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' nationwide “Network of Networks” is Being Driven From The Top-down
... But Evolving From The Bottom Up

Level of Exchange Typical Priorities and Rationale for Interest

NHIE Standards Population Health MQuality VCosts
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Assumptions

— Quality Costs Less & HIE = Quality
— Minimize duplication of effort in deploying HIE across North Carolina

— Statewide collaboration on key HIE initiatives will increase the overall
net value of HIE across North Carolina.

— Enterprise or community level HIE solve local healthcare problems and
provide “markets” for HIE solutions developed collaboratively statewide.

— An “on-ramp” of clinician connectivity will have an impact on this
Business Plan

— Business Plan = first iteration

— HIE will utilize standards-based, non-proprietary approaches, and
maintain hardware, software and even reimbursement system neutrality.

— To move beyond enterprise and community based HIE efforts, formal
state-level authority appears needed in North Carolina.

— Benefits from HIE may not align with costs and therefore a re-balancing
of costs and benefits will be necessary.
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Hospitals in North Carolina by Medical Trading Area and
Hospital Discharges by Patient’s County of Residence*
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Projected dramatic expansion of 65+ age (Medicare)
segment in North Carolina between 2008 and 2015*.
Significant variation by Medical Trading Area indicated.
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~

North Carolina - Proposed State-wide Initiative Areas to focus on
to meet ONC project goal of “sustainable operations by 2012”

lllustration of Potential Initiatives by Type (Red indicates analysis focus)

[+ £ 1. Summary Patient Record Exchange (ER, Out-Patient, In-Patient, Consultant\)
HSJ g 2. Test Results Reporting (Lab and Radiology)
\O > 3. Medication Management (Meds History, ePrescribing, Meds Reconciliation) /
/o N 4. Federal Agency Program Automation (SSA, Wounded Warrior) R
E 2 5. Consumer / Provider Comm. (Permissions, Access, Secure eMail, Requests)
\'-“ > 6. Provider / Provider Communication (Secure eMail, Referral Workflow) y
a /. Patient Centered Medical Home Automation (Phys. Portal Dashboards) I
% E 5. Administrative Health Plan Data Exchange (Eligibility/Auth., EHR-Lite)
é 7o Population Health Automation (Registries, Case Reporting, Immunization)
\_ 10. Health Analytics (Quality Measures and Decision Support) -

lmMe in North Carolina by aMe adoption of inform tiw policies
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North Carolina — Core and Quick Hit Initiatives

Potential five-year deployment and technology requirements
(Statewide — “Green”, Independent or Community-wide — “ Yellow”)

[2)
Potential HIE Initiatives & % &2
' . Q 9N < (¢
in North Carolina ° g}&'%@\&%?\*%\. VS’Q\Q,\ %39{@
(Statewide - "Green" and ,bg\o’Q’\\Q’ \&\ D @Q&\Qo&qo\ Q'
Independent, Community-wide - "Yellow") § S L Q,&os S K&\ &é
& o @1 T F S S
y S S S T IO IS SRS SIS
S DD OE v K IS <-Technologies
1) Summary Patient Record Exchange KEY
Emergency Care Summaries -> | v M| v Initiatives
% In-Patient Discharge Summaries -> M M M| v .Statewide
T Out-Pat. Summaries & Consult Reports =» M M M| v Independent
(j 2) Test Results Reporting Teslelomies
8, Lab Results Delivery or Notification -> M| M M| v M [Required
LTJ Radiology Reports Delivery / Notification=» MMM M| v v/ |Optional
% 3) Medication Management
O  Medication History from PBMs -> M M M| v
ePrescribing - Electronic Orders / Refills N M
Medication Reconciliation 7

Initiatives are likely to be (or are being) established locally by
one or more local stakeholders to support local community objectives.

_— Rl
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1 Potential NC Priorities North Carolina Healthcare Information and Communications Alliance, Inc.
\ v L - ettt
North Carolina — Extended High Value Initiatives

Potential five-year deployment and technology requirements
(Statewide — “Green”, Independent or Community-wide — “ Yellow™)

2
Potential HIE Initiatives & % &2
: _ Q O N < (¢
in North Carolina ° Q*,@\'%'%\é\%?\*%\. vg’c’@ %?S’@
(Statewide - "Green" and ,b.QO’Q’\& @ D @Q)&\QO&QO\ QL
Independent, Community-wide - "Yellow") ~\§§\\Q§\ L Q}Qos R (&\ @é
L F LD
PO P F ST EL L
Years-> DD DG < v K I'TES <-Technologies
4) Federal Agency Program Automation KEY
" Authorized Release of Information (SSA)=» @ MMM M| v M| v Initiatives
= Wounded Warrior Data Exchange(VA, DoD) M M M| v .Statewide
§ 5) Consumer / Provider Communication Independent
CED Consumer Access and Permissions -> M| M| M M| v Technologies
g Consumer / Physician Sec. Email & Alerts | | | M| v [] |Required
z Patient to Physician Office Requests | M| M| M| v v/ |Optional
t< 6) Provider to Provider Communication
"' Secure Email Messaging > | | |
Referrals and Transfer of Care Workflow | M M| v

“ Initiatives are likely to be (or are being) established locally by
one or more local stakeholders to support local community objectives.

mproving | are in North Carolina b ing the adoption of information techno ing policies
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North Carolina — Transforming Initiatives
Potential five year deployment and technology requirements
(Statewide — “Green”, Independent or Community-wide — “Yellow”)

Potential HIE Initiatives & <© & & dz?o)
NS &
in North Carolina XX RS
o n " &Y S v LY S
(Statewide - "Green" and S MV O L IR
Independent, Community-wide - "Yellow") _\§(§ L Q,& N @ {@
@R OO S S
S PSRN I S ORISR S
Years-> O N S NS PR LIPS <-Technologies
7) Patient Centered Medical Home KEY

Organize PCMH Networks & Sponsorship A anfiviee

Initiate PCMH Pilot Sites I~ 1 |Statewide

Integrate PCMH with HIE Infrastructure =» ( 7) MMM MAMAMAIA|A| vV Independent
s 8) Administrative Health Plan Exchange [¥] |Required
& Eligibility/Authorization of ml&alv v|v v |optional
c"/ZL) EHR-Lite - with Health Plan Claims Data | M| v
é 9) Population Health Initiative Automation
= Biosurveillance & Situational Awareness

Electronic Population Health Case M| v

Immunization Records & Disease Registries M| v

10) Health Analytics
Quality Measures M v
Decision Support JEI | IZI|
S . ——— -

Improving health and care in North Carolina by accelera‘tih g the adoption of information technology and enabling policies



Potential Staging

North Carolina Healthcare Information and Communications Alliance, Inc.

North Carolina - 3-Stage, Multi-year Deployment Program

-

Stage 1

N

Stage 2

~

-

Stage 3

~

-

1. HIE Core Services
for Sum. Exchange

1. Roll-out to ED, Out-
Patient, & In-Patient

T

-

CORE + 2. Labs. & Rads. Diags.
QUICK HITS Reporting
3. Medication History
\ for Outpatient Rx’s j
4 4. Disability Claims A
EXTEND — Enrollment (SSA)
HIGH VALUE 5. Consumer Access & 6. Provider to Provider
Permissions Setting (Secure eMail)
NG N
e 7 7 A
NC HIE Inception, Med. Home - Process 7. Med. Home Automate
TRANSFORM X 1o
By-laws, Agreements Transformation Pilots (Dashboards, Portals)
\ Y
/ B = B = B \
) Backup, & Disaster ) Patient Access to ) Phys. Portal and/or
OPERATE_ Recovery Support Permissions Portal hosted EMR Support
(Staged with — i
Initiatives) @Physmlan ID +Acct. (D Consumer ID Proof, (D Prac. Admin. ID+Acct
\ Mgmt. & Help Desk \ Access & Help Desk Mgmt. & Help Desk ]
N— _~ -
—
Improvi are in North Carolina by m adoption of mform;tlw policies
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North Carolina - 3-Stage, Multi-year Deployment Program

-

Stage 1

~

-~

Stage 2

1. HIE Core Services

~

Stage 3

-

1. Roll-out to ED, Out-

N

for Sum. Exchange "'""Ph't'lé'rft‘,'&'m-P.atiQr]t
CORE + 2. Labs.&Rads.Diags.‘”
QUICK HITS Reporting '
3. Medication History <. .
\_ for Outpatient Rx’s
4 4. Disability Claims "] [+ Medical Home Pilots \\
Enrollment (SSA) | leverage foundational
EXTEND — Medical Home ¥ initiatives :
HIGH VALUE Transformation requires 5. Consumer Access & | 3/|6. Provider to Provider | !
N multi-stage preparation Permissions Setting \.‘ (Secure eMail) )
f = = % )
NC HIE Inception, Med. Home - Process| |'4|7. Med. Home Automate|. s
TRANSFORM P - Proc % ,
By-laws, Agreements Transformation Pilots| [.’f| (Dashboards, Portals)
\_ e — v ooy Y
/ @ . -oo-cooo.zo......oooooooo--- . \
<Y Backup, & Disaster ) Patient Access to ) Phys. Portal and/or
OPERATE_ Recovery Support Permissions Portal hosted EMR Support
(Staged with — .
Initiatives) @Physmlan ID +Acct. (D Consumer ID Proof, (D Prac. Admin. ID+Acct
\ Mgmt. & Help Desk Access & Help Desk / Mgmt. & Help Desk ]
N— e — - N— - \\ -
Improving health and care in North Carolina by acMe adoption of information 1 ‘and enabling policies
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Assumptions for Business Plan

— Objective: Cost justify statewide Health Information Exchanges
compatible with shared national standards

— Ultimate rationale for technology enablement is based on improving
qguality and transparency in health care delivery

— Cost effectiveness is also paramount; Successful adoption demands
that overall quantitative benefits significantly outpace cost and that the
benefits can be proportionately distributed (shared)

— Scale-driven technology components (particularly for the “green” -
statewide initiatives though for “yellow” - independent ones as well)
may benefit considerably by a “shared services” approach.

— The model must account for varying rates of adoption by stakeholder
group (e.g., physicians, hospitals) as well as by geography.

— Model takes a holistic approach with a “program” of initiatives; these
are initiatives that have demonstrated positive acceptance and value in
other sustaining HIEs.
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Assumptions for Business Plan

— The model’s market segmentation assumes that individual HIEs and
“yellow” initiatives already underway while others emerge and
commence operations on a delayed time scale.

— Community HIEs are classified as “small”, “medium” and “large” and
key stakeholders (physicians, hospitals) are assigned a “home” HIE, to
avoid redundant counting.

— While benefits may clearly outpace costs for the proposed initiatives,
the one-time and on-going costs are sizeable implying that some type of
formal state-level authority appears needed in North Carolina.

— Benefits from HIE may not align with costs and therefore a re-balancing
of costs and benefits will be necessary.
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NC HIE Model based on statewide demographics accounts

for adoption growth of HIEs, and key stakeholder group

—

( HIE Units' - Population and Stakeholder Group Sizes N ( 10 HIE Volumes by Size - Statewide
Characteristics Small Medium  Large B E,\SA
- Population 250,000 550,000 1,000,000 5 mL
- Physicians 475 1,045 1,900 6-
- Hospitals/IDNs 3 1 12 n
- Private Payers 6 5 6
-Local Labs/Rads 2 2 4 2
- Govt. Payer - State, Federal 1 | | 0
\-GOV. Contracts & Philanthropy 1 1 1 y 2008 2009 2010 2011 2012 2013 2014 2015
(" HIE Membership - Physician Adoption Rates N\ ( HIE Membership - Hospital Adoption Rates
o 80% (T gs
as
Y govo -
= 1L
20%. 40%-
10% 20%
0%- 0%.
2008 2009 2010 2011 2012 2013 2014 2015 L 2008 2009 2010 2011 2012 2013 2014 2015

/—\v
are in North Carolina b Ngt‘he adoption of infonn!tiwpoﬁcies
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NCHIGH

Market segmentation scenario for NC HIE in North Carolina
Illustrated with proposed program of “green” initiatives

-

100%

HIE Market Activity Segmentation

90% A

80% A

70% A

60%

50% A

40% -

30% A

20%

10% A

0% -

B 7) PCMH Dashboards & Portals
l 6) Prov. to Prov. Secure eMail
M 5) Consumer Permissions

M 4) SSA Disabililty Claims

M 3) Core+ Meds History

M 2) Core+ Lab & Rad Reporting
M 1) Core: Sum. Rec. Exchange
& C) HIE Tech. Design & Legal

& B) HIE Financing Strategy

& A) HIE Governance Framework

2008

2009

2010

2011 2012 2013 2014 2015

Note: this model assumes individual HIEs and initiatives already underway while others emerge and begin operations during this time window.

— o -
m Carolina 5/ ing the adoption of infoﬁtwpoﬁcies
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Stakeholder Alignment for Summary Patient Record

—

Exchange initiative illustrates the challenge of

misaligned costs and benefits

Stakeholders: Participant | Funder! | Qual.? ﬂ(uant.2
Hospitals v $$ +++ [ $
Physicians v +++| $ $
Payers (private) v $ +++| $$$ | $
Payers (gov't) v $ +++ \$$$ $
Gov’t Grants $3$ \
Population Health | v ++ N—3$"
Researchers 4 ++  $ $
Patients v +++ $
Employers v $ - $

1 Potential Initiative Financiers; 2 Projected Qualitative & Quantitative Benefits.

North Carolina Healthcare Information and Communications Alliance, Inc.

re in N(j Carolina ﬁ/ ing the adoption of mfoathohmes
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Assumed adoption growth in demand for services by year
by stakeholder group

é 5-Year HIE Membership Adoption Rate by Stakeholder Group

0.00% 20.00% 40.00% 60.00% 80.00% 100.00%

meirative

Vr 1 @ Physicians-

W Hospitals/IDNs-

Yr 2

O Local Labs/Rads-
Yr3 .

O Private Payers-
Yr 4 W ,Govt. Payer - State-

Federal

O &Gov. Contracts-

Yr5 \ | Philanthropy

m are in North Carolina by a ating the adoption of information technolog ing policies
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Slnce the costs are S|gn|f|cant some the stakeholders will
need to determine and agree upon an equitable cost sharing
approach; one hypothetical scenario .... o

100%

- Physicians

80% - Hospitals/IDNs

60% - Private Payers

40% O- Local Labs/Rads

| - Govt. Payer-
20% State, Fed.

@ - Gov.

0% Contracts/Grants

1st Yr 2nd Yr 3rd Yr 4th Yr 5th Yr
Percent of 5-Year Annual HIE Fees bv each Stakeholder Group

Qe m.No/h Carolina b ing the adoption of informati chno g policies
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Projected HIE Volume of Core, Value-Add and Transforming
Initiatives by Year

7

. 20
! 18
16
14
12
10

N B OO

) 2008 2009 2010 2011 2012 2013 2014 2015
B Transforming - Initiated - 1 3 3 3 3 3 2
B Value-Add - Initiated - 1 4 8 4 2
B Core - Initiated - 2 6 5 4 2 - -
B Planning - Initiated 1 5 5 4 1 - -
B Transforming - Cumulative 1 4 7 10 13 16 18
B Value-Add - Cumulative - 1 5 13 17 19 19
E Core - Cumulative 2 8 13 17 19 19 19
& Planning - Cumulative 9

_re in No Carolma 5/ ing the adoption of inform thhcres
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Projected Implementation Schedule across HIES

7

60

50 -

40 A

30 -

20 -

10 -

) 7 2008 2009 2010 2011 2012 2013 2014 2015
B 7) Transform: Dashboards / Portals - 1 3 3 3 3 3 2
M 6) Value+: Prov. to Prov. Sec. eMalil - - - 1 4 6 6 2
H 5) Value+: Consumer Permissions - - - 3 12 3 - -
® 4) Value+ SSA Disabililty Claims - - 1 7 9 2 - -
W 3) Core+ Meds History - 1 5 4 4 3 1 -
m 2) Core+ Lab & Rad Reporting - 2 6 5 4 2 - -
M 1) Core: Sum. Rec. Exchange - 3 7 6 3 - - -
@ C) HIE Tech. Design & Legal 1 3 5 5 5 1 - -
i@ B) HIE Financing Strategy 1 3 5 5 4 1 - -
@ A) HIE Governance Framework 3 5 5 4 -

—
re in No Carohna ing the adoption of info ing policies



NCHIGH

Projected Physician and Patient Participation and
Benefits Realization Rate Projection

100%

- 80%

- 60%

- 40%

- 20%

1,000,000 :
)

100,000

10,000

1,000

100

10

1
Yrl Yr2 Yr3 Yrd Yr5 Yré Yr7 Yr8
I Physician Participants 95 209 342 494 618 684 732 760

[ Patients Participants 579 3,634 17,764 63,137 136,968 | 207,734 270,812 323,333

= =0t Total Physician Rate 5% 11% 18% 26% 33% 36% 39% 40%
=@ 9% Benefits Realization Rate 0% 4% 16% 36% 55% 71% 83% 93%
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ROI over cost for implementation of Core, Value-
Add, and Transforming Initiatives

r
$2,100 + fF + $2,100
B Cumulative ROI,
Yr8, $1,979
$1,600 - $1,600
$1,100 - $1,100
$600 - - $600
$100 - - $100
$(400) $(400)
Yrl Yr2 Yr3 Yr4d Yr5 Yr6 Yr7 Yr8
B Transforming Benefits | $- $- $61 $148 $269 $442 $669 $971
B Value-Add Benefits $- $- $- $39 $123 $252 $409 $586
@ Core Benefits $- $20 $71 $136 $208 $293 $392 $503
W Total Cost $(295) | $(325) $(201) | $(124)  $(90) = $(78) = $(76)  $(81)
B Cumulative ROI $(295) $(305) $(69) $199 $509 $909 $1,394 $1,979

Carolina ing the adoption of info
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Cost Revenue Simulation for a North Carolina State-wide

Public/Private Health Information Exchange; positive ROI after 5.7
years; Multiple HIEs cover population of > 5,000,000

Y

7

KT

TN

-
$80,000
¥ ]
$60,000
$40,000
&
o $20,000
©
C
@
5
o $0
|_
£
-$20,000
-$40,000 2008 2009 2010 2011 2012 2013 2014 2015
mmmmm TOTAL CAPITAL $(1,081) $(2,013) $(4,391) $(8,261) $(13,186) $(18,065) $(22,211) $(26,209)
s TOTAL OPERATIONAL $(565) $(1,165) $(1,702) $(2,659) $(4,260) $(6,925) $(10,894) $(16,219)
mm TOTAL REVENUE $1,645 $(2,224) $(3,656) $6,552 $20,063 $32,628 $48,389 $69,038
== CUMULATIVE FLOW $- $(5,402) $(9,749) $(9,770) $(7,132) $(2,133) $8,152 $24,476
.- - -- Cumulative (High) $2,400 $(2,702) $(6,329) $(5,276) $(1,137) $5,963 $19,248 $39,981
---¢ - - Cumulative (Low) $(2,400) $(8,102) $(13,169) $(14,264) $(13,127) $(10,229) $(2,944) $8,971
Em TOTAL CAPITAL N TOTAL OPERATIONAL == TOTAL REVENUE
==O=—=CUMULATIVE FLOW  ---¢---Cumulative (High) ---¢---Cumulative (Low)
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Improved efficiency in coordinating care attributed solely to
HIE technology automation of Medical Home processes

Cost Avoidance through Technology Enablement
Population Segments by % Segments
Population Segments by (circa 2004) #
Total Expended in US Average (circa 2002)* %
Total Expended in US Average (millions $3)

Per Capita Expenditure by Segment  ($9)
Per Capita Benefits (Savings)

Per Capita Adjusted Expenditure

Total Annual Savings (millions $3)

Adjusted Total Healthcare Spend

Benefits by Individual in Aggregated Percentiles
Top Aggregate % of Healthcare Spend
1) Core+ - Average Annual Savings***
2) Value-Add - Average Annual Savings***
3) Transforming - Average Annual Savings***
Total Average Savings***

Top Next Next Next Lowest
1% 4% 5% 40% 50% 101.00%
86,638 346,553 433,191 3,465,532| 4,331,915] 8,663,829
22% 27% 15% 33% 3%
$9,742 | $11,956 | $6,642 | $14,613 $1,328 $44,281
$112,442 | $34,499 | $15,333 | $4,217 $307 $5,111 **
5.00% 5.00% 4.50% 1.50% 0.75% 3.64%
$106,820 | $32,774 | $14,643 | $4,153 $304 $4,925
Top 1% 4% 5% 40% 50% 100.00%
$487 $598 $299 $219 $10 $1,613
$9,255 |[$11,358 | $6,343 | $14,394 $1,318 $42,668
Aggregated Ranges in (millions $$)
Top 1% | Top 5% | Top 10%| Top 50%| 100% Top 20%
$1,124 $501 $327 $82 $42 $174
$1,687 $751 $452 $124 $63 $247
$2,811 | $1,252 $818 $164 $82 $409
$5,622 | $2,504 | $1,597 $370 $186 $830

* Medical Expenditure Panel Survey Statistical Brief #81, Yu, William W. & Trena M.Ezzati-Rice, AHRQ, May 2005.
** Kaiser Family Foundation, Health Care Expenditures per Capita by Service by State of Residence, 2004

*** Per Capita by Aggregated Segments ($$)
S
Improvi

are in North Carolina by m adoption of inform;tiw policies




North Carolina Healthcare Information and Communications Alliance, Inc.

ummary of Benefits by Initiative

Annual Cost Efficiency Improvements

1%

4%

5%

40%

50%

100%

Top 20%

1) Exchange of Summary Patient Record - Decreased cost
for number of readmits
Who: post-acute patients

How: due to readily available discharge summary.*

$562

$172

$77

$16

$82

2) Diagnostic Results - Reduced cost for unnecessary lab
orders, inappropriate treatment, and office efficiency

Who: ER patients (+ some referrals)

How: increased speed and completeness of diagnosis due to

patient centric lab results history.10

$281

$86

$38

$11

$12

$46

3) Medication History - Decrease in severe, preventable
medication errors

How: due to availability of medication history™

$281

$86

$38

$11

$1

$13

$46

4) SSA Authorized Access to Clin. Info. - Reduced cost and
time for authorized access to support disability claims

How: SSA "smart form" workflow and HIE Core services®

$562

$172

$13

$63

5) Consumer to Provider Communications - Reduced cost
for unnecessary in-patient and inappropriate ER visits

How: access to dashboards through portal interface™ ® "*3

$562

$172

$77

$21

$2

$26

$92

6) Provider to Provider Communication - Improved
efficiency in coordinating care
How: secure email communications and "smart" forms via

physician portal interface®

$562

$172

$77

$21

$25

$92

7) Care-Coordination - Reduced cost of inappropriate ER
visits and hospital [re-] admissions
Who: patients with 1 or more chronic diseases

How: real-time availability of patient centric record SEEAT

$2,811

$862

$383

$82

$409

—

are in_ North Carolina b Ngt‘he adoption of mformit.-Wpohcres
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References for Benefits
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8 Year Stakeholder Funded Simulation for a Statewide North
Carolina Public/Private Health Information Exchange
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-$30,000 2008 2009 2010 2011 2012 2013 2014 2015
mmmmm TOTAL CAPITAL $(1,081) $(2,013) $(4,391) $(8,261) $(13,186) $(18,065) $(22,211) $(26,209)
mmmmm TOTAL OPERATIONAL $(5) $(112) $(351) $(976) $(2,421) $(5,008) $(8,897) $(14,138)
mmmmm TOTAL REVENUE $1,629 $3,146 $6,337 $11,357 $18,493 $26,794 $36,124 $46,853
e CUMULATIVE FLOW $543 $1,021 $1,595 $2,120 $2,886 $3,720 $5,016 $6,506
---¢-- Cumulative (High) $1,083 $2,021 $3,119 $4,220 $5,705 $7,410 $9,835 $12,765
---¢- - - Cumulative (Low) $3 $21 $71 $20 $67 $30 $197 $247
mmmm TOTAL CAPITAL mmmm TOTAL OPERATIONAL = TOTAL REVENUE
—O=—CUMULATIVE FLOW  ---¢---Cumulative (High) ---¢---Cumulative (Low)
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Cost / benefit model for medium-sized NC HIE with 40% of a region’s 550k patients
participating; A positive 141% RIO is achieved by year 5 and > 500% by year 8.
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1st Yr 2nd Yr 3rd Yr 4th Yr 5th Yr 6th Yr 7th Yr 8th Yr
I CAPITAL COSTS $(1,414) $(2,704) $(2,639) $(2,621) $(1,221) $- $- $-
mmmm OPERATIONAL COSTS $(65) $(488) $(1,155) $(1,571) $(2,031) $(2,479) $(3,026) $(3,696)
s CORE BENEFITS $- $47 $530 $2,315 $4,816 $6,951 $8,681 $9,845
I \/ALUE-ADD BENEFITS $- $- $- $887 $4,094 $9,051 $12,808 $14,897
I TRANSFORMING BENEFITS $- $- $500 $2,539 $6,634 $12,049 $17,895 $19,494
ROl % 0% 1% 13% 54% 141% 274% 419% 534%
---¢---Cumulative (High) $1,261 $(874) $(1,243) $2,035 $17,367 $45,862 $86,797 $132,393
==0=—=CUMULATIVE ROI $(1,479) $(4,624) $(7,387) $(5,840) $6,452 $32,024 $68,382 $108,922
---&---Cumulative (Low) $(4,219) $(8,374) $(13,531) $(13,715) $(4,463) $18,187 $49,967 $85,451
TOTAL ANNUAL BENEFITS $- $47 $1,030 $5,740 $15,544 $28,050 $39,384 $44,236
TOTAL ANNUAL COSTS $(1,479) $(3,192) $(3,794) $(4,193) $(3,252) $(2,479) $(3,026) $(3,696)
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