 
pattern emerges: care can be authorized, funded, contracted, documented, and billed without any continuous
mechanism to verify whether it was actually delivered and recovered when disruptions occur.

What differs across territories is not whether the gap exists, but who ultimately absorbs its cost when it goes
undetected.

Closing this gap does not primarily require a new funding mechanism, entitlement model, or compliance 
mandate. It requires an independent beneficiary-level reconciliation layer capable of connecting intended 
care, delivered care, missed visits, recovery actions, and billed services.

Section 3 describes how such a reconciliation layer can be implemented to transform hidden operational 
failures into actionable continuity-of-care intelligence before they escalate into financial, clinical, or 
political crises.
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Section 3 — The Beneficiary-Level Record Paradigm

3.1 Defining the Architecture

YouTime is not another electronic visit verification system, care-management platform, or CRM. It does 
not employ, schedule, or pay caregivers, manage working time, or ask agencies to replace field software 
they already rely on.

Its premise is straightforward: the provider's own schedule should not be the sole authoritative record of 

what a beneficiary was expecting to receive. An independent record — anchored in what was requested and

accepted, not only in what an agency later reports as delivered — is what makes reconciliation possible in 

the first place.

This is the first purpose of the reconciliation layer: giving the person whose care is at stake a reliable record
of what happened. Visibility follows the same order as accountability: beneficiaries and families are the 
first to know when a visit is missed or altered; caregivers can confirm or clarify what actually occurred; 
providers are then notified to remedy the disruption; and payers and regulators gain visibility when the issue
remains unresolved.

3.2 Positioning: An Independent Reconciliation Layer

In financial technology, operational tools manage internal workflows, while settlement and risk 

management rely on an independent reconciliation layer. YouTime brings this architecture to home care.

YouTime operates as an API-first reconciliation engine across three otherwise disconnected data domains:

— Beneficiary-requested home care visits.

— Provider Operations (fragmented agency systems, EVV records, caregiver timesheets, and scheduling 
tools).

— Payer settlement platforms (claims processing, risk management, payment and disbursement systems).

Where provider software measures internal operations, YouTime reconciles the service delta — identifying 

instantly what was requested, what was delivered, what was silently dropped, and what was substituted.

3.3 Pilot Phase: Dual Recording to Reveal Structural Gaps

During the pilot, caregivers can clock in through YouTime alone; providers retrieve the record via API or 

printed timesheet, alongside whatever visit-verification system the jurisdiction already requires. The pilot 

does not assume that existing digital records are already complete or consistently used. It is designed 

precisely to measure the gap between the beneficiary-level record and whatever provider-side verification 

and billing records are actually in use.

Each visit carries a validation window set around the beneficiary's requested time. Illustratively, a visit 
requested at 8:00 for a duration of 60 minutes carries a default operational tolerance of ±30 minutes on the 
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start time, with automatic completion after the scheduled duration. A caregiver cannot validate a YouTime 
visit outside this window. The caregiver must then clock-in or clock-out through the provider's own 
verification system, ensuring that the discrepancy becomes visible.

This distinction becomes critical when a continuity failure creates a risk of overlapping service records. If 

the caregiver scheduled for 8:00 has not arrived by 8:31, YouTime records the requested visit as missed and

alerts the beneficiary and family.

Where automatic replacement has been enabled, a replacement request is created automatically, with a 
target start time 30 minutes later (9:01) and the usual ±30-minute validation window, visible to autonomous
caregivers in proximity. The default activation of this mechanism is a policy decision for the payer or 
regulator; individual beneficiaries can also configure automatic replacement or disable it. During an initial 
pilot, the contribution of autonomous caregivers is expected to remain modest. Their role is nevertheless 
important because it makes visible a form of continuity-preserving intervention that is largely invisible in 
current provider-centric records.

If a caregiver accepts the replacement and starts at 9:00, and the originally scheduled caregiver eventually 
arrives at 9:30, both may generate a correct "delivered" record in provider-centric systems.

Without an independent reconciliation layer, the payer may be exposed to two billable service events for 

what is, in reality, a single continuity-preserving visit. During the pilot, YouTime records the beneficiary’s 

requested continuity window independently of the provider’s EVV record. If the original caregiver does not

confirm within that window, YouTime records the requested visit as missed and may trigger a replacement. 

If the original caregiver subsequently arrives and records the late visit through the provider’s own EVV 

system, the provider system may nevertheless report a second delivered service event. The discrepancy 

between the two records is then visible to the payer, who can determine which event should be recognized 

for continuity and billing purposes.

What the mechanism is designed to catch is not occasional lateness but the pattern this paper opened with: 

visits that are silently reshaped, shortened, increased, doubled, or dropped without ever being recorded as 

such.

For beneficiaries and families, failure to confirm a requested visit within the validation window produces an
immediate alert and triggers the appropriate replacement process. To identify persistent continuity failures, 
YouTime also tracks consecutive days without assistance. For payers and regulators, this creates a new 
visibility layer: continuity gaps can be identified while they are occurring, rather than reconstructed later 
from provider-side records or self-reporting.

3.4 The Political Decision: One Reference, No Double Clocking

The dual recording described above is a pilot-phase instrument, not a permanent operating model. Once it 

has demonstrated the scale of the gap, asking caregivers to clock in twice indefinitely is not sustainable — a

service-record standard should not double a caregiver's own administrative burden in order to prove its 

point.
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What follows from that is not a technical integration question but a political one: which record is 

authoritative, and for which purpose. YouTime's proposed answer rests on a simple principle — for 

beneficiary service continuity, the beneficiary-level service record should be authoritative; for payroll, the 

working-time record remains authoritative; billing should reconcile against both according to the applicable 

rules. Once this is settled, the caregiver clocks in once, through the system designated as the reference, and 

every downstream question — was the visit delivered, was it missed, was it replaced, what should be billed 

— is answered from that single record.

Just as Stripe or Plaid do not issue bank accounts but reconcile financial data across institutions, YouTime 
does not employ, schedule, or pay caregivers. It functions strictly as the service reconciliation layer: the 
provider logs the working time for payroll, while YouTime reconciles the delivery against the beneficiary's 
request for risk and payment reconciliation. It publishes replacement needs and records their acceptance and
delivery; employment, payment and contractual terms remain with the parties concerned (see 4.2.5).

Where a jurisdiction currently mandates a visit-verification system as the record of working time — EVV in

the US, eLNW in Germany, telemanagement in France — this proposal does not ask regulators to abolish 

that requirement. It asks them to decide, deliberately, which record answers which question, rather than 

allowing two independently “correct” systems — a valid working-time log and a valid but different 

beneficiary request — to quietly diverge, as they do today.

3.5 Data Protection by Design

The data footprint required to operate this model is deliberately narrow. This is an argument for a compliant
design under both the GDPR (EU/ France/Germany) and HIPAA (US), not a reason to defer the question.

On the beneficiary side, the operational data required to arrange and verify a visit can be limited to contact 
and location information, such as a phone number and address. The phone number can also serve as the 
communication channel for confirming and updating visit status.

The record itself is limited to objective visit data — start time, duration, delivered/missed/replaced status —
never the content of the care provided. No clinical, diagnostic, or detailed care-plan information is captured;
the reconciliation layer operates on service-event metadata only.

The principle should be stated explicitly in any regulatory framework: collect only the data necessary to 
operate, verify and bill the service event. This aligns directly with:

• HIPAA’s "Minimum Necessary" standard in the US.

• GDPR’s Data Minimisation principle (Art. 5(1)(c)) as enforced by the CNIL in France and the BfDI
in Germany.

A clearly defined data controller, purpose, retention period, and access right for the beneficiary or their 
legal representative should be specified from the outset—structured through:

• A Business Associate Agreement (BAA) in the US under HIPAA.
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• A Data Processing Agreement (DPA / Contrat de sous-traitance Art. 28 GDPR) under EU law, 
binding providers and public/statutory payers (such as French Conseils départementaux and 
German Pflegekassen).

In France, keeping this layer strictly focused on administrative and operational metadata (rather than health 
data) also simplifies regulatory compliance by avoiding unnecessary classification as a full Health Data 
Host (Hébergeur de Données de Santé - HDS) regime, while fully adhering to CNIL guidelines for home-
care telemanagement (télégestion).

The important point is that data minimisation is not a future safeguard to be promised after deployment. It is
a structural property of the service record itself.

Section 4 — The Economics of a Service Reconciliation Layer

4.1 From Per-Seat SaaS to Transactional Infrastructure

Traditional provider software typically relies on per-user, per-facility, or subscription-based pricing — a 

model designed for internal operational tools used by defined teams.

YouTime introduces a different unit of value: Service reconciliation as infrastructure, priced per monitored 

home-care visit.

Because pricing scales with the volume of home visits being reconciled rather than the number of software 

users, the model can extend across providers, payers, geographic territories, and populations without 

requiring a corresponding increase in software seats.

This places YouTime closer to other forms of transactional infrastructure — payment, identity, or 

verification networks — where value is generated at the transaction level rather than through user licensing.

4.2 The Economics of Risk Reconciliation vs. the Cost of Unverified Care

Consider an illustrative €25 home-care visit.

The underlying economics of a visit include direct caregiver labor, employer social security contributions, 

scheduling and administrative operations, facilities, and provider overhead. The precise allocation varies by 

market, provider business model, and contractual structure.

For illustration, a €3 reconciliation fee represents approximately 12% of a €25 monitored visit.

4.2.1 The Primary Purpose: Empowerment at the Beneficiary Level

Before the reconciliation layer generates any financial value for payers, it fulfills a higher purpose: 
empowering the individuals whose health and well-being are at stake. For the first time, beneficiaries and 
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their families gain access to an independent, objective record showing whether scheduled care was actually 
delivered.

YouTime tracks continuity of care at the beneficiary level while aggregating this data across provider and 
territorial levels. Alert thresholds can be configured for each layer, creating a progressive early-warning 
system that identifies continuity risks before they evolve into acute health events and costly interventions.

• Beneficiary level: a single missed visit triggers an immediate alert and replacement workflow. 
Repeated failures or consecutive unassisted days escalate warnings, enabling corrective action 
before health deteriorates.

• Provider level: Aggregated missed-visit patterns expose operational bottlenecks and systemic 
quality risks across care teams.

• Territorial level: Regional data highlights systemic vulnerabilities.

Historical audits illustrate the consequences of operating without such transparency. Telemanagement 
controls conducted in Val-d'Oise (France) in 2012 revealed an average unperformed-visit rate of 40%, 
reaching 73% for one agency undergoing judicial restructuring. Because no independent verification 
mechanism existed, these failures remained invisible to families. Had beneficiaries and families been able 
to access continuity data, they could have requested corrective action, or switched to a more reliable 
provider. At such critical failure rates, automated alerts would have signaled severe health risks.

Ultimately, the reconciliation layer is more than a financial compliance tool—it is a proactive safeguard that
protects beneficiaries from care breakdowns while establishing the empirical foundation needed for 
outcome-based financing.

4.2.2 Risk Management for Payers

For a public or risk-bearing payer, that €3 fee on a €25 visit represents a risk-management proposition, not 
an added administrative cost. This return operates differently depending on where each payer sits in the 
ecosystem described in Section 2 — and, in France, it operates at two distinct levels:

• In France (APA & Public Care Plans) — Level 1: Independent reconciliation is what stops the 
Départements and CNSA from paying for unperformed hours or unreplaced missed visits, ensuring 
that the supplementary funding (dotation complémentaire, €3) delivers actual care continuity rather 
than unverified billing. Level 2: The same reconciliation signal provides the window of opportunity 
where Assurance Maladie could act  — through reinforced support or transitional care — before 
silently missed visits escalate into medication non-adherence, a fall, or malnutrition serious enough 
to generate an avoidable ED visit or hospitalization charged to ONDAM.

• In Germany (Pflegeversicherung): Independent reconciliation is what stops statutory care budgets
under §36 SGB XI from continuing to fund visits that were never actually rendered or were silently 
dropped due to agency staffing constraints.

• In the United States (Value-Based Care): Making a missed or unreplaced visit visible in real time
is what catches medication non-adherence and functional deterioration early—before a treat-and-
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release ED visit ($700–$2,000) escalates into an avoidable acute hospital readmission ($10,000–
$20,000) that a value-based payer ultimately absorbs.

4.2.3 Operating Across the Human Digital Divide

Unlike purely digital verification software, YouTime serves a population—home-care beneficiaries—for 
whom full self-service automation is not a realistic assumption. While a growing share of seniors are 
comfortable managing visits through a smartphone, a meaningful portion of the beneficiary base remains 
frail, isolated, and less digitally autonomous, continuing to rely on phone-based confirmation and human 
support rather than an app alone.

This human-support layer is a structural cost of operating at the beneficiary level—not an inefficiency to be 
optimized away—and it is one of the reasons the per-visit fee reflects more than digital transaction 
processing: it reflects the cost of reliably reaching a vulnerable population, not just moving data between 
systems.

4.2.4 Who Funds the Infrastructure Across Territories?

Demand for a verifiable continuity record originates with those who experience the gap directly: 
beneficiaries and families, and caregivers, whose work is otherwise recorded only by their employer. 
Providers are not the buyer, and an independent record is by design not a provider tool.

The natural economic buyer is always the entity responsible for the financial and operational integrity of 
funded home-care services. The payer is not purchasing another workforce-management tool for providers; 
it is purchasing an independent reconciliation layer that makes a previously unmeasurable exposure visible.

In practice, as Section 2.1 shows for France, the entity best placed to commission the layer (Level 1 — 
administrative and financial reconciliation) is not always the entity that carries the largest financial 
exposure when the underlying gap goes undetected (Level 2 — downstream clinical and system cost 
impact). Where the two roles are held by different institutions, as in France's tripartite ecosystem, the 
economic case for the reconciliation layer must ultimately be made — and funded — at both levels.

4.2.4.1 France — Protecting Public Entitlements and Care Plan Integrity

In France, the immediate economic buyers are the Conseils départementaux, who manage individual APA 
allocations and process provider payments, and the CNSA, which co-finances care plans and funds the 
dotation complémentaire. These are the Level 1 stakeholders described in Section 2.1.1: the entities that can
directly commission a reconciliation layer against their own APA budget line.

YouTime provides these public finance managers with an independent reconciliation layer that bridges 
approved care plans (plans d'aide) with actual, delivered care. It prevents public funds from absorbing 
unreplaced missed visits and protects departmental budgets from unverified invoicing.

But the tripartite structure described in Section 2.1.1 means the party with the largest financial exposure to 
delivery failure — the Assurance Maladie, through avoidable ED visits, hospitalizations, and early 
institutionalization charged to ONDAM — is not the one currently positioned to purchase the reconciliation
layer. This is the institutional cost-shifting dynamic identified in Section 2's conclusion: Départements bear 
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the administrative reconciliation gap (Level 1), while Assurance Maladie absorbs the downstream cost of 
that same gap (Level 2) without ever seeing its upstream cause.

In a mature deployment, France could leverage Assurance Maladie prevention budgets or joint 
CNSA/Assurance Maladie financing mechanisms to co-fund the reconciliation infrastructure. This would 
align economic incentives, ensuring that the entity absorbing the Level 2 financial risk directly supports the 
infrastructure that prevents it.

4.2.4.2 Germany — Reconciling Funded vs. Delivered Outpatient Services

In Germany, the equivalent buyer is the Pflegekasse (statutory long-term care insurance fund, such as TK, 
BARMER, or AOK).

Under §36 SGB XI, home-care benefits are provided as in-kind services (Pflegesachleistungen), not cash 
allowances. YouTime adds a beneficiary-level reference that identifies requested home-care visits that were
delivered, missed, silently dropped, replaced, or reshaped. This gives Pflegekassen a continuity baseline 
that provider-centric administrative software cannot produce—enabling budget-integrity protection across 
fragmented care agency (Pflegedienst) operations.

As in France, this Level 1 buyer role sits alongside a distinct Level 2 exposure carried by the 
Krankenkassen (SGB V) described in Section 2.2.3 — though under the same institutional umbrella, 
making the funding conversation less fragmented than in France's tripartite model.

4.2.4.3 United States — Value-Based and Capitated Risk Models

In the United States, the primary economic buyers are Medicare Advantage (MA) plans, Accountable Care 
Organizations (ACOs), and Managed Care Organizations (MCOs) operating under value-based, capitated, 
or downside-risk arrangements, where payers bear direct financial consequences for adverse health 
outcomes. YouTime does not assume that every missed home-care visit produces a specific downstream 
medical cost. Instead, it makes the continuity failure itself measurable before downstream utilization data 
(ED visits, readmissions, functional deterioration) reveal it. This shifts the payer’s posture from reactive 
medical claims management to proactive care continuity assurance—a form of risk arbitrage familiar in 
financial-technology networks.

4.2.5 Replacement Priority Score (RPS) and Funding of Replacement Visits

The Replacement Priority Score. In all three territories, the return described in 4.2.2 depends on knowing 
how urgent a continuity failure is. YouTime therefore derives, for each beneficiary, a Replacement Priority 
Score from the independent record. The score reflects the number of consecutive days without assistance 
and the number of undelivered visits over the last 7 days, and it is updated after each visit.

The RPS serves two operational functions:

1. Dispatch prioritization: It ranks replacement requests so that autonomous caregivers serve 
highest-risk beneficiaries first (see 5.4).

2. Early risk indication: It provides payers with a real-time indicator of accumulating continuity risk 
before it escalates into a medical crisis or financial claim.
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The RPS measures operational continuity risk, not clinical or medical risk, and is computed 
deterministically without manual input.

Funding replacement visits. The reconciliation layer provides the architecture that allows autonomous 
caregivers to be taken into account: a replacement need is published, accepted and delivered within a single 
record. Where the applicable funding framework permits it, a replacement visit does not require new 
authorization or additional funding: it is funded from the amount already authorized for the visit it replaces. 
Where the scheduled visit was not delivered, the corresponding authorized amount can be allocated to the 
caregiver who delivers the replacement. Within that envelope, the payer or applicable framework decides 
whether and how the replacement rate is modulated, including by the Replacement Priority Score. YouTime
publishes the replacement need and records acceptance and delivery; while contractual, employment, and 
payment execution remain governed by the respective parties.

4.2.6 Go-to-Market Logic: Why the Payer Is the Only Possible Buyer

Every stakeholder in home care benefits from a reliable continuity record. But only one stakeholder can 
make an independent record exist: the payer.

The reason is structural. The record must reconcile a chain of events: requested → accepted → delivered 
or missed → replaced, while each link is controlled by a different party.

Beneficiaries and families create the care request and can observe a missed visit. But they cannot produce 
the accepted-and-delivered chain by themselves.

Provider-employed caregivers intervene by accepting and clocking visits, but they use the tools and 
follow the rules set by their employer.

Providers could purchase a reconciliation system, but a provider-purchased record would not be 
independent. An independent record is by design outside any provider.

Autonomous caregivers can extend continuity once a visit has been declared missed and a replacement is 
requested. Without the reference record, however, there is no independently established accepted visit, 
missed visit or replacement requirement for them to act upon.

The payer is therefore the only stakeholder that combines three essential conditions:

• Authority: it defines or finances the funded service;
• Interest: it bears the financial and social consequences when funded care is not delivered or 

continuity breaks down;
• Means: it can require or fund a common reconciliation layer across beneficiaries, providers and 

caregivers.

This is why YouTime is sold primarily to payers. They are the only market participants whose mandate, 
economic incentives, and coordinating authority align with the requirements of an independent continuity 
record.



YouTime White Paper v2.1 — © Chi Minh PHAM — Page  18 / 27

4.3 Positioning: A Transaction-Level Risk-Reconciliation Model

YouTime’s value lies in reconciling the service event itself — the unit of financial exposure in home care:

• What was requested.

• What was accepted.

• What was delivered.

• What was missed or silently dropped.

• What was replaced.

This creates a transaction-level reference for a service that otherwise passes through several operational 

systems, each with different purposes and incentives. The economic value comes from reducing uncertainty

at the point where financial exposure originates — the moment a funded and requested home‑care visit is 

supposed to occur.

Beyond single events: continuity analytics

YouTime can also derive continuity indicators across multiple consecutive visits, such as: number of days 
without care and sequences of missed visits, enabling payers to detect gaps that accumulate over time, not 
just isolated anomalies. These indicators feed the Replacement Priority Score (see 4.2.5).

— Payers gain an objective continuity datapoint for measurement, payment reconciliation, and risk 
management — at both the event and sequence level.

— Providers retain their existing operational and workforce systems.

— Beneficiaries gain a traceable record of whether the home care visits they requested actually occurred, 
including visibility into multi‑day continuity gaps.

By anchoring reconciliation at both the transaction level and the sequence level, YouTime plays the same 
role as risk‑reconciliation networks in financial technology.

4.4 Network Dynamics at Population Scale

As the number of monitored visits increases, the reconciliation layer can generate increasingly 

comprehensive visibility into service continuity across providers, territories, and payer populations.

Illustrative Market Scenario

At population scale, 800,000 monitored visits per day with a €3 per‑visit reconciliation fee would represent 

approximately €876 million in annual transaction revenue: 800,000×3×365=876,000,000

This is an illustrative infrastructure scenario, not a market forecast or revenue projection. Its purpose is to 

demonstrate the scalability of a transaction‑based model: a relatively small fee attached to each monitored 

home‑care visit can support substantial infrastructure economics at national scale.

Scalability
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The infrastructure is designed to remain lightweight and API-driven. Transaction volume can increase 
across providers and territories without requiring proportional expansion of operational teams.

The model therefore separates service-delivery operations from service-reconciliation infrastructure — 
allowing the reconciliation layer to scale across fragmented provider ecosystems while remaining 
independent of any single provider's workforce-management system.

Section 5 — What Each Stakeholder Stands To Gain

5.1 Beneficiaries and Families

Visibility, early warning, and the ability to act before a service failure becomes a crisis.

The beneficiary does not have to monitor the provider. The system monitors continuity 
for the beneficiary and raises alerts when necessary.

Beneficiaries and families gain a continuous view of the care that has been requested: what is expected, 
delivered, missed, replaced, or interrupted over time. If a visit is not confirmed within the validation 
window (see 3.3), YouTime alerts the beneficiary and family and triggers the appropriate replacement 
process. Beyond individual missed visits, sequences of disruption — such as consecutive days without 
assistance — are also tracked and flagged when predefined thresholds are reached.

The same record provides both an operational and longitudinal view: how many visits were requested, 
delivered, missed, or recovered through replacement, and how many days the beneficiary went without 
assistance. This transforms isolated incidents into measurable indicators of continuity, allowing families to 
distinguish an exceptional event from a recurring pattern that may threaten the beneficiary's well-being, 
safety, or independence. No beneficiary should have to discover after several weeks that scheduled visits 
have repeatedly failed.

What beneficiaries and families gain

• Visibility: know whether requested care is actually being delivered.
• Early warning: detect repeated missed visits before they become chronic.
• Reassurance: see when a missed visit has been replaced.
• Evidence: have a factual history of service rather than relying on memory or complaints.

Following screenshots are illustrative, drawn from YouTime's testing environment. The Replacement 
Priority Score (RPS, see 4.2.5) is updated after each visit and used to prioritize replacements by 
autonomous caregivers.
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Example — immediate alerts:

A beneficiary receives a reminder before the 
scheduled visit. If the visit is not confirmed within 
the validation window, the beneficiary and family 
receive an alert and can see whether a replacement 
has been initiated.

Example — factual report:

Alongside alerts, the same beneficiary can later 
access the factual record of what was requested, 
accepted, missed, delivered or replaced.

Example — graphical report of a past month:

This is the first purpose of the reconciliation layer: giving the person whose care is at stake an 
understandable and reliable record of what happened.
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5.2 Payers and Insurers

Independent visibility from funded care to delivered care.

Payers and insurers gain a continuous, beneficiary-level view of whether publicly or privately funded care 

is actually being delivered. Instead of relying exclusively on provider-reported activity, they can reconcile 

requested, accepted, expected, delivered, missed, and replaced visits through an independent service record.

This creates an objective evidence base for identifying persistent service failures, improving oversight, and 

targeting intervention before undelivered care becomes a larger social, clinical, or financial cost.

It also strengthens fraud, waste, and abuse (FWA) prevention by providing a second source of truth 

alongside provider billing and operational systems—not by replacing them.

For risk-bearing organizations, earlier visibility into continuity failures can also support efforts to reduce 

avoidable downstream utilization, including emergency care and readmissions.

What payers and insurers gain

• Independent verification: a beneficiary-level record alongside provider-reported data.

• Early intervention: detect repeated or accumulating service failures at both beneficiary and 

provider level, revealing emerging continuity risks caused by financial distress, workforce 

shortages, or seasonal staffing pressures.

• Better stewardship: distinguish delivered care from funded but undelivered care.

• FWA intelligence: an objective additional signal for identifying anomalies and persistent 

discrepancies.

• Outcome protection: identify continuity risks before they propagate into higher-cost utilization.

5.3 Care Provider Agencies

Proof of continuity and performance differentiation—without replacing existing agency software.

For care agencies acting in good faith, YouTime functions as a protective and value-creating layer rather 

than a surveillance tool. Existing agency software remains the operational system of record for workforce 

management, caregiver scheduling, payroll, and internal documentation. YouTime complements these tools 

by providing an independent, objective record verifying whether the beneficiary's requested care plan was 

delivered or appropriately recovered through replacement.

Why high-performing agencies should support independent reconciliation

Agencies that consistently deliver requested care currently receive little credit for doing so. Independent 
reconciliation transforms continuity from an internal claim into an externally verifiable performance 
indicator, enabling agencies to demonstrate service quality, reduce disputes, strengthen payer relationships, 
and differentiate themselves from lower-performing agencies.
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What care agencies gain

• Performance Differentiation & Funding Protection: Provides independent, verifiable evidence 
of delivered care, allowing high-performing agencies to validate service quality, secure eligibility 
for quality-based funding, and protect their market reputation against unverified complaints.

• Automated Escalation & Fast Recovery: Instantly flags unfulfilled visits within configured 
validation windows, enabling autonomous networks to coordinate replacement care before minor 
disruptions become clinical crises.

• Dispute Reduction: Creates a single, shared source of truth accessible to beneficiaries, families, 
agencies, and payers—substantially reducing time spent resolving billing disputes or care-delivery 
discrepancies.

• Minimal Operational Friction: Operates seamlessly alongside operational software via 
lightweight API integrations.

5.4 Caregivers

Recognition, compensation, and documented proof.

Caregivers are the cornerstone on which every requested visit depends. Yet they are the stakeholder with 

the least access to the record that governs their work.

5.4.1 Digitalisation has bypassed caregivers

Digital scheduling and visit-verification tools were engineered primarily for employers and payers. In the 
United States, studies on EVV highlight a surveillance logic designed for oversight and billing rather than 
caregiver support. In France, tele-management data flows directly to agencies for payroll processing, 
leaving caregivers to reconstruct proof manually when disputing unpaid or miscalculated hours. In 
Germany, research on digital tour-planning tools reveals efficiency gains for providers alongside persistent 
information asymmetries for front-line workers.

For provider-employed caregivers, the service record exists, but never on their side of the employment 
relationship. YouTime restores balance by providing caregivers with their own independent, verifiable 
record.

5.4.2 Provider-employed caregivers

Through YouTime, provider-employed caregivers receive real-time operational alerts (e.g., reminders 15 
minutes before a validation window expires, instant notifications of beneficiary cancellations) and a factual 
record of their activity.

The system explicitly distinguishes between:

• Unaccepted visits: Scheduled by the employer, but where the assignment exceeded reasonable 
travel distance, travel was uncompensated, or the schedule was altered without required consent.
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• Accepted and completed visits.

• Accepted but undelivered visits.

• Visits accepted, then cancelled by the caregiver.

• Visits accepted, then cancelled by the beneficiary .

This categorisation establishes an objective proof of commitments. A missed visit is no longer 

automatically attributed to the last assigned worker; the record documents whether the assignment was 

accepted in the first place.

5.4.3 Autonomous caregivers (ACs)

Autonomous Caregivers (ACs) do not replace provider-employed staff; they provide the flexible capacity 

required to absorb urgent continuity failures. While self-organized care models—most notably in the 

Netherlands—have demonstrated the power of caregiver autonomy, they have lacked the universal 

infrastructure needed to make ACs accountable, visible to payers, and fairly compensated.

The YouTime reconciliation layer provides this missing infrastructure: each replacement is requested, 

accepted, and delivered within a single, shared ledger independent of any single intermediary. This makes 

the autonomous caregiver model scalable across France, Germany, and the United States while respecting 

each jurisdiction's employment and authorization frameworks.

Real-Time Dispatch Mechanics

ACs access replacement requests in real time. When a scheduled visit passes its threshold without 

validation, an automated request dispatches to qualified ACs in geographic proximity.

Operational example: A visit scheduled for 09:00 is declared missed at 09:31. YouTime creates an urgent 
replacement request with a target start time of 10:01 (allowing 30 minutes for reaction and transit). 
Applying the standard target ± 30 minutes rule, the validation window runs from 09:31 to 10:31:

• An AC in immediate proximity can start as early as 09:31 (right after the request triggers).

• An AC requiring travel time or accepting later can arrive up to 10:31.

Accepting the request commits the AC to this window. Clock-in, progress, and completion are logged 

directly into the overall continuity record.

Planning Horizon and Priority-Based Compensation.

Unlike provider-employed caregivers who can see beneficiaries' requests up to 7 days in advance, so they 

can plan their working week, ACs operate on short horizons (hours ahead). Two things therefore matter 

most to them: the hourly rate attached to each request, and their recognition by payers and regulators.
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Utilizing the Replacement Priority Score (see 4.2.5), replacement compensation dynamically scales with 
continuity risk. High-priority requests—such as beneficiaries with multiple consecutive days without care—
attract elevated rates, reflecting intervention urgency and the value of restored continuity.

Across both employed and autonomous models, YouTime creates a verifiable continuity-of-care record 
showing who accepted, declined, delivered, missed, replaced or cancelled each visit. It replaces 
assumptions with evidence. The same record supports recognition, accountability and continuity across 
beneficiaries, caregivers, providers and payers.

Section 6 — Pilot Framework

Pilot governance. Each territorial pilot is overseen by a local steering committee (COPIL), established at 
launch to ensure transparency, independence of measurement, and the representation of every stakeholder in
the territory. Its composition is mandatory and balanced:

• a representative of the payer and sponsoring authority, who designates the participating home-care 
providers (for example, 2 to 5 providers supporting 20 to 50 participating users, a user being the 
beneficiary and the family member responsible for the digital services);

• a representative of each participating provider;
• a representative of the users of each participating provider;
• a representative of the provider-employed caregivers of each participating provider;
• a representative of the autonomous caregivers mobilized for replacements;
• an external third party, such as a journalist or independent observer, invited to contribute to 

transparency and to the public reporting of results.

Phase 1 — Baseline

Measure current visibility into:

— Requested visits

— Accepted visits

— Delivered visits

— Missed visits

— Replacements

Phase 2 — Reconciliation

Compare the independent, beneficiary-level record against:

— Provider schedules

— Provider visit records

— Provider billing
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Phase 3 — Evaluation

The pilot is designed to answer one question:

“Does an independent beneficiary-level reference materially improve a payer's ability to measure and 

manage continuity of home care visits?”

Section 7 — Why now?

The case for an independent reconciliation layer in home care is not new — but five forces are converging 
at once to make it unavoidable.

Workforce shortage. Home care providers across the US, Germany, and France are struggling to staff 
visits at all. When workforce capacity is the binding constraint, every unfilled or shortened visit represents 
both a care gap and a financial exposure — one that provider-centric systems cannot surface, because they 
report what was scheduled or invoiced, not what was actually delivered against what was requested.

Demographic aging. The population requiring home-based long-term care is growing faster than the 
systems designed to fund, deliver and oversee it. When care volumes scale, unreconciled gaps scale with 
them. What may once have looked like a 2–5% operational leakage becomes, at tomorrow’s scale, a 
structural liability for payers, continuity of care and public finances.

Budget pressure. Medicare Advantage plans, ACOs, MCOs, and German Pflegekassen are all under 
sustained pressure to demonstrate payment integrity, not just cost control. Regulators and auditors 
increasingly ask not "did you pay the invoice" but "can you prove the care was delivered as billed" — a 
question provider software was never built to answer independently.

EVV / télégestion already deployed. Electronic Visit Verification in the US and télégestion in France are 
no longer emerging technologies — they are mandated, deployed, and generating data today. The 
infrastructure to capture visit-level signals already exists; what's missing is an independent layer that 
reconciles that signal against the beneficiary's actual care plan rather than against the provider's own 
records. The data exists — the reconciliation function does not.

Rise of value-based care. As payment models shift from fee-for-service toward outcomes and risk-sharing,
payers need a beneficiary-level record they can trust that is decoupled from the entity being paid. You 
cannot manage risk on data produced by the party whose incentive is to report full delivery.

The reconciliation layer, not another point solution

Each of these forces individually creates pressure for better oversight. Together, they create the conditions 
for a new category of infrastructure — not another scheduling tool, EVV vendor, or billing platform, but a 
reconciliation layer: an authoritative, independent reference record that sits between what was requested 
and what was delivered, the way equivalent layers already sit inside every other regulated network handling
money and risk at scale:
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Network Function Reconciliation layer

SWIFT Payments Messaging standard independent of any single bank

Visa Authorization Network trusted by both merchant and issuer

Plaid Aggregation Independent view across financial institutions

Stripe Orchestration Neutral layer between merchant and payment rails

YouTime Home care continuity Independent beneficiary-level record reconciling requested vs. delivered care

None of these networks originate the underlying activity — SWIFT doesn't hold deposits, Visa doesn't issue
cards, Plaid doesn't hold accounts, Stripe doesn't run a marketplace. Each earns trust precisely because it 
stands apart from the parties it reconciles. Home care has workforce data, scheduling data, and billing data 
— all provider-owned. What it has never had is the equivalent of the SWIFT message or the Visa 
authorization: an independent record all stakeholders can trust.

The forces above don't just make this layer desirable — they make its absence increasingly difficult to 
justify to regulators, auditors, and boards. The infrastructure question is no longer whether home care needs 
a reconciliation layer, but who builds and operates it before someone else does.

Like payment networks, reconciliation infrastructure creates limited value when fragmented across multiple
competing standards. The continuity record becomes more valuable as more payers, providers and 
beneficiaries recognize it as the reference record.

About YouTime

In every market studied in this paper, payer organizations already finance care, audit care, and absorb the 
consequences of care failure. What they do not currently possess is an independent continuity record. The 
strategic opportunity is to become the continuity infrastructure against which all home-care stakeholders 
reconcile service delivery.

YouTime is building the independent reconciliation layer that long-term home care systems currently lack. 
As ageing populations increase pressure on social care infrastructures, continuity of care requires a trusted 
mechanism to validate, reconcile, and secure every step of the care journey.

• System-Wide Transparency: Reconciles requested care plans, actual service delivery, beneficiary 
status, and public or private reimbursement flows in real time.

• Operational Readiness: Architecturally complete and actively proposed for pilot deployments 
with pioneering French local authorities.

• International Scalability: Engineered as a government-agnostic reconciliation infrastructure, 
adaptable across France, Germany, the United States, and other long-term care markets with 
minimal configuration requirements.

• Beneficiary-Centric Governance: Establishes the individual as the primary reference point, 
creating a unified, trusted source of truth for families, caregivers, providers, payers, and public 
regulators.
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By deploying an independent service reconciliation layer, YouTime delivers a more transparent, 
accountable, and financially sustainable home-care ecosystem.

Payers interested in running the Phase 1 baseline assessment are invited to reach out directly.

Chi Minh PHAM
Founder & Architect, YouTime - Home‑Care Continuity & Reconciliation Infrastructure
pham@youtime.pro  —  https://youtime.pro
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