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Home-based primary care (HBPC) is an important service
for complex, high-need patients that has been shown to
improve health outcomes while significantly lowering
the total cost of care.1 As a result of the HBPC care
model, which includes an interdisciplinary team, proac-
tive outreach, and high visit frequency, the recipients of
HBPC are less likely to be hospitalized and spend more
total days at home, than similar patients who do not
receive HBPC. These findings have recently been recon-
firmed with the release of results from Year 2 of the High
Needs Direct Contracting (HN-DC) model.2 As the popu-
lation ages, HBPC will be an important tool for control-
ling healthcare costs and providing healthcare access.

In the present study, we investigate growth in
the share of the high-need population that can
benefit from HBPC and whether there has been corre-
sponding growth in receipt of HBPC. We use the eligi-
bility criteria for Medicare's Independence at Home
(IAH) demonstration, which are effective at identifying
a high-need, high-cost population that is eligible for
HBPC.3 At IAH inception in 2012, IAH-qualifying
(IAHQ) individuals comprised less than 6% of tradi-
tional Medicare (TM) beneficiaries, yet accounted for
29% of TM spending.4 In 2021, they constituted 11%
of TM beneficiaries and accounted for 44% of TM
spending.
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STUDY DESIGN

Using a cross-sectional cohort design previously
described,3 patients receiving HBPC were identified using
2021 Medicare fee-for-service (FFS) claims and attributed
to HBPC practices using ACO REACH claims attribution
rules, which attribute patients to the practice that pro-
vides the plurality of their primary care5 Practices were
identified by provider NPIs, grouped at NPPES addresses,
grouped within TINs, as in Primary Care First.6 We used
100 attributed patients as the lower threshold to identify
a discrete HBPC practice. Beneficiaries were assessed for
meeting all IAH criteria (hospitalization and post-acute
care in prior 12 months, 2+ chronic conditions, and 2+
impairments in activities of daily living [ADL] [proxied
by the JEN Frailty Index (JFI) > 5])7 both at the start of
2021 and during the subsequent 12 months.

For 2014 and 2021, we identified the number of TM
beneficiaries by state, the number of IAHQ TM beneficia-
ries, the number of IAHQ beneficiaries receiving HBPC,
and the number of IAHQ beneficiaries attributable to an
HBPC practice (Table 1).

RESULTS

From 2014 to 2021, the number of IAHQ TM beneficiaries
grew from 2.1 to 3.2 M, an increase of 1.1 M beneficiaries, or
52%. Only a very small fraction of these beneficiaries received
HBPC: 153,117 in 2014 (7.6%) and 397,377 in 2021 (12.1%),
with 285,708 (8.7%) receiving the plurality of their primary
care from anHBPC practice. Nearly 88% of beneficiaries who

meet the IAH-qualifying set of criteria do not receive HBPC.
Despite the relative growth of IAH beneficiaries receiving
HBPC, the gap between need and supply has continued to
grow. (Figure 1) The additional 244,260 IAHQ beneficiaries
receiving HBPC between 2014 and 2021 were less than 20%
of the additional 1.17 M IAHQ beneficiaries in TM. Overall,
the number of IAHQ beneficiaries who do not receive HBPC
grew by 925,000 to 2.8 M, a 53% increase.

In 2014, there were 1112 HBPC practices, with 347,994
attributed patients (of whom 44% were IAHQ). The number
of HBPC practices grew to 1406 (26% increase) in 2021, with
447,344 attributed patients (of whom 54% were IAHQ), with
significant access inequality among states (Supplemental
Figure 1, Panels A and B). In absolute terms, IAHQ benefi-
ciaries not receiving HBPC were most heavily concentrated
in CA, TX, and FL (Supplemental Figure 1, Panel C).

DISCUSSION

While the number of IAHQ Medicare beneficiaries
receiving HBPC has tripled in the decade since the incep-
tion of IAH and its successor demonstrations, HN-DC
and High Needs ACO REACH,8 the number of IAHQ
beneficiaries has grown faster than the number receiving
HBPC. As a result, nearly 90% of IAHQ beneficiaries in
2021 did not receive HBPC.

Inadequate payment in FFS is an important reason,
with the mean payments to HBPC practices, despite the
addition of new billing codes, reaching only $144 per bene-
ficiary per month in 2021, half of the $290 median primary
care payment available under HN-DC. Despite this, nearly
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FIGURE 1 The number of Independence at Home Qualified TM beneficiaries in 2014 and 2021, and the number of IAHQ beneficiaries

receiving HBPC in 2014–2021. The 925,740 difference between the additional 1.17 M IAHQ beneficiaries and the additional 244,260 IAHQ

beneficiaries receiving HBPC is how much further inadequate supply has fallen behind the high-need population growth.

FALLING BEHIND 3

 15325415, 0, D
ow

nloaded from
 https://agsjournals.onlinelibrary.w

iley.com
/doi/10.1111/jgs.18820 by B

ruce K
inosian , W

iley O
nline L

ibrary on [13/06/2024]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



all of the growth in HBPC has been among patients meet-
ing CMS medical necessity criteria for a house call in tradi-
tional Medicare, outside of the CMS demonstrations that
specify the interdisciplinary team care high-need patients
require.9 The number of IAHQ and HN beneficiaries partic-
ipating in IAH and its successor models has been less than
50,000 in the decade since IAH inception.1

While value-based payment models offer more sustain-
able reimbursement, access to these models is limited. No
new practices have been allowed to join IAH since its
inception; the High Needs ACO REACH demonstration
also is not accepting new participants.9 With a decade of
IAH (and HN-DC) showing that HBPC can generate suffi-
cient savings to fund adequate monthly payments to sup-
port the interdisciplinary care that high-need beneficiaries
require,1 it is time for a permanent, value-based model in
traditional Medicare that can support the widespread
growth in HBPC that is required to close the large gap
between high-need beneficiaries and HBPC supply.
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