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Abstract

Medicare Advantage (MA) plans have increasing flexibility to provide nonmedical services to 

support older adults aging in place in the community. However, prior research has suggested that 

enrollees with functional disability (hereafter, “disability”) were more likely than those without 

disability to leave MA plans. This indicates that MA plans might not meet the needs of older 

adults with disability. We used data for 2011–16 from the National Health and Aging Trends Study 

linked to Medicare claims to measure and characterize switches in either direction between 

Medicare Advantage and traditional Medicare in the twelve months before and after onset of 

disability. While the rate of switches from Medicare Advantage to traditional Medicare increased 

slightly after disability onset, people with greater levels of disability were more likely to switch to 

traditional Medicare, compared to those with lower levels: 36 percent of those who switched from 

Medicare Advantage to traditional Medicare needed help with two or more activities of daily 

living, compared to 14.3 percent of those who switched from traditional Medicare to Medicare 

Advantage. This indicates the potential benefit of including functional measures in MA plan risk 

adjustment and quality measures. Furthermore, the highest-need older adults with disability may 

experience lower-quality care in Medicare Advantage and thus leave before accessing the 

program’s expanded benefits.
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Since its inception in the Balanced Budget Act of 1997, Medicare Advantage (MA) has 

expanded to insure 34 percent of Medicare beneficiaries in 2018, and it is predicted to 

continue to grow in this decade.1 However, evidence that older adults leave the program 

when they become seriously ill suggests that Medicare Advantage might not be adequately 

meeting the needs of all Medicare beneficiaries. Older adults newly on dialysis, using high-

cost medical services, or with multimorbidity disenroll from Medicare Advantage to 

traditional Medicare at higher rates than their counterparts do.2–4

Similarly, older adults with disability (that is, those who need assistance to meet their daily 

care needs) may leave MA plans at higher rates than those without disability. Existing data 

on the characteristics of people switching from Medicare Advantage are based on claims 

data, which do not contain measures of function. This makes it difficult to characterize the 

relationship between the onset and degree of functional disability (hereafter, “disability”) 

and disenrollment from Medicare Advantage. However, older adults who rely on services 

fundamental to coping with disability, such as home health and nursing home care, are more 

likely to switch from Medicare Advantage to traditional Medicare.3,4

While MA plans are required to cover all services covered by traditional Medicare (with the 

exception of hospice, which is carved out of MA plans),5 there are several reasons why older 

adults may be more likely to switch from Medicare Advantage to traditional Medicare after 

becoming disabled. To control costs for postacute care often needed by older adults with 

disability, MA plans may limit networks of skilled nursing facilities, pressure the facilities to 

shorten beneficiary lengths-of-stay, and employ burdensome prior authorization procedures.6 

Limited provider networks may affect the quality of care and satisfaction of MA 

beneficiaries, as older adults in Medicare Advantage are more likely than those in traditional 

Medicare to be served by skilled nursing facilities and home health agencies with lower 

quality ratings.7,8 Limited networks and less flexible options may especially challenge 

people with disability, who often rely on caregivers. The additional coordination needed to 

find in-network, accessible providers in MA plans may be a barrier.9 This raises the concern 

that participation in Medicare Advantage poses unique barriers to care for older adults with 

disability. This is especially worrisome given that this population is highly vulnerable, with 

high levels of health needs and risk of significant morbidity and mortality—especially if 

their needs are not met.10–15

Assessing the impact of disability on switching between Medicare Advantage and traditional 

Medicare is also critical to ensuring the adequacy of current risk-adjustment approaches to 

determine MA payment. Disability is a stronger predictor of total expenditures, expenditures 

at the end of life, and readmissions than medical conditions alone are.16–20 While current 

risk-adjustment approaches that consider specific medical conditions have reduced some 

adverse selection of healthier and low-cost patients into Medicare Advantage, the growth in 

Medicare Advantage increases the stakes for overpayment to MA plans.

Despite concerns about the experience of older adults with disability in Medicare 

Advantage, changes in the program might better position MA plans in the future to support 

older adults with disability. The Creating High-Quality Results and Outcomes Necessary to 

Improve Chronic (CHRONIC) Care Act of 2017 expands the ability of MA plans to offer 
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nonmedical services focused on caregiving and home supports, such as home repairs, 

telehealth supports, and home health aide hours.21 Proposals to “carve in” hospice care to 

MA plans may allow even further flexibility for plans to offer enriched services to people 

with disability.5

However, even with benefit expansion under the CHRONIC Care Act, if older adults with 

disability—especially those from more vulnerable sociodemographic populations or with 

greater care needs—leave MA plans after they become disabled, they will not have access to 

the expanded benefits of the CHRONIC Care Act. Moreover, high rates of disenrollment 

from MA plans among older adults with disability would indicate that the structure of the 

current MA program is not meeting the needs of this high-need population. Given prior 

evidence that nonwhite beneficiaries disenroll from MA plans at higher rates than white 

beneficiaries do,22 it is important to understand the rates of switching from Medicare 

Advantage for beneficiaries who are nonwhite, from vulnerable sociodemographic groups, 

or both in the context of disability.

We used information from the National Health and Aging Trends Study (NHATS) to assess 

switching between Medicare Advantage and traditional Medicare twelve months before and 

after new-onset disability. The study is a longitudinal, nationally representative survey of 

aging that contains rich data on function, household context, and sociodemographics that we 

linked to Medicare claims data. Because it asks respondents to report the specific month 

when they began to need help with activities of daily living, we were able to examine the 

interplay between clinical and sociodemographic characteristics and the onset of disability in 

influencing switches between Medicare Advantage and traditional Medicare. We 

hypothesized that switching from Medicare Advantage to traditional Medicare would be 

more frequent after disability than before, while switching from traditional Medicare to 

Medicare Advantage after disability would not increase; and that older adults with disability 

who switched from Medicare Advantage to traditional Medicare would be more likely to be 

from lower socioeconomic groups and have higher levels of disability.

Study Data And Methods

SAMPLE

Data from 2011–16 were drawn from NHATS, a population-based survey of aging that 

follows a sample of adults ages sixty-five and older.23 With respondents’ consent, the survey 

data were linked to the Medicare Master Beneficiary Summary File and Hospice file. We 

defined the onset of disability as the respondent-reported month of first needing help with 

either any self-care activity (eating, getting cleaned up, using the toilet, or getting dressed) 

or mobility (getting out of bed, getting around home, or leaving the building). Given that 

hospice is not included as a benefit in the MA program, older adults who were enrolled in 

hospice prior to the study start (twelve months prior to the onset of disability) were 

excluded.5
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MEASURES

Using the Medicare Master Beneficiary Summary File, we assessed monthly enrollment 

status in either Medicare Advantage or traditional Medicare in the twelve months before and 

after disability onset to identify switches between the programs. If a survey respondent 

switched more than once, only the first switch was counted. Switches that occurred within 

fourteen days of admission to hospice were not classified as switches, given that they could 

reflect enrollment in hospice. The incidence of switches (that is, the number of switches per 

person-months of observation) was calculated to allow for the variable amounts of time in 

which respondents were observed. Starting twelve months before disability onset, 

individuals were observed until whichever event occurred first: switching in either direction 

between traditional Medicare and Medicare Advantage, enrolling in hospice, or becoming 

disabled. This resulted in an individual’s contributing data on a maximum of twelve months, 

or twelve person-months, before disability onset. After disability onset, older adults were 

observed either for another twelve months or until the first of the following events: 

switching in either direction between traditional Medicare and Medicare Advantage, hospice 

enrollment, death, or truncated follow-up due to the availability of data from NHATS. 

Therefore, an individual could contribute a maximum of twelve person-months following 

disability onset.

Respondents’ demographic and household characteristics measured via the NHATS survey 

before and after the onset of disability included sex, age, race, region, whether respondents 

lived alone, and whether respondents were married or partnered. Socioeconomic status 

variables included education, income, and Medicaid enrollment. Clinical and health 

characteristics included the number of activities of daily living that the respondent reported 

receiving help with after the onset of disability (a range of one to twelve months after 

disability); if disabled, whether the respondent reported having help from unpaid friends or 

family members; probable or possible dementia, as determined by the survey protocol;24 

residing in a nursing home; homebound, as measured by the frequency of and difficulty with 

leaving home;25 depression, as measured by the Patient Health Questionnaire–2 scale; 

anxiety, as measured by the Generalized Anxiety Disorder–2 scale; self-reported health; and 

whether the respondent died within twelve months of disability onset, as determined by 

NHATS surveyors and claims files. Time-varying characteristics (income, Medicaid 

enrollment, anxiety, depression, and so on) were derived from the survey wave before 

disability onset.

We also assessed to what extent switches were due to open enrollment versus other 

circumstances. Switches that occurred on January 1 of any calendar year were considered to 

have occurred during the open enrollment period, when people can freely switch between 

Medicare Advantage and traditional Medicare. These switches automatically go into effect 

on January 1. In addition, we used the Minimum Data Set linked to information from 

NHATS to identify whether people were residing in a skilled nursing facility or nursing 

home, and we used the Medicare Master Beneficiary Summary File to identify Medicaid 

enrollment at the time of the switch—circumstances that allow beneficiaries to switch plans.
26 These categories of switches (during open enrollment, if a person was residing in a skilled 
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nursing facility or nursing home, and if a person was enrolled in Medicaid) were not 

mutually exclusive.

ANALYSIS

We first compared the characteristics of respondents twelve months before disability onset 

by whether they were enrolled in Medicare Advantage or traditional Medicare. We then 

assessed the incidence rate per 1,000 person-years for switches from Medicare Advantage to 

traditional Medicare and vice versa over the twelve months before and after disability onset. 

As described above, this allowed us to observe respondents for variable amounts of time. We 

calculated 95% confidence intervals for switch rates for those initially enrolled in Medicare 

Advantage and those initially enrolled in traditional Medicare.

We then assessed the characteristics of those who did not switch, compared to those who 

did, stratifying by which program they were enrolled in before disability onset. This allowed 

us to discern whether characteristics were associated with the “base” rate of switching as 

opposed to excess switching that favored either Medicare Advantage or traditional Medicare. 

We then assessed the incidence rates of switching before and after disability for white versus 

nonwhite respondents, again differentiated by which program they were enrolled in before 

disability. As a sensitivity test, we repeated all analyses, excluding people newly enrolled in 

Medicare (those younger than age sixty-seven)—who might be less affected by Medigap 

policies.27 Survey weights were used for all analyses to account for the complex survey 

design of NHATS.

LIMITATIONS

While our study is unique in that it is nationally representative and contains nuanced 

insurance, household, and disability data, it had several limitations. First, our sample size did 

not allow us to build complex multivariable regression models to assess factors that were 

independently associated with switching.

Second, because of sample size and data reporting restrictions, we could not use more 

granular measures of race/ethnicity to examine switching patterns. While we had the 

advantage of identifying the month when disability was first experienced, disability can be a 

fluctuating condition, and in this analysis we did not differentiate between different 

trajectories of disability. However, our previous work has demonstrated that even people 

who recover have a high likelihood of repeated disability in time.10

Third, we did not have survey information on the drivers of switches, including patients’ 

perceptions of and satisfaction with their plans.

Fourth, with the data available, we were unable to examine the plan characteristics 

associated with switches, such as designated Special Needs Plans. We could not determine 

whether a person was automatically switched from traditional Medicare to Medicare 

Advantage as someone dually eligible for Medicare and Medicaid who resided in a state 

testing a Medicare-Medicaid program,28 although we could examine the proportion of 

people switching who were enrolled in Medicaid.
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Fifth, we were unable to assess the variety of factors that could lead to a switch, such as the 

development of a new chronic condition, switching to an out-of-network physician, or a 

change in a plan contract. However, information derived from NHATS and Medicare claims 

allowed us to describe the context of a switch, such as whether it was during open 

enrollment, Medicaid enrollment, or residence in a nursing home or skilled nursing facility.

Study Results

We assessed the switching patterns of 3,592 Medicare beneficiaries with a new disability, 

30.7 percent of whom were enrolled in Medicare Advantage twelve months before disability. 

The sociodemographic characteristics of those who started in Medicare Advantage twelve 

months prior to disability were substantially different from the characteristics of those who 

started in traditional Medicare. Compared to those in traditional Medicare, those in 

Medicare Advantage were more likely to describe their race as nonwhite, less likely to live 

in the South and more likely to live in the West, and more likely to have not completed high 

school or to have an annual income of less than $15,000 (exhibit 1). They also had lower 

anxiety levels before disability. Given that this was a cohort of people who reported a new 

disability (measured in terms of new need for help for mobility or self-care), levels of other 

disability measures such as number of activities of daily living an individual received help 

with and homebound status were low and similar between those who started in Medicare 

Advantage and in traditional Medicare.

In total, 10.6 percent of those who were initially in Medicare Advantage switched to 

traditional Medicare, and 6.7 percent of those initially in traditional Medicare switched to 

Medicare Advantage (data not shown). Before disability, the incidence of switching from 

Medicare Advantage to traditional Medicare was 53.5 switches per 1,000 person-years, and 

the incidence of switching from traditional Medicare to Medicare Advantage was 38.6 

switches per 1,000 person-years (exhibit 2). After disability, the incidence of switching from 

Medicare Advantage to traditional Medicare increased to 65.6 switches per 1,000 person-

years, compared to 44.4 switches per 1,000 person-years for those who started in traditional 

Medicare.

The characteristics of people who stayed in their program instead of switching differed by 

whether people started in Medicare Advantage or traditional Medicare. Respondents who 

reported nonwhite versus white race and annual income of less than $15,000 versus higher 

incomes were more likely to switch than stay, regardless of which plan they started in 

(exhibit 3). However, both having a higher level of disability (receiving help with two or 

more activities of daily living, compared to having recovered after the onset of disability) 

and being homebound were associated with an overall preference for traditional Medicare 

(remaining in or switching to it). Other characteristics were associated with distinct patterns 

for switching based on whether the respondent started in Medicare Advantage or traditional 

Medicare plans. Characteristics associated with switching from Medicare Advantage to 

traditional Medicare included having less education, residing in a facility (nursing home or 

skilled nursing facility), and having depression. Characteristics associated with switching 

from traditional Medicare to MA included being younger, not residing in the Northeast, and 
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having lower one-year mortality after disability—a proxy for better health and slower 

disease progression.

We found few differences in the characteristics of switches from Medicare Advantage to 

traditional Medicare compared to those of switches in the other direction. Over half of the 

switches (56.8 percent of those from Medicare Advantage to traditional Medicare and 59.5 

percent of those from traditional Medicare to Medicare Advantage) occurred during the end-

of-year open enrollment and took effect on January 1, which means that the remainder were 

due to one of the many special circumstances in which Medicare allows plan switching.26 

One of these circumstances is being enrolled in Medicaid, which we found to be the case 

among 34.2 percent of the people who switched from Medicare Advantage to traditional 

Medicare and 26.2 percent of those who switched from traditional Medicare to Medicare 

Advantage. Switching outside of open enrollment is also allowed for people residing in a 

skilled nursing facility or nursing home. While the rate of switches from Medicare 

Advantage to traditional Medicare among facility residents was too low to report (due to 

data restrictions), switches from traditional Medicare to Medicare Advantage were 

significantly higher: 17.6 percent of those who switched resided in a facility. While these 

circumstances describe the context of switches, they are not mutually exclusive.

We separately calculated the incidence of switching by race before and after disability onset. 

For white respondents, the incidence of switching before disability was similar for those 

starting in Medicare Advantage and those in traditional Medicare (33.3 versus 29.7 switches 

per 1,000 person-years) (exhibit 4). After disability, the switch rate for white respondents 

starting in traditional Medicare remained almost the same (33.1 switches per 1,000 person-

years), but the rate for those who started in Medicare Advantage increased (54.0 switches 

per 1,000 person-years). Nonwhite respondents had higher rates of switching both before 

and after disability, in particular those who started in MA plans: Before disability onset, 

those who started in MA plans had 94.3 versus 63.6 switches per 1,000 person-years for 

those in traditional Medicare. The rates after disability were 81.9 versus 71.0 switches per 

1,000 person-years.

All analyses were repeated, excluding adults younger than age sixty-seven, as a sensitivity 

test. Only eleven people in the cohort were in that age group, and no results were 

substantially different from those in the primary analysis.

Discussion

This nationally representative study of adults ages sixty-five and older demonstrated that 

people are more likely to switch from Medicare Advantage to traditional Medicare following 

the onset of disability than from traditional Medicare to Medicare Advantage, and that the 

characteristics of people who switch from Medicare Advantage to traditional Medicare are 

different from those of people switching from traditional Medicare to Medicare Advantage. 

While other studies have demonstrated that high-need older adults are more likely to switch 

from Medicare Advantage to traditional Medicare than the reverse, this is the first study to 

show the temporal relationship between onset of disability and disenrollment from Medicare 

Advantage. Furthermore, older adults who are of nonwhite race or from high-risk 
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socioeconomic groups are more likely to switch insurance coverage than are those of white 

race and with higher incomes and education levels, while those who are more severely 

disabled are more likely to prefer traditional Medicare. These findings have important 

implications for measuring quality, appropriately risk-adjusting payments, and reducing 

disparities within the MA program.

The higher rate of switching out of MA plans after disability onset raises concerns about the 

experience and quality of care of older adults in this program who become disabled. Given 

the active role that MA plans play in influencing postacute care settings for older adults with 

disability,6 including favoring lower-quality nursing homes,7 patients and families may be 

dissatisfied with their options and therefore disenroll from Medicare Advantage. Switching 

out of MA plans may have unanticipated financial impacts on patients, given that in most 

states Medigap plans to supplement traditional Medicare coverage can refuse coverage to 

those with preexisting conditions if a person is not new to Medicare.27

While we did not directly observe the reasons for plan switching, we found that just over 

half of switches occurred during open enrollment, which indicates either that a person 

elected to switch or that their plan contract with Medicare ended, thus forcing a switch. We 

also found that a substantial proportion of people switched in the context of Medicaid 

enrollment. We were unable to determine whether people on Medicaid had greater flexibility 

in switching, compared to those not on Medicaid, or whether switches were driven by 

Medicaid status. This could be because people on Medicaid with disability are more likely to 

be dissatisfied with coverage limitations in Medicare Advantage, or because they are 

incentivized to move toward an MA plan that is integrated with their Medicaid benefits. We 

found higher levels of residing in an institution for switches from traditional Medicare to 

Medicare Advantage, compared to switches in the other direction. This may be because of 

the availability of Special Needs Plans tailored to those living in institutions, although we 

were unable to determine whether a person’s MA plan was a Special Needs Plan. Further 

qualitative work is needed to clarify the reasons and experiences of people switching plans 

in these varying contexts.

Our results demonstrate differential switching patterns by race and socioeconomic status. At 

baseline, we found that even within a cohort where everyone developed a disability, those 

who started in MA plans were poorer and more likely to be nonwhite than those who started 

in traditional Medicare. This is likely because people with lower resources are more likely to 

prefer the lower cost sharing in Medicare Advantage, but it also means that they are a 

particularly vulnerable population if their insurance coverage does not meet their needs. 

While nonwhite beneficiaries were more likely to switch insurance plans than white 

beneficiaries were, regardless of what program they started in, rates for switching out of 

Medicare Advantage were particularly high for nonwhite older adults. This might be 

partially explained by the fact that nonwhite older adults are more likely to be dually eligible 

and thus have the opportunity to switch out of MA outside of open enrollment.26 However, 

we did not find a significant relationship between Medicaid enrollment and switching. Older 

adults with lower incomes may prefer the lower cost sharing in Medicare Advantage when 

they are well, only to be surprised by or dissatisfied with MA network options or 

authorization procedures after they become ill. Given that prior research has demonstrated 
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that plan characteristics such as quality star ratings are associated with switching, it is also 

possible that older adults who are nonwhite, from lower socioeconomic groups, or both are 

differentially enrolled in these low-quality plans. This may be because of individual 

selection into plans or because of regional variation in plan quality or availability. The role 

of sociodemographic characteristics in shaping experience in Medicare Advantage needs to 

be examined in a larger, claims-based study that could capture both race and region with 

more granularity than this analysis could.

Regardless of the reason for disenrollment from Medicare Advantage after disability, it is 

critical to monitor and understand who is switching after becoming disabled. Current risk 

adjustment in Medicare Advantage does not consider functional status, yet disability is 

associated with high health care costs and mortality, even after adjustment for diagnosis.
16–20 Thus, disenrollment of disabled people from Medicare Advantage likely leads to a less 

costly population in the program without commensurate payment adjustments. In addition, 

over the past decade MA programs have expanded their coverage of home-based services 

such as palliative care29 that benefit older adults with disability and have increased their 

engagement with hospice services.30 While the CHRONIC Care Act further enables MA 

plans to provide nonmedical benefits, the people who need these services most might not be 

accessing them, if older adults with the highest levels of disability continue to leave MA 

plans.

One possible solution to improving the monitoring of the quality of care of older adults with 

disability in Medicare Advantage has been proposed by geriatric researchers: routine 

collection of function data across all care settings, in a form similar to but more abbreviated 

than the nursing home Minimum Data Set and home health Outcome and Assessment 

Information Set assessments that are routinely conducted and are used to determine 

payments.31,32 Incorporating functional measures improves accuracy in the prediction of 

Medicare spending and ambulatory care–sensitive hospitalizations and so would likely 

improve MA risk adjustment and quality measurement.33–35 However, these functional 

measurements could be expensive to implement broadly and prone to bias, given MA plans’ 

incentive to inflate functional measures.

Another promising strategy for improving the quality of Medicare Advantage for older 

adults with disability is to strengthen the regulatory oversight of MA plans through formal 

and proactive evaluation of the experience of older adults with such disability. In this vein, in 

2017 the Government Accountability Office conducted an assessment of MA plans with 

high levels of beneficiaries’ switching to traditional Medicare, using claims to estimate the 

health status of individuals who switched plans.36 Consistent with our results, the 

assessment found significant levels of health bias, or higher rates of disenrollment by 

individuals in poor health. The Government Accountability Office recommended that 

Medicare conduct an ongoing evaluation of disenrollment by health status. Including 

disability as an important measure of health and conducting in-depth evaluations of the 

reasons that disabled patients and their families give for disenrollment would be an 

important step toward ensuring the provision of high-quality care within Medicare 

Advantage for older adults with disability.
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Conclusion

This study demonstrated the association between the onset of disability and switching from 

Medicare Advantage to traditional Medicare. While expanded regulations give Medicare 

Advantage the potential to better meet the needs of older adults with disability, these benefits 

will not be equitably distributed if older adults who have greater disability and are from 

lower socioeconomic and racial minority groups differentially leave MA plans. Our results 

indicate the potential benefit of Medicare monitoring and risk adjustment for both function 

and socioeconomic factors, which would be facilitated by first routinely assessing these 

measures throughout the health care system. The tumult that we observed in insurance 

coverage after disability adds to broader concern that the structure of Medicare policies does 

not match the needs of older adults—particularly high-need adults with disability. If efforts 

such as the CHRONIC Care Act to support the nonmedical needs of older adults with 

chronic illness in Medicare Advantage are to succeed, the structures and practices of MA 

plans must effectively serve older adults with disability.
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EXHIBIT 2. Switches between Medicare Advantage (MA) and traditional Medicare (TM) per 
1,000 person-years in the 12 months before and after the onset of functional disability
SOURCE Authors’ analysis of data from the National Health and Aging Trends Study linked 

to Medicare claims for 2011–16. NOTE The error bars indicate 95% confidence intervals.
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EXHIBIT 4. Switches between Medicare Advantage (MA) and traditional Medicare (TM) per 
1,000 person-years in the 12 months before and after the onset of disability, by race
SOURCE Authors’ analysis of data from the National Health and Aging Trends Study linked 

to Medicare claims for 2011–16. NOTE The error bars indicate 95% confidence intervals.
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