
By Keith Kranker, Matthew J. Niedzwiecki, R. Vincent Pohl, Tonya L. Saffer, Arnold Chen, Jonathan Gellar,
Lauren Vollmer Forrow, and Lynn Miescier

Medicare Care Choices Model
Improved End-Of-Life Care,
Lowered Medicare Expenditures,
And Increased Hospice Use

ABSTRACT The Medicare Care Choices Model (MCCM) tested a new option
for eligible Medicare beneficiaries to receive conventional treatment for
terminal conditions along with supportive and palliative care from
participating hospice providers. Using claims data, we estimated
differences in average outcomes from enrollment to death between
deceased MCCM enrollees and matched comparison beneficiaries who
received usual services covered by original Medicare. Enrollees were
15 percentage points less likely to receive an aggressive life-prolonging
treatment at the end of life and spent more than five more days at home.
MCCM also reduced net Medicare expenditures by 13 percent, decreased
inpatient admissions by 26 percent, reduced outpatient emergency
department visits by 12 percent, and increased hospice use by
18 percentage points. Although the Centers for Medicare and Medicaid
Services did not expand the model, given concerns about generalizability,
these results provide evidence that MCCM is a promising approach to
transforming care delivery at the end of life.

H
ospice andpalliative care are im-
portant facets of Medicare poli-
cy and innovation.1–7 The Medi-
care hospice benefit provides
comprehensive support to peo-

ple nearing the end of life and their families.8

Hospice care focuses on palliative care (that is,
comfort and symptommanagement) for anyone
with a medical prognosis of six months or less
to live.9 Beneficiaries who choose hospice care
must waive the right to Medicare payment for
nonhospice services intended to treat their ter-
minal condition and related conditions.10 As a
result, those who wish to continue conventional
treatment of their terminal illness might post-
pone or avoid hospice enrollment, leading to
hospice underuse.11,12 Only about half of allMedi-
care decedents enroll in hospice, with a median
length of stay of just eighteen days.13

Prior research shows that hospice and pallia-

tive care tend to increase terminally ill beneficia-
ries’ and caregivers’ satisfaction with care and
quality of life.14–17 In contrast, services that in-
clude frequent transitions across settings or in-
tensive and burdensome procedures might be
inconsistent with patients’ care goals.18,19 Provid-
ingaccess topalliative care forpatientswithpoor
prognoseswho areunwilling to enroll in hospice
could better alignwith individual care preferenc-
es and potentially generate cost savings toMedi-
care.1,20–22

The Centers for Medicare and Medicaid Ser-
vices (CMS) Center for Medicare and Medicaid
Innovation (the Innovation Center) developed
the Medicare Care Choices Model (MCCM) to
test whether allowing eligible Medicare benefi-
ciaries nearing the end of life to receive support-
ive and palliative care services from hospice
providers concurrently with conventional treat-
ments would improve their quality of life and
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care, increase beneficiaries’ and caregivers’ sat-
isfaction, and reduce Medicare expenditures.23

CMS tested MCCM over the course of six years,
fromJanuary 1, 2016, toDecember31, 2021,with
141 hospice providers across the United States
volunteering to participate.24 CMS did not ex-
pand the model, given concerns about partici-
pant attrition and generalizability.
MCCM providers had to recruit Medicare ben-

eficiaries, offer them the option to enroll in the
model, verify their eligibility, enroll them, and
provide supportive and palliative care services to
them.25 Beneficiaries enrolled inMCCMreceived
services (described later) resembling those pro-
vided through routine home care under Medi-
care’s hospice benefit.26 CMS paid participating
providers per beneficiary per month and gave
them some flexibility in determining the quanti-
ty, types, and features of MCCM services they
provided to patients.25 Enrollees received an av-
erage of 2.6 encounters per week in the model,
which was a lower average frequency of encoun-
ters than hospice provides.27 Typically, MCCM
services were provided by clinically trained
health professionals in the patients’ homes.28

MCCM providers achieved high ratings on met-
rics they self-reported to CMS,28 and model en-
rollees and caregivers reported high levels of
satisfaction with model services, receiving care
consistent with their wishes and their quality of
life.29

MCCM enrollees continued to receive Medi-
care fee-for-service coverage for treating their
terminal conditions, which would not have been
the case if they had instead elected Medicare’s
hospice benefit. That is, enrollees received sup-
portive and palliative care through MCCM that
original Medicare (Parts A and B) does not nor-
mally cover outside of the hospice benefit. Al-
thoughMCCMenrollees receivedmodel services
from one of the participating hospice providers,
their other health care providers and suppliers
continued billing CMS for furnishing reasonable
and necessary services covered by Medicare
Parts A and B. In other words, patients could
receive conventional care for their terminal con-
dition (such as chemotherapy for cancer) while
enrolled in the model. CMS recognized MCCM
providers’ staff would need to assist patients in
the coordinationof, access to, anduse of services
from providers at other organizations.25

This study sought to understand whether
MCCM improved patterns in enrollees’ end-of-
life care or reduced theirMedicare expenditures.
We hypothesized that enrolled beneficiaries
would become more amenable to palliative care
versus conventional treatments, with a corre-
sponding effect on their care delivery choices.
We also hypothesized that Medicare expendi-

tures for beneficiaries in the model would de-
crease, as expert symptomandcasemanagement
would lead to fewer emergency department (ED)
visits, inpatient hospital stays, and procedures.
This article builds on previous reports on
MCCM29,30 by using data covering all six model
years, employing new analytic methods includ-
ing Bayesian subgroup analyses, and discussing
how findings have influenced CMS’s palliative
care policies.

Study Data And Methods
This studywas part of amixed-methods indepen-
dent evaluation of MCCM.28–30 To estimate the
association between enrolling in MCCM and en-
rollees’ outcomes in the period from enrollment
to death, using Medicare administrative data,
we estimated the average difference in outcomes
between deceased MCCM enrollees and a
matched comparison group of eligible deceased
Medicare beneficiaries who were not referred to
the model.
Model Eligibility Criteria The model fo-

cused on a subset of all Medicare beneficiaries
eligible for hospice.25 To be eligible for MCCM,
Medicare beneficiaries had to be enrolled in
Medicare Parts A and B, have a physician certify
a prognosis of less than six months to live, and
have one of four qualifying terminal diagnoses:
cancer, congestiveheart failure, chronicobstruc-
tive pulmonary disease (COPD), or HIV/AIDS.
They also needed to live in the community (not a
long-term care institution), have had a hospital
encounter and three office visits in the twelve
months before enrollment, and not have been
in hospice in the thirty days before enrollment.
MCCM enrollees could disenroll from the

model at any time, including to transition from
MCCM to the Medicare hospice benefit. Benefi-
ciaries could not choose hospice and MCCM si-
multaneously, and patients typically had access
to more palliative care services through hospice
than through MCCM. However, as we described
previously, transitioning fromMCCM tohospice
involved patients choosing to waive their rights
to Medicare payments for nonhospice services
for their terminal conditions.
Model ServicesHospice providersparticipat-

ing in MCCM delivered selected coordination
and supportive services tomodel enrollees. CMS
expected providers to assess enrollees’ health
and health-related social needs and provide care
coordination and casemanagement, 24/7 access
to the care team, person-centered care planning,
shared decision making, pain and symptom
management, and counseling services.25 Fur-
ther, CMS expected interdisciplinary teams to
review and, if needed, revise an enrollee’s care
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plan as beneficiary and family needs changed
or every fifteen calendar days, whichever came
first. CMS paid participating providers a flat fee
of $400 per month for each enrolled beneficiary
(reduced to $200 per month in the first month if
the beneficiary was enrolled fewer than fifteen
days). As described previously, other health care
providers billedMedicare separately for services
rendered.
Study Data We used research-identifiable

Medicare Parts A, B, and D claims and enroll-
ment data from the period 2013–21 from the
CMSVirtual Research Data Center.We combined
these datawith rosters of participating providers
and referred beneficiaries, data on MCCM ser-
vices provided, and publicly available data from
the Dartmouth Atlas and the Census Bureau’s
American Community Survey. (See the online
methods appendix for details.)31

Study Population Our study’s intervention
group includedMedicare beneficiaries with paid
claims for MCCM services from January 1, 2016
(the model’s start date), to June 30, 2021 (the
last date of model enrollment), who died on or
before December 31, 2021 (the model’s end
date), and satisfied the model eligibility criteria
we could observe in Medicare administrative
data.
To create a matched comparison group, we

selected up to three comparison Medicare bene-
ficiaries who resembled each MCCM enrollee
in terms of survival prognosis, demographics,
health conditions, health care services use in
the year before enrollment, and other observed
characteristics. Potential comparison beneficia-
ries lived in themarket area of anMCCMprovid-
er, were not referred to or enrolled in MCCM,
were not in hospice, and otherwise satisfied the
study inclusion criteria that we applied to the
intervention group. To select matched compari-
son beneficiaries and the dates they entered the
study (pseudo-enrollment dates), we used an op-
timal matching technique designed for evaluat-
ing interventions with rolling enrollment.32 By
limiting the analysis to beneficiaries who died by
the end of the study period, we could measure
outcomes from enrollment to death for every-
one. By assigning pseudo-enrollment dates to
the comparison beneficiaries using this match-
ing approach, we achieved balance on observed
characteristics between MCCM and matched
comparison beneficiaries, including creating
close balance on the two groups’ survival-time
distributions. Survival time is thenumberofdays
from enrollment or pseudo-enrollment until
death. (See the methods appendix for details.)31

Study Outcomes We analyzed seven primary
outcomes that wemeasured fromenrollment (or
pseudo-enrollment) to death: percentage who

received an aggressive life-prolonging proce-
dure, surgical procedure, or diagnostic test in
the last thirty days of life (interventions general-
ly believed to be inappropriate at the end of life);
average number of days at home; average Medi-
care Parts A and B expenditures plus MCCM
payments; average Medicare Parts A and B ex-
penditures (without model payments); average
number of inpatient admissions; average num-
ber of outpatient ED visits (including observa-
tion stays); and percentage of beneficiaries who
used Medicare’s hospice benefit. In secondary
analyses, we analyzed the percentage with more
than one ED visit, more than one hospitaliza-
tion, or an intensive care unit admission in the
last thirty days of life; the percentage who died
in an inpatient facility; subcomponents of ex-
penditures; and the average number of days in
hospice.
Statistical Analysis We estimated regres-

sion-adjusted differences in outcomes between
beneficiaries enrolled inMCCMand thematched
comparison group, controlling for beneficiaries’
characteristics and health care services use at or
before enrollment (or pseudo-enrollment). The
regressions were principally for improved statis-
tical precision; they had little effect on estimates
withourwell-balanced interventionandcompar-
ison groups (appendix exhibit S.17).31 We also
used Bayesian hierarchical modeling to assess
how intervention-comparisondifferences inout-
comes varied across qualifying diagnoses or by
survival time.33 (See the methods appendix.)31

Limitations This study had three main limi-
tations. First, as with any observational study,
differences in outcomes between the interven-
tion and comparison groups might be biased
by differences in the two groups’ unobserved
characteristics. We matched on a variety of ob-
served characteristics, however, including pat-
terns of service use in the period before enroll-

Receiving access to
end-of-life care earlier
in the disease
trajectory led to
improved patterns in
end-of-life care for
enrollees.
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ment, to mitigate risk of selection bias.We also
conducted sensitivity analyses using the E-value
methodology.34 The estimated E-values sug-
gested that our results were robust to plausible
unobserved differences in beneficiaries’ charac-
teristics; the intervention and comparison
groupswouldhave to have very largeunobserved
differences to fully explain differences in out-
comes (appendix exhibit S.16).31

Second, modest participation in MCCM and
the subsequent attrition limited the generaliz-
ability of our results. The limited number of hos-
pice providers that volunteered to participate in
MCCM or enrolled the most patients were not
representative of all hospice providers nation-
wide, nor were the beneficiaries they enrolled
in the model representative of all eligible, de-
ceased Medicare beneficiaries in their market
areas. MCCM could have affected other organi-
zations and beneficiaries differently.
Third, our study included only beneficiaries

who had died by the end of MCCM, so we could
measureoutcomes fromenrollment to death and
match on survival times. Aside from excluding
12 percent of beneficiaries who were alive at the
end of the study period from the estimation sam-
ple, this approach assumes that MCCM did not
affect survival. Average results from this retro-
spective analysis with decedentsmight not apply
to nondecedents. Our sample did, however, in-
clude some decedentswith relatively long surviv-
al times (if they enrolled early in the model peri-
od), and we conducted subgroup analyses by
survival time.

Study Results
Model Participants The 141 hospice providers
that CMS selected to participate in MCCM
tended to be larger than the average hospice
nationally andweremore likely to be a nonprofit
organization (appendix exhibit S.1).31 Signifi-
cant attrition occurred over time, partly because
of low model payments, administrative burden,
and challenges recruiting eligible beneficia-
ries.28,29 During the full six years of the model,
only 81 (57 percent) of the 141 selected providers
remained in the model and thus received pay-
ments for providingMCCMservices to enrollees,
and just thirty-two of the participating providers
(23 percent) enrolled fifty or more beneficiaries
in themodel. The five participants with themost
enrollees together accounted for46percent of all
MCCM enrollees.
MCCM providers received $16.7 million in

model payments for providing services to
6,559 unique beneficiaries, of whom 5,153
(79 percent) met our study inclusion criteria
(appendix exhibit S.2).31 Sixty-five percent of

all eligible beneficiaries referred to MCCM de-
cided to enroll. TheMCCMenrollees in our study
usedmore health care services, had higherMedi-
care expenditures, and had higher Hierarchical
Condition Categories risk scores before enroll-
ment than all potential comparisonbeneficiaries
(exhibit 1). In other words, enrollees tended to
have a greater need for health care services than
other eligible beneficiaries who died in the same
geographic regions. MCCM enrollees were also
more likely to be younger, non-Hispanic White,
not dually eligible for Medicaid, and living in
nonrural areas. On average, enrollees lived 199
days after enrollment and remained in MCCM
for 134 days.
We identified 15,269 matched comparison

beneficiaries who closely resembled MCCM en-
rollees in terms of survival times; demographics;
and levels of and trends in Medicare expendi-
tures, inpatient admissions, and othermeasures
before enrollment or pseudo-enrollment (ex-
hibit 1).
End-Of-Life Care MCCM enrollees were

15.3 percentage points less likely than compari-
son beneficiaries to receive an aggressive life-
prolonging procedure, surgical procedure, or
diagnostic test in the last thirty days of life
(61.2 percent versus 76.5 percent; see exhibit 2).
Enrollees also spent 5.5 more days at home
(183.5 days at home versus 178.0 days at home;
a 3 percent increase).We also found that enroll-
ees were considerably less likely to havemultiple
acute hospitalizations or intensive care unit
stays in the last thirty days of life (21.0 percent
versus 36.8 percent), and they were 11.4 percent-
age points less likely to die in an inpatient facility
(10.4 percent versus 21.8 percent). The associa-
tions between MCCM participation and each of
the outcomemeasures reported in exhibits 2 and
3 were statistically significant at the p < 0:01
level.
Medicare Expenditures MCCM enrollees

had, on average, lower Medicare expenditures
than beneficiaries in the comparison group (ex-
hibit 3). Specifically, average Medicare Parts A
and B expenditures per person were $46,810 for
MCCM enrollees and $56,385 for comparison
beneficiaries—a difference of $9,576, or 17 per-
cent of the expenditures for the comparison ben-
eficiaries. After we accounted for CMS’s model
payments for MCCM services ($1,971 per enroll-
ee, on average, or about 4 percent of total expen-
ditures), model enrollees’ net Medicare expen-
ditures averaged $7,604 (13 percent) lower per
person. A 38 percent reduction in inpatient ex-
penditures drove the overall decrease in Medi-
care expenditures and more than offset the sig-
nificant increase in hospice expenditures. All
other expenditures declined by 15 percent.
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Hospital Service Use MCCM enrollees had
fewer inpatient admissions and ED visits than
matched comparison beneficiaries (exhibit 3).
Specifically, enrollees had, on average, 0.43 few-
er inpatient admissions between enrollment
and death than beneficiaries in the comparison
group (a 26 percent reduction, from 1.68 to 1.24
admissions, on average). The rate of ED visits
was also 12 percent lower among enrollees.
Hospice Use Most MCCM enrollees chose to

transition from the model to hospice.35 MCCM
enrollees were 17.9 percentage points more like-

ly to usehospice: 83.2percent ofmodel enrollees
used hospice, compared with 65.3 percent of
comparisonbeneficiaries (exhibit 3). In addition
to using hospice more often, MCCM enrollees
entered hospice earlier than those in the
matched comparison group. In all, MCCM en-
rollees spent an additional 22.8 days in
hospice—more than double (122 percent more)
theaveragenumberofdays inhospice among the
comparison group.
In secondary analyses,we found that $4,806of

the overall $9,470 reduction in averageMedicare

Exhibit 1

Characteristics of deceased Medicare Care Choices Model (MCCM) enrollees and comparison beneficiaries (before and after
matching), January 1, 2016–June 30, 2021

Characteristics

MCCM
enrollees
in the study
(N = 5,153)

Potential
comparison
beneficiaries
(N = 1,934,407)

Matched
comparison
beneficiaries
(N = 15,269)

Average age (years) 77.3 79.0 77.1

Female (%) 50.5 49.5 47.9

Race and ethnicity (%)
Non-Hispanic White 86.4 81.9 87.7
Non-Hispanic Black or African American 8.1 10.2 8.0
Other or unknown 5.5 7.9 4.4

Dually eligible for Medicaid (%) 11.4 19.4 11.4

Resides in rural area (%) 13.3 21.8 13.7

MCCM-qualifying diagnosis (%)
Cancer 71.8 44.6 71.7
Congestive heart failure 38.0 49.5 38.0
COPD 33.4 36.0 33.4
HIV/AIDS 0.4 0.4 0.4

Average HCC score at MCCM enrollmenta 5.6 4.7 5.4

Selected diagnoses (%)
Ischemic or unspecified stroke 9.3 10.6 9.2
Kidney disease 48.9 50.7 50.9
Diabetes with acute or chronic complications 33.7 36.0 36.0
Dementia with or without complication 15.3 23.8 12.7
Cardio-respiratory failure and shock 36.8 34.3 36.2
Acute myocardial infarction 11.6 13.3 10.9

Average Medicare service use, 90 days before MCCM
enrollment
Total Medicare Parts A and B expenditures ($) 31,211 24,458 30,621
Part B drug expenditures ($) 4,781 1,447 5,051
No. of inpatient admissions 1.1 0.8 1.0
No. of ED visitsb 0.7 0.5 0.7
No. of ambulatory visits with primary care providers 4.2 3.4 4.0
No. of ambulatory visits with specialists 4.9 2.8 4.8
Received drugs for advanced stage cancer (%) 35.9 13.2 35.3

Advance care planning, previous 2 years (%) 21.9 11.5 16.8

Any durable medical equipment, previous year (%) 72.6 59.3 71.5

Average survival time (days) 198.8 184.5 196.5

SOURCE Mathematica’s analysis of MCCM program data and data from the Medicare Enrollment Database, Master Beneficiary
Summary File, and Medicare claims, January 1, 2013–June 30, 2021. NOTES Before matching, the potential comparison group
comprised 23,687,256 observations (copies) for 1,934,407 unique beneficiaries, with beneficiaries weighted equally. Survival times
for the intervention and potential comparison-group beneficiaries were loosely balanced before matching by construction. More
details are in appendix exhibits S.3–S.6 (see note 31 in text). COPD is chronic obstructive pulmonary disease. aHierarchical Condition
Categories (HCC) scores indicate comorbidities, with higher values indicating greater patient complexity. bOutpatient emergency
department (ED) visits (including observation stays).
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Parts A andB expenditures could be attributed to
MCCM enrollees’ more frequent and earlier re-
ceipt of hospice care (appendix exhibit S.13).31

Subgroup Analyses The associations be-
tween MCCM and beneficiary outcomes were
remarkably consistent between the subgroups
of enrollees with cancer, congestive heart fail-

ure, or COPD (appendix exhibit S.14).31 For ex-
ample, net Medicare expenditures (including
model payments) were reduced by 12–15 percent
for enrollees with each of the three diagnoses.
Associations varied, however, by survival time.
For example, the reduction in net Medicare ex-
pendituresperbeneficiarywas largest among the

Exhibit 2

End-of-life care outcomes for deceased Medicare Care Choices Model (MCCM) enrollees and matched comparison beneficiaries, January 1, 2016–December
31, 2021

Outcomes
(1) MCCM
enrollees

(2) Comparison
beneficiaries
(adjusted)

(3) Difference,
1–2

Percent
differencea

Received an aggressive life-prolonging procedure, surgical
procedure, or diagnostic test in last 30 days of lifeb (%) 61.2 76.5 −15.3c −20
Aggressive life-prolonging procedure (%) 41.0 58.9 −17.9c −30
Surgical procedure (%) 42.5 57.4 −14.9c −26
Diagnostic test (%) 55.9 72.0 −16.1c −22

Average no. of days at homeb 183.5 178.0 +5.5 +3

More than 1 ED visitd or hospitalization or at least 1 ICU
admission in last 30 days of life (%) 21.0 36.8 −15.8c −43
More than 1 ED visit (%) 2.5 3.2 −0.8c −24
More than 1 hospitalization (%) 5.1 9.7 −4.5c −47
At least 1 ICU admission (%) 17.5 32.1 −14.5c −45

Died in an inpatient facility (%) 10.4 21.8 −11.4c −52

SOURCE Mathematica’s analysis of data from the Medicare Enrollment Database, Master Beneficiary Summary File, and Medicare claims, January 1, 2013–December 31,
2021, for beneficiaries who enrolled in MCCM through June 30, 2021, and who died on or before December 31, 2021, and matched comparison beneficiaries. NOTES We
report regression-adjusted differences between deceased MCCM enrollees (N ¼ 5,153) and matched comparison beneficiaries (N ¼ 15,269 before weighting).We rounded
numbers in this table after performing the calculations. Each of the 10 regression-adjusted differences was statistically significant at the α ¼ 0:01 level. More details are
in appendix exhibit S.7 (see note 31 in text). ICU is intensive care unit. aMCCM–comparison difference (column 3) divided by the comparison mean (column 2). bPrimary
study outcomes. cPercentage points. dOutpatient emergency department (ED) visits (including observation stays).

Exhibit 3

Per beneficiary Medicare expenditures and health care services use for deceased Medicare Care Choices Model (MCCM) enrollees and matched comparison
beneficiaries, January 1, 2016–December 31, 2021

Outcomes
(1) MCCM
enrollees

(2) Comparison
beneficiaries
(adjusted)

(3) Difference,
1–2

Percent
differencea

Average Medicare Parts A and B expenditures plus
MCCM paymentsb ($) 48,781 56,385 −7,604 −13
Average Medicare Parts A and B expendituresb ($) 46,810 56,385 −9,576 −17
Inpatient expenditures ($) 16,284 26,172 −9,887 −38
Hospice expenditures ($) 8,375 4,128 +4,248 +103
Other expenditures ($) 22,150 26,086 −3,936 −15

MCCM payments ($) 1,971 0 +1,971 —

Average no. of inpatient admissionsb 1.24 1.68 −0.43 −26
Average no. of ED visitsb,c 0.89 1.01 −0.12 −12
Percent who used Medicare hospice benefitb 83.2 65.3 +17.9d +27

Average no. of days in hospice 41.6 18.7 +22.8 +122

SOURCE Mathematica’s analysis of data from the Medicare Enrollment Database, Master Beneficiary Summary File, and Medicare claims, January 1, 2013–December 31,
2021, for beneficiaries who enrolled in MCCM through June 30, 2021, and who died on or before December 31, 2021, and matched comparison beneficiaries. NOTES We
report regression-adjusted differences between deceased MCCM enrollees (N ¼ 5,153) and matched comparison beneficiaries (N ¼ 15,269 before weighting).We rounded
numbers in this table after performing the calculations. Each of the 9 regression-adjusted differences was statistically significant at the α ¼ 0:01 level. More details are in
appendix exhibits S.8–S.12 (see note 31 in text). aMCCM–comparison difference (column 3) divided by the comparison mean (column 2). bPrimary study outcomes.
cOutpatient emergency department (ED) visits (including observation stays). dPercentage points.
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enrollees who survived 91–180 days, and the per-
centage reductions innetMedicare expenditures
were largest among beneficiaries who survived
1–30 days (exhibit 4). Nonetheless, estimates
indicate that MCCM affected all seven primary
outcomes in the hypothesized direction, regard-
less of length of survival time (appendix exhib-
it S.15).31

Discussion And Policy Implications
Because of the low rate of hospice use among
Medicare beneficiaries,13 the MCCM sought to
address a frequently identified barrier to hospice
uptake: waiving the right to Medicare payment
for nonhospice services intended to treat the
terminal condition.10,11 The model succeeded in
that goal among the narrow subset of hospice-
eligible beneficiaries with specific terminal con-

ditions. Most eligible beneficiaries referred to
MCCM chose to enroll in it, which suggests a
demand for palliative care services among bene-
ficiaries who prefer to continue treating their
terminal conditions. Beneficiaries who chose
to enroll inMCCMweresubsequently 18percent-
age points more likely to enroll in hospice and
spentmore than twice asmanydays inhospice as
the matched comparison group. This suggests
that providing a glide path to hospice through
concurrent care might ease the decision to
choose hospice.1

Receiving access to end-of-life care earlier in
the disease trajectory led to improvedpatterns in
end-of-life care for enrollees. MCCM enrollees
spent more days at home and were less likely
to receive aggressive life-prolonging procedures
in the last thirty days of life—changes that gen-
erally align with beneficiaries’ wishes.18,36,37

Exhibit 4

Per beneficiary Medicare Parts A and B spending in the Medicare Care Choices Model (MCCM) as compared with the
comparison group, by time from enrollment to death, January 1, 2016–December 31, 2021

SOURCE Mathematica’s analysis of data from the Medicare Enrollment Database, Master Beneficiary Summary File, and Medicare
claims, January 1, 2013–December 31, 2021, for beneficiaries who enrolled in MCCM through June 30, 2021, and who died on or
before December 31, 2021, and matched comparison beneficiaries. NOTES The figure depicts regression-adjusted per beneficiary
Medicare Parts A and B expenditures for deceased MCCM enrollees (N ¼ 5,153) and matched comparison beneficiaries
(N ¼ 15,269 before weighting), separately for five beneficiary subgroups by survival time, estimated with a Bayesian regression model.
More details are in appendix exhibit S.15 (see note 31 in text). There were 1,003 MCCM enrollees in the 1–30 days subgroup, 1,355 in
the 31–90 days subgroup, 1,038 in the 91–180 days subgroup, 886 in the 181–365 days subgroup, and 871 in the >365 days subgroup.
For all categories except “>365 days,” the 90% credible interval does not contain zero.
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MCCM enrollment was associated with signif-
icant savings to Medicare among those who en-
rolled and died before the model ended, provid-
ing a reasonable expectation that allowing
concurrent receipt of conventional treatments
and palliative care from hospice providers at
the end of life could generate cost savings. About
half of the Medicare Parts A and B savings were
becauseMCCMenrollees entered hospice earlier
andmore often than comparison beneficiaries.38

The other half of the savings principally came
from reduced inpatient stays during the time
they were enrolled in the model—further evi-
dence suggesting that palliative care services
have a role in reducing acute care and postacute
care stays.
Beneficiaries who enrolled in MCCM at least

one month before death generally experienced
larger changes in outcomes than those who en-
rolled closer to their deaths. These results align
with results from evaluations of previous Inno-
vationCentermodels that suggested that lengths
of exposure to palliative care services between
three and twelve months—longer than the expo-
sure typically seen among hospice recipients—
contributed to improved outcomes.2Meanwhile,
effects might be smaller for beneficiaries en-
rolled longer than twelve months.
Overall,MCCMachieved thegoalsof improved

quality and reduced spending that Congress set
for all Innovation Center model tests.23 This
might suggest that the model may meet the cri-
teria to be expanded, but the low participation
rates (especially among for-profit providers),
high attrition rates, low rates of beneficiary re-
ferral toMCCM, and underrepresentation in the
model of certain types of hospice providers and
beneficiaries suggested that participation may
be inadequate to support large-scale access to
care if the model were expanded. In addition,
the population eligible for MCCM was a narrow
set of beneficiaries who had one of four specific
qualifying diagnoses. For these reasons, the
model results could not be generalized to the
larger Medicare population. Therefore, building
on the model’s results and improving care deliv-
ery at the end ofMedicare beneficiaries’ liveswill
require new approaches to overcome the chal-
lenges that limited this study’s generalizability.
Although MCCM was not certified for expan-

sion, CMS’s experience implementing themodel
and early MCCM evaluation results informed
end-of-life care components of four more recent
Innovation Center models: the Guiding an Im-
proved Dementia Experience model;7 the Value
Based Insurance Design (VBID) model;6 the Ac-
countable Care Organization Realizing Equity,
Access, and Community Health (ACO REACH)
model;5 and the Kidney Care Choices model.4

Thesemodels allowparticipants tooffer support-
ive and palliative care services delivered by hos-
pice and palliative care providers concurrently
with conventional treatments. In addition, CMS
gave VBID andACOREACHparticipants flexibil-
ities to design their beneficiary eligibility criteria
for palliative care and their delivery of palliative
care services.5,6 Expanding access to supportive
care to non-hospice-eligible beneficiaries with
serious illnesses, as well as to other hospice-
eligible Medicare beneficiaries (including those
without cancer, congestive heart failure, COPD,
or HIV/AIDS), could help answer questions
about whether improved quality and Medicare
cost savings are possible.
Testing the availability of concurrent end-of

life supportive and palliative care in these mod-
els will help determine whether these services
have similar effects on beneficiary outcomes in
other contexts. This is especially important for
three reasons. First, the Biden administration
aims to have all people with original Medicare
in a care relationship with participating pro-
viders or in care plans with accountability for
quality and total cost of care by 2030.39 Also,
the percentage of Medicare beneficiaries en-
rolled in Medicare Advantage plans has in-
creased to nearly half,13 and Medicare beneficia-
ries’ participation in total-cost-of-care models
continues to increase as a setting for innovation
in palliative care.
MCCM’s lower-than-expected referrals have

sparked policy discussions about removing cer-
tification of a six-month prognosis or less as a
requirement for hospice enrollment. This re-
quirement can create a barrier to primary care
provider referrals and beneficiaries’ acceptance
of palliative care services. CMS defines palliative
care as taking place “throughout the continuum
of illness,” which is not limited to the end of
life.10 Still, there is risk that eliminating the
life-expectancy certification requirement could
lead to a broader population receiving services,
negating Medicare savings or even increasing
costs. VBID and ACO REACH participants might
not be willing to take this risk under a total-cost-
of-care model.
Last, low provider enrollment and high attri-

tionamongMCCMparticipants suggest that pay-
ment might have been inadequate to support
enrollees’ needs or incentivize providers’ partic-
ipation. The lack of geographic adjustment for
payment might also have contributed to consoli-
dated participation in certain regions. Converse-
ly, the payments might have been sufficient if
CMS had expanded the population of eligible
beneficiaries or if more eligible beneficiaries
had enrolled, allowing more MCCM providers
to achieve economies of scale. Total-cost-of-care

November 2023 42: 1 1 Health Affairs 1495
Downloaded from HealthAffairs.org on July 16, 2024.

Copyright Project HOPE—The People-to-People Health Foundation, Inc.
For personal use only. All rights reserved. Reuse permissions at HealthAffairs.org.



programs (such as VBID and ACO REACH) offer
opportunities for incentives beyond themonthly
payment structure ofMCCM, which participants
could leverage to entice more hospice and palli-
ative care providers. Regardless, challenges re-
main to identifying the right payment amount
for palliative care services and the patient pop-
ulations most likely to benefit.

Conclusion
MCCM provided a new alternative to hospice
care, offering enrollees supportive services and
palliative care that they would not otherwise
have received through Medicare. Model enroll-

ees experienced improved end-of-life care, had
lowerMedicare expenditures and acute care ser-
vice use, and used hospice more than the com-
parison group. These results highlight the im-
portance of transforming care delivery at the end
of life to improve beneficiaries’ and caregivers’
experiences and reduce costly service use that
might not be consistent with their preferences.
Although CMS did not expandMCCMbecause of
concerns about the generalizability of these find-
ings, it is a promising approach. It provided valu-
able lessons that have informed other Innova-
tion Center models that are testing supportive
and palliative care services among a broader set
of patients and alongside other interventions. ▪
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