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Introduction

This workbook is designed to train a critical mass of leaders who are interested in
transforming Medicaid to create a system that provides better outcomes, saves
money, reduces health disparities and dramatically improves the health and
wellbeing of individuals.

The Center for Health Transformation continues to gather information from our
members highlighting the most transformational solutions in healthcare.
Specifically, these case studies highlight programs that improve the health and
wellbeing of citizens.

We have asked organizations to describe a current health topic and provide health
outcomes and other relevant statistics for each case. The organizations cited on
each entry are responsible for the accuracy of their specific page.

The digital workbook will be available at www.healthtransformation.net and will
feature continual updates to existing entries, as well as new submissions. We
welcome your input and solutions.
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Availity, L.L.C.

Improve efficiency and reduce the administrative complexity in the health care industry. That was the
mission in early 2001 when Blue Cross and Blue Shield of Florida, Inc. (BCBSF), an independent licensee
of the Blue Cross and Blue Shield Association, joined forces with Humana Inc. BCBSF offered a product
called Virtual Office, while Humana offered Kinetra and e-Humana applications. However, to meet the
market demand for a multi-payer solution that was Internet-based and HIPAA compliant, BCBSF and
Humana, two long-time competitors, worked together to create the foundation for Availity. It occurs
seldom, if ever, that two competitors form a partnership with a common vision, a common goal, and a
common solution; however that’s exactly what occurred.

Taking advantage of an established business process with a roadmap for the idea, a business concept to
business model, the team worked to establish Availity, L.L.C. as a formal entity in February of 2001.
Physicians and hospitals who once had to access a separate portal for each health plan were finally able to
log on to the Availity® Health Information Network, a secure web portal, to reach multiple health plans.

In 2006, Health Care Service Corporation (HCSC) entered into the joint venture with BCBSF and
Humana whereby HCSC contributed the assets of their wholly owned subsidiary, The Health Information
Network (THIN), with Availity to become one of the owners of the Availity organization. The new Availity
organization is not only one of the nation’s largest EDI clearinghouses, but one of the most advanced
health information exchanges in the country.

Physicians, hospitals, and other health care constituents who once had to access separate systems, phone
numbers, or use other manual means to transact with multiple payers, can now log on to the Availity®
Health Information Network, a secure web portal, to conduct routine administrative, financial, and
clinical functions.

The goal was to create a multi-payer, multi-provider solution that would remove administrative
inefficiencies, streamline provider workflow, and accelerate the exchange of information between health
plans and health care professionals. Moreover, to offer access to all health care providers, it had to
leverage the Internet as a secure, neutral, HIPAA-compliant transaction exchange – at no or minimal
cost to providers. Because health care is best managed locally, the ultimate goal of Availity was to
strengthen the community by bringing health plans and health care professionals together in select
regions to better serve the health care needs of those regions.

Availity supports the HIPAA transaction set—claim submissions, claim status inquiries, remittance,
eligibility and benefits inquiries, and authorization and referral submissions and inquiries. Availity also
supports real-time claim adjudication for those payers with back-end systems that support it. This means
if the claim passes through all edit files successfully, it can adjudicate and return information to the
health care provider, such as amount paid, in seconds. This real-time connectivity between Availity and
health care stakeholders has revolutionized the manner in which electronic administrative transactions
are performed. Additionally, integration of these transactions with practice management and hospital
information systems enables real-time population of accounts receivables and patient records.

Case Challenge

Case Solution
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In May 2006, Availity formally entered the clinical space by launching the Availity® Care ProfileSM, an
electronic health record sourced from claims and other information sources. That same year, the
CareCalcSM service was also launched, which helps determine a patient’s financial responsibility in
realtime. Responses are based on member benefits, provider contractual allowances, deductibles and
benefit maximum accumulators at the time of inquiry.

In 2007, the company entered the financial space by launching the CareReadSM service, which allows
health care providers to swipe a patient’s magnetic stripe-enabled member ID card through a three track-
enabled card reader connected to the computer and read the information contained on the card. Availity
has plans to support financial transactions, such as debit and credit charges, with the CareRead service.
These services were launched to support Availity’s basic health plan transactions and offer a true “one-
stop shop” for a myriad of health care transactions. Availity plans to offer other value-added services as the
market demands and is positioned to effectively utilize them.

By offering HIPPA-compliant transactions and other functionality at no charge to providers, Availity has
streamlined administrative workflow, reduced costs, and ultimately improved the patient experience.
When the Availity Health Information Network was first introduced into the health care market in
September 2001, very few physician offices had internet access, and almost none had experience using
internet-based applications. From the ground-up, the Availity Health Information Network has been
designed to benefit all health care providers, including physician offices, from single providers to multi-
specialty practices; hospitals and integrated delivery networks; pharmacies; laboratories; and ancillary
providers.

Availity now serves more than 28,000 provider offices and 950 hospitals in the states in which we are
focused. This has resulted in Internet exposure to a majority of health care providers in those focus
regions, which has revolutionized the industry from batch processing to real-time information exchange.
This, in turn, has enabled most health care providers to modify their workflow to achieve cost and time
savings, not to mention improve their relationships with their patients. In fact, Availity has directly
impacted providers’ broadband internet usage in Florida from less than 40% to more than 90% and has
migrated the claim processing timeframe from post 5:00 p.m. to prime time.

In keeping with the successful trend since the company’s inception, 2007 has been another stellar year
for Availity. Availity continues to be adopted by health care providers in Oklahoma, New Mexico, Texas,
and soon, Arizona, with the addition of Blue Cross and Blue Shield of Arizona as a partner. The Availity
web site now averages more than one million hits per day and processes an annual run rate of more than
400 million transactions.

Availity is the preferred EDI claims clearinghouse for Humana nationwide and for Blue Cross Blue Shield
of Florida. Humana designated Availity as their national primary electronic gateway in early 2004, while
BCBSF did so in 2003. To meet this challenge, Availity migrated an annual volume of more than 20
million transactions from 39 clearinghouses across the nation. Thanks to the efforts of a phenomenal
team, this project was finished on time and within budget. Availity is now embarking on the same
migration with HCSC, with plans to complete the effort in early 2008.

David Johnson, Senior Director, Marketing and Communication 904.470.4910
P.O. Box 550857 david.johnson@availity.com
Jacksonville, FL 32255-0857 www.availity.com

Case Outcome – Better Health, Lower Cost

Contact Information
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Bridges to Excellence

Diabetes is the 6th leading cause of death in the United States. An estimated 20.8 million Americans
have diabetes, including 6.2 million who don’t know it. Another 41 million are pre-diabetic, a condition
that will likely progress to diabetes without appropriate preventive treatment. An additional concern is
the increase in obesity – a major risk factor in developing diabetes.

Unfortunately diabetics only receive appropriate treatment fifty percent of the time. Public awareness
about the seriousness of the disease and the importance of its management is low even though it is one of
the leading causes of death and disability in the U.S. Unless changes occur, the Centers for Disease
Control (CDC) estimates 1 of 3 Americans born in 2000 may develop diabetes. The outlook may be even
more dismal for minorities who are disproportionately impacted.

Based on data for the year 2002, the economic cost of diabetes was $132 billion: $92 billion in direct
medical costs and $40 billion in indirect costs such as lost workdays and restricted activity. The average
expense for a diabetic was $13,243 or 5.2 times greater than the expense for a non-diabetic.

Bridges to Excellence (BTE) is a not-for-profit organization developed by employers, physicians, health
care services researchers and other industry experts with a simple mission: to create significant leaps in
the quality of care by recognizing and rewarding health care providers who demonstrate that they have
implemented comprehensive solutions in the management of patients and deliver safe, timely, effective,
efficient, equitable and patient-centered care. One focus of BTE is diabetes care.

Diabetes Care Link enables physicians to achieve one-year or three-year recognition for high
performance in diabetes care. To obtain the rewards available through the Bridges to Excellence Diabetes
Care Link (DCL) reward program, eligible physicians must demonstrate that they provide high levels of
diabetes care by passing NCQA's diabetes performance assessment program.

Qualifying physicians receive up to $80 for each diabetic patient covered by a participating employer and
plan. In addition, the program offers a suite of products and tools to help diabetic patients get engaged in
their care, achieve better outcomes, and identify local physicians that meet the high performance
measures. The cost to employers is no more than $175 per diabetic patient per year with savings of $350
per patient per year.

A group of major employers, insurers and physicians in Georgia coordinated by the Center for Health
Transformation is currently implementing the largest BTE program in the nation.

Case Challenge

Case Solution
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Independent studies conducted by three national health plans found that physicians participating in the
BTE Diabetes Care Link program offered care that was substantially more consistent with best practice
guidelines than physicians not participating. The studies also found that these physicians delivered care
at a 10% to15% lower cost than non-BTE physicians (Approximately $350 per patient in the initial study
year). The majority of the savings came from fewer hospitalizations and fewer trips to the emergency
room, which although not considered in the previous savings estimates equates to lower disability costs
and higher productivity levels. An analysis by Towers Perrin of the Diabetes Care Link module estimated
a maximum savings of $1,059 per patient per year when Blood Pressure, HbA1c and LDL control
measures are met.

Laura Linn, Project Director 404.201.7904
5555 Glenridge Connector, Suite 950 llinn@gingrichgroup.com
Atlanta, GA 30342

Case Outcome – Better Health, Lower Cost

Contact Information
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Covisint

The case management team at Rowan Regional Medical Center wanted to cut costs and improve quality
in the communication-intensive referral and utilization review process, which relied heavily on exchange
of paper forms between the hospital, payers, nursing facilities and other post-acute healthcare providers.
Implementing Covisint’s ProviderLink solution provided a centralized and far more efficient method of
collecting information and communicating it to other providers, including audit trails, and at a
remarkable cost savings, equivalent to a 136 percent return on investment.

The technology revolution is under way in healthcare administration. Rowan Regional Medical Center, a
short-term acute care facility in Salisbury, North Carolina, is well ahead of the curve with its adoption of
Covisint to provide electronic transmission of documents between the hospital and the post-acute
facilities that also serve its patients. Rowan has 194 staffed beds and handles nearly 10,000 inpatients a
year.

In many cases, these patients are discharged to skilled nursing facilities, HME providers, hospices, home
healthcare providers or long-term acute care providers. These discharges produce an enormous load in
terms of paperwork and processing. Paper forms, patient information and authorization forms were sent
back and forth between Rowan and the various post-acute providers and payers.

Each month, on average, about 320 patients are referred to post-acute facilities, and each referral
requires communication of an average of 18 pages of patient information. Such exchanges, handled
through telephone and fax, were slow and involved many touch points. Lack of audit trail and
communication history made communications with payers and post-acute facilities difficult to track. And
the process was expensive. All told, the production costs alone for distributing referrals and utilization
review information came to $33,000 a year.

The hospital’s case management team worked diligently to expedite the communication-intense referral
and utilization review process by implementing Covisint’s ProviderLink solution. Now, all referral forms
and supporting patient documents, whether paper-based or in an electronic medical record, are collected
and communicated to post-acute providers through Covisint. Audit trails of all communication events are
easily viewed, showing who received what information and when. Prior to implementation, transcribed
documents were either faxed from the health system’s health information management department,
retrieved in person or copied from charts. With Covisint there is electronic transmission of transcribed
documents from health information management to case management—simplifying interdepartmental
communication flow while maintaining permanent electronic records. This has produced a considerable
cost saving, including the elimination of costs associated with copying and mailing Medicaid required
forms, distributing post-acute referrals and distributing referrals in 50- and 100-mile radiuses. The print
shop costs for insurance review sheets were also zeroed out.

Case Challenge

Case Solution
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With Covisint, Rowan has not only increased quality and reliability in communications—but realized a
significant reduction in costs, to the point that the implementation paid for itself in less than a year.
Rowan’s own estimate of the ROI on its Covisint investment is a phenomenal 136 percent, with a payback
period of only 8.8 months. The improved quality of record-keeping and communication helps Rowan
comply with privacy regulations and security rules set by the Health Information Portability and
Accountability Act (HIPAA). Covisint provides an electronic audit trail of protected health information
exchange and paper documents are not left lying around unattended. The new system makes staff
interchange easier, because staff can fill in for each other by quickly bringing themselves up-to-date on
any case. With a complete audit trail, the appropriate staff are able to view—by patient—when and to
whom information has been communicated.

Brad Schechter, Manager bschechter@covisint.com
One Campus Martius www.covisint.com
Detroit, MI 48226

Case Outcomes: Better Health, Lower Cost

Contact Information
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Georgia Hospital Association – CARE

Beginning October 2008, Medicare will lower hospital reimbursement if the following conditions were
acquired during hospital stay– pressure ulcers, catheter-associated urinary tract infections, vascular
catheter associated infections, falls, mediastinitis post CABG, blood incompatibility, air embolism,
retained objects following surgery. In addition, reports indicate that many commercial insurance plans
and Medicaid are expected to follow Medicare’s lead.

Hospitals, therefore, can expect to suffer severe financial hardships unless they can limit or eliminate
these hospital acquired conditions.

For example, the costs associated with pressure ulcers can be as high as $811 per day for a stage IV ulcer,
and total treatment costs can reach as $73,000 per occurrence.

To limit the financial hardship of this rule and to improve patient safety, hospitals will need good
information and data driven programs to improve patient care and their bottom line.

The Georgia Hospital Association’s CARE Program is designed to provide hospitals with decision support
systems and tools to improve quality of care, operational efficiency, financial stability and to facilitate
public reporting.

Products include CARE2, CARE CORE, HIGH RISK and MEDEVAL Programs. Using the High Risk
Module’s Patient Safety Indicators (PSIs) feature, hospitals can identify opportunities and implement
solutions to improve patient care and financial stability. For example, data on pressure ulcers can be
reported and also compared to the 27 benchmarks including bed size, region, urban/ rural, teaching
status, and CAH.

The High Risk Module – as with all CARE products allows drill downs by clinical department, DRGs,
APS-DRG, physician and patient. In the case of pressure ulcers, hospitals can determine the number of
cases, look at admission source and chart trends to uncover the causes.

A key to successfully managing reimbursement will be the hospital’s ability to document the presence on
admission on some of these conditions. Organizations can get a jump start by looking at their data for
source of admission and other variables in relation to the hospital acquired conditions to see if there are
trends prior to the date that payments will be effective. Tools can be developed to alert staff on key points
to look for on admission for documentation.

One hospital recently learned through review of their data that the CMS reported mortality rates were not
a true reflection of their data. Using CARE’s data analysis tools, they discovered that due to under coding
of some comorbid conditions their severity adjusted mortality rates were inaccurate. Good data is the
foundation for successful programs to address and monitor patient care to provide the best clinical and
financial outcomes possible.

Case Challenge

Case Solution
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Reductions in complications, length of stay, and costs.
Georgia hospitals will be able to improve patient safety and quality of care, and achieve financial stability
by using CARE’s data driven decision support systems. For one, monitoring and tracking nosocomial
pressure ulcers can result in $1.6 million in savings to consumers.

Improved outcomes, patient satisfaction, and reimbursement for financial stability.

Faizah Muheb, Director
1675 Terrell Mill Road
Marietta, GA 30067

Case Outcome – Better Health, Lower Cost

Contact Information
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Hospitals working together through a voluntary statewide approach have improved Georgia performance
statewide. Results from individual hospital gains and shared learnings have increased the mean for all
core measures. In addition, the variation for all measures has been reduced.

Kathy McGowan, Director, Quality and Patient Safety 770.249.4519
1675 Terrell Mill Road kmcgowan@gha.org
Marietta, GA 30067

Case Outcome – Better Health, Lower Cost

Contact Information
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GlaxoSmithKline

State Medicaid departments face a daunting task of delivering improved health care to patients without
dramatically increasing spending. Some state Medicaid programs have implemented harsh access
restrictions to contain costs without adequately protecting the quality of care ultimately delivered to
patients. Under this approach, Medicaid focuses on silos of spending (e.g. separate line items for drug,
hospital, and physician spending) rather than looking across the spectrum of care to see what
combination of services delivers the best care to each patient at the lowest cost.

1. North Carolina’s Medicaid program has successfully developed an enhanced primary care case
management (E-PCCM) model to address this problem. Known as Community Care of North Carolina
(CCNC), this model is based on the medical home concept and it addresses the spectrum of healthcare
services from acute illness to preventive care, and referrals to specialists for complex and chronic
conditions. By preventing and catching illness early and encouraging healthy lifestyle changes, the
medical home model brings great value to the state and quality care to Medicaid patients. The model has
been successful because it provides physicians enhanced resources to help manage their patients. These
resources include disease management protocols, case managers, practice-specific data and a
reimbursement level that attracts participating physicians.

Before implementing this model, it is necessary to build a framework of committed caregivers and
physician involvement at all levels of care. North Carolina successfully built a county-wide partnership of
physicians, hospitals, health departments and departments of social services to manage the care. Care
management committees identify the clinical issues to be addressed and implement best practices. Each
program has a medical director committed to a primary care-directed, evidence based delivery system.
The committees meet every two months to review statewide data and discuss innovative programs. Then
physician champions are chosen to attend care management meetings and to implement disease
management initiatives in his/her practice. In North Carolina, this county wide model eventually evolved
into regional networks of physicians. These networks have become a platform from which to launch
innovative care and disease management programs.

Physicians developed disease management tools to tackle asthma, diabetes and congestive heart failure.
Over the first four years of the asthma program alone, program utilization data revealed a savings of $27
million in reduced ED and hospital charges. In addition, case managers were assigned to each primary
care practice, but they were housed in a central location to facilitate shared learning. Finally practices
were encouraged to follow treatment guidelines to improve patient health.

Physicians are reimbursed at 95% of Medicare rates plus a $2.50 per member per month fee to serve as a
medical home and implement disease management protocols.

Patients are encouraged to use their medical homes as the first contact for care. A nurse advice phone
line gives patients access to immediate care and a community wide pediatric after-hours clinic provides
parents broad access to primary care. These two initiatives reduced emergency room visits for Medicaid
patients under 21 by 17% in the first year (1999).

Case Challenge

Case Solution
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The success of The Asheville Project demonstrates the benefits and value of looking at healthcare
spending as a whole and encouraging the appropriate use of medicines. Rather than cutting expenses and
managing employee health and well-being by a "budget line" approach, the City of Asheville managers
used the right medicines and other resources to create dramatic improvements in employee health and
decreases in diabetes-related health care spending for the city. It is through this kind of approach that we
can best ensure that total healthcare costs are managed for the long-term.

Elizabeth Seifert, Director of Public Policy 919.483.4037
5 Moore Drive
Research Triangle Park, NC 27709

Contact Information
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Healthation, Inc.

Fueled by unsustainable cost and quality concerns and the promise of ever increasing demand for
services, the healthcare industry is the latest commercial sector in the US economy to dip a toe in the
waters of consumerism. Ultimately healthcare will undergo a retail-like transformation where the
convergence of high quality individualized benefit, health and consumer-oriented information delivered
to the point of decision can shape behaviors, reduce costs and influence outcomes.

We believe that the fastest path to realizing the benefits of a transformed healthcare marketplace is
through real-time enabling and interconnecting the rich data that already resides in payer based systems.
To accomplish this feat, payers need information systems that are light and agile but also fast and
reliable. They need systems that support increasingly complex business processes, transactions and
relationships unencumbered by antiquated or irrelevant functionality.

Finally, they need systems that they control, that are driven by their business rules, not those of their
vendors or partners.

AcceleHealth® by Healthation, Inc. represents new thinking and new science for exchanging
individualized benefit and healthcare information in real-time. AcceleHealth offers Health Plans,
Managed Care Companies and Administrators a comprehensive benefit management and transaction
processing solution for all market segments and lines of business including Dental, Medical, Vision, Life,
even Pharmacy. AcceleHealth along with our optional AboveHealth® Self-Service Web portal and
Inform® business intelligence solutions combine to form a 100% Web based platform for streamlining
processes across a payer’s enterprise from enrollment and premium billing to provider contracting and
network management through claims processing and medical cost management.

What makes AcceleHealth fundamentally different is the unique execution of a recursive data model that
powers a single “content agnostic” rules engine. This rules engine is completely user-definable giving
business people the power to construct their own benefit, clinical, administrative, financial and business
process rules. A flexible, user-configurable real-time Transaction Server provides any-to-any data
transformation and integration services for exchanging data between disparate platforms, applications
and programming languages. Furthermore, the system’s core architecture is built upon Web Services
standards and is delivered to users via Web browser making it easy to use and economical to operate.

Finally, our innovative “all-inclusive” utility computing model helps business leaders better align their
technology and business strategies. Whether implemented as an on-premise or a software as a service
(SaaS) solution, clients pay a single utilization-driven monthly subscription fee which entitles them to the
entire AcceleHealth solution, all implementation and conversion services, general purpose enhancements
and around the clock support.

There is also a unique Cooperative Development program modeled after trends emerging from the open
source marketplace. Under this program clients are able to advance their own development priorities
while at the same time benefiting from Healthation’s expertise and support infrastructure.

Case Challenge

Case Solution
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Our AcceleHealth benefits management and AboveHealth Self-Service Web eHealth solutions are helping
a wide range of payers and third party administrators improve business performance across multiple
domains. Our user-definable rules engine is helping clients streamline processes and improve care, thus
reducing administrative and medical costs. For example, business users are leveraging workflow
automation and honing their adjudication logic to reengineer manual claim review and pre-authorization
processes resulting in lower administrative and medical costs as well as improved loss rations. Product
development teams are reducing time to market by creating new products on the fly without requiring IT
support while many of our clients are reducing customer support costs by implementing self-service
eHealth solutions.

Our solutions offer health plans, managed care companies, administrators and other employee benefit
managers new capabilities for adapting to and anticipating change. We welcome inquiries.

Mark J. Moticik, Vice President 630.324.8804
7955 S. Cass Ave, Suite 203 mmoticik@healthation.com
Darien, IL 60561 www.healthation.com

Case Outcome – Better Health, Lower Cost

Case Outcome – Better Health, Lower Cost
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Solution:
The PBM chose MedInitiatives’ technology, which offered a proven foundation upon which to build its
own business intelligence technology solution. From health care data integration and security to Web
delivery, MedInitiatives had all the components required for secure and easy access to health care data.
MedInitiatives worked with members from the PBM’s information technology, marketing/product
development and business analyst teams to fast track the build for its private labeled, on-line reporting
and analysis product. Working with the marketing team, MedInitiatives modified its user interface to
reflect the PBM’s brand, including colors, fonts, nomenclature, graphics, etc. For speed-to-market, the
PBM initially used MedInitiatives’ technology “out of the box,” as it was built for health care data and can
be used immediately for simplified, anywhere, anytime data access. MedInitiatives then worked with the
PBM’s business group to create its own proprietary Data views (on-line, interactive Web-based reports)
to advance its strategic initiatives.

Working in partnership with the IT team at the PBM, MedInitiatives developed a unique schema,
creating data marts, extraction, load and transformation (ETL) programs to integrate and consolidate
their health data for single-source access to data for analysis.

Results:
With the flexibility of MedInitiatives’ technology, the PBM was able to develop additional products for
their customers, which is a source of revenue, as well as a differentiator. The PBM now offers on-demand
mass information distribution for every user level in a secure environment. MedInitiatives’ security
model supports restriction of access to specific products; Data views or to data by user type or by client,
down to the data element, and is set at the User ID level for every user. Users have direct, anywhere,
anytime access to all the data they need – when they need it. Through a standard Web browser, users can
log in from any computer with Internet access. MedInitiatives’ solutions are designed for business and
clinical users, offering standard Web functionality for familiar navigation and ease of use, such as
hyperlink text to navigate drill-down opportunities, drop-down menus and radio buttons. If the initial
Data view returns aberrant patterns/results, the user can conduct more detailed analyses through simple
point-and-click drill-down functionality that leads to detail on member, drug, provider, pharmacy, etc.

As an example of clinical use, the PBM offers Clinical Account Pharmacists (CAPs) the ability to identify
the top physicians for Women’s Health. Once they have been identified, CAPs run individual reports for
each of the physicians. CAPS then take these reports with them to visit physicians in their offices to
ensure therapy is appropriate for members. The documentation allows the CAPs to discuss potential
therapy changes for improvements on a physician-focused, member-specific basis.

These reports were previously run by coordinators for clinical use and took 480 hours to process and
were delivered in hard copy for CAPs to sort through. With the MedInitiatives’ solution, CAPs now have
direct, anywhere, anytime access to near real-time data delivered through these reports. Effectiveness has
been improved in four areas:
1. Direct access to information has improved accuracy through additional fact finding with results
returned in less than one minute
2. Turn-around time has been reduced by 85%
3. Single version of the truth has eliminated need for unnecessary research based on incorrect original
results
4. Latency on data has been reduced from up to forty-five days to one

Gordon M. Romanas, Senior Director, Business Development
888 Prospect St, Suite 330
LaJolla, CA 92037

Contact Information
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Utilization
The above behavioral and clinical outcomes have had a major effect on utilization. Care managed
beneficiaries have shown significant drops in more severe, emergent, and expensive utilization categories
such as ER visits and hospitalizations, along with increased utilization in preventive areas such as
outpatient visits and prescription drugs.

The net effect of the health improvements and utilization changes described above is considerable cost
savings to Florida’s Medicaid system. Since program inception in 2001, Florida: A Healthy State has and
generated $139.5 million in savings and investment, helping Medicaid beneficiaries improve their health
through improved self-care skills and previously unavailable health care resources.

Spending cuts that target pharmaceutical use can actually sometimes worsen health outcomes and
increase overall costs. The results of Florida’s Medicaid program show that access to pharmaceuticals,
even growth in prescriptions, can occur alongside overall cost reductions due to reductions in ER visits
and hospitalization. If patients and their doctors have the freedom to select the best drug for their
specific circumstances, patients are more likely to be adherent. Patients with chronic conditions must
adhere to their drug therapy in order to achieve the long-term health benefits of prevention (such as
reducing the risk of nerve damage or blindness in diabetics, or heart attacks in high cholesterol patients).
Medicines are a key component of managing chronic conditions and reducing the risk or preventing high
cost complications in the future.

John Sory, Vice President Donna Lichti, Senior Director
235 East 42nd Street 235 East 42nd Street
New York, NY 10017 New York, NY 10017
212.733.7201 212.733.6801
soryj@pfizer.com donna.lichti@pfizer.com
www.pfizerhealthsolutions.com

Case Outcome – Better Health, Lower Cost

Contact Information
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GM has seen increases in its rates of generic drug prescribing and compliance with preferred drug lists,
both of which save money. For each 1 percent shift to generic drugs from a brand name, GM projects
nearly $20 million in savings. Ford estimates it saved $3 million last year after buying electronic
prescribing software for physicians in its employee health network. By increasing use of generics,
reducing administrative costs and decreasing the number of adverse drug events, ePrescribing is
estimated to help Henry Ford Medical Group improve its overall generic use rate by 7.3 percent, which
will save $3.1 million in pharmacy costs over a one-year period.

Tom Groom, Senior Vice President of Business Development 651.855.3000
380 Saint Peter Street, Suite 530 tom.groom@surescriptsrxhub.com
St. Paul, MN 55102 www.rxhub.net

Case Outcome – Better Health, Lower Cost

Contact Information
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TelaDoc

One of the tragic flaws of the US Medicaid system is its continued failure to ensure access to quality,
affordable care for beneficiaries. This weakness has a profound impact on patient health and safety as
well as the overall cost of care. Individuals often seek treatment at expensive settings such as hospital
emergency rooms or urgent care centers – further burdening our already overtaxed system.

Medicaid recipients often experience extreme, persistent challenges and barriers to care, with long
waiting times to see a doctor. This is particularly troublesome in the evenings or on weekends when their
PCPs are not readily available to diagnose a condition and prescribe medication, if appropriate.

These circumstances often impede timely medical intervention; sometimes, individuals may ignore
symptoms and delay or forego treatment. This can contribute to the deterioration of existing healthcare
conditions and often leads to medical complications.

Another pressing issue is the absence of an electronic health record (EHR). The national push for an
EHR is well-documented and its benefits are evident.

These are some of the compelling reasons that a group of physicians founded TelaDoc Medical Services.
Leveraging simple technology – the telephone – individuals enjoy improved access to quality care, and at
lower costs.

Telephone medical consults are now delivered to nearly one million Americans and have the potential for
solving some of the most pressing problems facing Medicaid.

Because the telephone is familiar and easy-to-use technology for every consumer, it can be widely utilized
without special training or orientation. The telephone is a household or office staple, even in most rural
communities. Public telephones or cell phones are usually available, even when a recipient is traveling or
in transit – making high quality, consultative medical care always a phone call away. Looking ahead,
telephone technology is likely to make telephone consults even easier, as capabilities for taking pictures
or recording vital signs bring added dimensions to physician-patient communications.

TelaDoc Medical Services is a Texas corporation founded in 2002. The company employs technology to
improve the traditional cross coverage standard of care, whereby coverage is assigned by the primary
care physician or patient. With TelaDoc, covering physicians have the patient's medical record as well as
the means to update it electronically. Most importantly, the physician is now paid for the
encounter. While most visits occur in less than 30 minutes from the time of request, patients now have a
guaranteed encounter in under three hours, with a flat rate fee per visit and 24/7 access to quality
medical care.
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Ventegra, L.L.C.

Injectable medications are a complex challenge for many payors. Historically, these medications have
been treated as a “medical” expense but, as many providers know, injectable medications are just another
dosage form of a drug. Drugs are commonly managed under a pharmacy benefit. Thus, the confusion
today as patients and providers grapple with balancing injectable and oral medication treatment
alternatives. Different copayments, treatment guidelines, benefit plans, out-of-pocket requirements, and
delivery systems with conflicting information coming out of medical and pharmacy systems add to the
confusion.

The Ventegra Injectable Program (“VIP”) embraces an acquisition cost-based injectable distribution
solution that allows a payor to get the actual net cost of these expensive pharmaceuticals. There isn’t any
incentive to “float the dose” or dispense more product to patients because our program’s dispensing fees
are not tied to the volume of the prescription. There is also no hidden margin between what the
distribution center charges the patient versus what is charged on the claim to the payor. Ventegra offers
true transparency on all discounts, rebates and other fees negotiated with manufacturers and/or
suppliers of injectable drugs. These price concessions may be incorporated into the administration of the
benefit design so that payors, as well as patients needing injectable drugs, realize their fair share of the
savings. VIP guarantees to do its share to help reduce the high cost of injectable drugs.

AWP minus 22% on acquisition cost of drugs (AWP minus 30%+ when rebates/discounts are factored).

Full transparency guaranteed in the contract!

Robert Taketomo, Pharm.D., M.B.A., President and CEO 858.551.8111, Ext. 109
888 Prospect Street, Suite 330 bob@ventegra.net
La Jolla, CA 92037 www.ventegra.net
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