Received: 6 May 2024

Revised: 2 August 2024

W) Check for updates

Accepted: 17 August 2024

DOL: 10.1111/jgs.19183

BRIEF REPORT

Journal of the
American Geriatrics Society

Telehealth availability and use among beneficiaries
in Traditional Medicare and Medicare Advantage

Sungchul Park PhD'?

'Department of Health Policy and
Management, College of Health Science,
Korea University, Seoul, Republic of
Korea

2BK21 FOUR R&E Center for Learning
Health Systems, Korea University, Seoul,
Republic of Korea

3Department of Population Health
Sciences, Weill Cornell Medical College,
New York, New York, USA

Correspondence

Sungchul Park, Department of Health
Policy and Management, College of
Health Science, Korea University, BK21
FOUR R&E Center for Learning Health
Systems, Korea University, 145 Anam-ro,
Seongbuk-gu, Seoul 02841, Republic of
Korea.

Email: sungchul_park@korea.ac.kr

| Hye-Young Jung PhD® | Jiani Yu PhD?

Abstract

Background: Medicare Advantage (MA) plans must cover all telehealth ser-
vices offered by Traditional Medicare (TM), but have flexibility to provide addi-
tional telehealth services. It is not known whether these flexibilities are
associated with telehealth availability and use. In this study, we examined dif-
ferences in telehealth availability and use between TM and MA beneficiaries.
Methods: This cross-sectional study analyzed beneficiaries who participated
in the 2021 Medicare Current Beneficiary Survey. Our primary outcomes were
telehealth availability and use, assessed both overall and by modality (tele-
phone only, video only, and both). Our key independent variable was full-year
enrollment in MA versus TM. Differences in outcomes between TM and MA
beneficiaries were estimated using logistic regression models that adjusted for
beneficiary characteristics. The analysis of telehealth availability included all
beneficiaries in the sample, while the analysis of telehealth use was limited to
those offered telehealth services. In a secondary analysis, we examined differ-
ences between TM and MA beneficiaries in the availability of technology that
may enable telehealth use and experience using the internet to seek
information.

Results: Among 8130 Medicare beneficiaries, MA beneficiaries were 2.9 (95%
CL: 0.6-5.2) percentage points more likely to have a provider who offered tele-
health services than TM beneficiaries, including both telephone and video
options. However, MA beneficiaries were 3.5 (—6.7, —0.4) percentage points
less likely to use telehealth services than TM beneficiaries. Video-only options
were used less frequently among MA beneficiaries compared to those in TM
(—2.7 [-5.1, —0.3]). Despite lower telehealth use, MA beneficiaries had com-
parable or higher rates of technology access and internet experience compared
to TM beneficiaries.

Conclusion: Our findings suggest that greater access to telehealth services
among MA beneficiaries did not translate into greater telehealth use. Future
research is warranted to explore the underlying mechanisms behind lower use
of telehealth services among MA beneficiaries.
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INTRODUCTION

In response to the COVID-19 pandemic, the Medicare
program implemented a rapid expansion of telehealth
benefits. This expansion was facilitated by temporary reg-
ulatory waivers, including relaxed geographic limitations
for telehealth provision beyond rural areas and allowing
telehealth to be delivered in patients' homes.' Evidence
suggests that telehealth availability and use among Tradi-
tional Medicare (TM) Dbeneficiaries dramatically
increased during the onset of the pandemic.”> However,
by 2022, the proportion of TM beneficiaries using tele-
health services decreased to approximately 15%.°

While prior work has largely focused on telehealth
use delivered to TM beneficiaries, nearly half of the
Medicare population is covered by Medicare Advantage
(MA) plans.” Growth in overall telehealth use may be
more pronounced among MA enrollees, as MA plans
have been permitted by Congress to cover telehealth ser-
vices in a patient's home and in both rural and nonrural
areas, as early as 2018.° Therefore, MA plans have had
up to 2 years to develop telehealth offerings and promote
telehealth use among enrollees prior to the expansion of
telehealth flexibilities for TM beneficiaries.®

During the COVID-19 public health emergency, MA
plans were required to cover all telehealth services
offered by TM, with the added flexibility to provide addi-
tional telehealth services as part of the basic benefit pack-
age or as a supplemental benefit, potentially
encompassing telemonitoring and direct-to-consumer tel-
ehealth visits.” These features may contribute to coverage
of more telehealth offerings and overall higher telehealth
availability for beneficiaries in MA compared to TM. In
2021, 94.0% of MA plans offered supplemental telehealth
benefits.'® These basic and supplemental benefits for tele-
health may vary among MA plans, but are integral com-
ponents of plans and have been cited as a primary reason
for beneficiaries' choice of MA plan enrollment."' Despite
support for increased telehealth offerings for MA benefi-
ciaries versus TM beneficiaries, it remains unclear
whether more comprehensive coverage of telehealth ser-
vices among MA beneficiaries translates into greater
telehealth use.

To address this gap in knowledge, we used a nation-
ally representative sample of Medicare beneficiaries and
conducted two analyses. First, we examined differences
in telehealth availability and use between TM and MA
beneficiaries. We hypothesized that compared to TM ben-
eficiaries, MA beneficiaries had greater access to tele-
health services, but had fewer telehealth visits. This is
particularly relevant because socially vulnerable popula-
tions, who often face challenges in technology access and
experience, are more likely to enroll in MA plans.'*"> As

Key points

« Medicare Advantage plans must cover all tele-
health benefits included in Traditional Medi-
care, but may also provide additional
telehealth benefits.

« This cross-sectional study found that compared
to Traditional Medicare beneficiaries, Medicare
Advantage beneficiaries had greater access to
telehealth services, but had fewer telehealth
visits.

« This difference in telehealth use was not asso-
ciated with patient-level technology barriers
such as equipment availability and internet
experience.

Why does this paper matter?

Many Medicare Advantage plans provide supple-
mental telehealth benefits that could potentially
improve access to care and well-being. However,
our findings suggest that more comprehensive
coverage of telehealth services among Medicare
Advantage beneficiaries did not translate into
greater telehealth use, suggesting that the full
advantages of these benefits may not be realized
due to low take-up. Furthermore, this difference
was not associated with patient-level technology
barriers, implying that other patient factors or
practice/clinician factors may play a significant
role in influencing telehealth use among Medi-
care Advantage beneficiaries.

a secondary analysis, we examined differences in avail-
able technology for telehealth use and experience using
the internet to search for information between TM and
MA beneficiaries. We hypothesized that compared to TM
beneficiaries, MA beneficiaries had less equipment avail-
ability and internet experience.

METHODS
Data

This cross-sectional study used data from the 2021 Medi-
care Current Beneficiary Survey (MCBS) Public Use
Files.'* The MCBS is a panel survey of a nationally repre-
sentative sample of the Medicare population. The data
collects beneficiary-level information on demographic,
socioeconomic, healthcare utilization, and health status

85UB017 SUOWWOD BAIER.D 3(qeoljdde ayy Aq peusencb a1 saoile VO '8sN JO S9|nJ 10} A%eiqi T 8UljuO AB[IM UO (SUOTHPUOO-PUR-SWBILI0O" A3 1M AeIq 1 U1 UO//SdNL) SUORIPUOD pue SWwe 1 8y} 88S *[6202/70/90] U0 AkeidiTauluo A8 IM ‘Aisieniun ueotewy Aq €8T6T SBITTTT 0T/I0p/w00 A8 M Akeiq1ul|uo's eunokBe//sdny wouy papeojumoq ‘Z ‘G202 ‘STYSZeST



TELEHEALTH IN MA AND TM

JAGS | 547

characteristics through administrative records and three
survey rounds annually. We used the Public Use Files,
which are limited versions of the data made available to
the public. The 2021 dataset was the first to include
telehealth-related information in the Public Use File.

Study population

We first identified all community-dwelling Medicare ben-
eficiaries with full-year enrollment in either TM or MA
(n = 10,308). Then, we excluded those with missing tele-
health information (n = 1964) and those with missing
data on other variables (n = 214). Our final sample com-
prised 8344 Medicare beneficiaries with full-year enroll-
ment in either TM or MA.

Measures

Our primary outcomes were binary measures of tele-
health availability and use. First, we assessed the avail-
ability of telehealth services (defined by a “yes” response
to “Does your usual provider offer telephone or video
appointments?”). Second, we evaluated the use of tele-
health services (defined by a “yes” response to “Since July
1, 2021, have you had an appointment with a doctor or
other health professional by telephone or video?”). We
assessed telehealth availability and use both overall and
by modality (telephone only, video only, and both). Fur-
thermore, we investigated several secondary outcomes.
These included three binary measures of equipment
availability that may enable telehealth use (owning or
use a computer, smartphone, or tablet) and three binary
measures of internet experience (ever using the internet
to get information, using the internet to look up health
information, and ever accessing the official website for
Medicare information).

Our primary independent variable was full-year
enrollment in MA versus TM. We adjusted for differences
between TM and MA beneficiaries using characteristics
based on the Andersen behavioral model of healthcare
utilization, which has been widely used in studies of
healthcare services.'” The model posits that health care
use is determined by predisposing, enabling, and need
factors. Thus, we categorized the individual-level charac-
teristics into three categories: predisposing factors (age,
sex, and self-reported race/ethnicity), enabling factors
(education, family income, Medicare-Medicaid dual-
eligibility, and non-metropolitan residence), and need
factors (comorbidities [acute myocardial infarction, con-
gestive heart failure, stroke, cancer, dementia, depres-
sion, and diabetes], and functional limitations).

Statistical analyses

We first compared sample characteristics between TM
and MA beneficiaries using chi-square tests for categori-
cal variables and analysis of variance tests for continuous
variables. To estimate adjusted differences in outcomes
between TM and MA beneficiaries, we used a logistic
regression model that controlled for the individual-level
characteristics described above. We then used predictive
margins to calculate the mean adjusted values of the out-
comes for TM and MA beneficiaries while holding con-
stant all other variables except enrollment in MA versus
TM, allowing us to compare the outcome of interest
between TM and MA enrollees. Then, we estimated the
differences in outcomes between TM and MA beneficia-
ries. The analysis of telehealth availability included all
beneficiaries in the sample, while the analysis of tele-
health use was limited to those offered telehealth
services.

For all analyses, we used survey weights to adjust the
sample characteristics to be nationally-representative. We
also accounted for the complex survey design in standard
error estimation. Data were analyzed using Stata statisti-
cal software version 16.1 (StataCorp). Reported p-values
were two-sided, and p < 0.05 represented statistical
significance.

RESULTS

Our final sample included 8130 Medicare beneficiaries
(representing a weighted sample of 38,855,761 beneficia-
ries), including 4134 TM beneficiaries and 3996 MA ben-
eficiaries (Table 1). Compared to TM beneficiaries, MA
beneficiaries were more likely to be older, be non-
Hispanic Black or Hispanic, have lower levels of educa-
tion and family income, qualify for both Medicare and
Medicaid, have more comorbidities (acute myocardial
infarction, stroke, dementia, depression, diabetes), and
less likely to reside in non-metropolitan areas. Our final
sample closely resembled the original MCBS sample
among TM and MA beneficiaries in terms of characteris-
tics, with the exception of metropolitan residence. After
excluding those without telehealth information, we
observed a lower proportion of individuals living in non-
metropolitan areas.

Among 8130 Medicare beneficiaries, 5547 beneficia-
ries (68.2%) were offered telehealth services (Table 2).
MA beneficiaries were 2.9 (95% CI: 0.6-5.2) percentage
points more likely to have a provider who offered tele-
health services than TM beneficiaries. However, MA ben-
eficiaries were 3.5 (95% CI: —6.7, —0.4) percentage points
less likely to wuse telehealth services than TM
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TABLE 1 Sample characteristics of Medicare beneficiaries, 2021 Medicare current beneficiary survey data.
Characteristic T™ (n = 4134) MA (n = 3996) p-value
Age 0.003
<65 15.5 16.4
65-74 37.8 341
>75 46.7 49.5
Female 48.5 43.5 0.000
Race/ethnicity 0.000
Non-Hispanic White 80.2 66.9
Non-Hispanic Black 7.2 12.5
Hispanic 7.2 15.4
Non-Hispanic other 5.4 5.1
Education 0.000
Less than high school 9.7 18.0
High school 28.1 31.8
More than high school 62.3 50.3
Family income 0.000
<100% of FPL 11.5 19.8
100%-199% of FPL 19.2 29.3
>200% of FPL 69.4 50.9
Residence in non-metropolitan area 24.0 15.6 0.000
Dual eligibility for Medicare and Medicaid 15.0 25.8 0.000
Comorbidities
Acute myocardial infarction 8.8 9.7 0.006
Congestive heart failure 5.8 6.3 0.142
Stroke 9.6 10.4 0.022
Cancer 19.9 19.1 0.698
Dementia 2.9 4.0 0.042
Depression 25.6 28.6 0.022
Diabetes 29.0 36.2 0.000
Functional limitations 0.066
No functional limitation 56.5 54.5
IADLs only 16.1 15.5
1-2 ADLs 17.8 19.9
3+ ADLs 9.6 10.1

Abbreviations: ADL, activities of daily living; FPL, federal poverty level; IADL, instrumental activities of daily living; MA, Medicare Advantage; TM,

Traditional Medicare.

beneficiaries. Among specific types of telehealth services,
MA beneficiaries had greater access to both telephone
and video telehealth options with an adjusted difference
of 3.6 (95% CI: 1.0-6.1) percentage points, but used video-
only options less frequently than TM beneficiaries with
an adjusted difference of —2.7 (95% CI: —5.1, —0.3) per-
centage points. There were no statistically significant dif-
ferences in other outcomes.

Despite lower telehealth use, MA beneficiaries had
comparable or higher rates of access to technologies that
may enable telehealth use and experience with the inter-
net relative to TM beneficiaries (Table 3). MA beneficia-
ries were 3.0 (95% CI: 0.8-5.1) percentage points more
likely to use a smartphone, 2.0 (95% CI: 0.1-3.8) percent-
age points more likely to ever use the internet to obtain
information, and 4.3 (95% CI: 1.6-6.9) percentage points
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TABLE 2 Differences in telehealth availability and use between TM and MA beneficiaries, 2021 Medicare current beneficiary
survey data.

Adjusted estimates (95% CI)*

T™ MA Difference among MA beneficiaries relative to TM
Outcomes beneficiaries beneficiaries beneficiaries
Availability of telehealth
(n = 8369)°
Any telehealth 66.9 (65.2,68.6)  69.8 (68.3, 71.3) 2.9 (0.6, 5.2)
Telephone only 12.1(109,13.2)  12.3(11.1, 13.5) 0.3(—14,1.9)
Video only 8.1(7.1,9.1) 7.0 (6.0, 7.9) —1.1(-2.5,0.3)
Both telephone and video 41.3(39.5,43.1) 44.9(43.1,46.6) 3.6 (1.0, 6.1)
Use of telehealth (n = 5395)°
Any telehealth 48.5(46.3,50.7) 44.9(42.7,47.1)  —3.5(—6.7, —0.4)
Telephone only 21.2(19.3,23.1) 21.1(19.3,22.8) —0.2(=2.7,24)
Video only 17.6 (15.8,19.3)  14.8 (132,16.5) —2.7(=5.1, —0.3)
Both telephone and video 9.3 (8.0, 10.6) 8.7(7.4,9.9) —0.7(=2.5,1.1)

Abbreviations: MA, Medicare Advantage; TM, Traditional Medicare.

*Logistic regression models were used to generate estimates while adjusting for individual-level characteristics (age, sex, race/ethnicity, education, family
income, Medicare-Medicaid dual eligibility, residence in non-metropolitan area, comorbidities, and functional limitations). From the regression results, we
calculated the mean adjusted values of the outcomes for TM and MA beneficiaries while holding constant all other variables, allowing us to compare the
outcome of interest. For all analyses, we used survey weights to adjust the sample characteristics to be representative of the Medicare population.

The analysis of telehealth availability included all beneficiaries in the sample. Telehealth availability was determined by a “yes” response to the question
“Does your usual provider offer telephone or video appointments?”

“The analysis of telehealth use was limited to those offered telehealth services. Telehealth use was determined by a “yes” response to “Since July 1, 2021, have
you had an appointment with a doctor or other health professional by telephone or video?”

TABLE 3 Differences in equipment availability and internet experience between TM and MA beneficiaries with access to telehealth
services, 2021 Medicare current beneficiary survey data.

Adjusted estimates (95% CI)*

T™™ MA
beneficiaries beneficiaries

Difference among MA beneficiaries relative to

Outcomes TM beneficiaries

Equipment availability (n = 5395)°
Own or use computer 75.6 (73.9,77.3) 73.1(71.4,74.8) —2.5(—4.9,0.1)

79.9 (78.4,81.5) 82.9(81.5,84.3)  3.0(0.8,5.1)

52.7 (50.5, 54.8)  50.9 (48.7, 53.0) —1.8 (—4.9,1.3)

Own or use smartphone
Own or use tablet
Internet experience (n = 5395)°
82.2(80.9, 83.5) 84.2(82.9, 85.4)
65.2 (63.3,67.2) 69.5(67.7, 71.3)

2.0 (0.1, 3.8)
4.3 (1.6, 6.9)

Ever use the internet to get information

Use the internet to look up health
information

Ever access the official website for
Medicare information

54.2(52.1,56.3) 51.4(49.2,53.5) —2.9(—5.9,0.2)

Abbreviations: MA, Medicare Advantage; TM, Traditional Medicare.

#Logistic regression models were used to generate estimates while adjusting for individual-level characteristics (age, sex, race/ethnicity, education, family
income, Medicare-Medicaid dual eligibility, residence in non-metropolitan area, comorbidities, and functional limitations). From the regression results, we
calculated the mean adjusted values of the outcomes for TM and MA beneficiaries while holding constant all other variables, allowing us to compare the
outcome of interest. For all analyses, we used survey weights to adjust the sample characteristics to be representative of the Medicare population.

The analysis of telehealth use was limited to those offered telehealth services.
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more likely to use the internet to look up health informa-
tion compared to TM beneficiaries. No significant differ-
ences were observed in other outcomes.

DISCUSSION

In this nationally representative analysis of Medicare
beneficiaries, we found that MA beneficiaries were more
likely to have a provider who offered telehealth services,
but were less likely to utilize telehealth services than TM
beneficiaries. These findings align with prior evidence
suggesting that MA beneficiaries have lower rates of tele-
health use for behavioral health services than TM benefi-
ciaries (9% vs 16%).'° Given that behavioral health
constitutes a substantial portion of telehealth services,
this may contribute to differences in telehealth use
between MA and TM beneficiaries. We found that these
differences in telehealth use were not associated with
patient-level technology barriers, as MA beneficiaries did
not have differential access to computers, phones and
tablets, nor differences in their experience using the
internet to look for information, compared to TM
beneficiaries.

Our findings suggest that other patient or practice/
clinician factors may influence telehealth use among MA
beneficiaries.'”'® For instance, providers may be less
motivated to provide telehealth services to MA beneficia-
ries, given the strong financial incentives in a managed
care environment to prioritize cost efficiency and reduce
unnecessary care.'” This may depend, however, on
whether providers see telehealth as a cost-saving appro-
priate form of care that substitutes for or complements
in-person care. Therefore, if telehealth is seen as low-
value care in certain contexts, capitated MA plans may
seek to restrict the provision of telehealth to MA
beneficiaries.

We also found that compared to TM beneficiaries,
MA beneficiaries were more likely to be Black or His-
panic.">'> Recent research has shown that even after
controlling for geographic, demographic, and clinical fac-
tors, Black and Hispanic TM beneficiaries were less likely
to receive telemedicine than White beneficiaries.”” These
differences may be attributed to differences in clinical
need or preferences for telehealth versus in-person care,
as well as systematic barriers to care that might limit
access to telehealth services. Thus, further research is
warranted to explore the underlying mechanisms for the
lower use of telehealth services among Black or Hispanic
Medicare beneficiaries.

Our findings have important policy implications. The
Medicare Payment Advisory Committee estimates that
MA plans receive approximately 6% more per beneficiary

than the cost of covering similar beneficiaries in TM,
amounting to about $27 billion in 2021.>' This highlights
the importance of ensuring that these additional pay-
ments translate into enhanced benefits for MA enrol-
lees.”>** We found that some of the increased payments
may indeed contribute to better benefits, but the full
advantages of these benefits may not be realized due to
low take-up among MA beneficiaries. In particular, given
that MA beneficiaries are more likely to be racial and
ethnic minorities, and may experience greater social vul-
nerability, these findings that MA beneficiaries have
lower telehealth take-up have important implications for
health equity. Further research is warranted to identify
the underlying mechanisms driving lower telehealth use
among MA beneficiaries, including disentangling patient
preferences for telehealth from structural barriers to
telehealth use.

Our study has several limitations. First, we relied on
survey data, which may introduce self-reporting error
and bias into our findings. Second, we used MCBS data
collected during the COVID-19 pandemic, which may
have influenced responses. However, prior research has
indicated that these impacts are minimal.'"* Third, we
assumed that Medicare beneficiaries had telehealth
access and use at the time of the interview. However,
there may be a discrepancy between the timing of the
interview and the actual occurrence of telehealth access
and use. Fourth, we controlled for a comprehensive set of
potential confounders, but unobserved characteristics,
such as those related to selection into MA plans, may still
pose a potential limitation. Because our findings are asso-
ciations and not causal, they should be interpreted
cautiously.

CONCLUSION

Many MA plans provide supplemental and basic tele-
health benefits that could potentially improve access to
care. However, our study found that although MA benefi-
ciaries were more likely to have a provider who offered
telehealth, they had relatively fewer telehealth visits com-
pared to TM beneficiaries. While this difference was not
found to be associated with access to technology or inter-
net experience, future research is warranted to explore
underlying mechanisms behind relatively lower use of
telehealth among MA beneficiaries.
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