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Data and Trends

Introduction

Medicare home health coverage is an important resource for 
Medicare beneficiaries who need care at home. Home health 
agencies (HHAs) provide such services to homebound ben-
eficiaries requiring skilled nursing, physical, occupational, 
or speech therapies. In 2019, about 3.3 million traditional 
Medicare (TM) beneficiaries received home health care, 
costing Medicare $17.8 billion (Medicare Payment Advisory 
Commission, 2021).

Home health care episodes can be classified into two dis-
tinct categories: post-discharge home health, initiated after a 
discharge from hospital, skilled nursing facility (SNF), or 
other institutional settings, and community-initiated home 
health. While post-discharge home health is typically 
designed to manage rehabilitation needs after an acute event, 
community-initiated home health care often addresses  
temporary skilled needs associated with long-term chronic 
conditions or functional decline. Recognizing these differ-
ences is essential for understanding trends and optimizing 
the delivery of home health services.

Recent pressures to constrain Medicare spending have led 
to increased demand for home health services due to its 
lower costs compared to institutional care (Navathe et  al., 
2017; Werner et  al., 2024). Also, receiving care at home 
when possible is often more consistent with patient 

preferences. From 2002 to 2018, the number of home health 
episodes paid by TM increased by 56% and the share of ben-
eficiaries using home health care increased by 22%, with 
most of the growth occurring before 2010 (Medicare Payment 
Advisory Commission, 2019).

At the same time, there has been substantial growth in 
Medicare Advantage (MA) enrollment. In 2023, 51% of 
Medicare beneficiaries were enrolled in MA (Ochieng et al., 
2023). Institutional post-acute care use in inpatient rehabilita-
tion facilities or SNFs is lower among beneficiaries enrolled 
in MA than TM, with a higher discharge rate to home without 
institutional post-acute care or home health (Skopec et  al., 
2020). Whether differences in home health use between MA 
and TM has changed with the growth in MA is unknown.

Furthermore, decline in institutional long-term care and 
growth of home-based long-term care may increase demand 
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for home health care (Chidambaram & Burns, 2024). While 
Medicare’s home health benefit depends on having a skilled 
need, it does provide nonskilled services for beneficiaries 
receiving skilled services. Also, under the law, Medicare 
coverage of home health care is available for people with 
acute and/or chronic conditions, and for services to improve, 
maintain, or slow decline of an individual’s condition 
(Centers for Medicare and Medicaid Services, 2023; Glenda 
Jimmo et al. v. Kathleen Sebelius, 2012). These provisions 
may result in an increased demand for home health care as 
more older adults opt to age in place.

Additional factors may also affect the demand for both 
post-discharge and community-initiated home health care, 
including the declining availability of nursing home beds 
(Miller et  al., 2023), which may increase need for help at 
home, and the growth of Medicaid home- and community-
based services among dually eligible Medicare beneficiaries, 
which may increase home health care demand (Skira et al., 
2022). Payment reforms, including the introduction of the 
Payment-Driven Groupings Model in 2020 and alternative 
payment models, may also affect the use of home health care.

Given these changes, we examined trends in Medicare-
funded home health care over the past decade. We separately 
studied these trends among beneficiaries enrolled in TM and 
MA as well as among those who are and are not dually eli-
gible. We also separately examined home health episodes 
initiated after a discharge from hospital or SNF and those 
initiated within the community.

New Contribution

To our knowledge, only one previous paper has compared 
trends in home health episodes initiated from the community 
versus post-discharge (Zuckerman et al., 2020). Zuckerman 
et al. showed from 2011 to 2016, the share of Medicare ben-
eficiaries using home health grew faster among MA enroll-
ees than TM enrollees for both community-initiated and 
post-discharge episodes. Our work confirms and updates 
these results through 2020 and also extends these results by 
comparing trends for duals and non-duals.

Study Data and Methods

Data Sources and Study Population

We included all home health episodes reported in the 
Outcome and Assessment Information Set (OASIS) data 
from January 1, 2010 to November 1, 2020. The OASIS 
includes all assessments for home health episodes provided 
by Medicare-certified HHAs, including beneficiaries 
enrolled in both TM and MA. We linked these data to the 
100% Master Beneficiary Summary File (MBSF) to identify 
Medicare enrollees aged 65 or older and classify them as 
either enrolled in TM or MA during their home health epi-
sode. We excluded home health episodes where the 

beneficiary switched between TM and MA. We classified 
beneficiaries as dually eligible if qualified for full-state 
Medicaid benefits alongside Medicare and were enrolled in 
both during the home health episode.

We further classified home health episodes as being either 
community-initiated or post-acute care (or post-discharge). 
Post-discharge home health episodes were identified by link-
ing the OASIS data with hospital and SNF discharge dates 
from the 100% Medicare Provider Analysis and Review file 
(MedPAR). Home health admissions that were not within 14 
days of a hospital or SNF discharge were classified as com-
munity initiated. Home health episodes that occurred within 
14 days of hospital or SNF discharge but where the assess-
ment was labeled as a “resumption of care,” indicating that 
the episode had started prior to hospital or SNF admission, 
were also considered community initiated. Remaining epi-
sodes with an admission assessment that occurred within 14 
days of discharge from an acute care hospital or an SNF were 
considered post-acute care.

Measures of Home Health Care Use

Our unit of analysis was the home health episode. During 
most of the period we study, Medicare defined a home health 
episode as 60 days, and home health episodes could be recer-
tified as many times as needed if the beneficiary was still 
eligible for home health. For analyses, we included the initial 
episode and all recertifications as one episode of care. We 
deemed an episode concluded upon the beneficiary’s dis-
charge from the HHA, hospitalization without indication of 
reentry into home health or death.

We first describe the beneficiaries’ characteristics at 
admission to home health, including age, sociodemographic 
information (from the MBSF file), independence in six 
activities of daily living (ADLs), which were bathing, dress-
ing, toileting, transferring, continence, and eating, summary 
ADL score indicating overall independence from OASIS 
(Katz et  al., 1963), and clinical conditions including 
Alzheimer’s disease and related dementia (ADRD) 
(Bélanger et al., 2023), diabetes, heart failure, hypertension, 
ischemic heart disease, rheumatoid arthritis/osteoarthritis 
(from OASIS).

We then calculated quarterly county-level home health 
initiation over the study period among beneficiaries enrolled 
in TM and MA. Community-initiated and post-discharge use 
were calculated separately for each group. To account for 
changes in enrollment over time, we divided the episode 
count by the number of Medicare beneficiaries enrolled in 
TM or MA in each county.

We also calculated the use for dually and non-dually eli-
gible beneficiaries in TM and MA to examine whether trends 
in home health use were more pronounced in either group. 
This involved dividing the number of home health episodes 
initiated in each quarter among dually or non-dually eligible 
beneficiaries by the total number dually or non-dually 
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eligible individuals within the same Medicare plan category 
(TM or MA) in each county-quarter.

To account for changes in MA and TM enrollment over 
the study period, we adjusted rates of home health use in 
each group for patient characteristics. We used individual-
level data from MBSF to calculate quarterly county-level 
averages of age, sex, race/ethnicity, and dual eligibility in the 
group of Medicare beneficiaries of interest (TM or MA). 
Linear regression was used to adjust the county-level rates of 
home health episodes among each group for these benefi-
ciary characteristics plus county and time-fixed effects, clus-
tering standard errors at the county level. The regression 
analyses were weighted by the county-level number of TM, 
MA, dually eligible in TM, dually eligible in MA, non-dually 
eligible in TM or non-dually eligible in MA, depending on 
the outcome variable. We opted to include race/ethnicity as a 
covariate in our base models, as we had sparse information 
on individual-level beneficiary characteristics and race/eth-
nicity is correlated with disease burden and illness severity. 
However, as a sensitivity check, we also ran our models 
without adjusting for race/ethnicity.

Finally, we report each home health episode median 
length in days, stratified by place of initiation (community 
versus post-discharge) and by Medicare enrollment (TM ver-
sus MA), adjusting county-quarter-level medians using 
Poisson regression.

We report differences in home health utilization between 
2010 and the first quarter of 2020. We selected the first quar-
ter of 2020 as the reference time point for these comparisons 
as subsequent quarters were affected by the onset of the 
COVID-19 pandemic, which introduced significant disrup-
tions to health care systems, patient care, and utilization 
trends. Therefore, we decided to use the first quarter of 2020 
as the comparison for trend from 2010.

We test whether the trends from Q1 2010 to Q1 2020 are 
statistically significantly different from zero using linear 
regression, examining the outcomes as a function of a con-
tinuous measure of time as the independent variable.

All analyses were performed using Stata 18.0.

Results

Our individual-level data included 48,623,075 home health 
episodes between 2010 and 2020 from 20,535,900 Medicare 
beneficiaries. TM paid for over two-thirds of these episodes 
(71.7% TM and 28.3% MA) and about half of all episodes 
were community-initiated (49.6% community and 50.4% 
post-discharge initiated).

Patient Characteristics

Table 1 contains patient characteristics at initiation of each 
home health episode. Compared to those initiating home 
health post-discharge, those initiating from the community 
were older (80.8 years vs. 78.9 years), more likely to be 

female (65.0% vs. 60.9%), racial/ethnic minorities (19.9% 
vs. 15.2%), and dually enrolled (20.2% vs. 12.8%). 
Beneficiaries with community-initiated home health epi-
sodes were more likely to have ADRD (28.1% vs. 16.5%) or 
rheumatoid arthritis/osteoarthritis (23.5 vs. 20.0) but less 
likely to have heart failure (16.2% vs. 23.4%) or ischemic 
heart disease (15.6% vs. 21.9%).

Patients covered by TM and MA were similar, but the TM 
cohort of home health users had more dually eligible benefi-
ciaries (17.5% vs. 13.8%).

Home Health Use

Figure 1 shows adjusted trends in home health use,  
calculated as the quarterly number of community- and  
post-discharge-initiated home health episodes per 1,000 
enrolled beneficiaries. Overall, home health use rate was 
lower among MA enrollees than TM enrollees. TM-covered 
home health use declined slightly for both community-initi-
ated (13.4 episodes in 2010 Q1 to 12.7 in 2020 Q1; p = .005) 
and post-discharge episodes (16.6 in 2010 Q1 to 14.4 in 2020 
Q1; p = .010), particularly in the latter half of the period. 
MA-covered community-initiated episodes increased over 
the period (11.0 in 2010 Q1 to 12.9 in 2020 Q1; p < .001). 
MA-covered post-discharge episodes increased through 
2018 (p < .001) and then declined to levels similar to 2010 
(p = .028). For all groups, there was a decrease in home 
health use starting in the second quarter of 2020, which coin-
cided with the COVID-19 pandemic.

Among dually eligible beneficiaries enrolled in TM, com-
munity-initiated home health use decreased (Figure 2; 30.5 
episodes in 2010 Q1 to 27.0 in 2020 Q1; p < .001) while 
post-discharge episodes were stable (21.0 episodes in 2010 
Q1 to 20.2 in 2020 Q1; p = .237). At the same time, the 
change in home health use was small and not statistically 
significant among dually eligible beneficiaries enrolled in 
MA for community-initiated (20.4 episodes in 2010 Q1 to 
20.0 in 2020 Q1; p = .119). For post-discharge episodes, the 
change was also small but statistically significant (12.6 in 
2010 Q1 to 11.7 in 2020 Q1; p = .014). Similar to all 
Medicare enrollees, home health use decreased among dually 
eligible beneficiaries in the second quarter of 2020.

Non-dually eligible beneficiaries used less home health 
than dually eligible beneficiaries (Figure 3). Among non-
dually eligible beneficiaries in TM, community-initiated 
home health use increased through the first quarter of 2018 
(10.9 in 2010 Q1 to 12.8 episodes in 2018 Q1; p < .001) and 
then declined to 11.5 episodes in first quarter of 2020 (p = 
.014). For post-discharge episodes, home health use 
decreased among non-dually eligible beneficiaries in TM, 
particularly in the later years (16.0 in 2010 Q1 to 13.9 in 
2020 Q1; p = .010). For those in MA, community-initiated 
home health use increased (10.3 episodes per 1,000 non-
dually eligible in MA enrollees in 2010 Q1 to 12.0 in 2020 
Q1; p < .001) as did post-discharge home health use until the 
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first quarter of 2018 (8.1 episodes in 2010 Q1 to 10.0 in 2018 
Q1; p < .001), but then dropped to 8.4 episodes in the first 
quarter of 2020 (p < .001).

The median length of home health episodes from 2010 to 
2020 is shown in Figure 4. Overall, episodes were shorter 
for MA-covered episodes than the corresponding 

Table 1.  Description of Home Health Cohort.

Variables
All Medicare 
beneficiaries

Home health from 
community setting

Home health 
after post-acute 

discharge TM MA

M�edicare beneficiaries receiving  
home health

n 20,535,900 12,011,350 14,714,833 14,710,983 6,713,914

Home health episodes n 48,623,075 24,119,269 24,503,806 34,860,461 13,762,614
Age Mean 79.85 80.80 78.90 80.02 79.41
  SD 8.42 8.48 8.25 8.50 8.20
Race/ethnicity  
White n 40,093,381 19,319,162 20,774,219 29,007,903 11,085,478
  % 82.46 80.10 84.78 83.21 80.55
Black n 5,494,356 3,027,762 2,466,594 3,614,657 1,879,699
  % 11.30 12.55 10.07 10.37 13.66
Other n 3,035,338 1,772,345 1,262,993 2,237,901 797,437
  % 6.24 7.35 5.15 6.42 5.79
Female n 30,589,809 15,669,052 14,920,757 21,967,723 8,622,086
  % 62.91 64.96 60.89 63.02 62.65
Dual n 8,012,182 4,873,441 3,138,741 6,109,150 1,903,032
  % 16.48 20.21 12.81 17.52 13.83
ADL independence  
Bathing n 3,708,995 2,002,164 1,706,831 2,499,910 1,209,085
  % 7.63 8.30 6.97 7.17 8.79
Dressing n 3,628,369 1,847,612 1,780,757 2,442,252 1,186,117
  % 7.46 7.66 7.27 7.01 8.62
Toileting n 8,485,420 3,942,416 4,543,004 5,942,151 2,543,269
  % 17.46 16.35 18.54 17.05 18.49
Transferring n 25,843,628 12,672,499 13,171,129 18,809,384 7,034,244
  % 53.17 52.56 53.77 53.97 51.13
Continence n 19,533,538 8,379,689 11,153,849 13,628,061 5,905,477
  % 40.18 34.75 45.53 39.10 42.92
Feeding n 17,850,576 8,507,363 9,343,213 12,652,126 5,198,450
  % 36.72 35.28 38.14 36.30 37.78
Summary ADL Score Mean 1.63 1.55 1.70 1.61 1.68
  SD 1.52 1.52 1.52 1.50 1.58
ADL missing n 13,760 6,297 7,463 9,129 4,631
  % 0.03 0.03 0.03 0.03 0.03
ADRD n 10,806,669 6,772,136 4,034,533 8,047,958 2,758,711
  % 22.23 28.08 16.46 23.09 20.04
Diabetes n 14,843,856 7,347,857 7,495,999 10,434,138 4,409,718
  % 30.53 30.46 30.59 29.93 32.04
Heart failure n 9,632,109 3,895,502 5,736,607 6,867,914 2,764,195
  % 19.81 16.15 23.41 19.70 20.08
Hypertension n 30,622,770 14,978,179 15,644,591 22,240,364 8,382,406
  % 62.98 62.10 63.85 63.80 60.91
Is�chemic heart disease n 9,111,029 3,757,908 5,353,121 6,688,752 2,422,277
  % 18.74 15.58 21.85 19.19 17.60
R�heumatoid arthritis/osteoarthritis n 10,550,949 5,662,543 4,888,406 8,008,488 2,542,461
  % 21.70 23.48 19.95 22.97 18.47

Note. The sum of beneficiaries enrolled in TM and MA receiving home health are not equal to the total number of Medicare beneficiaries receiving home 
health because one beneficiary can be included in both TM and MA over the course of the study period.
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TM-covered episodes. Over time, post-discharge-initiated 
episode lengths remained constant for both TM and 
MA-covered episodes. Community-initiated TM- and 

MA-covered episodes decreased in length between 2010 
and 2020 (from 53.2 days in 2010 to 44.3 days in 2020 Q1 
for TM and from 45.8 days in 2010 to 36.7 days in 2020 Q1 

Figure 1.  Number of Home Health Episodes Initiated per 1,000 Enrolled Medicare Beneficiaries, Stratified by Whether the Episode 
Was Covered by TM or MA and Whether It Was Initiated in the Community or After Hospital or SNF Discharge.
Note. The number of TM-covered home health episodes is per 1,000 TM enrollees in that calendar quarter; the number of MA-covered home health 
episodes is per 1,000 MA enrollees in that calendar quarter. Estimates are adjusted for age, sex, race/ethnicity, and dual eligibility of TM and MA enrolled 
beneficiaries in each county-quarter and weighted by the total number of beneficiaries enrolled in TM or MA in each county.

Figure 2.  Number of Home Health Episodes for Dually Eligible Beneficiaries per 1,000 Individuals Who Are Either Dually Eligible and 
Enrolled in TM or Dually Eligible and Enrolled in MA, Stratified by Whether the Episode Was Covered by TM or MA and Whether It 
Was Initiated in the Community or After Hospital or SNF Discharge.
Note. For each stratum, the number of home health episodes among dually eligible beneficiaries is per 1,000 dually eligible beneficiaries who are enrolled 
in TM or dually eligible beneficiaries who are enrolled in MA in that calendar quarter. Estimates are adjusted for age, sex, race/ethnicity, and dual eligibility 
of TM and MA enrolled beneficiaries in each county-quarter and weighted by the total number of dually eligible beneficiaries in each county.
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for MA; p < .001 for both TM and MA). Starting in the 
second quarter of 2020, during the COVID-19 pandemic, 

episode lengths increased across all groups, then decreased 
in the third quarter.

Figure 3.  Number of Home Health Episodes for Non-Dual-Eligible Beneficiaries per 1,000 Individuals Who Are Either Not Dually 
Eligible and Enrolled in TM or Not Dually Eligible and Enrolled in MA, Stratified by Whether the Episode Was Covered by TM or MA 
and Whether It Was Initiated in the Community or After Hospital or SNF Discharge.
Note. For each stratum, the number of home health episodes among non-dual-eligible beneficiaries is per 1,000 non-dual-eligible beneficiaries who are 
enrolled in TM or non-dual-eligible beneficiaries who are enrolled in MA in that calendar quarter. Estimates are adjusted for age, sex, race/ethnicity, and dual 
eligibility of TM and MA enrolled beneficiaries in each county-quarter and weighted by the total number of non-dual-eligible beneficiaries in each county.

Figure 4.  Median Length of Home Health Episode (in Days), Stratified by Whether the Episode Was Covered by TM or MA and 
Whether It Was Initiated in the Community or After Hospital or SNF Discharge.
Note. Estimates are adjusted for age, sex, race/ethnicity, and dual eligibility of TM and MA enrolled beneficiaries in each county and weighted by the total 
number of beneficiaries enrolled in TM or MA of each county-quarter.
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Excluding race/ethnicity from risk adjustment did not 
alter the findings qualitatively and results remained consis-
tent (Supplemental Appendix Figures A1–A4).

Discussion

From 2010 to 2020, home health use was higher among TM 
enrollees compared to MA enrollees but declined for both 
community-initiated and post-discharge needs. Meanwhile, 
among MA enrollees, community-initiated home health use 
increased. When examining dually and non-dually eligible 
populations separately, dually eligible enrollees had higher 
home health use, but community-initiated home health use 
increased only among non-dually eligible beneficiaries. In 
addition, the median duration of community-initiated home 
health episodes decreased over most of this period for MA 
enrollees.

Prior research has examined trends in home health care 
use, focusing on differences in use between TM and MA 
enrollees. One study, comparing post-acute care use in TM 
and MA in 2015 to 2016 for three common conditions, found 
that home health use was lower among MA enrollees com-
pared to TM enrollees (Skopec et al., 2020). Similar findings 
were reported for the years 2010 to 2011 (Huckfeldt et al., 
2017). Prior work also showed home health episodes were 
shorter for MA enrollees than TM enrollees (Waxman et al., 
2016). Research focusing on patients with ADRD found that 
most patients referred to home health from the community 
had ADRD (Ankuda et al., 2020; Burgdorf et al., 2020) and 
patients with ADRD had more and longer home health epi-
sodes (Burgdorf et al., 2024).

Zuckerman et  al. also compared trends in home health 
episodes initiated from the community versus after post- 
discharge (Zuckerman et al., 2020). The authors found that 
the share of Medicare beneficiaries using home health grew 
faster among MA enrollees than TM enrollees for both com-
munity-initiated and post-discharge episodes from 2011 to 
2016. Our work confirms and updates these results through 
2020. We find that for MA enrollees, home health care use 
increased by 17.1% for community-initiated home health 
and by 4.6% for post-acute home health from 2010 Q1 to 
2020 Q1. Conversely, home health care use decreased for 
TM enrollees by 4.9% for community-initiated home health 
and by 13.0% for post-acute home health from 2010 Q1 to 
2020 Q1. We also extend these results by comparing trends 
for duals and non-duals and show that home health use 
among TM enrollees declined after 2016, while it continued 
to grow for MA enrollees.

Zuckerman et  al. (2020) also looked at changes in the 
length of home health episodes, examining means rather than 
the medians we use, and found decreased episode length 
between 2011 and 2016 for both MA and TM as well as for 
community-initiated and post-discharge episodes.

Several explanations may account for the trends in home 
health use we observe. First, it is possible that home health is 

increasingly used as a substitute for long-term care. While 
the Medicare-funded home health care benefit is not designed 
to provide long-term care, it may temporarily fill gaps in care 
for people with unmet long-term care needs by covering 
home-based care for skilled needs. Although eligibility for 
Medicare’s home health benefit depends on having a skilled 
need, it does provide nonskilled services for beneficiaries 
receiving skilled services. This substitution could explain the 
increase in community-initiated home heath episodes among 
non-dually eligible beneficiaries but not dually eligibles ben-
eficiaries, as dually eligible beneficiaries have access to 
Medicaid-covered long-term care services, and thus may rely 
less on Medicare-funded home health care.

Home health may have expanded to fill some of the gaps 
in our current long-term care system in the United States par-
ticularly for MA enrollees in community-based settings. The 
increasing community-initiated home health use among MA 
enrollees, along with the flexibilities provided by MA in cov-
ering nonskilled in-home care services (Gondi & 
Gebremedhin, 2021), may suggest that beneficiaries are 
increasingly relying on home health care to fill gaps in long-
term care.

It is also possible that the differential trends between MA 
and TM that we observe are driven in part by patient selec-
tion. That is, as more beneficiaries switch from TM to MA 
(Unuigbe et al., 2022; Xu et al., 2023), if those switchers are 
more likely to use community-initiated home health care, it 
could result in the trends we observe. We adjust trends statis-
tically to try to account for this but may do so incompletely 
given the limited data we have on patient characteristics. 
Also, the rise in in-home risk assessments in MA plans to 
capture more comorbidities may contribute to the increasing 
trend in home health use in MA (Jacobs, 2024).

Lower median length of home health episode for benefi-
ciaries enrolled in MA could be explained by the MA plan’s 
payment structure (Waxman et  al., 2016). HHAs are allo-
cated a monthly fixed rate per enrollee which incentivizes 
them to reduce cost. In addition, qualitative evidence sug-
gests that payment per visit is lower for MA than TM 
(Waxman et al., 2016).

Concurrent trends in health care delivery over the last 
decade may influence observed home health care use. For 
example, with the implementation of alternative payment 
models, more hospital discharges are to home rather than to 
a SNF (Werner et al., 2024). Ongoing work to further decom-
pose and understand the drivers of these trends will be 
important to fully understand their implications.

There were several limitations to this study. First, this 
study was not designed to understand the mechanisms behind 
observed trends in home health care use and does not provide 
a detailed exploration of the factors driving the changes in 
home health care utilization among TM and MA enrollees. 
Second, we are unable to distinguish whether the trends we 
observe are due to the shifting of surgical procedures from 
inpatient to outpatient settings (Burke et  al., 2023). If a 
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patient received home health care after such procedures, we 
may have misclassified these patients as receiving commu-
nity-initiated home health care instead of post-discharge 
home health care. Third, the COVID-19 pandemic started in 
the final year of our data (2020), which is also the year that 
Medicare payment for home health was substantially altered 
through the Patient-Driven Grouping Model; these may both 
confound the 2020 numbers. Despite these limitations, this 
study serves as a valuable starting point, highlighting the 
need for more in-depth research on the drivers of changes in 
home health care trends and their implications.

Recognition of the changing use of home health care is 
important. With rapid MA growth (Unuigbe et  al., 2022), 
particularly among dually eligible individuals (Xu et  al., 
2023), trends of increasing use in these populations may be 
expected to continue. With prior research showing that MA 
beneficiaries are typically served by lower-quality HHAs 
than TM (Schwartz et  al., 2019), further investigation into 
how the growth of home health care among MA enrollees 
differentially impacts patient outcomes is needed.
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