Better adherence & outcomes
with behavioral economics
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Chronic disease patients don’t follow their care plans

MED ADHERENCE

50% don't take meds

as prescribed'

1. New England Healthcare Institute. (2009).

Thinking outside the pillbox.

TRACK METRICS

50% stop measuring in
3 months, if given a

device?

2. Volpp et al. J Gen Intern
Med. 2014 May; 29(5): 770-
777.

HIT GOALS

48% of diabetics have
Alc > 7%3

3. Casagrande et al. Diabetes
Care. 2013 Jul; 36(8): 2271-
2279.



Why don’t patients stick to their care plans?

CHOCOLATE

Tastes great
right now.

Might help me
2 years from now.

Present Bias is the reason why
patients are not adherent.

Behavior is motivated by instant gratification.
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solutions don't provide the instant gratification

Previous
necessary to overcome Present Bias.

Education Connected devices

Reminders

‘SMART” PILL B(
MOUTH AT BED =
REQUIRES BATTERIES
PHARMACY

T

1
|

Devices measure adherence
but do not improve it.

Patients already know they

Reminders just become a
should take their meds.

nuisance over time



Paying patients to adhere to their care plan
does overcome Present Bias

Take g photow 1
of your medication

This is proven by Behavioral Economic studies and Wellth pilots.



(Well-structured) Incentives produce lasting behavior change

Improvement to med adherence lasts after incentives end

Pill count adherence

99%
100 - *
* * 94%
o 90 - P<.001
b0
8
g 80 -
5 -o=Standard care 78%
& 70 - -&-Reinforcement
60 1 1 1 1 L 1 1
Baseline 1 2 3 6

Petry et al. (2015) “Reinforcing adherence to antihypertensive
medications.” J Clin Hypertens. 17.1: 33-38.



Incentives improve adherence for other care plan elements, too

Without incentives, remote monitoring is largely useless

100 , — No = $1.40/Day
o . . .
89 /: | Incentive Incentive
90 1
?\ . 75%
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2 | —0
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3 40 |
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Month

Volpp et al. J Gen Intern Med. 2014 May; 29(5): 770-777.



PATIENT WITH
HEART FAILURE




= 2 tasks left today

9 Medication
8:30am

8:30 AM

r

PUT MEDICATION HERE P

Enrollment

Adherence

Qutcome







CARE TEAM SUPPORT




Wellth Member Specialists augment and support
existing Care Team workflows

© © @ /i MXBYPM | Wellth Admin x \\\

& C | @ beta.admin.wellthapp.com/member/MXBYPM pxg

i wellth Q search Home Alerts Verify Messages ‘

v Conduct all remote
enrollment MXBYPM

Roy Tanaka
7 day

v' Monitor adherence and

Total

outreach to nonadherent

Home phone +1(212) 555-8888

& b ers Emal adaress royt808@hotmailcom 118img/dL
—— englsh > 155 ma/dL 99 mg/dL

— 7
/ P rOVi d e fu | | | ive S u p po rt Group Memorial Hospital Diabetes

Provider Dr. Jones 1 1 1 1 Check-in time 3:27PM

Joined May 14, 2018 ~ 240.4 Ibs ~ 242.41bs ~ 242.6 lbs ~ 243.11bs l

/ # 189 mg/dL J{ # 133 mg/dL J{ # 105 mg/dL ‘ = 118 mg/dL ||
ena weekly repo rts to e B ORI | s e s00em

@ Window 12:00 PM - 6:00 PM

Date Wednesday, June 13, 2018

Message

Care Team : : : 20

208 mg/dL || = 140 mg/dL || = 139 ma/dL || = 122 mo/dL ||t Brooklyn, NY
|
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SIDEKICK




eeeee Wellth & 11:44 AM eeeee Wellth & 11:01 AM

< &b % @

From: Wellth Wellth

To: elaine.suzuki99@gmail.com - )
Hi Elaine! Send motivational

Roy's progress report for April 2 to April 8 photos or videos for Roy
Yesterday at 8:04 PM directly to us here via text
message.

APRIL 2 to APRIL 8

F S

S M T w T
EECEEED O GE

- 4/6 « 8:00am

Medication

Delivered




Wellth is able to create data-driven behavior change
interventions across a range of complex patient populations

Wellth Core Disease Areas

\ /
Diabetes CVD and COPD Behavioral Health

Heart Failure
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Wellth produces lasting adherence habits
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Wellth's Adherence Results Yield Strong Clinical and Quality Outcomes

&

Heart
Failure

89*

Average Daily Adherence

Care plan behaviors include:
- Medications

- Glucometer Readings

- Blood Pressure Readings
- CPAP Therapy

- Low sodium meals

Wellth Core Disease Areas

® = 6

Ccv Type 2 COPD/
Disease Diabetes Asthma

&

Behavioral
Health

v 0.96% reduction in Alc levels in poorly
controlled, elderly diabetics over a full year

v Up to 46% reduction to readmissions over 90
days post heart attack

v' 100% appointment attendance at an outpatient
behavioral health clinic in enrolled Serious Mental

lliness population

v 92% decrease in avoidable ER utilization in
diabetics (24 reduced to 2)

v 88% Net Promoter Score
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Case Study 1: Poorly Controlled Diabetics

) RiverSpring Health

Featuring the Hebrew Home at Riverdale

Targeted Dual Eligible members with a history of poor Diabetes
management (baseline Alc > 8%)

Average member age was 67 years old

Members have now been in the program for two years, average
daily adherence is still 91%

75% of members improved their Alc

Average Alc Improvement of 0.96

o)

Aver nce
over 2 years

AVERAGE A1C LEVEL

10

Change in Alc Level After Wellth
Program

Before Wellth
Program: 9.12 After Wellth
Program: 8.16

Before Wellth Program Most Recent Update
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Health Outcomes: Average A1c change of —0.9 after starting >8%

Baseline Most Recent Alc Did A1c
A1 P Member ID = 29725 Member ID = 45072 Member ID = 45715 Member ID = 37907 Member ID = 34665
C Alc Change | Improve? 1]
7.0 Yes

10.9 -3.9 L 127
10.3 6.6 3.7 Yes <1 \ ________________
10.2 6.5 3.7 Yes 64 o~
8.1 5.3 -2.8 Yes Member ID = 14400  Member ID = 15682 Member ID = 34910  Member ID = 14238
9.6 7.1 -2.5 Yes 14 1 1

12 - .
8.1 5.6 -2.5 Yes Yoogd

2 10 L

9.6 7.4 -2.2 Yes 8 —sssss @R asnssnnnnnnma

6 - i
8.7 6.9 _1 .8 Yes T T T T T T 1 T T T T T T 1
8.5 6.9 11 Yes Member ID = 25792 Member ID = 26056 Member ID = 45911 Member ID = 44294 Member ID = 18704
9.4 8.5 0.9 Yes ] ]
9.2 8.3 -0.9 Yes Z :.., ................ i
8.7 8.0 -0.7 Yes -
8.4 7.9 -0.5 Yes Member ID = 35000 Member ID = 20811 Member ID = 15813 Member ID = 41006
8.8 8.7 -0.1 Yes
8.2 8.2 0.0 No Change 9
1.7 11.9 0.2 No <
8.5 8.9 0.4 No

0123456 0123456 0123456 0123456 0123456

8.2 10.8 2.6 No Report Report Report Report Report
8.3 11.3 3.0 No . Customer n ndina t
95 135 40 No Report O represents Baseline A1c measurement ustomer now expanding to

before member begins program behavioral health and COPD



Case Study 2: Serious Mental lliness

COORDINATED
CBC BEHAVIORAL
CARE

Targeted Medicaid eligible patients after recent long term
psych hospitalization (i.e., schizophrenia, psychosis, etc.)

Nearly all participants had physical health co-morbidities

Average daily adherence was 85% over the course of the 90-
day program

100% of participants attended a follow-up outpatient
Behavioral Health appointment, 93% attended a follow-up
outpatient Physical Health appointment!

1. CBC 2018 Annual Report, http://www.cbcare.org/wp-
content/uploads/2019/01/CBC-2018-ANNUAL-REPORT.pdf

85*

Average Daily Adherence

100*

Attended follow-up outpatient
behavioral health appointment
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Case Study 3: Heart Attack Readmission Reduction

Penn
Medicine

Randomized 136 heart attack discharges into a randomly
controlled trial

All payer types, with half commercially insured

Control group given a ‘smart’ pill bottle to track their
adherence, intervention group was given both ‘smart’ pill bottle
and Wellth for 90-days

Average daily adherence measured through Wellth was 85%
over the course of the 90-day program. Control group
demonstrated 68% average adherence through ‘smart’ pill
bottle

The Wellth group had a 45% lower readmission rate within
those 90-days. The readmission rate decreased from 20.8%
(control) to 11.4% (intervention)

45*

Reduction to 90-day
Readmission Rate

*12-16k

Typical cost per hospitalization

Privileged and Confidential
information. Do not Share. 24



Patient Testimonials: ElderServe

"l thought that before [the Wellth Program], if you don't feel symptoms for diabetes,
then everything is ok, but | would get nauseas etc.

But now, because of the [Wellth] program, | take the medication each day and | do not
feel those symptoms anymore.

| really enjoy being paid for taking the medications and my doctor is really happy with
my results. "

— RSHP member with diabetes
Starting Alc: 10.9
Current Al1c: 7.0



Diabetes Total Cost of Care by Adherence Level

$16 000 $15 186

$14 000 $4,511/y

$12 000 $11 200 $11 008

$10 000 $9 363
$8000

$6 000

Annual Total Cost of Care

$4 000

I
I
I
I
I
I
I
I
] $6 377
I
I
I
I
I
$2 000 :
I

$0
1-19% 20-39% 40-59% 60-79% 80-100%

Adherence Level

The weighted average annual cost difference between a person with adherence =80% and

<80% is $4,511. Hence the ROl'is $4,511/$700 = 6.4x.

Sokol et al. (2005). Medical Care. 43(6): 521-530.



Wellth Pricing: Nothing up front. You only pay when patients enroll & adhere

We only get paid when patients enroll and remain >80% adherent

Enrollment Adherence Max. Annual
| /mo 7
When patient downloads app and For every patient that remains >80% Assuming perfect adherence,
completes first check-in adherent to required care plan inclusive of all Wellth fees +

check-ins patient incentives.
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Wellth Partners and Customers

(L %
Mount Montefiore Q’cscz) CooRonATED ° S

Sinai HEALTH SYSTEM CARE ®eo0®

ResMed
Penn @ Staten Island S: =L

MedlC]-ne Performing Provider SyStem SERVICES FOR THE UNDERSERVED B ]g’g‘i’s‘f::‘s‘f‘? SEI:"L'CI:S?"S;ITAL
AdventHealth ) RiverSpring Health éo
: : TrenfonHealthTeam
DelLand Featuring the Hebrew Home at Riverdale
L ———

AmeriHealth Caritas \ healthfirst
Louisiana

N\ WellCare

Health Plans
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Scalable behavior change will redefine insurance

People don’t make rational choices, which results
in premature morbidity and mortality

@ Behavioral Economics married to scalable technology
provides the toolkit to change client behaviors

@ If you can change behaviors, you change outcomes

@ If you change outcomes, you change insurance

REVISED
AND
EXPANDED
EDITION

PREDICTABLY
1IVNOILY QI
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