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The Effect of Prospective In-Home and SNF Health Assessments on Medicare Advantage Members

Summary
Matrix Medical Network (Matrix) partnered with MVP Heath Care and OptumInsight, Inc. to 
investigate certain effects of prospective health assessments for Medicare Advantage (MA) plans 
and their members. Matrix provides health assessments to members in their homes or while they 
are in a skilled nursing facility (SNF).The investigation analyzed important outcome measures such 
as: overall medical costs, hospital admissions, emergency room visits and member retention.

The data was compiled from the experiences of MVP Health Care’s Medicare Advantage 
members. MVP operates in upstate New York, New Hampshire and Vermont; the company sells 
Medicare Advantage plans in New York and Vermont.

The study was a matched control design. It compared data from a sample of MA members who 
received a health assessment to a control sample of MA members who did not receive the 
assessment. The study period was one year. Other than the health assessment criterion, the sample 
groups were highly correlated based on key health and demographic factors.

The study suggests that, as a group, the MVP MA plan members who received a Matrix 
prospective health assessment had fewer hospital admissions, lower cost of claims and a higher 
level of satisfaction (higher retention) with their health plan than those in the control group.

Introduction
The Centers for Medicare and Medicaid Services (CMS) pays Medicare Advantage (MA) plans 
based on a member’s health status – typically as reported on claims or encounter data by the 
member’s primary care physician (PCP) or other permissible provider types. The goal is for 
payments to closely match the member’s expected health care costs.

However,  medical records and claims do not always reflect the full extent of the members’ 
medical needs or concerns. CMS per member payments to health plans are based on reported 
diagnosis codes (currently ICD-9 codes). Practice has shown that providers can be inconsistent in 
documenting these codes, and that their billing staff may only document the codes necessary for 
claims payment – omitting other coding necessary for determining treatment.

To improve the accuracy and completeness of diagnostic code documentation, many MA plans 
turn to companies like Matrix Medical Network to have a clinician (i.e. nurse practitioner, physician 
assistant or physician) visit with a member and conduct a health assessment in order to more 
accurately and fully document the member’s medical status.

Health assessments provide a broad spectrum of benefits for MA plans and their members, 
including enhanced quality of care and reduced medical costs through data sharing among 
providers, more accurate revenue through the submission of more complete data to CMS and 
increased member satisfaction.

This study was designed to answer the question: Did members who had a health assessment have 
different outcomes in terms of cost, utilization and satisfaction than statistically identical members 
who did not have an assessment?

Results suggest that health assessments (both in-home and in a SNF) can be a factor in lowering 
medical expenditures, reducing hospital admissions and increasing member retention.
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This paper offers several hypotheses for explaining these consistent and robust effects: 

» Health assessments generally help members become more integrated into their health plan’s 
care deliver y system. In the Matrix assessment model for MVP, this occurs as the result of 
clinician-assesors reaching out to the members’ PCPs and/or MVP’s Case Management unit as 
is appropriate for the individual. 

» The health assessment provides unique insight into a member’s living environment as well as 
the member’s actual use of medicines.

» The setting for the health assessment may have an effect on how well members process the 
resulting information. This “kitchen table” hypothesis suggests that comprehension is improved 
when members are in the familiar and relaxed home setting as opposed to getting the same 
information during the anxiety and hurry of an office visit. 

» Finally, we are led to speculate that there may be something special about the 60-90 minute 
unhurried assessment which positively influences the member’s self-efficacy, making the 
member not only more effective in managing their chronic conditions but perhaps feeling 
more capable and informed to do just that.

Data
MVP provided detailed medical claim and membership files to OptumInsight for this study. In 
addition, MVP provided a program file for each member who 
was invited to receive a health assessment. It included the date 
the member was invited, the date of the assessment, whether the 
assessment was in-home or at a SNF, and the member’s Medicare 
risk score.

The Medicare risk score is a proprietary Matrix calculation 
that indicates the likelihood that a member’s disease state is 
underreported. For example, a person receiving insulin and 
diabetes supplies without a diagnosis of diabetes.

The intervention period for this study was from January 1, 2010, 
through December 31, 2010. This means that the individuals 
were offered a health assessment between those dates.

Individuals were excluded from the analysis if their Medicare risk 
score was either blank or equal to zero. Approximately 2.7% 
(628) of potential participants were excluded as a result of this 
requirement.

Those individuals who met the criteria were then linked to their historic claim and membership 
records for service dates from January 1, 2009, through March 2011, claim payments. In order to 
be included in the study, the participants needed a minimum of six months of eligibility prior to the 
date the assessment was offered and a minimum of six months after the assessment was offered.

Finally, individuals needed to have a minimum medical cost per member per month of $100 in both 
the base and intervention periods in order to be included in the study.
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Methods
The data was analyzed using a retrospective case-control study design.  In this design, participants 
are matched to a non-participant (on a 1:1 basis) with similar characteristics. The non-participant 
group (control group) trend is the expected trend, and the participant trend is the observed trend. 
Differences between these two trends are then attributed to the intervention.

The strength of the matching between participants and non-participants, or control group, is key to 
this study design. A number of attributes were used to ensure a robust comparison between the 
two groups. All participants were matched to nonparticipants based on the following criteria:

» Program: Members at home or in a SNF were identified as eligible for the health assessment. 
Participants and non-participants were matched based on whether they were in-home or in 
a SNF. Individuals who were in both were assigned to the SNF group.

» HCC Risk Score: The Medicare program uses the Hierarchical Condition Category (HCC) 
risk adjustment model to predict future costs of Medicare beneficiaries based on demographic, 
coverage and diagnostic information. This is used to calculate payments to MA plans. Generally 
described, the HCC score is based on a combination of age, sex, institutional status (home or 
institutional), dual eligibility with Medicaid, and the presence or absence of 70 different diseases. 
There are additional factors considered, such as the combination of a disability with certain 
diseases, or the interaction between certain diseases (such as diabetes and heart failure).1

 HCC risk scores were assembled into five groups: 0-25th percentile; 26th to 50th percentile, 
51st to 75th percentile, 76th to 95th percentile, and greater than 95th percentile. The 
participant and non-participant HCC levels were then matched within these groupings.

» Type of Product: MVP offers both a Medicare risk HMO product and a Medicare  
PPO product.

» Hospital Admissions in the Baseline Period: Participants and non-participants were matched 
based on the number of times they were admitted into a hospital during the baseline period  
(zero, one or more than one admission).

» Emergency Room Utilization: Participants were matched based on the presence or absence 
of an emergency room visit within the baseline period.

In finalizing the match between the participant and non-participant, records with the smallest 
difference in per member per month (PMPM) cost in the pre-period were selected.  If any of the 
possible matches had PMPM differences greater than $250, the records were excluded from  
further analysis. 

NOTE:  Medical costs over $75,000 in calendar year 2009 (the baseline period) were excluded  
from the PMPM calculation. Medical costs in excess of $78,750 in calendar year 2010 (the 
intervention period) were excluded from the PMPM. This capping was done by reducing the claims 
incurred in each month by the percentage of overall costs exceeding the threshold. Capping is 
done in order to stabilize the measurement. This is standard within the industry and reduces the 
impact of high cost outliers. 
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The cost and utilization trends were then compared between the participant and non-participant 
groups to identify differences. Savings were identified as the percentage difference between the 
trends for the two groups times the pre-intervention PMPM.

Findings
During 2010, the intervention year, 7,365 members had a health assessment in their home and 
1,262 members had an assessment in a SNF.  Of these, 2,921 home program participants and 
526 SNF participants met all of the inclusion rules and were matched to a non-participant in the 
control group. The most common reason for exclusion was incomplete data either prior to the 
intervention or after the intervention.  

The matching produced study groups that were very similar in important ways:

Medical Expense

While the medical cost of the participant and control groups matched very closely in the 
baseline period, their cost diverged following the intervention.

The cost reductions in the SNF population are likely depicting regression to the mean. 
This population was selected based on their admission to the SNF, which reflects a period 
of high need and high expense. This occurs in both the participant and control groups 
and occurs whenever participation in a program is based on a high-cost event.  

The in-home population showed the control group having medical expenses that were 
3.8% greater than those who had the assessment. Additionally, the expenses for the 
matched control group did not fall as much as the assessment participants who were in 
a SNF.  Thus, whether in the home or in a SNF, there were improved cost outcomes for 
members who participated in an assessment as compared to those in the corresponding 
control group.

Program  
Name Category

Number of  
Patients

Number Included  
in Analysis

Average HCC  
Score

Member  
Months

Claim Cost  
PMP

Home

SNF

Participant 9,365 2,921 1.11 34,948 $1,080

Matched Control 2,921 1.12 34,893 $1,081

Participant 1,262 526 1.67 6,251 $2,878

Matched Control 526 1.67 6,276 $2,887
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Program  
Name

Category
Member 

Months Base 
Period

Member 
Months  

Intervention 
Period

Claim Cost  
PMPM  

Baseline

Claim Cost  
PMPM  

Intervention

Claim Cost  
PMPM  

Difference

Home
Participant 34,948 27,192 $1,080 $1,140 5.5%

Matched Control

SNF
Participant

3.3%
Matched Control

Difference In 
Difference  
Savings %

3.8%
34,893 28,532 $1,081 $1,182 9.3%

6,251 5,129 $2,878 $1,902 -33.9%

6,276 4,381 $2,887 $2,004 -30.6%
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These trend differences (3.8% for in-home and 3.3% for SNF) represent an estimated 
savings of $41.46 PMPM for in-home and $95.61 for SNF.  When annualized across the 
overall program, the savings becomes $4.20 PMPM, or nearly $5 million.

Hospital Admissions

Using the same approach as described above for medical expense trend differences, 
changes are compared in the number of hospital inpatient admissions between the 
participant group and the control group. 

The following table extrapolates the estimated reductions in admissions per thousand to 
the actual number of participants in the program.  This results in an estimated absolute 
reduction of 219 hospital admissions.

The fact that the utilization metric of hospital admissions changes consistently with the 
total cost trends supports the hypothesis that the cost trends were lower for participants 
who had an assessment.  

Program  
Name

Savings Estimates 
(Admissions/1000)

Participant  
Member Months

Estimated  
Saved Admissions

Home 24.2 87,658 176.8

SNF

Annualized Reducation In Hospital Admissions For Participants

Total

36.2 14,091 42.5

101,749 219.3

Program  
Name

Category
Admits/1000 

Baseline  
Period

Admits/1000  
Intervention  

Period

Difference  
Between Baseline  
and Intervention

Difference in  
Change Between  
Participants and 

Matched Controls

Estimated  
Reduction Admits  

Per 1000 

Home
Participant 447.8 477.1 6.5% 5.4% 24.2

Matched Control 435.0 487.0 12.0%

SNF
Participant 1658.6 872.7 -47.4% 2.2% 36.2

Matched Control 1684.5 923.1 -45.2%

Estimated Change In Hospital Admissions

Program  
Name

$PMPM 
Claim Cost 

Savings  
Estimate

Member 
Months  

(Participants)

Estimated 
Gross Claim 
Cost Savings

Members 
(Total Eligible)

Member 
Months 

(Total Eligible)

Participation 
Rate 

(Program)

$41.46 87,658 $3,634,120 104,140 1,184,724 7.4%

Estimated  
Cost PMPM 

Savings

$3.07

Estimated Annualized Claim Cost Savings Calculation

Home

SNF

Total

$95.61 14,091 $1,347,271 104,140 1,184,724 1.2% $1.14

101,749 $4,981,391 104,140 1,184,724 8.6% $4.20
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Emergency Room Utilization

In comparing emergency room utilization trends between the assessment participants and 
the matched control group, the participant group trend was greater than that of the control 
group.  These are emergency room visits that did not result in a hospital admission.

If these increases in emergency room utilization are annualized across the population, 
there would be an increase of 155.7 visits for the in-home participants, and 89.7 for the 
SNF population, for a total of 245.4.

Member Retention

The differences in member retention for the participant and control groups showed that 
member retention (satisfaction) was improved in the participant group.

In order to measure voluntary disenrollment from the program, members who died 
were excluded from the analysis. Data showed that member retention was greater for 
participants than those in the control groups. For the in-home participant and control 
groups, it is unclear why the number of deaths was so much greater for the control group 
than the participant group.

Discussion
The results suggest that prospective health assessments may have multiple positive effects, including: 
lower medical expenditures, fewer hospital admissions and increased member retention. Clearly, 
hospital admissions are often the largest contributor to medical costs. 

Program  
Name

Category
ER/1000 
Baseline  
Period

ER/1000  
Intervention  

Period

Difference  
Between Baseline  
and Intervention

Difference in  
Change Between  
Participants and 

Matched Controls

Estimated  
ER Visits  
Per 1000 

Home
Participant 381.5 452.8 18.7% -5.6% 21.3

Matched Control 357.0 403.8 13.1%

SNF
Participant 702.6 636.4 -9.4% -10.9% 76.4

Matched Control 780.1 621.8 -20.3%

Changes In Emergency Room Utilization
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Program  
Name

Category Participants # Deaths # Voluntary 
Disenrolled

%
Relative Difference 
Matched Control to 

Participant

Home

SNF

Participant 2921 29 0.93% 111.0%
Matched Control 69 1.96%

Participant 526 32 2.23% 181.2%
Matched Control 31 6.26%

Revised
Participants

2901
2852

494

495

27
56

11

31

2921

526
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While the reasons for the identified differences were not studied, there are a number of hypotheses:

» Members pay greater attention to their health: The health assessment and the education 
and follow-up information that comes with it, helps members focus on their health/wellness. 
Additionally, members are provided  a better understanding of when it is appropriate to 
seek medical care. As a result they are better situated to recognize changes in their health 
status earlier, take more appropriate action and experience less exacerbation of symptoms. 
Understanding the importance of acting quickly likely drove the observed increase in ER visits 
not resulting in hospitalization.

» Empowering the member: By having the necessary information and means, members are 
empowered to take better care of themselves. The interaction with  a clinician gives members 
a needed level of encouragement and support to change their mind-set such they now want 
to take better care of themselves. An unanticipated consequence of the 60-90 minutes of 
one-on-one attention with a clinician who is listening to their medical and socio-emotional 
issues, and offering education, advice and encouragement – may be the development of some 
form of “medical social work.” There is a growing base of literature on the secondary benefits 
of human interaction on such diverse outcomes as depression, mood and self-esteem.

» A positive effect on medication adherence and compliance: The clinician reviews the 
member’s medications, provides instruction on their importance and explains potential 
problems. The review includes over-the-counter medications and supplements, as well as 
prescription drugs. While the individual may receive similar medication reviews from 
physicians or pharmacists, the clinician has significantly more time to teach and encourage 
patients (and caregivers) to safely and effectively take (give) the medications.

» The member’s ability to comprehend and absorb information: There is a large body 
of literature on the effect “setting” has on a person’s ability to comprehend and absorb 
information. The fact that the member receives information with a clinician who is sitting at 
their kitchen table—at the same eye level—may result in better understanding than when 
received in an impersonal and often frightening setting of a doctor’s office or talking with a 
pharmacist who is separated from the patient by a counter.  

» The member’s living environment: The clinician performs an environmental assessment of 
the member’s home.  In doing this, the clinician notes scatter rugs, food and ventilation issues, 
and can assess the functional status of the member, their spouse and their ability to care for 
each other. This provides the clinician a unique perspective seldom available to the member’s 
primary care physician or their MA plan. 

» Identifying issues that need urgent attention: The clinician will directly reach-out to the 
member’s primary care physician if warranted. The result of this contact can be better quality 
care through an early intervention that avoids the escalation of symptoms and associated 
care. The clinician also coordinates with Case Management at MVP, which further improves 
the possibility of a member getting connected with support services.
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Real NP Experiences
We recognize that anecdotes are not evidence, but such qualitative data can be suggestive of 
a larger process. Matrix clinicians have reported multiple instances in which their action during 
the assessment directly affected the member’s health outcome. Two are included here that 
demonstrate ways an assessment may alter the trajectory of care.  

» A Matrix clinician was conducting an assessment of a male 
member in his late 80’s. As part of the history, the clinician 
was told that the member was periodically fainting. This 
was causing falls and injuries. The clinician learned that the 
member was taking a drug that had potential side effects 
that included low blood pressure, which could result in 
the syncope (a temporary reduction in blood flow and 
therefore a shortage of oxygen to the brain which was 
causing the falls and injuries). She called the PCP who 
prescribed a lower dosage. This small adjustment resolved 
the syncope issue and the attendant falls and injuries, and 
the subsequent hospitalizations. The member was able to 
remain in his home safely due to this one adjustment – 
initiated through the intervention of the Matrix clinician.

» The second example is a little more dramatic, but again 
demonstrates how the experience of an assessment can 
link members with the health care delivery system to ensure better treatment as well as the 
avoidance of untoward events. In this case, when the Matrix clinician arrived to conduct an 
assessment, she was greeted by the member’s son who reported his concern that his father 
was very ill but was stubbornly refusing to see his physician. The son said his father’s condition 
was declining, with shortness of breath, bad cough, poor fluid intake and weakness. The son 
reported that his father would throw out anyone who approached him and was refusing all 
treatment. Afraid of the father’s anger the son refused to accompany the Matrix clinician to 
the member’s bedroom.

 She knocked quietly on the member’s door.  She pulled up a chair next to the bed and spoke 
calmly to the father and assured him she would not touch him without his permission. After 
some conversation and communicating to the member that he was in control, he gave her 
permission to do a physical exam. She found him feverish with shortness of breath. Further 
he had rhonchi – the coarse rattling sound in the lungs – as well as low oxygen saturation. 
She reported he was obviously dehydrated and clearly suffering from pneumonia. Finally, the 
member gave her permission to call for an ambulance to transport him to the hospital. The 
member and his son expressed their gratitude to the Matrix clinician.
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About MVP Health Care
Founded in 1983, MVP Health Care is a community-focused, not-for-profit health insurer serving 
members in the states of New York, Vermont and New Hampshire. Through its operating 
subsidiaries, MVP Health Care provides fully-insured and self-funded employer health benefits plans, 
dental insurance, and ancillary products, such as flexible-spending accounts, to more than 650,000 
members. The Centers for Medicare & Medicaid Services (CMS) has awarded MVP a rating of 4.5 
stars out of a possible five stars across all of its Medicare Advantage plans. For more information,  
visit www.mvphealthcare.com.

About Matrix Medical Network
Matrix Medical Network is headquartered in Scottsdale, Arizona, and provides in-person Health 
Risk Assessment (HRA) services that help Medicare Advantage plans with prospective risk 
adjustment, medical cost management, and quality improvement.  Matrix pioneered the use of  
a national network of highly trained, employee Nurse Practitioners to conduct medical assessments 
in the member’s home or nursing facility.  Matrix is dedicated to improving the health and lives 
of older Americans; helping health plans efficiently, accurately, and securely collect member 
information; and establishing new standards in health care quality, efficiency, and effectiveness.   
For more information and career opportunities, visit www.MatrixForMe.com.

About OptumInsight 
OptumInsight, Inc. delivers technology, health information, consulting and outsourcing solutions. 
Commercial health plans, physicians, hospitals, life sciences companies, government agencies and 
other organizations that comprise the health care system depend on OptumInsight solutions and 
insights to improve their performance. OptumInsight is part of Optum, a leading information and 
technology-enabled health services company dedicated to making the health system work better for 
everyone. For more information, visit www.OptumInsight.com.

Contacts:
MVP Health Care
Robin Wood
Office: 518.388.2319
Mobile: 518.703.5464
rwood@mvphealthcare.com

Matrix Medical Network
Michael John
Office: 480.862.1590
Mobile: 602.309.8620
mjohn@matrixhealth.net
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