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INTRODUCTION 
 
Medicare beneficiaries who need intermittent skilled care to treat their illnesses or injuries and 
cannot leave their homes without considerable effort are eligible for home health care benefits. 
In 2015, 12,346 home health agencies (HHAs) served 3.5 million Medicare enrollees, and these 
services accounted for approximately 5 percent of traditional Medicare spending.1  Unlike many 
other Medicare benefits, the home health benefit in traditional Medicare is not subject to cost-
sharing or deductibles, and there is no limit on the number of home health visits or episodes a 
Medicare beneficiary can receive as long as he or she meets the eligibility requirements.  
 
Home health services are frequently used after a hospital stay to treat an acute health 
condition. However, the Medicare Payment Advisory Commission (MedPAC) has expressed 
concern about growth in admissions to home health directly from the community, suggesting 
these admissions may be substituting for long-term care benefits that are not covered by the 
Medicare program.1 

 
In traditional Medicare, home health care providers receive a prospective payment for a 60-day 
episode of care, and payments are adjusted for patients’ clinical and functional characteristics 
as well as the number of therapy visits provided.1  Prior work has shown that home health 
providers strategically provide therapy visits and recertify episodes in order to maximize 
payment under this system, which may not be the most efficient or clinically effective use of 
home health services.2  In contrast, Medicare Advantage (MA) have more flexibility in terms of 
how they pay for home health care.  Medicare Advantage plans receive a monthly capitated 
rate from Medicare for each enrollee and thus have financial incentives to use home health 
care strategically and efficiently, and potentially to substitute home health for more intensive 
services. Moreover, Medicare Advantage plans have flexibility to define a network of HHAs, 
apply cost-sharing to home health benefits, and manage utilization of home health services. 
Little research has been conducted on the differences in home health utilization and length of 
home health spells between Medicare Advantage and traditional Medicare (TM) by admission 
type, however. Some studies have shown lower utilization of post-acute care in general among 
Medicare Advantage enrollees,3 and one study showed Medicare Advantage enrollees were 
less likely to use home health and had shorter spells when they did use those benefits,4 but 
neither differentiated between post-acute and community-admitted home health care use. 
 
Observers and policymakers have long questioned the appropriate role of home health in 
Medicare and in the delivery of care more broadly.5  Ensuring appropriate use has been 
difficult, and the benefit has a history of fraud, waste, and abuse.1  Prior research has shown 
substantial geographic variability in the use of post-acute care services within traditional 
Medicare, including home health, that cannot be explained by differences in patient needs. 
MedPAC suggested in a 2011 Report to Congress that this geographic variation may indicate 
overuse or fraud and abuse.6 
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Centers for Medicare & Medicaid Services (CMS) has recently implemented policies in 
traditional Medicare designed to address fraud and abuse in home health care. For example, in 
2013, CMS temporarily banned new HHAs from enrolling in the Medicare program in six metro 
areas due to high rates of fraud, and this ban was expanded statewide in Florida, Illinois, 
Michigan, and Texas in mid-2016.7  This moratorium has since expired but may have 
disproportionately affected home health use in traditional Medicare, as Medicare Advantage 
home health benefits were already more actively managed prior to the moratorium, including 
through selective contracting to form networks. While MedPAC has observed reductions in 
home health provider supply in moratorium states, particularly Florida and Texas,1 to our 
knowledge no studies have explored changes in traditional Medicare home health care use in 
moratorium states compared to non-moratorium states, or assessed the effects of the 
moratorium on traditional Medicare compared to Medicare Advantage.8 

 
This mixed-methods study examines changes in patterns of post-acute and community-
admitted home health care use between 2011 and 2016, focusing on differences between 
Medicare Advantage and traditional Medicare and across Medicare Advantage contract types in 
response to the following research questions: 
 

 How has use of home health care changed over time in Medicare Advantage compared 
to traditional Medicare, nationally and by state? 
 

 Did states with a moratorium on new HHAs have different changes in home health care 
use in Medicare Advantage compared to traditional Medicare than states without a 
moratorium?  
 

 Do changes in home health care use vary by Medicare Advantage contract type? 
 

 How have hospital admissions for home health users changed over time in Medicare 
Advantage compared to traditional Medicare?  

 
Our quantitative analyses are supplemented by qualitative interviews to explore why home 
health use differs between Medicare Advantage and traditional Medicare. Our quantitative and 
qualitative analyses focus on exploring how home health use is changing in both Medicare 
Advantage and traditional Medicare over time, including both community-admitted and post-
acute home health care.  
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DATA AND METHODS 
 
 
We conducted a mixed-methods study combining analysis of Medicare administrative data and 
qualitative interviews with staff from Medicare Advantage plans and HHAs. 
 
 

Qualitative Methods 
 
We held informal discussions with several subject matter experts in academia and advocacy 
organizations to gather background information, developed a list of experienced and 
knowledgeable target interviewees, and determined topics for our interview guides. We then 
conducted nine interviews with personnel from a convenience sample of HHAs (three), 
Medicare Advantage insurers (five), and post-acute care management companies (one). We 
combined the post-acute management company’s perspective with those of Medicare 
Advantage insurers in our findings because the company managed post-acute care on the 
behalf of insurers. These qualitative interviews were not designed to be representative but 
were instead used to provide context for interpreting our quantitative results.  
 
Five of the organizations we interviewed (two Medicare Advantage insurers, two HHAs, and 
one post-acute care management company) were large and served many markets nationally; 
other interviewees included three state or local Medicare Advantage insurers and one state-
based HHA.  Interviews were conducted between May 2018 and July 2018 and generally lasted 
45 minutes. Our interviews focused on perceived differences in use of home health care 
between Medicare Advantage and traditional Medicare; benefit structure for home health in 
Medicare Advantage, including cost-sharing, networks, referral patterns, and prior 
authorization; eligibility for home health in Medicare Advantage; and how home health fits into 
the broader post-acute care context.  
 
 

Quantitative Methods 
 
Data Sources 
 
Our primary data sources were the Home Health Outcome and Assessment Information Set 
(OASIS) and the Master Beneficiary Summary File (MBSF) for 2011 and 2016. We supplemented 
these data with information about Medicare Advantage contracts, Medicare Advantage plan 
benefits, and HHA quality ratings from CMS. 
 
The OASIS assessment must be completed by HHAs for both Medicare Advantage and 
traditional Medicare patients when they enter home health care, leave home health care 
(including temporarily), and every 60 days during a home health spell. Entry assessments record 
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patients’ characteristics and health status and later assessments monitor health status to 
measure patient outcomes and changes in function. All OASIS assessments note whether any 
hospital stays occurred in the 14 days prior to the assessment, as well as any suspensions of or 
discharges from home health care for hospitalization. The 2011 and 2016 OASIS files contain 
16,329,785 and 17,122,154 assessments for 4,854,670 and 5,260,684 Medicare Advantage and 
traditional Medicare beneficiaries, respectively.  
 
The MBSF contains demographic and Medicare enrollment information for all Medicare 
beneficiaries. This includes reason for Medicare entitlement (aged, disabled, end-stage renal 
disease, or disabled and end-stage renal disease), enrollment in Medicare Parts A and B, 
Medicare Advantage contract and plan identifiers, Medicaid eligibility, and Part D low-income 
subsidy eligibility. The MBSF files contain information for all Medicare beneficiaries enrolled 
during the year: 51,667,138 in 2011 and 59,818,481 in 2016. 
 
We supplemented the OASIS and MBSF with information on Medicare Advantage contracts, 
Medicare Advantage plan characteristics, and Home Health Compare star ratings for HHAs. We 
used the 2011 and 2016 Medicare Advantage Plan Characteristics file from CMS to determine 
whether Medicare Advantage enrollees had cost-sharing or prior authorization requirements 
for home health care. In addition, we used the Home Health Compare Star Ratings file to 
determine each agency’s for-profit status and overall star rating. Home Health Compare star 
ratings are constructed from 23 quality measures derived from OASIS assessments and patient 
surveys, including hospital readmission rates, functional status improvement, pain 
management, and patients’ experience with care.9 

 
Study Sample 
 
Our sample was limited to full-year Medicare beneficiaries who did not die during 2011 and 
2016. Our Medicare Advantage sample included those beneficiaries who were enrolled in 
Medicare Advantage for the full calendar year, and our traditional Medicare sample included 
those beneficiaries who were enrolled in Medicare Parts A and B for the full year. The 0.7 
million and 1.1 million beneficiaries who switched between Medicare Advantage and traditional 
Medicare during the 2011 and 2016 calendar years, respectively, but otherwise met our sample 
criteria were not included in our analysis.  
 
We defined a home health spell as the time between a start-of-care OASIS assessment and a 
discharge OASIS assessment. OASIS start-of-care and discharge assessments are required for all 
home health episodes that include more than one home health visit. A home health spell can 
include multiple 60-day episodes and can be shorter than a 60-day episode. We classified spells 
as post-acute if the initial OASIS assessment indicated that the beneficiary had received acute 
or post-acute care within the prior two weeks and all other spells as community admitted. To 
ensure consistent measurement of spell length, we limited our spell-level analyses to those 
spells beginning in the first three months of the calendar year (January through March), and we 
truncated all spells at a maximum of 275 days. We dropped home health spells for which we 
observed only a start-of-care OASIS assessment in 2011 or 2016 with no subsequent discharge 
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or continuation-of-care assessment during the year.10  Our 2011 sample includes 159,210 home 
health spells for Medicare Advantage enrollees and 713,670 for traditional Medicare enrollees, 
and our 2016 sample includes 285,445 home health spells for Medicare Advantage enrollees 
and 781,795 for traditional Medicare enrollees. The large increase in the number of Medicare 
Advantage home health spells included in our sample between 2011 and 2016 reflects 
enrollment growth in the Medicare Advantage program.  
 
Study Measures 
 
Our first outcome measure was the share of beneficiaries using home health during 2011 and 
2016. We conducted analyses for any home health use and segmented by type of home health 
use based on the beneficiary’s first spell during the calendar year. Our key explanatory variables 
included Medicare Advantage or traditional Medicare enrollment, Medicare Advantage 
contract type, Medicare Advantage cost-sharing, and Medicare Advantage prior authorization. 
Medicare Advantage contract types include health maintenance organizations (HMOs), 
preferred provider organizations (PPOs), employer-sponsored plans,11 and special needs plans 
(SNPs).12  While we do not separately analyze private fee-for-service (PFFS) plans, cost plans, 
and Medicare Savings Account plans, those plan types are included in overall analyses of home 
health care use in Medicare Advantage. Control variables included beneficiary age, gender, race 
and ethnicity, Medicaid eligibility, Part D low-income subsidy eligibility, reason for Medicare 
entitlement, and state, measures that were available for all beneficiaries in the MBSF. 
 
We also conducted analyses focused on home health spells. For these analyses, the key 
outcome variables were average number of days between start-of-care OASIS and discharge 
OASIS (hereafter, home health spell length); the share of home health spells with for-profit 
HHAs; the share of spells with agencies earning a 1-star to 5-star Home Health Compare quality 
rating; and the share of spells that ended in or were suspended for a hospital admission. The 
key explanatory variables included Medicare Advantage enrollment, Medicare Advantage 
contract type, Medicare Advantage cost-sharing, and Medicare Advantage prior authorization. 
We conducted these analyses for community-admitted spells, post-acute spells, and all spells. 
Control variables included beneficiary age, gender, race and ethnicity, Medicaid eligibility, Part 
D low-income subsidy eligibility, reason for Medicare entitlement, state, primary diagnosis, and 
functional status. Primary diagnosis was determined using the clinical classification software 
category13 for the patient’s primary ICD-10 diagnosis code upon entry. We used the method by 
Plotzke et al.14 to calculate functional status based on the OASIS responses for the patient’s 
grooming, dressing, bathing, toilet transferring, other transferring, and ambulation/locomotion 
abilities.  
 
We do not observe the number or types of home health visits in OASIS records, so our 
estimates of spell length do not capture the volume or nature of the home health services 
received. We estimate the length of home health spells by counting the number of days 
between a start-of-care OASIS assessment and a discharge OASIS assessment, regardless of 
whether care was provided on each day. Home health spells can therefore be either longer or 
shorter than a 60-day episode. In addition, the 60-day cycle for the OASIS reflects traditional 



 6 

Medicare, not Medicare Advantage, payment structures, and HHAs may not have an incentive 
to file an immediate discharge in Medicare Advantage. Therefore, we may overestimate the 
length of Medicare Advantage home health spells. However, given that we hypothesize that 
Medicare Advantage spells are shorter than traditional Medicare spells, this bias would lead to 
more conservative estimates of differences between Medicare Advantage and traditional 
Medicare. 
 
Methods 
 
We estimated the shares of beneficiaries using home health for traditional Medicare versus 
Medicare Advantage and across Medicare Advantage plans with the various Medicare 
Advantage contract characteristics described above. We then estimated linear regression 
models to adjust our estimates of differences between Medicare Advantage and traditional 
Medicare, differences within Medicare Advantage, and differences between 2011 and 2016 to 
control for beneficiary demographic, eligibility, and geographic characteristics. We used the 
same approach for our difference-in-differences model comparing the 2011-2016 change in 
Medicare Advantage and traditional Medicare. Beneficiary-level analyses did not control for 
health status, which is not available for Medicare Advantage beneficiaries in the MBSF. 
 
To assess whether the moratorium on new HHAs in four states was associated with differing 
changes in home health care use in Medicare Advantage and traditional Medicare between 
2011 and 2016, we also estimated a triple-difference model. First, we compared changes in 
home health care between moratorium and non-moratorium states within traditional 
Medicare, adjusting as above. We then estimated a parallel difference-in-differences model for 
Medicare Advantage. Finally, we estimated a triple-differences model comparing changes in 
home health care use in Medicare Advantage compared to traditional Medicare between 2011 
and 2016 for states with or without moratoriums on new HHAs.  
 
Our spell-level analyses compared the length of home health spells in Medicare Advantage and 
traditional Medicare and by Medicare Advantage contract characteristics, the share of 
Medicare Advantage and traditional Medicare home health spells occurring in different types of 
HHAs, and the share of Medicare Advantage and traditional Medicare home health spells 
requiring a hospital admission. We estimated linear regression models to adjust our estimates 
of differences between Medicare Advantage and traditional Medicare and differences between 
2011 and 2016 for beneficiary demographic, eligibility, geographic, primary diagnosis, and 
functional status characteristics. We used the same approach for our difference-in-differences 
model comparing the change in differences between Medicare Advantage and traditional 
Medicare in 2011 and 2016. 
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RESULTS 
 
 

Home Health Care Use Increased in Medicare Advantage Relative to traditional 
Medicare between 2011 and 2016 
 
Overall, home health care use increased by 0.3 percentage points more in Medicare Advantage 
than in traditional Medicare between 2011 and 2016 after adjustment for beneficiary 
characteristics but remained lower in Medicare Advantage than traditional Medicare in both 
years. As shown in Table 1, in both 2011 and 2016, Medicare Advantage enrollees were less 
likely to use home health care than traditional Medicare enrollees, including both community-
admitted and post-acute care (Table 1). However, the two moved slightly closer together: 
between 2011 and 2016, the share of beneficiaries using home health care increased in 
Medicare Advantage (0.3 percentage points, unadjusted) and decreased in traditional Medicare 
(0.7 percentage points, unadjusted) (Table 1).  
 
In terms of admission type, between 2011 and 2016, the share of Medicare Advantage 
enrollees using community-admitted home health care did not change significantly relative to 
traditional Medicare after adjusting for beneficiary characteristics, but Medicare Advantage 
enrollees’ use of post-acute home health care grew 0.1 percentage points faster than 
traditional Medicare.  
 

TABLE 1. Changes in the Share of Beneficiaries Using Home Health Care 
in MA and TM by Admission Type, 2011-2016 

 

2011 2016 Change, 2011-2016 

MA TM 
Adjusted 

Difference 
MA-TM (1) 

MA TM 
Adjusted 

Difference 
MA-TM (2) 

MA 
Adjusted 
Change 

(3) 

TM 
Adjusted 
Change 

(4) 

Adjusted 
Difference-in-

Differences 
MA-TM (5) 

Overall  6.5% 10.1% -3.2** 6.8% 9.4% -2.7** 0.3** -0.2 0.3* 

Community-admitted 1.5% 3.0% -1.3** 1.7% 2.8% -1.2** 0.2** 0.0 0.1 

Post-acute 4.3% 5.7% -1.3** 4.4% 5.5% -1.1** 0.2** 0.0 0.1* 

Admission type not 
observed 

0.7% 1.4% -0.5** 0.7% 1.1% -0.4** 0.0 -0.2** 0.1* 

SOURCE:  Data are from 2011 and 2016 MBSF and OASIS. 
NOTES:  Differences are adjusted for beneficiary demographic characteristics, eligibility, and state. This table shows results from 5 separate 
linear regression models:  

(1) A 2011 model including both MA and TM enrollees. 
(2) A 2016 model including both MA and TM enrollees. 
(3) An MA model including both 2011 and 2016 enrollees. 
(4) A TM model including both 2011 and 2016 enrollees. 
(5) A difference-in-differences model including MA and TM enrollees for both 2011 and 2016.  

Results cannot be added across models.  
**/* Estimate is significantly different from zero at the 0.01/0.05 level. 

 
Qualitative interviews confirmed that, from the perspective of HHAs and Medicare Advantage 
plans, there were not substantial changes in the rate of home health care use over the 2011-
2016 period. Our interviewees expected community-admitted home health, in particular, to be 
less common among Medicare Advantage patients.  
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Medicare Advantage Home Health Spells Shortened Relative to traditional 
Medicare between 2011 and 2016 
 
In both 2011 and 2016, Medicare Advantage home health spells were shorter than traditional 
Medicare home health spells by 6.7 and 7.3 days, respectively after adjustment for beneficiary 
characteristics including primary diagnosis and functional status (Table 2). However, changes in 
home health spell length between 2011 and 2016, were not statistically different between 
Medicare Advantage and traditional Medicare after adjustment. Community-admitted spell 
lengths fell by 5.4 days more in Medicare Advantage than in traditional Medicare over this 
period, post-acute spells in Medicare Advantage increased 1.8 day more than in traditional 
Medicare. 
 

TABLE 2. Changes in Spell Length among Home Health Users in MA and TM by Admission Type, 2011-2016 

 

2011 2016 Change, 2011-2016 

MA TM 
Adjusted 

Difference 
MA-TM (1) 

MA TM 
Adjusted 

Difference 
MA-TM (2) 

MA 
Adjusted 
Change 

(3) 

TM 
Adjusted 
Change 

(4) 

Adjusted 
Difference-in-

Differences 
MA-TM (5) 

All home health spells 59.7 73.0 -6.7** 59.7 68.7 -7.3** -5.3** -5.8** -0.1 

Community-admitted 83.2 93.0 -5.6* 75.4 85.6 -9.6** -10.3** -5.4* -5.4* 

Post-acute 51.0 61.4 -6.2** 52.7 58.6 -4.8** -3.7** -6.5** 1.8* 

SOURCE:  Data are from 2011 and 2016 MBSF and OASIS. 
NOTES:  Differences are adjusted for beneficiary demographic characteristics, eligibility, state, primary diagnosis, and functional status. This 
table shows results from 5 separate linear regression models:  

(1) A 2011 model including both MA and TM spells. 
(2) A 2016 model including both MA and TM spells. 
(3) An MA model including both 2011 and 2016 spells. 
(4) A TM model including both 2011 and 2016 spells. 
(5) A difference-in-differences model including MA and TM spells for both 2011 and 2016.  

Results cannot be added across models.  
**/* Estimate is significantly different from zero at the 0.01/0.05 level. 

 
Qualitative interviews suggested that Medicare Advantage enrollees received less home health 
care and had shorter home health stays than traditional Medicare because Medicare Advantage 
generally authorizes fewer initial home health visits, requires more paperwork for 
reauthorization, and pays a lower per-visit rate for home health than traditional Medicare.   
 
 

Home Health Care Use Grew Faster in Medicare Advantage than traditional 
Medicare in 27 States between 2011 and 2016 
 
In 27 states, the share of beneficiaries using home health grew faster in Medicare Advantage 
than traditional Medicare over the 2011-2016 period, though the share of beneficiaries using 
home health was generally lower in Medicare Advantage than traditional Medicare throughout 
the study period (Table 3), consistent with national results shown in Table 1.  Similarly, 
community-admitted home health care use grew faster in Medicare Advantage than traditional 
Medicare in 21 states over this period. 
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TABLE 3. Changes in the Share of Beneficiaries Using Home Health Care 

in MA and TM by Admission Type and State, 2011-2016 

State 

Any Home Health Use Community-Adjusted Home Health Use 

MA TM Adjusted 
Difference-in-
Differences, 

MA-TM 

MA TM Adjusted 
Difference-in-
Differences, 

MA-TM 
2011 2016 2011 2016 2011 2016 2011 2016 

Alabama 8.2% 9.9% 10.7% 10.5% 1.0** 2.3% 2.8% 3.2% 3.3% 0.1 

Alaska 5.6% 6.0% 3.8% 3.1% 0.8 2.5% 1.9% 0.9% 0.8% -0.7 

Arizona 4.8% 4.2% 6.1% 5.9% -0.6** 0.9% 1.0% 1.3% 1.5% -0.1** 

Arkansas 6.0% 8.0% 8.0% 8.0% 1.2** 1.6% 2.3% 2.0% 2.2% 0.2* 

California 4.1% 4.5% 9.1% 9.5% -0.3** 0.8% 1.0% 2.9% 3.5% -0.6** 

Colorado 6.9% 6.3% 7.9% 7.3% -0.2 1.5% 1.6% 2.0% 2.1% -0.1 

Connecticut 6.2% 8.2% 11.8% 12.1% 1.2** 1.3% 1.8% 2.9% 3.1% 0.1 

Delaware 7.7% 8.1% 8.2% 9.3% -1.1* 1.2% 1.9% 1.2% 1.8% -0.1 

DC 4.2% 5.5% 8.7% 7.8% 2.4** 0.9% 0.9% 2.0% 1.7% 0.4 

Florida 4.1% 4.5% 15.1% 13.6% 1.3** 1.1% 1.2% 6.5% 5.3% 1.0** 

Georgia 7.4% 7.3% 9.0% 8.3% 0.1 2.2% 2.1% 2.7% 2.4% 0.0 

Hawaii 3.1% 3.3% 2.6% 2.6% 0.1 0.6% 0.9% 0.6% 0.7% 0.1 

Idaho 5.7% 5.1% 6.9% 7.4% -1.2** 1.6% 1.5% 2.2% 2.3% -0.3** 

Illinois 6.8% 6.4% 11.8% 10.3% 0.9** 1.5% 1.5% 4.4% 3.4% 0.8** 

Indiana 5.5% 6.4% 7.7% 7.5% 0.5** 1.3% 1.5% 2.1% 2.1% 0.0 

Iowa 4.7% 5.6% 5.5% 5.2% 0.8** 0.9% 1.2% 1.1% 1.1% 0.2** 

Kansas 6.0% 8.0% 6.2% 7.0% 0.4* 1.4% 1.9% 1.5% 1.9% -0.1 

Kentucky 7.7% 8.2% 9.5% 9.3% 0.6** 2.0% 2.2% 2.6% 2.6% 0.2** 

Louisiana 9.7% 9.5% 15.2% 12.8% 1.4** 2.8% 2.8% 4.7% 4.1% 0.3** 

Maine 6.6% 6.4% 8.8% 8.8% -0.2 1.2% 1.3% 1.9% 2.2% -0.2 

Maryland 7.2% 7.3% 8.2% 8.4% -0.4* 1.0% 1.6% 1.3% 1.6% 0.2* 

Massachusetts 11.7% 11.4% 13.0% 12.5% -0.1 2.5% 3.0% 3.0% 3.1% 0.1* 

Michigan 8.1% 7.4% 12.3% 11.0% 0.1 2.2% 1.8% 4.7% 3.8% 0.1 

Minnesota 5.7% 7.0% 5.3% 5.8% 0.3** 1.6% 2.1% 1.3% 1.7% -0.1 

Mississippi 9.7% 10.5% 12.5% 12.1% 0.4* 3.5% 4.1% 4.0% 4.5% -0.2 

Missouri 7.1% 7.7% 8.6% 8.0% 0.9** 1.4% 1.6% 2.0% 1.8% 0.2** 

Montana 3.2% 3.4% 4.6% 3.9% 0.5** 0.7% 0.8% 1.1% 1.0% 0.2 

Nebraska 5.9% 7.7% 6.1% 6.0% 1.2** 1.2% 1.9% 1.3% 1.4% 0.4** 

Nevada 6.5% 5.5% 10.2% 10.3% -1.2** 1.3% 1.1% 3.6% 3.7% -0.4** 

New Hampshire 7.1% 7.9% 9.9% 9.5% 0.0 1.6% 2.1% 2.2% 2.1% 0.1 

New Jersey 5.8% 6.0% 8.8% 8.2% 0.4** 0.9% 1.2% 1.5% 1.6% 0.1 

New Mexico 5.6% 5.9% 7.4% 6.8% 0.9** 1.5% 1.8% 2.0% 1.9% 0.4** 

New York 7.3% 7.0% 9.5% 8.8% -0.1* 1.3% 1.6% 2.0% 1.9% 0.1* 

North Carolina 6.9% 6.8% 8.7% 8.6% 0.1 1.6% 1.7% 2.3% 2.4% 0.0 

North Dakota 2.9% 3.6% 4.2% 3.2% 1.2* 0.3% 0.8% 0.6% 0.6% 0.4* 

Ohio 8.2% 9.5% 9.8% 9.7% 0.6** 1.9% 2.4% 2.6% 2.5% 0.2** 

Oklahoma 7.8% 8.7% 13.3% 12.4% 1.2** 2.2% 2.4% 4.1% 3.8% 0.3** 

Oregon 5.2% 5.5% 5.5% 5.3% 0.5** 1.6% 1.8% 1.6% 1.6% 0.2** 

Pennsylvania 9.8% 10.7% 10.7% 10.2% 0.4** 1.9% 2.3% 2.5% 2.3% 0.1** 

Rhode Island 10.3% 9.7% 11.9% 11.0% 0.1 1.9% 2.2% 2.7% 2.5% 0.3** 

South Carolina 7.8% 9.1% 7.8% 8.3% 0.2 2.1% 2.4% 2.0% 2.0% 0.1 

South Dakota 2.3% 3.7% 3.6% 3.4% 1.1** 0.4% 0.7% 0.8% 0.7% 0.1 

Tennessee 7.9% 7.3% 10.4% 9.4% -0.2* 2.4% 2.2% 3.3% 3.1% -0.3** 

Texas 7.5% 8.1% 15.2% 12.9% 2.5** 2.5% 2.8% 5.6% 4.4% 1.3** 

Utah 7.6% 8.0% 10.3% 10.1% -0.1 2.5% 2.5% 3.6% 3.4% -0.3** 

Vermont 5.6% 6.5% 9.1% 9.0% 0.4 1.4% 1.4% 2.4% 2.4% -0.2 

Virginia 7.5% 8.1% 8.9% 8.9% -0.4** 1.9% 2.1% 2.3% 2.2% -0.2** 

Washington 4.5% 4.7% 5.7% 5.5% 0.5** 1.1% 1.3% 1.5% 1.6% 0.2** 

West Virginia 6.6% 8.0% 7.1% 8.3% 0.1 1.4% 2.1% 1.6% 2.1% 0.2* 

Wisconsin 3.9% 4.8% 5.3% 5.4% 0.4** 0.8% 1.2% 1.2% 1.5% 0.0 

Wyoming 3.8% 3.4% 4.5% 4.1% -0.9 1.0% 0.8% 1.0% 1.0% -0.5* 

SOURCE:  Data are from 2011 and 2016 MBSF and OASIS. 
NOTES:  Differences are adjusted for beneficiary demographic and eligibility characteristics.  
**/* Estimate is significantly different from zero at the 0.01/0.05 level. 
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Medicare Advantage Home Health Use Grew More than traditional Medicare in 
States with a Moratorium on New Home Health Agencies between 2011 and 
2016 
 
Comparing Medicare Advantage and traditional Medicare home health care in moratorium 
states (Florida, Illinois, Michigan, Texas) and non-moratorium states from 2011 to 2016, we find 
that home health care use decreased in traditional Medicare and remained unchanged in 
Medicare Advantage in states with moratoria imposed between 2013 and 2016 (Table 4). 
Specifically, traditional Medicare home health care use fell 1.5 percentage points more in 
moratorium states than non-moratorium states. Using a triple-difference approach, we find 
that Medicare Advantage home health care use grew 1.5 percentage points faster than 
traditional Medicare home health use in states with a moratorium on new HHAs compared to 
non-moratorium states.  
 

TABLE 4. Changes in the Share of Beneficiaries Using Home Health Care 
in MA and TM between 2011 and 2016, by Moratoria on HHAs 

 

2011-2016 Adjusted 
Change in 

Moratorium States 

2011-2016 Adjusted 
Change in  

Non-Moratorium States 

Difference-in-Differences 
Moratorium States-- 

Non-Moratorium States 

Triple-Difference Estimate 
Moratorium States-- 

Non-Moratorium States  
and MA-TM (7) MA (1) TM (2) MA (3) TM (4) MA (5) TM (6) 

Any home health 
care use 

0.4 -1.2** 0.4 0.1 0.0 -1.5** 1.5* 

SOURCE:  Data are from 2011 and 2016 MBSF and OASIS. 
NOTES:  Differences are adjusted for beneficiary demographic characteristics and eligibility. This table shows results from 7 separate linear 
regression models:  

(1) An MA model including both 2011 and 2016 spells in moratorium states. 
(2) A TM model including both 2011 and 2016 spells in moratorium states. 
(3) An MA model including both 2011 and 2016 spells in non-moratorium states. 
(4) A TM model including both 2011 and 2016 spells in non-moratorium states. 
(5) An MA model including 2011 and 2016 spells in both moratorium and non-moratorium states. 
(6) A TM model including 2011 and 2016 spells in both moratorium and non-moratorium states. 
(7) An MA and TM model including 2011 and 2016 spells in moratorium and non-moratorium states.  

Results cannot be added across models. Triple-difference estimates are between MA and TM trends in home health use over the 2011-2016 
period between states with and without a moratorium on new HHAs (moratorium states).   
**/* Estimate is significantly different from zero at the 0.01/0.05 level. 

 
 

Home Health Care Use Increased in HMO, PPO, and PFFS Plans between 2011 
and 2016 
 
Across Medicare Advantage contract types, use of home health care grew in HMOs, PPOs, and 
PFFS plans and did not change significantly in employer and SNPs between 2011 and 2016 
(Table 5). The share of beneficiaries using community-admitted home health increased in both 
HMO and SNPs between 2011 and 2016 but did not change significantly in other plan types.  
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TABLE 5. Changes in the Share of Beneficiaries Using Home Health Care 
by MA Contract Type and Home Health Admission Type, 2011-2016 

 

All Home Health Spells Community-Admitted Spells 

2011 2016 
Adjusted 
Change 

Adjusted 
Difference from 

HMO Change 
2011 2016 

Adjusted 
Change 

Adjusted 
Difference from 

HMO Change 

HMO 6.3% 6.4% 0.3**  1.4% 1.5% 0.2**  

PPO 5.5% 6.2% 0.2* -0.4* 1.3% 1.6% 0.1 -0.3** 

EGHP 6.9% 7.2% 0.3 -0.3 1.6% 1.8% 0.1 -0.2 

SNP 8.3% 8.7% 0.4 0.1 2.4% 2.7% 0.2** 0.0 

PFFS 6.6% 7.9% 0.7** -0.2 1.8% 2.1% 0.1 -0.3* 

SOURCE:  Data are from 2011 and 2016 MBSF, OASIS, and CMS MA contract files. 
NOTES:  MSA, demonstration, PACE, and cost plans are not shown, but are included in overall estimates of MA home health care use. 
Differences are adjusted for beneficiary demographic characteristics, eligibility, and state.  
**/* Estimate is significantly different from zero at the 0.01/0.05 level. 

 
 

Home Health Spell Lengths Fell in Most Medicare Advantage Plan Types 
between 2011 and 2016 
 
Between 2011 and 2016, average home health spell lengths fell across all Medicare Advantage 
plan types except HMOs (Table 6). Spell lengths fell 3.5 days more in PPO than in HMO plans 
during this period, though PPO spells were still longer than HMO spells in 2016. Community-
admitted home health spell lengths fell for all Medicare Advantage plan types between 2011 
and 2016, with these spells decreasing 5.9 days more in PPOs than in HMOs over this period. 
However, PPO home health spells remained longer than HMO home health spells in 2016.  
 

TABLE 6. Changes in the Length of Spell among Home Health Care Users 
by MA Contract Type and Home Health Admission Type, 2011-2016 

 

All Home Health Spells Community-Admitted Spells 

2011 2016 
Adjusted 
Change 

Adjusted 
Difference from 

HMO Change 
2011 2016 

Adjusted 
Change 

Adjusted 
Difference from 

HMO Change 

HMO 53.5 53.4 -3.4  73.2 66.2 -7.6*  

PPO 65.1 64.5 -7.6** -3.5* 91.7 82.0 -13.0** -5.9* 

EGHP 54.6 56.9 -4.2* -0.7 75.3 72.3 -8.0** -1.9 

SNP 74.6 72.1 -7.3** -4.7* 97.2 87.3 -11.7** -6.6 

PFFS 81.3 72.6 -9.5** -5.7* 112.7 94.5 -13.6* -7.5 

SOURCE:  Data are from 2011 and 2016 MBSF, OASIS, and CMS MA contract files. 
NOTES:  MSA, demonstration, PACE, and cost plans are not shown, but are included in overall estimates of MA home health care use in 
other tables. Differences are adjusted for beneficiary demographic characteristics, eligibility, state, primary diagnosis, and functional status.  
**/* Estimate is significantly different from zero at the 0.01/0.05 level. 

 
 

Medicare Advantage Home Health Users Were Less Likely to Have a Hospital 
Admission During Their Home Health Spell than traditional Medicare Home 
Health Users in Both 2011 and 2016 
 
Both traditional Medicare and Medicare Advantage reduced their rates of hospital admission 
during home health spells over the 2011-2016 period after adjustment for beneficiary 
characteristics including primary diagnosis and functional status, and there was no statistically 
significant difference between Medicare Advantage and traditional Medicare reductions in 
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hospital overall or for community-admitted home health users (Table 7). However, 
readmissions from post-acute home health care use fell more slowly in Medicare Advantage 
than in traditional Medicare between 2011 and 2016. Across all admission types, hospital 
admission rates were lower for Medicare Advantage than traditional Medicare in both 2011 
and 2016.  
 

TABLE 7. Changes in the Share of Home Health Spells Requiring a Hospital Admission 
in MA versus TM by Home Health Admission Type, 2011-2016 

 

2011 2016 Change, 2011-2016 

MA TM 
Adjusted 

Difference 
MA-TM (1) 

MA TM 
Adjusted 

Difference 
MA-TM (2) 

MA 
Adjusted 
Change 

(3) 

TM 
Adjusted 
Change 

(4) 

Adjusted 
Difference-in-

Differences 
MA-TM (5) 

All home health spells 16.5% 19.2% -2.2** 15.4% 17.4% -1.9** -2.7** -3.4** 0.4 

Community-admitted 15.9% 17.0% -1.9** 13.9% 15.0% -1.6** -2.7** -3.0** 0.0 

Post-acute 16.7% 20.5% -2.7** 16.0% 18.7% -2.4** -2.7** -3.5** 0.5* 

SOURCE:  Data are from 2011 and 2016 MBSF and OASIS. 
NOTES:  Differences are adjusted for beneficiary demographic characteristics, eligibility, state, primary diagnosis, and functional status. This 
table shows results from 5 separate linear regression models:  

(1) A 2011 model including both MA and TM spells. 
(2) A 2016 model including both MA and TM spells. 
(3) An MA model including both 2011 and 2016 spells. 
(4) A TM model including both 2011 and 2016 spells. 
(5) A difference-in-differences model including MA and TM spells for both 2011 and 2016.  

Results cannot be added across models.  
**/* Estimate is significantly different from zero at the 0.01/0.05 level. 
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DISCUSSION 
 
 
While MedPAC has expressed concerns about rising rates of community-admitted home health 
care in traditional Medicare between 2001 and 2017--and potential misuse of the benefit as a 
substitute for non-covered long-term care services and supports--these increases primarily 
occurred between 2001 and 2011,1,15 prior to our 2011-2016 study period. Though overall 
home health care use grew in Medicare Advantage and remained stable in traditional Medicare 
between 2011 and 2016 (after adjustments), this trend was not uniform across states. In 
particular, we found that the four states where CMS imposed a moratorium on new HHAs 
between 2013 and 2016 saw larger decreases in traditional Medicare home health use than 
states without a moratorium, while there were no statistically significant differences between 
changes in Medicare Advantage home health use in moratorium states compared to non-
moratorium states. This suggests that the moratorium on new HHAs may have been effective at 
reducing high rates of traditional Medicare home health care use in those states without 
significantly affecting Medicare Advantage, which may have already been practicing selective 
contracting prior to the moratorium. Our qualitative interviews confirmed that Medicare 
Advantage plans used criteria beyond the Medicare certification criteria when including HHAs in 
their networks, so Medicare Advantage plans in these states may have excluded HHAs with a 
high risk of fraud and abuse from their networks prior to the CMS moratorium.  
 
Between 2011 and 2016, the difference between Medicare Advantage and traditional Medicare 
home health spell lengths remained stable, with both Medicare Advantage and traditional 
Medicare home health spell lengths falling over the study period.  Home health spells generally 
became shorter in all Medicare Advantage plan types except HMOs, and reductions in spell 
length were particularly large for community-admitted home health users enrolled in Medicare 
Advantage PPOs.  This may suggest that the increases in home health care use in Medicare 
Advantage over the 2011-2016 period were primarily among enrollees needing shorter home 
health spells, or that Medicare Advantage plans have increased their management of home 
health spell lengths as enrollment in Medicare Advantage has increased. Our qualitative 
interviews suggested that Medicare Advantage more strictly manages the number of visits and 
spell length than traditional Medicare, with some interviewees suggesting that Medicare 
Advantage enrollees get less home health care visits than they need. In addition, interviewees 
indicated that Medicare Advantage generally pays a low per visit rate for home health care, 
making Medicare Advantage enrollees less attractive to HHAs and lowering the incentive for 
HHAs to seek authorization for additional visits. 
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LIMITATIONS 
 
 
Our study has several limitations. First, we are unable to adjust for differences in health and 
functional status between Medicare Advantage and traditional Medicare, within Medicare 
Advantage, or over time in analyses of the share of beneficiaries using home health. There is 
ongoing disagreement about the health status and service utilization of Medicare Advantage 
enrollees relative to traditional Medicare enrollees, with some evidence indicating that 
Medicare Advantage enrollees are healthier than traditional Medicare enrollees or use fewer 
services,16 and other studies suggesting condition-based risk adjustment may have substantially 
reduced favorable selection into Medicare Advantage.17  It is therefore possible that there are 
unobserved differences between Medicare Advantage and traditional Medicare enrollees that 
are correlated with home health use, length of spell, and hospital readmissions. In addition, the 
growth in Medicare Advantage enrollment over the study period likely brought new types of 
beneficiaries into Medicare Advantage, including sicker beneficiaries, so some of the narrowing 
of gaps in home health care use between Medicare Advantage and traditional Medicare over 
this period may reflect the changing health status of Medicare Advantage enrollees.  
 
Second, we do not observe home health visits or therapy use in the OASIS, so it is unclear 
whether there are differences between Medicare Advantage and traditional Medicare in the 
intensity of home health care use, and how those differences have changed over time. In 
addition, the 60-day cycle for the OASIS reflects traditional Medicare, not Medicare Advantage, 
payment structures, and HHAs may not have an incentive to file discharges immediately in 
Medicare Advantage. Qualitative interviews with Medicare Advantage plans confirmed that 
Medicare Advantage plans do not use OASIS records for payment or quality measurement 
activities.  
 
Finally, we do not observe other types of care that may be provided in the home, such as home-
visiting programs or in-home personal care that may be provided directly by Medicare 
Advantage plans, particularly SNPs,18 without referral to a HHA. SNPs grew in popularity over 
the study period, optionally exposing more Medicare Advantage enrollees to these alternative 
in-home benefits over time.  
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