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1. D2HawkeyeReport Summary of Findings

This report contains clinical and other analyses of General Hospital 1,554 current employees (3,109 current
members), incurring total medical and pharmacy costs of $15,996,583.35 for the period March 2002 through
February 2004.

Summary of Health Plan Costs (March 2002 thru February 2004)

a. Medica Claims Paid $14,288,037.57
b. Pharmacy Claims Paid $1,708,545.79
c. Total Claims Paid $15,996,583.35
d. Member Months 44,536
e. Per Member Per Month (PMPM) $359.18

Focused Case M anagement/Disease M anagement Opportunities

Members At Risk
106 members have an Adjusted Risk Index (ARI) greater than 20. These members had claims expenses totaling
$5,370,410.84. The 'at risk' members represents 3.41% of your membership and account for 39.74% of your claims
costs. The care history of these members should be reviewed to determine if they would benefit from clinical
and/or design plan intervention

Quality & Risk Measures
The member population has been reviewed against 35 Quality & Risk Measures. A review of these Measures will
help identify quality of care concerns and examples of evolving medical risk and cost.

Case Management Cost Avoidance Opportunities $630,935.42

Case Management assumptions include a 10% reduction in total cost of the population being managed. Thisis
believed to be a conservative estimate. To achieve this reduction, D2Hawkeye estimates members will require an
average of two hours of Case Management services per year. Assume that this will cost $125 per hour. The cost of
the Case Management is netted to yield the total savings at 10%.

Prescription Cost Avoidance Opportunities

Prescription 'Switch-To' Cost Avoidance Opportunities $32,008.16
Utilizing a brand name only formulary, as shown in this report, could significantly reduce pharmacy costs. An
analysis of generic substitutions would potentially provide further savings.

Prescription Drug Cost $686,640.64

Thisisthe total amount spent on drugs with a high unit cost (defined as greater than $10 per unit). Plan design or
formulary changes may achieve cost reductions where drug unit costs are higher than this amount.
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2. Claims Expense Distribution

Table 2.1 shows member expenses by cost percentile. Reviewing Expense Distribution provides an overview of total
claims by percentile for the reporting period. For most groups that the top 15% of the population consumes 75 - 85%
of total health plan resources. The top band (1-5% of members) is likely to already be engaged in some form of care
management. The second band (6-15% of members) is typicaly an important group to review as many of the
members lack coordination of care and may benefit from quality management, disease management and / or focused
care management. Table 2.2 lists the top 50 claimants. The list should be reviewed to verify that all current members
have been evaluated for case or disease management services.

Table 2.1: Historical Expense Distribution by Percent Spending Band

NOTE: The cumulative members (current and termed) represent only those members having a claim during cycle period.

Figure2.1: % of Total Dollars Paid for Members by Claims Expense Distribution Band
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Table 2.2: Top 35 Claimants (Current Members, Blinded M ember 1D)

NOTE: The cumulative members (current and termed) represent only those members having a claim during cycle period.

Legend:
* Relationship Flag - E: Employee; S: Spouse; D: Children; U: Unknown
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3. Membership Overview

This information serves as a basis for reviewing health plan costs and benefit design, Table 3.1 provides a
membership breakout by relationship, age and gender with gross charges and claims paid comparisons. Figure 3.1
presents claims paid by Gender and Age groupings. Table 3.2 provides a demographic overview of current
members. Table 3.1: Breakdown of Membership by Relationship Average.

Table 3.1: Breakdown of Membership by Relationship

Figure 3.1: Claims Paid by Gender and Age
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4. Summary of Health Care Costs

Table 4.1 summarizes medical and pharmacy claims for the reporting period. Figure 4.1 is a month-to-month
analysis of health care cost trends.

Table4.1: Health Care Cost

Sour ce: D2HawkeyeExplorer (Forms 109, 545 and D20)

Figure4.1: Health Care Cost Trends
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Tables 4.2 through 4.8 presents medical and/or pharmacy claims data by Providers, Place of Service, Specialties,
Diagnostic Group, Procedures, Therapeutic Classes and Prescription Drugs.

Table4.2: Top 10 Providers, by medical claims paid for that category.

For each listing the claims paid is shown as a % of &l claimsin that table.

Sour ce: D2HawkeyeExplorer (Form 113e)

Table4.3: Top 10 Place of Service, by medical claims paid for that category.

For each listing the claims paid is shown as a % of all claimsin that table.

Sour ce: D2HawkeyeExplorer (Form 113a)
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Table 4.4: Top 10 Specialties, by medical claims paid for that category.

For each listing the claims paid is shown as a % of al claimsin that table.

Sour ce: D2HawkeyeExplorer (Form 113b)

Table 4.5: Top 10 Diagnostic Group, by medical claims paid for that category.

For each listing the claims paid is shown as a % of al claimsin that table.

Sour ce: D2HawkeyeExplorer (Form 113c)
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Table 4.6: Top 10 Procedures, by medical claims paid for that category.

For each listing the claims paid is shown as a % of al claimsin that table.

Sour ce: D2HawkeyeExplorer (Form 113d)

Table4.7: Top 10 Therapeutic Classes, by medical claims paid for that category.

For each listing the claims paid is shown as a % of al claimsin that table.

Sour ce: D2HawkeyeExplorer (Form 548)
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Table 4.8: Top 10 Prescription Drugs, by medical claims paid for that category.

For each listing the claims paid is shown as a % of al claimsin that table.

Sour ce: D2HawkeyeExplorer (Form 549b)
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5. Hospital Admission Analysis

This analysis compares hospital admissions, claims paid and the average cost per admission. Figure 5.2 lists the
providers.

Table5.1: Hospital Admissions

Table5.2: Top Hospitals, by total claims paid
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6. Health Plan Key Metrics Analysis

Tables 6.1 and 6.2 present a year-to-year comparison of key health plan membership and cost metrics. They are
intended to aid in the evaluation of plan design, measure performance and identify trends for further review.

Table6.1: Key Population Metrics

Table6.2: Key Cost Metrics
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7. Prescription 'Switch To' Opportunities

'Switch To' analysis is a cost comparison between two therapeutically equivalent drugs. Substantial cost differences
can exist between therapeutically equivalent drugs, whether they are branded or generic. These cost differences are a
function of a Pharmacy Benefits Manager's (PBM) purchasing terms, cost of manufacture, the competitive landscape
for particular drugs, administrative fees, and rebate structures. For a given drug, any or al of these issues may be a
contributing factor.

In practice, both physician prescribing patterns and formulary benefit design drive drug utilization. Analysis of these
factors, and the cost opportunity associated with them, can permit effective intervention to lower prescription claims
cost.

These 'switch to' opportunities are for comparison purposes only. Any changes of medication for an individual
member should always be reviewed with the prescribing physician. Formulary changes should be reviewed by a
physician committee.

Table 7.1: 'Switch To' Opportunities

Sour ce: D2HawkeyeExplorer (Form A17)

IMS
Source: D2HawkeyeExplorer, Medical Management Software from D2Hawkeye



General Hospita
March 2002 through February 2004

Page 15

8. In-Networ k/Out-of-Network Provider Analysis

Most benefit plans have at their core a provider network contracted at a lower cost than usual and customary fees.
Some Out-of-Network (so-called 'non par') utilization is expected; examples are members seeing a provider while
away from home (‘out of area’ claims), or seeing an out of network provider for an urgent or emergent health care
condition. Out-of-Network claims result in higher than expected claims expense.

A high incidence of Out-of-Network provider visitsis usualy an indication that there are access issues. These issues
may include deficiency of a certain type of provider, geographic insufficiency, and/or a problem with the hours that
providers are available. These access issues can be impacted through network restructuring and benefit design
changes.

Table 8.1 compares In Network (PAR) and Out-of-Network (NON-PAR) costs. Table 8.2 presents a list of the
Out-of-Network providers.

Table 8.1: Network Analysis

Sour ce: D2HawkeyeExplorer (Form NU107B)

Table 8.2: Out-of-Network Providers
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9. D2Hawkeye Care Management Cost Avoidance Opportunities.

The categories listed in Table 9.1 are historically among the highest cost claims for heath plans. They provide
opportunities for case management interventions. This table presents the number of plan members and claims paid
against these categories for the reporting period. D2Hawkeye has applied a financial formulathat reflects the cost of
addressing these health issues through activities such as disease management, wellness and educational programs as
well as the potential overall savings that these programs could generate. The final column in this chart presents the
potential cost avoidance opportunity. It isintended only as a guide for further analysis, review and action.

Table 9.1: Cost Avoidance Opportunities

IMS
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10. Adjudication Review

Table 10.1 presents a summary of claims activity, from charges through actual amount paid by payor/employer for
the prior and current reporting periods.

Table 10.1: Claims activity

IMS
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11. Plan Utilization Analysis

Table 11.1 compares utilization among Office, Home, Inpatient Hospital, Outpatient Hospital, Emergency Room
Hospital, Ambulatory Surgical Center and Prescriptions.

Table 11.1: Plan Utilization Comparison

Figure 11.1: Plan Utilization Comparison
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12. D2Hawkeye Quality & Risk Measure Analysis

D2Hawkeye has developed proprietary Quality & Risk Measure criteria utilizing industry standard HEDIS measures
plus other industry best practices for a number of health plan issues. For the reporting period, D2Hawkeye's Quality
& Risk Measures have identified members who do not meet the Quality & Risk Measure criterialisted for a specific
health issue. This provides guidance for reviewing care management programs, plan utilization and quality of care
issues for those members.

Table12.1: Quality & Risk Measure

IMS
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Sour ce: D2HawkeyeExplorer (Form 670)

NOTE: This analysis is based upon the full cycle period of data within D2HawkeyeExplorer; this is typicaly a
24-month period. The results displayed in this module are based on all members.
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13. Chronic Conditions Utilization Analysis

Monitoring the utilization patterns for chronic conditions offers valuable insights into benefit design and/or care and
disease management programs. This analysis presents utilization patterns of members with chronic conditions for
Office visits, ER visits and Hospital admissions.

Table 13.1: Chronic Condition
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14. D2Hawkeye Risk Index Analysis

D2Hawkeye has developed a proprietary 'Adjusted Risk Index' program to identify and quantify 'at risk' members.
The Risk Index score is a formula based on key Diagnostic ICD9, Procedural CPT and Prescription NDC codes.
D2Hawkeye has factored into this formula the clinical impact of our Quality & Risk Measures (See section 12) to
determine an 'Adjusted Risk Index' score. A member with an Adjusted Risk Index (ARI) greater than 20 represents a
very high statistical health and claim risk. The member's care history should be reviewed to determine if he or she
would benefit from clinical and/or health plan intervention.

Table 14.1: High Risk Members Claims

Figure 14.1: High Risk Members
Members Spending

a0 26%

06.50%
3dl%

30 74%

B Danbes With ART=20 AL Otlwr Menbers  mhewbers Wil ART=-20 AL Cler Members

IMS
Source: D2HawkeyeExplorer, Medical Management Software from D2Hawkeye



General Hospita
March 2002 through February 2004

Page 24

Table 14.2: Member s-at-Risk

Sour ce: D2HawkeyeExplorer (Form 301)

Legend:

* Membership Status - Y: Current; N: Inactive

* Relationship Flag - E: Employee; S: Spouse; D: Children; U: Unknown
* CM Status- Y: In Case Management; N: Not in Case Management

IMS
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Addendum | _ _ o
D2Hawkeye Quality & Risk Measures Descriptions

Criteria: One HgbAlc test annually

Quiality Issuet: 001001
Issue: Diabetes
Indicator Type: Monitoring

Unlike the fasting plasma glucose (FPG) or blood glucose (BG), the Glycated Hemoglobin (HgbA1C) test isa
measure of the 'average control’ of diabetes over a prolonged period of time. Lowering glycated hemoglobin
(A1C) has been associated with areduction of microvascular and neuropathic complications of diabetes.
Lowering A1C may also lower the risk of myocardial infarction and cardiovascular death. The American Diabetic
Association advises that the management plan be devel oped or adjusted to achieve normal or near -normal
glycemiawith an A1C goal of < 7%. Recommendations for frequency of testing are generally more stringent than
the parameter in thisindicator. Thus, according to virtually any national organization or specialty society making
recommendations about diabetic care, not performing a HgbA1C at least annually would represent deficient care
of adiabetic.

Criteria: Annual eye exam by ophthalmologist.

Quality Issuet: 001002
Issue: Diabetes
Indicator Type: Monitoring

Micro vascular complications of diabetes include damage to the retina (‘diabetic retinopathy"). If undiagnosed and
/or untreated, diabetic retinopathy can lead to blindness. Treatment modalities exist that can prevent or delay the
onset of diabetic retinopathy, aswell as prevent loss of vision, in alarge proportion of patients with diabetes. The
Diabetes Control and Complications Trial and the United Kingdom Prospective Diabetes Sudy established that
glycemic and blood pressure control can prevent and delay the progression of diabetic retinopathy in patients
with diabetes. According to the American Diabetic Association: 'Examinations for both type 1 and type 2 diabetic
patients should be repeated annually by an ophthalmologist or optometrist who is knowledgeabl e and experienced
in diagnosing the presence of diabetic retinopathy and is aware of its management. Examinations will be required
more frequently if retinopathy is progressing.'

Criteria: Annual lipid profile

Quality Issuett: 001003
I ssue: Diabetes
Indicator Type: Monitoring

The samerrisk factors that contribute to CAD in the general population contribute to CAD in patients who have
diabetes, but the overall effect of each risk factor is greater. Thus, detection of elevated lipidsis critical in
diabetics. Excellent control will reduce the relative risk of cardiac events and other vascular complications.
According to the American College of Endocrinology, 'A complete, fasting lipid panel should be measured at
least yearly in adults with diabetes.’

Criteria: Treated with anticoagulant (coumadin /warfarin)

Quiality Issuet: 002001

Issue: Atria Fibrillation

Indicator Type: Primary Prevention

Atridl fibrillation isarapid irregular beat of the upper chambers (atria) of the heart. Thisirregular heart motion

IMS
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alows blood clots to form in the atria; when the heart rhythm becomes more regular, these clots can be pumped
through and out of the heart, lodge in peripheral structures (brain, legs), and cause significant damage (e.g. stroke
or loss of leg). It is possible to greatly reduce the probability that these clots will form through the administration
of anticoagulant medication (generally coumadin /warfarin).The AHA and ACC state that it is standard of care
to:'Administer antithrombotic therapy to all patients with atrial fibrillation, except those with lone atrial
fibrillation, to prevent thromboembolism.'

Criteria: Anticoaguolated monthly protime

Quality Issuett: 002002
Issue: Atria Fibrillation
Indicator Type: Monitoring

Coumadin administration must be monitored to avoid either bleeding events (with too much coumadin), or
formation of clots (with too little coumadin). These complications of therapy can be life -threatening. The test
used to measure effectiveness of coumadin is the prothrombin time. The result of thistest is expressed as the
‘normalized ratio’. The ACC and AHA state that: 'The international normalized ratio should be determined at least
weekly during the initiation of oral anticoagulation therapy and monthly when the patient is stable.'

Criteria: Pap Smear at least every two years

Quality Issuett: 003001
Issue: Women > 40y /o
Indicator Type:  Screening

The U.S. Preventive Services Task Force (USPSTF) is agovernment - sponsored task force charged with
developing guidelines concerning diseases and health conditions.It is considered the preeminent body issuing
developing preventative clinical standards. The USPSTF strongly recommends screening for cervical cancer in
women who have been sexually active and have a cervix. The USPSTF recommends against routinely screening
women older than age 65 for cervical cancer if they have had adequate recent screening with normal Pap smears
and are not otherwise at high risk for cervical cancer.The USPSTF found good evidence from multiple
observational studies that screening with cervical cytology (Papanicolaou [Pap] smears) reduces incidence of and
mortality from cervical cancer. Direct evidence to determine the optimal starting and stopping age and interval
for screening is limited. Indirect evidence suggests most of the benefit can be obtained by beginning screening
within 3 years of onset of sexual activity or age 21 (whichever comesfirst) and screening at least every 3 years.

Criteria: Mammogram every two years

Quality Issuett: 003002
Issue: Women > 40y /o
Indicator Type:  Screening

The U.S. Preventive Services Task Force (USPSTF) is agovernment - sponsored task force charged with
developing guidelines concerning diseases and health conditions. It is considered the preeminent body issuing
developing preventative clinical standards.The U.S. Preventive Services Task Force (USPSTF) recommends
screening mammography, with or without clinical breast examination (CBE), every 1 - 2 years for women aged
40 and older.The USPSTF found evidence that mammography screening every 12 - 33 months significantly
reduces mortality from breast cancer. Evidence is strongest for women aged 50 - 69, the age group generaly
included in screening trials. For women aged 40 - 49, the evidence that screening mammography reduces
mortality from breast cancer is weaker, and the benefit of mammaography is smaller than it is for older women. It
is reasonable to expect that women between 40 and 49 should be screened every other year.

Criteria: Office visit within 30 days

IMS
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Quality |ssuett: 003003
Issue; Women>40y /o
Indicator Type:  Professional Services

There is no absolute standard regarding office follow up of patients who have undergone outpatient procedures.
Nevertheless community standards of clinical practice (which may vary from region to region) provide credible
guidance to practitioners. Breast ultrasound examination follow up is an example of such a situation.A breast
ultrasound is usually performed as a follow up test when a mammogram is abnormal. It may be performed asa
pure diagnostic procedure, or to guide aneedle biopsy. In any case the report is generaly quickly available. Itis
reasonable to expect that awoman would be seen, to review results, by her physician within several weeks after
the test.

Criteria: Annual mammogram

Quality Issuett: 003004
Issue: Women > 49y /o
Indicator Type:  Screening

The U.S. Preventive Services Task Force (USPSTF) is agovernment - sponsored task force charged with
developing guidelines concerning diseases and health conditions. It is considered the preeminent body issuing
developing preventative clinical standards.The U.S. Preventive Services Task Force (USPSTF) recommends
screening mammography, with or without clinical breast examination (CBE), every 1 - 2 years for women aged
40 and older.The USPSTF found evidence that mammography screening every 12 - 33 months significantly
reduces mortality from breast cancer. Evidenceis strongest for women aged 50 - 69, the age group generally
included in screening trials. For women aged 40 - 49, the evidence that screening mammography reduces
mortality from breast cancer is weaker, and the benefit of mammography is smaller than it isfor older women. It
is reasonable to expect that women 50 years of age and older be screened annually.

Criteria: ACE Inhibitor or ARB or vasodilator

Quality Issuet: 004001
Issue: CHF
Indicator Type: Rx

It isastandard of care to treat CHF patients with an ACE inhibitor to reduce diastolic (‘'resting’) load on the heart.
By doing so, the heart is able to pump the same amount of blood with alower workload.This effect reduces
symptoms and serves to prevent further damage to the heart; ACE inhibitors slow disease progression, improve
exercise capacity, and decrease hospitalizations and mortality. The Heart Failure Society of America states
that:'Angiotensin - converting enzyme inhibitors rather than angiotensin |1 receptor blockers continue to be the
agents of choice for blockade of the renin - angiotensin systemin heart failure, and they remain the cornerstone
of standard therapy for patients with left ventricular systolic dysfunction with or without symptomatic heart
failure.'This recommendation is generally accepted by all national organizations and specialty societies.’

Criteria: ACE Inhibitor (or ARB or vasodilator) and a beta blocker

Quiality Issuet: 004002
Issue: CHF
Indicator Type: Rx

Beta blockers reduce the work performed by the heart through several mechanisms including reduction of heart
rate, reduction of blood pressure, and direct reduction of energy expended by heart muscle as the heart pumps
blood.There is general agreement that beta blockers are an important component of treatment for CHF when
added to other therapies (e.g. ACE inhibitors).Beta - blockers decrease hospitalizations and mortality, but have
little or no effect on objective measures of exercise duration.In individuals with CHF and coronary artery disease,
thereis an additional benefit: beta blockers have been shown to reduce the mortality rate associated with

IMS
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myocardial infarction.The Heart Failure Society of America states that:'Beta - blocker therapy should be routinely
administered to clinically stable patients with left ventricular systolic dysfunction (left ventricular gjection
fraction less than or equal to 40%) and mild to moderate heart failure symptoms (that is, New York Heart
Association class 1 - 111) who are on standard therapy, which typically includes angiotensin -converting enzyme
(ACE) inhibitors, diuretics as needed to control fluid retention, and digoxin.'

Criteria: Oral steroids not taken during data cycle

Quiality Issuet: 007001

Issue; Carpa Tunnel

Indicator Type: Rx

There is no absolute standard regarding treatment of patients who have carpal tunnel syndrome.Nevertheless
community standards of clinical practice (which may vary from region to region) provide credible guidance to
practitioners.Steroids can be considered for use in individuals with acute and chronic pain, this class of drugsis
felt to be useful in individuals with acute neuropathic pain. Pain stemming from carpal tunnel syndromeis
neuropathic.Steroids may be of more benefit if injected directly into the carpal tunnel.Patients with this condition
who are receiving steroids should be considered to have severe pain. They may require more intensive treatment,
including surgery.

Criteria: Tricyclicsnot taken during data cycle

Quiality Issuet: 007002

Issue: Carpa Tunnel

Indicator Type: Rx

There is no absolute standard regarding treatment of patients who have carpal tunnel syndrome. Nevertheless
community standards of clinical practice (which may vary from region to region) provide credible guidance to
practitioners.Tricyclics can be considered for use in individuals with acute and chronic pain, this class of drugsis
felt to be particularly useful in individuals with neuropathic pain. Pain stemming from carpal tunnel syndromeis
neuropathic. Patients with this condition who are receiving tricyclics should be considered to have severe
pain.They may require more intensive treatment,including surgery.

Criteria: PCP or Cardiologist visit within two weeks of ER visit

Quiality Issuet: 009001
Issue: ER with Chest Pain
Indicator Type: Professional Services

There is no absolute standard regarding office follow up of patients who have recently been seenin ERs.
Nevertheless community standards of clinical practice (which may vary from region to region) provide credible
guidance to practitioners. Follow up for emergency room visitsis an example of such a situation.Presentation to
the emergency room with the complaint of chest pain isasignificant health event. It is reasonable to expect that
such a member would be seen in follow up by his/her physician within 2 weeks of the ER visit.

Criteria: Mycoardial infarction on beta - blockers

Quiality Issuet: 010001
Issue: CAD
Indicator Type: Rx

Administration of a drug from the beta - blocker class is now considered to be a standard of care. Beta - blockers
reduce both cardiac work and blood pressure; several studies have shown that these effects reduce the risk of a
subsequent MI.The Institute for Clinical Systems Improvement produces high quality nationally recognized

IMS
Source: D2HawkeyeExplorer, Medical Management Software from D2Hawkeye



General Hospita
March 2002 through February 2004

Page 29

guidelines through use of alarge panel of expert clinicians. The Institute's Myocardia Infarction guideline states:
Beta - blockers reduce mortality, readmission and reinfarction for both CAD and CHF.They should be instituted
and / or continued whenever possible.lntravenous esmolol should be considered if a clinician is concerned about
potential adverse effects of beta - blockers.Patients who prove intolerant in the hospital after alarge infarct should
be considered for beta - blocker treatment after discharge.

Criteria: Mycoardial infarction on a statin

Quiality Issuet: 010002
I ssue; CAD
Indicator Type: Rx

Most if not al of agroup of individuals having an acute myocardial infarction will have elevated blood lipids,
and should be treated with a statin.Although an occasional individual will have normal lipids, for practical
purposes, everyone who has had amyocardial infarction should be on statin therapy.The Institute for Clinical
Systems Improvement produces high quality nationally recognized guidelines through use of alarge panel of
expert clinicians. The Institute's Myocardial Infarction guideline states:'The large majority of patients who have an
acute myocardial infarction have high serum lipid levels.Lipid treatment, including administration of statins,
should be addressed as soon as possible. A patient's lipid status should be determined within the first 24 hours. If
the low - density lipoprotein (LDL) level is> 100 mg/ dI, the patient should be started on a statin.'

Criteria: Pharmacy cost < 50% of medical cost

Quiality Issuet: 012001
Issue: Pharmacy Utilization
Indicator Type: Utilization Metrics

Thisisa'trigger' indicator.Individuals with high pharmacy cost relative to medical cost arein one of three
situations:
» Poor medical follow up.

» A drug-intense illness (such as HIV) that is a risk factor for dramatically increased claims
expense.
» Use of very expensive brand name medicines.

Effectiveintervention ispossiblein al 3 of these situations.

Criteria: No ER visits on Saturday and Sunday

Quiality Issuet: 013002
Issue: Incidence & Prevalence
Indicator Type: ER Visits

Thisisatrigger indicator. Member populations (or individuals) with disproportionate numbers of Saturday and
Sunday ER visits are of interest. This situation indicates either poor follow - up that puts a member at risk for ER
use, or poor network access (to lower cost care venues).

Criteria: Visit PCP within four days

Quality Issuet: 013003

|ssue: Professional Services
. Members with ER Visits (not
Indicator Type: hospitalized) (

There is no absolute standard regarding office follow up of patients who have recently been seenin ERs.
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Nevertheless community standards of clinical practice (which may vary from region to region) provide credible
guidance to practitioners. Follow up for emergency room visitsis an example of such a situation.lt is reasonable
to expect that a member would be seen promptly by his/ her physician after being seen in the ER.

Criteria: Visit PCP every six months

Quiality Issuet: 013004
Issue; ER Visits
Indicator Type: Incidence & Prevalence

There is no absolute standard regarding office follow up of older patients who are taking multiple medications.
Nevertheless community standards of clinical practice (which may vary from region to region) provide credible
guidance to practitioners. Patients taking multiple medications are at risk for adverse drug reactions, and
presumably have significant health conditions or illnesses.The potential for problems (with drugs or diseases) is
higher with advanced age.lt is reasonable to expect that individualsin this situation would be followed more
carefully than usual.

Criteria: Visit PCP with seven days

Quiality Issuet: 013005
Issue; Hospitalized Members
Indicator Type:  Professional Services

There is no absolute standard regarding office follow up of patients who have recently been hospitalized.
Nevertheless community standards of clinical practice (which may vary from region to region) provide credible
guidance to practitioners.Follow up for hospital discharge is an example of such a situation.A reasonable standard
isto expect that an individua who has been discharged from the hospital would be seen within aweek following
discharge.

Criteria: Visit PCP no lessthan every three months

Quality Issuet: 013006
Issue; > two types of specialists
Indicator Type:  Professional Services

There is no absolute standard regarding process of care or office follow up of individuals seeing multiple
specialists. In such situations, the chance for ‘uncoordinated care’ and problems with communication is much
higher.Particularly if the patient is older, coordination of care by a single physician isimportant. An interval of 3
months is appropriate for coordinating physician visits.

Criteria: Barrett's or related esophagitis

Quality Issuet: 014001
Issue; Proton Pump Inhibitors
Indicator Type: Rx

The general class of Gl drugsis amost always one of the three most expensive drug groups in commercial
populations.This observation is driven by a single therapeutic class, the PPIs. Proton Pump Inhibitors (PPIs) are
approved for use only for GERD, erosive esophagitis, and in a combination regimen intended for use to eradicate
H. Pylori.These drugs are often prescribed for less severe illnesses such as common heartburn or
indigestion.While not harmful in these circumstances, the drugs are extremely expensive. There are equally
effective and less expensive alternatives available.
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Criteria: TNF Rx: Previous R.A. Rx

Quiality Issuet: 015001
Issue: Rheumatoid Arthritis
Indicator Type: Rx

TNF isatertiary treatment for rheumatoid arthritis. It is extraordinarily costly, and should only be prescribed
when first and second line therapies have been exhausted. The British Society for Rheumatology recommends
that: Prior to being treated with biological response modifiers, patients should have failed treatment on
methotrexate and at |east one other disease modifying agent.

Criteria: Annual liver function test

Quiality Issuet: 016001

Issue; Monitoring

Indicator Type:  Anti - Hyperlipidemic Agents

Evidence of liver function tests performed at least once annually.A substantial number of members receive one of
aclass of blood lipid (‘cholesterol’) lowering agents.The cholesterol -lowering agents, known as statins, have been
in use for 15 years and are among the most commonly prescribed drugs.Pre -marketing clinical trials have given
signals of hepatotoxicity (liver toxicity), primarily minor elevations in serum alanine aminotransferase enzyme
(ALT) levels. For that reason, al of the cholesterol -lowering drugs have labeling that requires periodic
monitoring of liver enzymes.After the initial treatment phase, yearly liver test monitoring is reasonable.

Criteria: Serum potassium annually

Quality Issuett: 017001
Issue; Monitoring
Indicator Type: Diuretics

Evidence of serum potassium test performed at least annually.No specific guidelines addressing the frequency of
serum potassium determination exist. It iswell -documented that diuretics routinely used in the treatment of
hypertension, CHF, and other disorders cause decreased serum potassium. This electrolyte disturbance can have
significant adverse effects. Performing a serum potassium test at least annually is appropriate in patients taking
diuretics.

Criteria: Prenatal Vitamins

Quality Issuett: 018001
|ssue: Pregnancy
Indicator Type: Rx

Percent of women diagnosed as pregnant taking prenatal vitamins.Adequate nutrition is critical to normal fetal
devel opment. Specific serious developmental disorders (in addition to more general conditions such as retarded
fetal growth) have been proven to occur as aresult of deficient nutrition. For example, folate deficiency during
pregnancy is known to increase the probability of aneural tube developmental defect such as spinabifida.

Criteria: <10 physical medicine /PT visits per year

Quality Issuet: 019001

Issue: Physical Medicine /PT

Indicator Type: Incidence & Prevalence

Thisisatrigger indicator.Individuals with more than 10 physical therapy visits per year may have chronic pain
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syndromes. Alternatively, the member may be suffering from a significant muscul oskeletal disorder.

Criteria: Injectable chemother apeutics tr eatments

Quiality Issuett: 020001
Issue: Cancer
Indicator Type:  CM /DM

Thisisatrigger indicator. Individuals receiving injectable chemotherapy are at high risk for significant health
eventsin the future.

Criteria: <$1,000 DME claimsin data cycle

Quiality Issuet: 021001
Issue: DME Utilization
Indicator Type: Utilization Type

Thisisatrigger indicator.Examination of records of these patients may reveal conditions that are over diagnosed
and should be reviewed. For example, sleep disorders.

Criteria: <Two ER visits per year

Quiality Issuet: 023001
Issue: Migraine Headaches
Indicator Type: Incidence & Prevalence

Thisisatrigger indicator.Individuals receiving appropriate and effective therapy for migraines should not be seen
in the ER for that diagnosis.

Criteria: Claimsreported within data cycle vs. whole cycle

Quiality Issuett: 024001

Issue: Current Members
Indicator Type: Utilization Metrics
Thisisan Administrative metric.
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ACE Inhibitor

Ambulatory
Anticoagulant

Atrial Fibrillation

ASW

Barrett's Esophagus

Beta Blocker

CABG

CAD

Carpal Tunnel Syndrome

CCl

CHF

CMMS

Colonoscopy

Co-morbidity
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Any of a class of drugs that cause vasodilatation (the expanding of a blood vessel)
and are used to treat hypertension and heart failure.

Services performed in an outpatient setting.
Chemical that prevents the clotting of blood.

Muscular twitching involving individual muscle fibers of the atria acting without
coordination; carries with it a significant risk for stroke.

Age Sex Weight. Thisis afactor used to adjust population results based upon age and
sex. D2Hawkeye uses your data to create a population specific ASW factor for
comparative purposes.

Pre-cancerous condition arising in members with chronic reflux of stomach contents
into the esophagus.

Any of various drugs used in treating hypertension or arrhythmia; decreases force and
rate of heart contractions by blocking certain receptors of the autonomic nervous
system.

Coronary Artery Bypass Graft. Procedure that involves replacing diseased (narrowed)
coronary arteries with veins obtained (grafted) from the patients lower extremities.
This procedure has proven to extend the lives of individuals with coronary artery
disease.

Coronary Artery Disease. When the coronary arteries become narrowed or completely
occluded; ultimately, thisis the underlying cause of a heart attack.

A condition characterized by pain and numbing or tingling sensations in the hand and
caused by compression of anervein the carpal tunnel at the wrist.

Correct Coding Initiative. The Centers for Medicare and Medicaid Services (CMYS)
developed the National Correct Coding Initiative to promote national correct coding
methodologies and to eliminate improper coding. The CCI edits are based on CPT
coding conventions, current standards of medical and surgical coding practice, input
from specialty societies, and analysis of current coding practice.

Congestive Heart Failure.

Centers for Medicare and Medicaid Services (Formerly HCFA). The organization isa
division within US Health and Human Services and is responsible for administering
the Medicare program.

Visual examination of the colon with alighted scope.

The presence of coexisting or additional diseases with reference to an initial diagnosis
or with reference to the index condition that is the subject of study; having two or
more conditions at one time.
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COPD

CPT-4

Cycle Period

Diagnosis

Diuretics

DME

DRG

Dx

ERM

Esophagitis

ETG

Event

Events per 1000

HEDIS

HIPAA

IBNR
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Chronic Obstructive Pulmonary Disease.

Common Procedural Terminology. Standard codes for procedures and services.
Licensed from the AMA. Currently in its 4th edition. Nomenclature: five numeric
digits (12345).

Beginning and end date of claims contained in database; based on incurred date of
service.

The act or process of identifying or determining the nature and cause of a disease or
injury through evaluation of patient history, examination, and review of laboratory
data. The opinion derived from such an evauation.

Substance that causes less water to be reabsorbed by the kidney; causing water to be
excreted from the body.

Durable Medical Equipment. These items assist the recovering patients receive their
care at home and the following items are representative of the category: canes,
walkers, wheelchairs, and oxygen tanks.

Diagnosis-Related Group. A system for classifying inpatient care by relating common
characteristics such as diagnosis, treatment, and age to an expected consumption of
hospital resources and length of stay. Its purpose is to provide a framework for
specifying case mix and to reduce hospital costs and reimbursements and it forms the
cornerstone of the prospective payment system.

Diagnosis. Please see Diagnosis.
Evaluate and Management CPT4 procedure codes.
Inflammation of the esophagus (Iong tube that runs from the pharynx to the stomach).

Episode Treatment Groups. An industry standard for illness classification that
captures al clinically relevant services and prescriptions provided during a patient's
treatment and organi zes the data into 'episodes of care'

Usually events equals claims line. Some clients use business rules to classify all the
treatments associated with one hospital admission as a single event.

The per 1000 represents 1000 members for a complete year. The most typical Event
per 1000 is Hospital Days/ 1000. Benchmarks are developed to compare one group to
another to determine the effectiveness of their plans.

Headth Plan Employer Data and Information Set. Standardized performance
measurements designed to ensure that purchasers and consumers have information
necessary to reliably compare the performance of managed hedth care plans.
Sponsored and maintained by the National Committee for Quality Assurance
(NCQA). Currently inits 3rd edition.

Health Insurance Portability and Accountability Act

Incurred But Not Reported. This is an accounting term that estimates the dollar
amount of medical expenses that have been incurred but not yet paid.
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ICD-9

In-Network

Inpatient Days

Lipid Profile

Member

Member Months

Myocardial Infarction

National Drug Code.

Panel

Plan Type

PMPM

Place of Service

PPO

Prescribing Physician

Procedure

Proton Pump Inhibitor
Provider

Revenue Code
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International Classification of Diseases. Standard diagnoses codes used to identify
member's medical problem or condition. It is used by most ambulatory care settings
and recognized by most insurance carriers. Currently in it's Sth revision.

Member that has services provided within a predefined network of providers and
vendors, typically at anominal cost to member. Also referred to as'PAR'

An aggregate of al inpatient day-related procedural codes.

Usually includes the total cholesterol, high density lipoprotein cholesterol,
triglycerides, and the calculated low density lipoprotein cholesterol.

A member is either a subscriber or a dependent. When all Subscribers and
Dependents are combined together, they represent the total membership.

Each month that a member has medical coverage is considered a "member month”. A
member having coverage for a complete year has 12 member months.

Destruction of heart tissue resulting from obstruction of the blood supply to the heart
muscle. Also called a"heart attack".

Industry standard for drug classification and serves as a universal product identifier
for human drugs. Nomenclature: 10-digit, 3-segment number.

A group of members that are assigned to a PCP or business unit. (Levels 1 - 1V in
D2HawkeyeExplorer are considered panels of members.)

Can be either Commercial or Medicare. Plan Type also refers to the highest level of
data aggregation within the D2HawkeyeExplorer hierarchy.

Per Member per Month. Medical costs are typically expressed in PMPM. The
calculation is a function of total spend (for selected category) over total applicable
member months. Please see Member Months.

This type of plan alows members to "opt-out” of getting a referral from their PCP
prior to treatment. However, the member usually will have a higher co-payment or
coinsurance.

Preferred Provider Organization. This type of plan allows members to see any
physician or allied health care provider in the network without a referral. Typically
PPOs have a coinsurance and co-payment.

The physician who writes the prescription for the drug for the patient.

The member has a treatment performed by an allied health provider. The treatment
may be laboratory, radiology, surgery, etc.

A group of anti-ulcer medications.
Institution or professional that provides health care services to patients

Standardized hospital major revenue-producing centers; identifies categories of
service like lab, pharmacy and nuclear medicine. Hospitals use codes to group
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Rx Class

Service Units

Foecialty

Soike

Satins

Subscriber Flag

Therapeutic Class

TNF

TOS

Total Cost for Cohort

About
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charges for itemized hospital services. Nomenclature: alphanumeric (R-123).
Thisisastandard abbreviation for a Prescription or Pharmacy claim.
Please see Therapeutic Class.

These are also referred to as treatment units. Certain ancillary procedures perform
multiple treatment units during a visit. Physical Therapy and Respiratory Therapy are
examples. The intensity of the service is measured by review of the number of service
units per visit on average for the population. D2HawkeyeExplorer defines a Service
Unit asaclaim.

An area of concentration, focus or expertise for the healthcare professional. Examples
include Pediatrics, Cardiology, Physical Therapy, Oncology, Internal Medicine, etc.

Fluctuation in cost or utilization compared to similar entities. The average cost or
utilization being defined as 1.0. A spike of 3.0 indicates the cost of utilization is 300
percent or three times the average for the providersin the database.

Any of aclass of lipid-lowering drugs that reduce serum cholesterol.

| dentifies member's status within the health plan where "E" is used for the subscriber,
"S" for spouse and "D" for dependent.

Classification of drugs relating to the treatment of like diseases or disorders. EG:
Therapeutic class = Antihistimines. Drugs within this class include (brand name) =
Allegra, Claritin, Flonase, etc.

Tumor Necrosis Factor.
Type of Service. Please see Service.
The cost incurred for the Age/Sex band on the Member Demographics for the whole

This form describes the analysis of medical $
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