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Innovaccer Purpose

= Automate the population health management of
NGACO patient lives to allow staff to efficiently
manage these patients with regard to care, risk,
utilization, and finance to achieve high quality
outcomes while minimizing expenditures.
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InCare and Analytics




Care Management - Worklist

Purpose: Provide an automated worklist for management of daily activities. Provides insights into the
types of activities scheduled and allows for risk stratification of outreach based on HCC Risk Score.

5 Strategy Patients Worklist Dashboards

Forbes, Amy ~ Back to My Worklist To-do's « Activity Received .~ Activity Sent

@ Viewing other team member's worklist Any changes you make will affect Amy's worklist

10 Activity Due 0 Completed Q All Activity ~

P - Patient Activity Scheduled = CMSHCC Risk = PCP = Insurance Source

P LAST NAME, FIRST NAME ED Discharge & Today PCP NAME @ NGACO Scheduled Activity
GENDER, DOB Follow-up Call ED Visit
LAST NAME, FIRST NAME ED Discharge « Today PCP NAME & NGACO Scheduled Activity
GENDER, DOB Follow-up Call ED Visit
LAST NAME, FIRST NAME ED Discharge & Today | 1.84 PCP NAME @ NGACO Scheduled Activity
GENDER, DOB Follow-up Call ED Visit
LAST NAME, FIRST NAME ED Discharge «’ Today 5.16 PCP NAME @ NGACO Scheduled Activity
GENDER, DOB Follow-up Call ED Visit
LAST NAME, FIRST NAME ED Discharge & Today PCP NAME # NGACO Scheduled Activity
GENDER, DOB Follow-up Call ED Visit
LAST NAME, FIRST NAME ED Discharge Today PCP NAME @ NGACO Scheduled Activity
GENDER, DOB Follow-up Call ED Visit
LAST NAME, FIRST NAME TCM Care Protocol & Today PCP NAME @ NGACO Scheduled Activity
GENDER, DOB Pre-Contact
LAST NAME, FIRST NAME TCM Care Protocol & Today i PCP NAME © NGACO Scheduled Acthity
GENDER, DOB Pre-Contact
LAST NAME, FIRST NAME TCM Care Protocol & Today PCP NAME © NGACO Scheduled Activity
GENDER, DOB Pre-Contact
LAST NAME, FIRST NAME TCM Care Protocol & Today i 274 PCP NAME @ NGACO Scheduled Activity
GENDER, DOB
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Patient 360 View

Purpose: view of aggregated patient level data (clinical and claims, ADT feeds) used by care
management to have holistic view of patients prior to outreach.

PATIENT NAME and INFORMATION

Clinical Data Export PDF & Print Pre-visit Summary

A
Source IDs 3

Source IDs 5
Clinical Overview .

0Ongoing Care Protocols

Source Member ID H Source Member ID Type H Race/Ethnicity
ADT Feed Details NA N/A
- 490203049A HICNO White
Recent Visits 516
>
Vitals 56 6FCOWX1UT04 MBI NA White
Allergies {2 52901 Patient ID N/A White
Labs 89

Surgical Procedures 97 . .
Clinical Overview
Radiology Procedures 74

Kuo,Calvin (1477569143) NAME AND PRACTICE
Tumwater Family Practice Clinic, PSW

Pathology & Lab Procedures 340 pCcP

Other Procedures 545

Diagnosis 1326 ACO NGACO
Problem List 44 Last Visit Date 10/06/2019 (17 days ago) @
Medications 638

Last Annual well visit N/A

Immunizations 9

Social History 134

Ongoing Care Protocols
Risk 24

Family History (No data)

ADT Feed Details

(No data)

Recent Visits Q =
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Patient Level Risk Detail

Purpose: Provides insight into the patient’s risk score and the chronic conditions associated.
Identifies and assists care managers in addressing gaps prior to outreach.

Risk

CMSHCC Risk 2.47 [
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Coding Gaps Breakdown Trends

Risk Trend Analysis

HCC Category Description

Vascular Disease
~  Parkinson's and Huntington's Diseases
~  Colorectal, Bladder, and Other Cancers

v~ Rheumatoid Arthritis and
Inflammatory Connective Tissue
Disease

Lr

Diagnosis

Lr

ICD10 1700

ICD10 G20

ICD10 C180

ICD10 M461

CMSHCC CDPS HHSHCC
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05/16/2019

04/14/2020

04/14/2020

03/13/2020

2020

e & O

2019
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0.30

0.69

0.31

0.43
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are Management Timeline

Purpose: view of all outreach activities that have occurred in order of most recent first for a patient.
Shows active and completed care protocols and names of care team members who have worked on

patient case.

@ JAN's Care Timeline Al Activities -

Q ED Discharge Care Protocol Assigned
Innovaccer, Healtheare assigned care protocal - 10/12/2019

Completed Care Protocol TCM Care Protocol
Forbes, Amy completed care protoced » 09/23/2019

Completed Call Summary 1st Call i
Forbes, Amy completed task = 09

TCM Care Protocol

L]

- Contact the Patient 1st Call
- Contact the Patient 2nd Call
« Contact the Patient 3rd Call

Mote added in TCM Care Protocol
Forlres, Amy added note - 0

TCM/RN 0BS 9/15/19-9/19/19 PSPH - Wedge compression fracture of second lumbar vertebra, initial encounter for closed fracture: Spoke with member who
stated new medication of fentanyl has been picked up, no scheduled f/u at this time, but has been in contact with Member stated she had gone to
PSPH ED on 9/7/19 for back pain, had been taking Tramadal and Tyleno! at home, which was not adequately managing the pain. Member stated no etiology was
determined at that time and was sent home with Rx for Norco. Member stated her sx did not improve and so she returned to the ED, was found to have L2
compression fx, was admitted to OBS for 2 days. Member stated she is going to defer “sil day x-rays” that are ordered by in
preparation for TAVR. Member stated she is nota for kyph due to being on Member stated she is having some loose stools as a
result of using stool softeners and laxatives, which were taken to relieve ASE of opioid pain medications/constipation

TCM gave on red flags of tingling, No needs ar barriers to care identified at this time. TCM to mail CM fiyer and
UC list, address verified. TCM goals met, this episode to be closed. AForbes, RN

Task Completed in TCM Care Protocol
Forbes, Amy completed task - 09/23/2019

-« Contact the Patient 15t Call

DETAILS RECORDED

First Call: Successful, First Call Details: Engaged,
7545226

Patiens 2018, (=]

ype: Prone cal, y

Encounters updated in Contact the Patient 151 Call of Call Summary 11 Call for TCM Care Protocol

Fortres, Amy updated this encounter - 0

- Contact the Patient 15t Call

DETAILS RECORDED
Phone Numbe:

Completed Pre-Contact in TCM Care Protocol
Forbes, Amy completed task « 09/23/20

~# Pointof Care Review
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Care Protocols (1) Goals{0)  Tasks (D)

ACTIVE CARE PROTOCOL 1

ED Discharge
0 1 Coached by Forbes, Amy
Assigned on 10/18/2019 - Dueon 10/18/2019

FINISHED CARE PROTOCOLS 2

TG

Protocol
® Successhd  Completed by Forbees, Amy
Assigned on 09/7%/2019 + Completed on 09/23/2071%

A Care

ED Discharge
#® Succmsshd  Completed by Forbes, Amy
Assigned on 09/09/2019 - Completed on 0910/2013



Care Management Productivity
Dashboard

Purpose: to monitor care management activities and protocols overall and specific to individual care
managers performance

Total Protocols Open Protocols Completed Protocols Successful Protocols % Successful Protocols

Total Protocols Open Protocols Completed Protocols Successful Protocols

16:209 11,228 4,975 2,857 57 A%

== % of Care protocols by type == | % of Unsuccessful care protocols by reason

@ CovID-19 Care Protocol Multicare Covid-19 Qutreach and Assessment

@ PSW COVID-19 Care Protocol @ SNF Care Protocol @ TCM Care Protocol @ Deceased Other @ Unable to contact patient @ Others

NWM@MENTUM CONFIDENTIAL O
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Per Member Per Month Dashboard

Categorized Spend

Purpose: evaluate spending trends and monitoring financial performance at regional, clinic / provider
level, and within lines of business, drill down functions available at patient level (i.e: acute care facilities

and DRG views) .

Total Expenditure per Member per Month(PMPM)

Others \
Home Health Outpatient \ﬁ
SNF Inpatient Claim — b

Part B Drugs others

/ Acute Inpatient

\‘-., " .
Evaluation and management others - Outpatient Claims

/
Procedures others

@ Acute Inpatient @ Outpatient Claims @ Procedures others @ Evaluation and management others
Part B Drugs others @ SNF Inpatient Claim @ Home Health Outpatient @ Others
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Spend type drill down
» Top 10 Diagnoses (each
category)

» Patient level detail:

» Cost

» Facility based on NPI

and Name

« DRG

« Bill type

* Primary procedure

All data can be pulled into csv
format for further evaluation.

@



Dashboard PMPM

PMPM Oct 17,2019 12:04:19 AM

Total Expenditure per Member per Month _ Total Expenditure per Member per Month(PMPM)

Others \\

Outpatient dialysis facility

Emergency Department Visits
_— Outpatient Claims

Evaluation and management others ———|

PMPM

$ 1 1 O 5 Procedures others
J

SNF Inpatient Claim

PMPY $13,257
Acute Inpatient
® outpatient Claims @ Acute Inpatient @ SNF Inpatient Claim @ Procedures others @ Evaluation and management others
® Emergency Department Visits Outpatient dialysis facility ~ @ Others
~ Total Expenditure (YTD) ® Total Expenditure (MoM)

$1.25M
$1.2M
$1.15M

Total Paid Claim Amount

$8M

$1.05M

$1M
Jan 2019 Feb 2019 Mar 2019 Apr 2019 May 2019 Jun 2019 Jul 2019

W Paid Claim Amount

CONFIDENTIAL
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Scorecard Dashboard

Purpose: to monitor organizational, clinic and provider utilization performance and use for fund flow of
shared savings distribution

Metrics drill down

* Procedure code (level

ER Visits ER Visits PTMPY Inpatient Admissions Inpatient Admissions PTMPY of C are) — E R VISItS
* Bill Type (identify CAH)
| 1600 | 216 + Utilization counts by
, o=y SN - patient
« NPI Facility Identifier
Visits with HCPCS codes in (G04387G0439"60402) and allowed amount not zero are sy, c s oceiarwis withis 30 oy S X | Sat SEatt g et Vit diSCh s ks B ® D RG

considered as AWV considered as IP Readmission

+ Readmit Identifier
(patient level)

* Visit Date

+ Last AWV Date

+ PCP Alignment — AWV

* AWV Code Billed
(Initial, Welcome,
Subsequent)

Annual Wellness Visits IP Readmits %

% of Population Receiving AWVs IP Readmissions

37.7% 10.8%

HEALTH PARTNERS
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SNF Dashboard Detail

Purpose: to compare SNF level detail, contracted performance, length of stay, per days costs
& readmissions

Skilled Nursing Facilities

SNF Visits SNF Visits PTMPY Cost Burden SNF PMPM Contribution

1,904 57 $23.9M $59

Past Year 1,481 Past Year 30 Past Year $18.1M Past Year $30
SNF PTMPY trend (MoM) Average Cost Distribution by City Average Cost Distribution by Facility
20
600 400

300
400
40

300

200
20
200
0 a0 t 100
W e gt et g Ot W b R ot ot gt S

=
A e o
Past Year PTMPY H PTMPY $0 $100 $200 $300 $400 %500 $0 £50 $100 $150 $200 $250 $300 $3..
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SNF Dashboard Drill Down

Data downloadable into Excel for sorting and filtering

City

OLYMPIA
FRUITLAMD
CEMTRALIA
LEWISTOM
LEWISTOM
LACEY
OLYMPIA
TACOMA
CLARKSTOM

LEWISTOM

Mo of visits

52

24

21

23

32

13

15

14
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Cost Burden

$4E0K
$632K
$291K
$205K
$236K
$410K
$29BK

$24K
$154K

$203K

Length Of Stay

22

21

23

22

23

23

38

23

26

35

Rizk adjusted cost per visit

$2.882
$2.760
$2.239
$2.821
$3.077
$3,525
$4,750
$2.810
$2,066

$4.206

Cost per day

$560
$515
$523
$453
$451
$552
$606
$532
$399

$417

Mumber of
Readmission
to IP Based
an 30 Days

e

% Readmission to IP

Based on 30 Days

22%

10%

1%

19%

13%

5%

23%

100%

13%

14%

# No
of ED
wisits
during
SMF

e

e



Emergency Department Dashboard

Purpose: drill down data for potentially avoidable utilization based on NYU algorithm identify high-fliers.

No of visits Cost of visits ER Visits PTMPY
3,792 $2.8M 324
Avoidable Visits 1,338 Avoidable Cost $835K Avoidable PTMPY 114
ED visits distribution ED Visits Trend
[l Total |l Avoidable Non avoidable
600

/—.\,/‘\.__.

200 M‘

0

Avoidable 400

No. of visits

Non-Avoidable

05 -wO“daﬂzﬁ Uesé": eé“esda: ot 5-?‘\632 o
. E .
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Dashboard - Quality Performance

Purpose: to monitor quality performance, create targets / measures based on contract
requirements, prioritize patient level outreach to create campaigns for gap closure. Drill down at
provider level with patient level detail.

Quality Performance Dashboard Oct 17,2019 12:04:19 AM (FoF)

Attributed Population Current Year Unadjusted Gender Mix

Attributed Population Average CMS HCC Risk

13,450 1.04

Top 10 Providers ® Top 10 Clinics

3K

2K
500 0.5 0.5
l l _ )
0 f— E— — — — — [— v v 0
N:s“?’“ed 10\\\"“'" NGNﬁ R sE“\‘OA”. C\’\N{\—”A \)\(\E\‘\C"' ﬂﬂ\RG"- \AE“\('N\ XV\M\ RC\’\?\\S( A Med‘ca'" N;;\g\ec\ Y\Re%\,» gaﬁ\"w"' e o ;a‘“\\"' Y W Go\“N\O N\ed\ca\
S ) ) J ; e\ e
ot EGG\’ES fes) Fa \N\“\S' oo™ cW‘NO o oS (T G ca?“a\ \ot o \ose® gt eef o™ Cas@d @ LARRIPNLS e
@ Attributed Population [l Calculated CMS HCC Risk Avg. Age @ Attributed Population [l Calculated CMS HCC Risk 9 Avg. Age
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Dashboard - Quality Performance

(Slide 2)

ACO Measures: Care and Preventive

Measure
Code

ACO-15
ACO-14
ACO-42
ACO-19
ACO-16
ACO-20
ACO-17
ACO-20
ACO-18
ACO-41

ACO-13

Measure Name

Pneumonia Vaccination Status for Older Adults

Preventive Care and 5creening: Influenza Immunization

Statin Therapy for the Prevention and Treatment of Ca...

Colorectal Cancer Screening

Preventive Care and Screening: Body Mass Index Scree...

Breast Cancer Screening

Preventive Care and Screening: (Population 3) Tobacco...
Ischemic Vascular Disease: Use of Aspirin of Another A...

Preventive Care and Screening: Screening for Clinical D...

Diabetes: Eye Exam

Falls: Screening for Future Fall Risk

NWM@MENTUM
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30th
percentile

30.0%
30.0%
MNA
30.0%
30.0%
30.0%
55.22%
30.0%
30.0%
29.9%

43.42%

90th Performance
percentile %

90.0% 76.65%
90.0% 67.83%
NA 48.79%
90.0% 51.64%
90.0% 24.08%
90.0% 70.17%
92.31% 15.18%
90.0% 19.73%
90.0% 0.60%
60.37% 3.23%
90.73% 0.46%

L

8,325
8,116
3,535
3.424
2,941
2355
1.714
520
71

61

51

2,808
3,849
5,123
3.757
10,590
1.318
10,242
2,352
11,786
1,872

11,073

Eligible
populati...

10,861
11,965
7,245
6,630
12,213
3,356
11,290
2,636
11.813
1,889

11,086



Dashboard — Risk

Purpose: to monitor recapture rate and understand risk score trends and assist at the provider and
individual patient level is workflow process development.

Risk Aug 31, 2020 6:359:21 PM

Current Risk Score Potential Risk Score Risk Recapture Rate

Risk Scae Polentisl Rk Scue Recapture Rate

1.17 1.63 65%

Risk Recapture Rate Risk Score Breakdown

2013 W 2020 [} [ B!

Hi k Recapture Fate
& )
® F
B
5
4
Risk Scor

i B Sgp
, . - E = B
o34 5559 o4 B85-68 70

o 0z-Feb 02 A 05-May 06 07 08-Aug Sep 0-0ct Now 2-Dec 3544 4554 7579 2084 8589 90-94 9
Montn Age Bucker
Risk Socre At Org Level Chronic Disease Distribution
Organisation #of Mg Risk Disease & # Patients with | Contribution towards.
Patients Documented Recapoure Patients Undocumented Risk Undocumented Risk
Risk Rate T
Dishetes 9862 6157 0%
MHS 36728 068 65%
o 6063 4549 A%
copp 5862 4337 3%
Cancer 5436 4298 %
Chronic Kidney Failure 5307 3589 23% |
Renal Failure 2488 1950 2%
Morbid Obesity 2662 1946 12% |
Cardiac Respiratory Faiure 2245 1764 2%
Uleer 1371 114 12% |
Depression 214 125 4
1 Roiws 1-10 (14 Total)
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Dashboard — Risk
Slide 2

Undacumented Risk Distribution Annual Wellness Visit Distribution
®  Fatioas Contribution towards Undecumentad Rick ® = Fasants Contribution towards Undocumentsd Risk
10K 0% 100K 100% g
g H
El Ey
L 10K . E
- g l— =% S
s g
20% i 2 % &
g i) £ 0% i
§ 100 15% E £ wo %
= 3 £
0% E 10 =% 3
10 i i
fL‘ 1 0% 2
= Completed Dus =
1 o
2 2+ AW Status
PCP Visit Distribution Care Gap Distribution
@ #Pationts W Contribution towards Undecumanted Risk @ = Fasonts Undocumsnted
o : B
100 o 8 100K 0% 2
] B
105 T 10K g
2 1® g 2 1K g
] g £ g
2 o B £ &
£ 10 B £ =
7 % B
- 20% § . 3
3 ~ i
1 [ S 1 g
53 12.25 ~ o 35 3 =
PCP Visit Bugke CareGap Bucket
Patient Details
Empi MBI Full Name Birtn Contact Next Network Risk Undocumented
Date Number Appointment | Status of Value | RiskVaiue
Dae Appointment
PIISELAD | BUTCRET! GARY VANDVKE 2842 S0956525ET N Nor Available 468 535
P2323643 | ETBADSIRES Mary Siridakis 4017i26 253SA4027 | 1071420 Moz Available 204 929
PI3T0EEI | EASSFITOWES TIMOTHY CO0K B SOSGREIETE MA Hoz Avzilable 16 283
P2323257 | BADITYEWPDI Sharise Fisher 12/8/58 2536270665 MA Mot Available 0 834
P230Z75 | FOIMFOUGH Rhonda Fowler &1/6E 2532196096 | 93120 Specialiy 535 4
PAS42343 | GWSRKMARMIZ | BRADLEYHOLYOAK | 3/27/57 5092633672 | 10:22/20 Specialiy 062 7.32
P2328046 | BTCOWDOGAZS Tapani Fitkanen 1835 232294391 | 92120 Mot Available 165 11
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Dashboard — Network Leakage

Purpose: to provide insight into current network utilization, understand leakage by DRG and facility
as well as specialty and provider allowing for potential future contracting

Network Leakage Dashboard  Aug 31, 2020 6:59:21 PM

Network Leakage

Leakage Institutional Leakage Professional Leakage ED Leakage
50.1% 47.5% 31.7% 96.1%
Total Expenditure S178.1M nstitutional Expenditure $4120.1M Professional Expenditure $53.6M ED Expenditure $5.2M
INSTITUTIONAL
Leakage over time
o N . ;

150% -
125% >
0%
2 Feb2 « Apr20 tay20 n20 e
Leakage by DRG Leakage by Hospitals
DRGs Laskage Conzribuion to Leaiage Hasgal Leskage | Contriburi..
Septicemia wio MV 96+ hours w MCC s21M 75% whesiag
MULTICARE HEALTH SYSTEM 120M 8%
Heart falur & shock w MCC 8383k 7Y
) - = PROVIDENCE HEALTH & SERVICES - WA s5M 57%
Infecriols & parasitic cissases w OR. procedure wMCC s528.3K 2%
Rehabiliation w COMCC sE2EEK 208 FRAGSANHEAL R YT i s
UNIVERSITY OF WASHINGTON 25M 43%
ssizsk 15%
= PROVIDENCE HEALTH & SERVICES - WASHINGTON 21 8%
or DR procedure wiCC 73K 17%
‘OVERLAKE HOSPITAL MEDICAL CENTER 211 6%
system disorders o MCC 278K 185
- 5 PUBLIC HOSPITAL DISTRICT #1 OF KING COUNTY 20M EEY
Major oin: & lim restrachmnt pro of uppar axtramiy w CCMCC 130K 15%
SWEDISH HEALTH SERVICES 144 245
Respiratory infections & inflammations e MCC 401 8K 15%
INLAND NORTHIVEST HEALTH SERVICES 12
Mejor small & arge bowsl procedures w MCC SITEK 14%
SAINT CLARE HOSPITAL 120 20%
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Coming Soon: SDoH, InNote and

InConnect




SDoH

* |nnovaccer platform built using the Aunt Bertha for
referral resourcing

» Social Vulnerability Index based upon the following:

Socio-Economic

# civilians below poverty

# civilians (age 16+) unemployed

Per Capita Income

# civilians with no high school diploma (age 25+)
# Schools

Housing and Transportation

# of housing in structures with 10 or more units
# of occupied housing units with more people
than rooms

# of households with no vehicle available Total
count of housing units receiving SNAP benefits

Food Security

Population count beyond 1/2 mile for urban
areas or 10 miles for rural areas from
supermarket

Low income population count beyond 1/2 mile
for urban areas or 10 miles for rural areas from

# of persons in institutionalized group quarters sgpermarket_ )
# Bus stations Kids population count >1/2 mile from
supermarket
Housing Composition/Disability Seniors population count >1/2 mile from
supermarket

# civilians aged 65 and older

# civilians aged 17 and younger

# civilians non-institutionalized population with disability
# of single parent households with children under 18

Minority Status/Language

#of White population
# of Black or African American population total count of

Lifestyle

# Restaurants

# Shopping Malls

# Churches

# Tobacco Retailers

White population count >1/2 mile from
supermarket

Black or African American population count >
1/2 mile from supermarket

Asian population count >1/2 mile from
supermarket

American Indian or Alaska Native population
count >1/2 mile from supermarket
Other/Multiple race population count >1/2 mile
from supermarket Hispanic or Latino ethnicity

Asian population Access to Healthcare population count >1/2 mile from supermarket
+  # of American Indian and Alaska Native population +  #Dentists Housing units without vehicle count >1/2 mile

# of Other/Multiple race population # Doctors from lsuper_market‘ ' ]

#0of Hispanic or Latino population # Hospitals Housing units receiving SNAP benefits count

HE

# of civilians (age 5+) who speak English "less than well"

# Pharmacies

>1/2 mile from supermarket

Sources: Centers for Disease Control and Prevention/ Agency for Toxic Substances and Disease Registry/ Geospatial Research, Analysis, and Services Program. Social
Vulnerability Index 2014; US Department of Agriculture, Food Research Atlas Data 2015; Google Maps; Health Data NY and CMS Prescription Data
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InNote

= EHR Ribbon or Pop-up for Point of Care solution
— 1 click to close

» Care Gaps

— Presents care/measure gaps for care planning and
Improved quality outcomes

— Presents potentially dropped diagnosis codes
identified for clinical documentation improvement

— Shares patient education opportunities through
analysis of ED utilization

= Patient search function available

NWM@MENTUM




InConnect

* Analytics driven patient engagement solution

» Assists in scaling outreach workflow
— Initiatives like cancer screenings, annual wellness
visits, etc
* Provides care team additional capabilities for
outreach
— Care Management introduction letters

— Urgent care collateral materials for avoidable ED
visits
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