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Abstract

The use of home-based medical care differed in Medicare Advantage and traditional Medicare 

in 2018. Having exactly one such visit was thirty-one times as likely for Medicare Advantage 

beneficiaries (18.6 percent) as for traditional Medicare beneficiaries (0.6 percent), likely reflecting 

incentives in the Medicare Advantage program to code all accurate diagnoses. Multiple home-

based medical care visits were less likely in Medicare Advantage than in traditional Medicare (1.6 

percent versus 2.1 percent of beneficiaries, respectively).

Millions of Medicare beneficiaries are homebound or have difficulty leaving home.1 These 

patients may benefit from home-based medical care, where physicians, physician assistants, 

or nurse practitioners conduct medical visits in the patient’s home or a domiciliary setting 

(for example, assisted living) rather than the office setting.2 However, take-up of home-

based medical care is low.1

Using Medicare Advantage (MA) encounter data and 2018 traditional Medicare claims, we 

identified key differences in home-based medical care use in MA and traditional Medicare. 

As shown in exhibit 1, MA beneficiaries were 23.8 percent less likely than traditional 

Medicare beneficiaries to receive more than one home-based medical care visit that year (2.1 

percent versus 1.6 percent; p < 0:001). The use of only one such visit during the year was 

rare in traditional Medicare (0.6 percent of beneficiaries); it was thirty-one times as likely in 

MA (18.6 percent of beneficiaries; p < 0:001).

Study Data And Methods

Our two main data sources were both from the Centers for Medicare and Medicaid Services 

(CMS). For MA beneficiaries, we used 20 percent MA encounter data from 2018. This novel 
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data source provides a broad view of resource use in MA that encompasses a large set of 

insurers. Although past work has calculated the rate of longitudinal home-based medical 

care—that is, receipt of more than one such visit in a year—in a smaller cohort of MA 

beneficiaries, using OptumLabs data,3 the MA encounter data allow a broader look at the 

MA program while enabling direct comparison to a similarly defined traditional Medicare 

cohort. Although these data theoretically include all MA beneficiaries, there are concerns 

that not all MA contracts report complete data.4 To mitigate bias, we restricted our analysis 

to MA contracts identified in past research as reporting highly complete data.4 With this 

restriction, our final sample represented approximately 68 percent of the MA population 

that otherwise met our inclusion criteria. Our sample included a large set of insurers and 

different types of plans, including health maintenance organizations, preferred provider 

organizations, and Special Needs Plans. For traditional Medicare beneficiaries, we used 20 

percent traditional Medicare claims. We also used the Master Beneficiary Summary File, the 

Medicare Provider Analysis and Review file, and publicly reported data on MA plans.

Our sample included only beneficiaries continuously enrolled in Medicare Parts A and 

B in 2018 (N = 10,329,155). We excluded beneficiaries who switched between MA and 

traditional Medicare, switched between MA contracts, or died during 2018 (n = 423,742). 

We also excluded beneficiaries who lived outside of the fifty states and Washington, D.C. (n 
= 119,961). Finally, we excluded beneficiaries in MA contracts lacking high encounter data 

completeness, as defined by past research (n = 1,200,070).4

Our final sample contained 8,585,382 beneficiaries (weighted N = 42,926,910): 2,512,846 

(weighted n = 12,564,230) in MA and 6,072,536 (weighted n = 30,362,680) in traditional 

Medicare. Our sample included beneficiaries eligible for Medicare because of age, disability, 

and end-stage renal disease, so 14.1 percent of our sample was younger than age sixty-five 

(overall mean age: 72.1 years).

We used Healthcare Common Procedure Coding System codes to identify home-based 

medical care visits that occurred both in beneficiaries’ homes (99341–50) and in domiciliary 

settings (99324–8 and 99334–7).5 We counted a maximum of one visit per day and 

classified patients as having zero, one, or more than one home-based medical care visits 

in calendar year 2018. One-time home-based medical care visits may be used for assessment 

purposes, whereas longitudinal home-based medical care may better reflect ongoing medical 

care for homebound patients. Using these definitions, we examined the probability of home-

based medical care use in MA and traditional Medicare, as well as the number and site 

of visits for those receiving longitudinal care. For one-time visits in MA, we examined 

differences across MA insurers. We also compared clinical risk factors by the intensity of 

home-based medical care use for MA beneficiaries to determine whether the different types 

of home-based medical care (one-time versus longitudinal) were targeted toward different 

populations by MA plans. We used t-tests, defining statistical significance as p < 0:05.

This study had limitations. First, although MA encounter data provide new opportunities to 

understand health care use in MA, reporting may be incomplete. Although we restricted our 

sample to data from MA contracts that have been shown in past research to have highly 

complete data reporting overall, we may still have underestimated home-based medical 
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care use in MA.4 Second, MA beneficiaries are likely different than traditional Medicare 

beneficiaries in terms of their clinical status, social factors, or geographic location.6 This 

may affect their need for—or the availability of—home-based medical care services. 

The results of our adjusted analyses in online supplemental exhibit 1 suggest that these 

differences did not drive our results.7 However, other unobservable factors may have 

influenced home-based medical care use. Finally, we used data from 2018—before the 

COVID-19 pandemic—which may have affected subsequent home-based medical care use.

Study Results

As noted, MA beneficiaries were less likely than traditional Medicare beneficiaries to 

receive longitudinal home-based medical care (exhibit 1). There were modest differences 

in longitudinal home-based medical care use across MA insurers (supplemental exhibit 2).7 

However, all MA insurers had lower rates of longitudinal home-based medical care use 

than that observed in traditional Medicare, after differences in ZIP code of residence were 

adjusted for (p < 0:001 for all insurers) (supplemental exhibit 3).7

Delivery of longitudinal home-based medical care also differed in MA and traditional 

Medicare. Longitudinal home-based medical care recipients had 1.1 fewer visits in MA (7.0 

visits) than in traditional Medicare (8.1 visits), on average, during 2018 (p < 0:001) (data 

not shown). Moreover, a higher proportion of MA longitudinal home-based medical care 

recipients had at least two visits in their home (56.5 percent compared with 47.6 percent 

in traditional Medicare; p < 0:001), whereas a lower share had at least two visits in a 

domiciliary setting (44.6 percent compared with 55.8 percent in traditional Medicare; p < 

0:001) (exhibit 2).

MA beneficiaries were far more likely than traditional Medicare beneficiaries to have had 

exactly one home-based medical care visit during the year in 2018 (p < 0:001) (exhibit 1). 

There was also substantial variation across MA insurers (exhibit 3). For example, 7.9 percent 

of Blue Cross Blue Shield enrollees had exactly one visit, compared with more than three 

times that proportion of UnitedHealth care enrollees (26.1 percent) (p < 0:001).

On average, MA beneficiaries with one home-based medical care visit were one year older 

than those without any such visits (p < 0:001) but 7.8 years younger (p < 0:001) than 

those with longitudinal home-based medical care (exhibit 4). MA beneficiaries with one 

home-based medical care visit were less likely to be hospitalized, had fewer comorbidities 

(that is, chronic conditions), and had a lower probability of having dementia than those who 

received longitudinal home-based medical care (p < 0:001 for all differences). The profile 

of MA beneficiaries receiving longitudinal home-based medical care was consistent with 

appropriate targeting of these services to high-risk patients, whereas those with one visit had 

lower risk. See supplemental exhibit 4 for differences in patient characteristics by MA and 

traditional Medicare enrollment and home-based medical care intensity.7
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Discussion

Using MA encounter data and traditional Medicare claims data, we found that, relative to 

traditional Medicare, MA beneficiaries used less longitudinal home-based medical care but 

had more one-time home-based medical care visits in 2018.

Past research on home-based medical care has focused almost exclusively on longitudinal 

care, showing that it can reduce hospitalizations while improving quality of life and patient 

satisfaction.2,8 We found MA beneficiaries to be 23.8 percent less likely than traditional 

Medicare beneficiaries to receive longitudinal home-based medical care. Our estimate of 

the prevalence of longitudinal home-based medical care in MA is consistent with past work 

examining a more limited cohort of MA beneficiaries.3

In addition, we found important differences in the delivery of longitudinal home-based 

medical care among the relatively small share of MA beneficiaries who received it. 

Compared with those enrolled in traditional Medicare, MA beneficiaries who received 

longitudinal home-based medical care had fewer visits but were more likely to have those 

visits at home rather than in a domiciliary setting (for example, assisted living). This finding 

relates to recent research showing that the growth in home-based medical care use has 

been driven by increases in the domiciliary setting, likely because it is more efficient for 

providers to conduct visits in assisted living settings, where there may be economies of scale 

to seeing multiple patients.5 Future research should consider how home-based medical care 

in MA varies with the use of other related services, including supplemental benefits, such as 

palliative care, introduced in 2019.9

Although MA beneficiaries were, overall, thirty-one times as likely as traditional Medicare 

beneficiaries to have had exactly one home-based medical care visit during 2018, the 

considerable variation seen in the use of one-time visits across MA insurers suggests that 

some put greater emphasis on these visits than others did. The differences in clinical risk 

factors between MA beneficiaries receiving one-time and longitudinal home-based medical 

care suggest that these services are targeted toward different groups. In-home assessments 

may help MA plans better characterize their beneficiaries’ clinical needs and coordinate 

care. However, concern has been raised that these visits may also serve to identify additional 

diagnoses that, when used in risk adjustment, might increase Medicare payments to plans.10 

A recent report found that MA plans used diagnoses recorded during in-home assessments to 

increase payments by more than $2 billion.11 Bipartisan legislation was introduced in March 

2023 to exclude the diagnoses from these types of vists from MA risk adjustment.12 In 

addition, CMS issued guidance to MA plans in 2015 on how in-home assessments could be 

better used to improve care, including by making needed medical referrals and connecting 

patients to community resources.13 Researchers and policy makers should continue to 

examine the role of in-home assessment vists in both risk adjustment and patient care. 

Future work is needed to clarify the effects of in-home assessment visits on health care use 

and patient outcomes.
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Conclusion

Compared with traditional Medicare beneficiaries, MA beneficiaries were more likely to 

have exactly one home-based medical care visit in 2018 but less likely to have received 

longitudintal home-based medical care. As MA enrollment continues to grow, the behavior 

of MA plans will likely remain a key determinant of access to home-based medical care.
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EXHIBIT 1. Proportion of Medicare Advantage (MA) and traditional Medicare beneficiaries 
receiving home-based medical care visits, by care intensity, 2018
SOURCE Authors’ analysis of 20 percent MA encounter data and traditional Medicare 

claims from 2018. NOTES Differences between MA and traditional Medicare for both types 

of visits were statistically significant (p < 0:001). “Longitudinal care” means multiple (that 

is, 2 or more) home-based medical care visits over the course of a year.
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EXHIBIT 2. Proportion of Medicare Advantage (MA) and traditional Medicare beneficiaries 
receiving longitudinal home-based medical care, by setting, 2018
SOURCE Authors’ analysis of 20 percent MA encounter data and traditional Medicare 

claims from 2018. NOTES Includes only beneficiaries who received longitudinal home-

based medical care (defined in the exhibit 1 notes). Domiciliary visits occur in assisted 

living or similar settings. Differences between MA and traditional Medicare for both types 

of visits were statistically significant (p < 0:001). Combined percentages across visit settings 

sum to greater than 100 percent because beneficiaries may have received both types of visits.
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EXHIBIT 3. Proportion of Medicare Advantage (MA) beneficiaries receiving exactly 1 home-
based medical care visit during the year, by MA insurer, 2018
SOURCE Authors’ analysis of 20 percent MA encounter data and traditional Medicare 

claims from 2018. NOTES Pairwise differences between all listed insurers (including the 

“other insurer” category) were statistically significant (p < 0:01). Insurer was determined 

using parent organization, as reported in publicly available data from the Centers for 

Medicare and Medicaid Services. Blue Cross Blue Shield includes MA insurers specifying 

Blue Cross Blue Shield in their names, as well as Anthem, Premera, and Highmark.
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