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The International Radiation Protection Association (IRPA) is a world-wide organization made up of over 16000
individual members who are members of an affiliated national or regional IRPA Associate Society. At present 38
Associate Societies are active in 44 different countries and IRPA is still growing.

The primary purpose of IRPA is to provide a medium whereby those engaged in radiation protection activities in
all countries may communicate more readily with each other and through this process advance radiation
protection in many parts of the world. This includes relevant aspects of such branches of knowledge as science,
medicine, engineering, technology and law, to provide for the protection of man and his environment from the
hazards caused by radiation, and thereby to facilitate the safe use of medical, scientific, and industrial radiological
practices for the benefit of mankind. It is a major task for IRPA to provide and support international meetings for
the discussion of radiation protection. The International Congresses of IRPA itself are the most important of these
meetings. These have been held about every four years since 1966.

1966 Rome, Italy

1970 Brighton, UK

1973 Washington, D.C., USA
1977 Paris, France

1980 Jerusalem, Israel

1984 Berlin, Germany

1988 Sydney, Australia

1992 Montreal, Canada

1996 Vienna, Austria

2000 Hiroshima, Japan

For all Associate Societies of IRPA and individual members, it is an important objective to attend this
International IRPA Congress in Hiroshima. For many other related professions it is an excellent opportunity to
communicate on the achievements, scientific knowledge and operational experience in radiation protection.
During the Congress the General Assembly of IRPA will be convened. As an adjunct to the business function of
this meeting, the Associate Societies Forum will take place which will provide ample opportunities for exchange
of information between the IRPA Societies.

Professional training will be an important part of the Congress programme. Additional to the scientific sessions
the IRPA10 Congress will offer a wide selection of "Eye-Openers".

IRPA and the Japanese host society, with the help of related international organizations and the Associate
Societies of IRPA, will provide support mechanisms for a substantial number of qualified colleagues who
otherwise would be unable to participate in the Hiroshima Congress, solely for financial reasons. This is the first
time that the IRPA World Congress will be convened in Asia, therefore the support will be focused on colleagues
from the Eastern hemisphere.

It is my pleasure and privilege to invite you all on behalf of IRPA to the international IRPA10 Congress in
Hiroshima, Japan.
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ISD Technology: A Strategy for Reduction of Low-Dose
Radiation Exposure in Human Beings

D.A. Hernandez', K. Larsen?, D. Fertel’
"The Union Institute, Graduate School, Cincinnati, Ohio USA
2 Bay Front Medical Center, Bay Front Cancer Center, Saint Petersburg, Florida USA
*Louisiana State University Medical School, Department of Radiology, New Orleans, Louisiana USA

ABSTRACT

The primary purpose of this project is to refocus the current national health care debate. It is the first
attempt to provide scientists, health care providers, health care policy makers, politicians, health care payers and
public health advocates with a method to improve health care and cut costs through decision-making strategies
based primarily on medical standards and secondarily on fiscal considerations. The method for decision-making
described in this paper proves more cost-effective and medically sound than current practices.

Tllness Specific Diagnostic (ISD) tables are introduced as a method to reduce inappropriate use of
ionizing radiation in medicine. The use of ISD tables destroys the myth of a single medical standard of care and
focuses on the diagnostician as the individual most capable of diagnosing disease(s) in human beings.
Additionally, ionizing radiation has been used routinely under the guise that the resulting benefits outweigh the
risks involved in a procedure. This dubious tradition is questioned in this document. Attention is drawn to the
inappropriate amount of radiation patients receive when ionizing diagnostic tests are performed with marginal or
no diagnostic benefit. The results of a pilot study are presented that explicate the reduction of needless radiation
to patients and associated reduction of costs that becomes possible in the presence of appropriate scientific
medical standards. Ultimately, quality medicine is indeed the most cost-effective medicine possible.

The current practice by which the United States Congress issues laws aimed at dictating quality
medicine is both desperate and dangerous. Politicians and legislators would be wise to focus their efforts on
methodologies that establish standards of care in a scientific manner that does not interfere with medical practice.
ISD technology is precisely such a scientific method. It establishes the standard of medical care at the facility
from which the ISD tables are generated.

ISD tables bring much needed order to diagnostic testing and create a level playing field with which to
evaluate medical centers’ specificity, sensitivity, and ability to diagnose and treat diseases in humans.
Introduction

This manuscript introduces an interdisciplinary method for disease diagnosis (1). This method addresses
difficult issues that face health care in the United States today. Health care cost containment, development of
medical standards, and reducing ionizing radiation risk are discussed in this report.

It is known know that physicians, for a variety of reasons, order diagnostic tests inappropriately (2). It
has been estimated that as much as 95% of all human-made ionizing radiation exposure is caused by medical use
(3,4,5). Overall, between 120 million and 180 million diagnostic radiographic tests are performed annually.
Traditionally, the risk associated with radiographic diagnostic testing was outweighed by the resulting benefit.
However, more recently, the validity of this tradition has come under scrutiny (6).

Diagnostic tests that utilize ionization radiation have an associated risk (7). The NRC adopted the linear
non-threshold dose-effect relationship. Although there are some who argue the scientific merit of the NRC’s
adoption of the LNT model, there are those who support the NRC’s position (8,9,10). Archer’s epidemiological
work in this area continues to illuminate the risks associated with ionizing radiation.

The risk of unnecessary or inappropriate ionizing radiation is more than an academic debate (11). On
September 9, 1994, the FDA issued “Important Information for Physicians and Other Health Care Professionals”
(12). That communiqué warned practitioners about burns to patients from fluoroscopically-guided invasive
procedures. The report noted cases of severe erythema caused by cardiological and interventional radiological
procedures involving long fluoroscopic beam time (60 minutes or more) and high dose rates (20 R/ minutes),
with estimated doses of approximately 2000 R/min. Injuries ranged from early transient erythema to secondary
ulceration. Among other risks cited by the FDA advisory were concerns about late effects, the recessive nature of
radiation injury, and “Delayed Symptoms” in which (other than erythema) the effects of radiation may not appear
until weeks following the exposure. Moreover, the practitioner who administers radiation and reportedly, the one
with the expertise to diagnose radiation toxicity may not come in direct contact with the patient after the
procedure has been performed (13,14).

Finally, the risk is not limited to ionizing radiation. On April 25, 1995, the FDA issued “Warning”
notices instructing video companies and the public to cease using ultrasound equipment for non-medical purposes
or risk confiscation of the equipment. When non-medical video companies create “keepsake” inutero fetal
ultrasound images, they are engaging in the inappropriate use of a medical device, an illegal activity. Generally,
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public health experts agree that casual exposure to ultrasound should be avoided. As a result, the FDA concluded
that exposing humans to ultrasound with no medical benefit cannot be justified (15).

Diagnostic testing contributes significantly to healthcare spending in the United States which exceeded
$1 trillion dollars in 1997 (16). In an effort to hold down costs, the United States Congress passed the Balance
Budget Act of 1997, which among other activities, cut medicare funding to healthcare providers across the board.
Once herald by the US government as a mechanism to reduce health care cost, managed care health maintenance
organizations (HMO) are reported in a state of financial crisis (17). The shift toward managed care, HMOs, and
capitation is embraced as the answer to the ever-increasing cost of health care. A consequence of this shift in
reimbursement strategies includes a rapid increase in outpatient services (18). Outpatient services shift costs and,
in certain cases, increase the rate at which testing is performed (19). Moreover, despite all incremental efforts
form reform to reduce cost, not much really has changed fundamentally (20, 21). Additionally, medical errors are
on the rise (22).

Although much effort has gone into health care cost reduction and cost containment, very little effort has
gone into the development of new medical standards that fit the current economic reality.

Health care resources consumption reduction is a secondary consequence when providers improve their
accuracy in selecting diagnostic tests. A methodology to reduce ionizing radiation exposure to human beings by
decreasing diagnostic testing is presented. Illness Specific Diagnostic (ISD) tables assist providers at a specific
medical center in selecting the most accurate diagnostic test for their patients. Bach center creates its own [SD
table base on the historical performance of the medical staff.

Materials And Methods
Problem Definition

Fundamentally, this paper challenges the current standard of care applied in medical disease diagnosis.

It seeks the modification of physicians’ behavior as it relates to the selection of a diagnostic test for confirmation
of a disease in a human host in an effort to decrease the health risk that patients are exposed to with no medical
benefit.
Also addressed in this study is the introduction of Diagnosimetrics’ (The application of quantitative analysis to
the art of disease diagnosis) as the appropriate method for the development of medical center’s ISD tables.
Diagnosimetrics are the complementary opposites of “outcome studies”. They are tangentially connected in that
they study medical-diagnostic-testing.

The question of a medical center’s diagnostic capacity and its effect on the center’s ISD table values is
explored. The thorny questions of what constitutes a competent medical diagnostic work-up and the related issue
of needlessly exposing patients to ionizing radiation exposure are addressed. T his study tests the following
hypotheses:

1. Ho: The mean number of positive and negative diagnostic tests used by a physician to diagnose a
specific disease at a specific medical facility pre-ISD application
= the mean number of positive and negative diagnostic tests used by a physician to diagnose a specific
disease at a specific medical facility post-ISD application.
H1: The mean number of positive and negative diagnostic tests used by a physician to diagnose a
specific disease at a specific medical facility pre-ISD application
# the mean number of positive and negative diagnostic tests used by a physician to diagnose a specific
disease at a specific medical facility post-ISD application.
2. Ho: The mean amount of radiation absorbed dose (rad) exposure received by a patient for the
diagnosis of a specific disease at a specific medical facility pre-ISD application
= the mean amount of Roentgen exposure received by a patient for the diagnosis of a specific disease
at a specific medical facility post-ISD application.
HI1: The mean amount of Roentgen exposure received by a patient for the diagnosis of a specific
disease at a specific medical facility pre-ISD application
# the mean average amount of Roentgen exposure received by a patient for the diagnoses of a specific
disease, at a specific medical facility, post-ISD application.
Pilot Study Design: Practical Applications

Locations for this pilot study were medical centers within the United States. Initially, 10 medical centers

were invited to take part in the pilot study. A medical center could consist of all types of hospitals , outpatient

! Diagnosimetrics is a term Hernandez developed in graduate works as a student at the University of Tennessee
at Knoxville. Diagnosimetric = di-ag-nos, - NL. Gr. Diagnosis, fr. diagignoskenin to, Fr. dia through, as under +
gignoskein - to know.

= si =(se) adv. [It., Sp., & Pg., fr. L. sic So, That] musical, artistic

= Metric = Met ric - L. Metricus, fr. Gr. Metrikes - relating to measuring.

2
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diagnostic centers, and HMO-owned hospitals or clinics. Physician-based Health Maintenance Organizations
(HMOs) and other medical facilities were also suitable subjects for this pilot study. The only requirement for
participation was that the medical center be able to trace a patient’s diagnostic work-up to a Diagnostic Related
Group (DRG) intervention (23). Of the 10 respondents, 2 are presented in this limited trial.

The procedures were as follows:

Prior to the disease selection, an individual was identified as the pilot study coordinator (PSC)at each
medical center. The PSC developed the data-base abstraction team (DBAT). DBAT is a collection of
interdisciplinary experts from across an array of departments within the medical center. Each diagnostic modality
from all ancillary areas should have representation on the DABT team. An expert may be a physician,
technologist, nurse or physician’s assistant (PA).

Once a medical center was identified, the selection of the diseases to undergo ISD analysis was open to
discussion. The only restriction was that the diseases could not be related to psychiatric disorders. The utilization
review department identified the number of disease occurrences per unit of time, so the hospital disease
occurrence rate defined the number of medical records to pull per unit of time. The answer to the questions,
“How many medical records do I need to pull? How far back in time do I go?” was related to the occurrence rate
of the disease and diagnostic capacity.

Once the disease selection was complete, the pilot study took on four distinct phases:

Phase-1 Medical records abstraction. The medical records department’s library staff located the medical
records identified by the utilization review department. The records were DRG-sorted and stacked. The medical
records were abstracted according to the variables identified on the ISD data collection sheet.

Phase-1I ISD Table generation. Once abstracted, the data was entered into the ISD data base generator.
The result was the production of ISD tables and their correspondent diagnosimetric values. The ISD generator
contains the algorithm programs that produce the relative diagnosimetrical value of each diagnostic test. The
explication of which is beyond the scope of this work. The tables were validated and returned to the medical
centers.

Phase-III Education and communication. The DBAT was reconvened and expanded to include members
of management and executive management. The purpose of this meeting was the creation of timetables and
subcommittees.

Phase-IV Establishment of the medical center’s specific disease diagnostic profile (DDP). A team of
medical staff (possibly peer review members) perused the diagnosimetric results, and selected and agreed on the
spread of diagnostic test(s). This step is key because it defines and establishes the new medical standard for the
diagnosis of the disease in question. The DDP’s date of implementation was established.

The DDPs were shared with the medical staff. The staff was instructed to order the diagnostic test(s) as
outlined by DDP findings. Any physician member was free to order any test. However, for the purpose of this
study, physicians were instructed to order the test(s) identified by the DDP and then proceed with their course of
diagnostic testing. The DDP’s date of implementation was given.

The DBAT was convened, and the medical records for the same DRGs classification were abstracted
for the same variables abstracted in Phase . Only those medical records post-DDP implementation date were
selected for this review.

Illness Specific Diagnostic Technology Design

As previously discussed, ISD technology is parametric. ISD diagnosimetric results are experiential,
discrete, nominal data sets. ISD technology evaluates a known universe of data and produces values that are
absolute and free from the uncertainty of inferential statistical analysis. ISD diagnosimetric results are real
number values whose roots are derived from the historical concatenation of diagnostic testing results performed
at a specific medical center with prospective application where they are created.

Operationally, the dependent variable of this study is the diagnostic test that is dependent on a specific
disease and diagnostic capacity at a medical center.

The patient’s medical record is abstracted in accordance with the variables identified in the ISD data
collection sheet. The ISD data collection sheet is divided into the following three sections: hospital
characteristics, patient demographics, and diagnostic procedure characteristics.

Each medical record, which consists of a unique individually numbered file, is given a specific
identification number. The “key”, which correlates the patient’s medical record number and ISD’s unique case
identifier is held by, and belongs to, the center. In this way, patient confidentiality is maintained. This study
reflects a medical staff’s pattern of test utilization, and, as such, is not concerned with individual medical records.
Each procedure is identified by a unique Physicians’ Current Procedural Terminology (CPT) code (24).

The medical center’s name, type, region, and number of hospital beds are the center characteristic
variables that are analyzed. The case number, date of birth, religion, insurance type, sex, occupation (before
retirement), tobacco use, admission date, and discharge date are the patient demographics variables that are
analyzed. The DRG number, DRG name, modality, diagnostic test name, diagnostic test CPT, diagnostic test

3
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result, physician ordering the test, physician generating the test result, evaluative test date, and evaluative test
result are the diagnostic procedure characteristic variables that are analyzed. Diagnostic and evaluative test result
variable has three possibilities: positive, negative and equivocal. A diagnostic test is the first use of a test. An
evaluative test is the second application of the same diagnostic test. It evaluates the efficacy of an intervention, or
disease progression.

The ISD data collection sheets are gathered, and their contents are entered into a computer-spread sheet function
for analysis (ISD Generator). The data are contained in one large master file. A diagnosimetric value is an
approximation of the odds ratio that assumes the specificity of a diagnostic test will exceed 0.50. This assumption
holds true for most diagnostic tests.

The odds ratio is modified to account for a specificity of 0.50. An additional modification is made to
account for the inherent values of negative findings in the diagnosis of a disease. Additionally, a further
adjustment is applied to account for the fact that not every DRG medical record will include all diagnostic tests in
the master file. A weight is also required to account for evaluative tests. Finally, the diagnosimetric resulis are
ranked by absolute values, and a negative sign (-) is an indication of the spread from the most positive diagnostic
test.

Findings

The ISD table and its diagnosimetric values from Hospital 1A and Outpatient Center 1 are presented in
Tables 3 and 5 respectively. Among diseases studied at Hospital 1A, pneumonia is presented below. The disease
pneumonia uncomplicated was abstracted and generated 112 medical records (cases). The 112 medical records
contained 1003 diagnostic tests.

Hospital 1A
DRG NAME: PNEUMONIA

Procedure Modified Odds Ratio (+/-) Diagnosimetric Result
Arterial Blood Gas 98/0 0.947
CBC 115/3 0.740
SMA 18 96/6 0.521
Chest x-ray 119/15 0.512
SAM 6 58/3 0.343
Sputum culture 58/29 0.117
EKG (ECG) 43/22 0.084
Urine Culture 6/24 0.083
Cold AGG 3/17 0.038
Urinalysis 47/55 -0.062
TB Skin Test 1/19 -0.114
Acid-Fast Bacilli 1/32 -0.220
Blood Culture 2/58 -0.382
Cytology 0/43 -0.692
Syphilis 0/63 -0.919

Table 3. ISD table for Pneumonia.

Of the 1003 diagnostic procedures performed, 647 had positive values, and 356 had false negative
values. All 112 cases were confirmed at discharge with the disease pneumonia. Therefore, this hospital’s
sensitivity for the disease pneumonia is 65%, and the specificity was 100%. Because ISD tables are disease-
specific, there are no false positive or true negative results. This value is unique to this hospital and reflects the
medical center’s diagnostic capacity.

The test at this hospital that is most likely to appropriately identify pneumonia is the arterial blood gas
(See Table 3). It is 100% sensitive in identifying the disease pneumonia in patients at this facility. The test most
likely not to identify the presence of the disease pneumonia is the test for syphilis.

A reduction of 905 total diagnostic tests was recorded. This reduction represents an approximate
reduction in the number of diagnostic tests used to diagnose the disease pneumonta at this facility. Moreover, this
reduction of 90% increases the facility specificity for this disease to 100%. This is the maximum savings possible
if only one diagnostic test is performed. Pre-ISD application, the average number of diagnostic tests per
admission was approximately 9 tests. Post-ISD application, if the only diagnostic test used to diagnose the
disease pneumonia is the arterial blood gas, the average number of diagnostic tests per procedure drops to I —
approximately an 89% maximum reduction in diagnostic test consumption per admission. The ISD tables
identify the test with the greatest propensity to identify the disease in question. However, the DDP is an
interdisciplinary convention. The choice of the number of tests to include in the facility’s DDP is facility-specific.
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Therefore, the specific reduction in diagnostic test resource consumption is more accurately described in greater
detail later in this work.

Outpatient Center-1 underwent diagnosimetric assessment for the disease peptic ulcer uncomplicated.
The abstraction generated 133 medical records for diagnosimetric evaluation. The results are presented in Table
5. The 133 records generated 1251 diagnostic tests. Of the 1251 tests performed on the 133 patients, 297 had
positive results, and 954 had false negative results. The specificity for the disease peptic ulcer uncomplicated at
Outpatient Center-1 measured approximately 74%. At this facility, the test most likely to confirm the disease
peptic ulcer uncomplicated is the upper GI series. The test most unlikely to confirm the disease peptic ulcer
uncomplicated is the test Computer Axial Tomography Scan (CT) of the abdomen.

Here we find a maximum reduction in diagnostic test consumption of approximately 90%. Pre-ISD
application, the number of diagnostic tests per admission was approximately 10. Post-ISD application, the
average number of diagnostic tests drops to 1, if only 1 diagnostic test is invoked to diagnose the disease peptic
ulcer uncomplicated. This represents an approximate 90% maximum reduction in diagnostic resource
consumption per illness.

Outpatient Center-1
DRG NAME: Peptic Ulcer Uncomplicated

Procedure Modified Odds  Diagnosimetric Radiation Exposure in mR/hr®
Ratio (+/-) Results
mR Procedure Total® mR/Patient®
Upper GI 132/2 0.972 933,846.0 6,969.00
Right Shoulder 0/1 -0.020 2,381.00 2,381.00
Oral Cholecystogram 43/67 -0.160 633,600.00 5,760.00
Pelvic Ultrasound 28/67 -0.272
IVP 45/93 -0.300 422,970.00 3,065.00
Chest PA/LAT 32/178 -0.310 42,000.00 200.000
EKG (ECG) 4/89 -0.810
Abdominal MRI 1/132 -0.850
Abdominal Ultrasound 4/91 -0.885
Barium Enema 3/115 -0.996 1,333,400.00 11,300.00
CT Abdomen 1/123 -0.997 27,825,600.00 224,400.00

* Average measured skin exposure per film or unit of fluoro time in milliroentgen (mR).
® Average measured skin exposure per diagnostic test at this facility in mR.
° Average calculated exposure per diagnostic cohort.

Table 5. ISD table for Peptic Ulcer Uncomplicated

Of interest in this diagnosimetric table are the columms, “mR Procedure Total” and “mR/Patient Total.”
These columns represent the radiation exposure a patient was likely to receive and the total amount of radiation
exposure this cohort of patients was likely to receive — a maximum reduction in radiation exposure of about
96%. The maximum radiation reduction per patient is approximately 97%.

ISD tables are nominal scale frequency counts, dichotomous, exhaustive categories that are
nonparametric data sets. The question of whether the observed decrease in values post-ISD technology
application is significant is addressed with the use of Fisher’s Exact Test for Significant Changes (Philips 1978).
Given Fisher’s equation

P=(a+b)!(c+d)!(a+b)l(b+d)!
nlalblc!d!
substituting the values in Table 6 and solving the above equation, a P value of 0.566 is obtained. The mull
hypothesis is rejected with a confidence of 99%. This is a significant reduction. There are no other possible
permutations to explore. ISD technology restricts the possible results to the one tail.
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Mean Test Scores Pre- and Post-ISD Application

Positive Results® Negative Results
Pre ISD Mean 5.78 3.17
Post ISD Mean 1.00 0.00

2 The total number of positive results divided by the total number of cases.
® The total number of negative results divided by the total number of cases.

Table 6 Pre- and Post-Mean Diagnostic Test Results--Hospital 1A

The same is the case with the mean radiation exposure at Outpatient Center-1. Of the 1251 diagnostic
tests, 853 used ionizing radiation. Of the 853 ionizing radiation diagnostic tests used to diagnose the disease
uncomplicated peptic ulcer disease, 232 had positive findings, and 621 had negative findings. The mean average
radiation exposure for the 232 positive diagnostic tests is 9.94 R, and the average radiation exposure for the 621
negative diagnostic tests is 26.6 R. Post-ISD average positive test radiation exposure decreases to approximately
6.969 R; post-ISD application radiation exposure decreases to approximately 0.00 R. The question of whether the
observed decrease in the average amount of positive and negative diagnostic tests radiation exposure is
significant is again addressed with the use of Fisher’s Exact Test for Significant Changes. Arranging the data into
atable (Table 7) and solving Fisher’s equation results in a P value of 0.458. The null hypothesis is rejected with
a 99% confidence. This is a significant reduction. There are no other possible permutations to explore. ISD
technology restricts the possible results to the one tail.

Mean Radiation Exposure Pre- and Post-ISD Application

Positive Results® Negative Results®
Pre-ISD Mean Radiation Exposure 9.94 26.6
Post-ISD Mean Radiation Exposure 6.97 0.00

* Mean radiation exposure in Roentgen.
® Mean radiation exposure in Roentgen.
Table 7. Pre- and Post-Mean Exposure Results Medical Center-1

The findings of this report support the null hypothesis that the mean radiation exposure a patient is
likely to receive pre-ISD application is not equal to the mean radiation exposure a patient is likely to receive
post-ISD application. Similarly, the mean number of diagnostic tests used by a physician pre-ISD application is
not equal to the mean number of diagnostic tests used by a physician post-ISD application, and both findings are
not related to chance.

The findings are significant. ISD technology is effective in reducing inappropriate diagnostic testing and
has the capability to significantly reduce the amount of ionizing radiation a patient receives at a specific medical
center. The pilot study demonstrates that it is possible to change physician behavior in ordering diagnostic tests.
The use of ionizing radiation in diagnostic medicine under the tradition that the radiation risk is outweighed by
the benefit of results is no longer valid, and the current use of radiation in medicine violates As Low As
Reasonably Achievable (ALARA) principles.

Moreover, the study refutes the myth of a single medical standard of care and supports the assertion that
the diagnostician is the person most capable of performing the clinical diagnosis of disease(s) in human beings.

Finally, the study supports the researcher’s position as it relates to refocusing the national health care
debate in such a way that scientists, health care providers, health care policy makers, health care payers,
politicians, and public health advocates begin to base medical decisions first on medical standards, before
focusing on secondary financial considerations. Indeed, the failure to do so has proved short-sighted and
counterproductive.

Discussion and Implication for Usage

As stated earlier, high quality medicine is cost-effective medicine. When policy makers and politicians
center health care policy primarily on economic considerations, the quality of health care suffers. This dangerous
practice must be discouraged. It misplaces the emphasis of analysis.

Once the DDP is agreed upon, it sets the diagnostic medical standard at the medical center in which ISD
tables are constructed and applied. Symptom-based diagnostic testing should not be allowed.

For instance, the diagnostic work-up cost at Hospital 1A for the 1003 procedures was $40,131.90 and
represents $120,360.41 in charges, as illustrated in Table 8. The maximum cost savings post-ISD implementation
was about 98%. The maximum reductions in charges was about 97%. Works in progress continue to identify real
reduction in the cost of health care in the order of 60-90%
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Hospital 1A
DRG Name: Pneumonia

Procedure Unit Cost Global Charges Total Cost Total Charges
Arterial Blood Gas 6.66 69.80 652.68 6,840.40
CBC 47.50 112.50 5,605.00 13,275.00
SMA 18 87.98 169.80 8,973.96 17,319.60
Chest x-ray 23.50 75.00 3,149.00 10,050.00
SAM 6 32.50 64.30 1,982.50 3,922.30
Sputum Culture 50.00 153.70 4,350.00 13,371.90
EKG (ECG) 8.95 119.24 581.75 7,750.60
Urine Culture 58.00 167.00 348.00 1,002.00
COLD AGG 35.59 89.60 106.77 268.80
Urinalysis 42.50 128.60 4,675.00 14,146.00
TB Skin Test 6.50 18.90 130.00 378.00
Acid fast Bacilli 37.98 90.67 1,253.34 2,992.11
Blood Culture 34.50 134.20 2,070.00 8,052.00
Cytology 107.83 323.50 4,636.69 13,910.50
Syphilis 25.67 112.40 1,617.21 7,081.20
Totals $605.66 $1,829.21 $40,131.90 $120,360.41

Table 8. Hospital 1A Cost and Charges

The DDP adopted at Hospital 1A is presented in Table 9. Two procedures used together were identified
as a comprehensive approach to diagnosing the disease pneumonia. The arterial blood gas and the chest x-ray
(PA/LAT) establish the new standard for diagnoses of the disease pneumonia uncomplicated at Hospital 1A.

Hospital 1A DDP

Procedure Global Charges Unit Cost
Arterial Blood Gas 69.80 6.66
Chest x-ray 75.00 23.50
Total $144.80 $30.16

Table 9. Hospital 1A DDP Table for Pneumonia

The new standard of diagnostic medicine significantly increased the quality of care as defined by the
improved accuracy with which Hospital 1A was able to diagnose pneumonia. The cost to diagnose the disease
fell approximately $30.16, a reduction of 95% in direct costs. It was a meaningful reduction in direct cost
because the primary focus was on establishing an appropriate standard of care. This cannot be overemphasized.
The reduction in charges was equally impressive. Instead of charging $1,829.21 for the 112 cases of pneumonia,
the global charge calculates to approximately $148.00 or about a 92% reduction. This is an extremely significant
reduction. The reduction in global charges represents the relative diagnostic risk that medical centers take on
when entering into a capitated arrangement.

ISD tables draw physicians to the most efficient diagnostic work-up. As medical centers build and use
diagnosimetrics technology to gain diagnostic accuracy, the rise in sensitivity results in an optimal diagnostic
standard of care at that facility.

It was stated earlier that outcome is to business what diagnosimetrics is to medicine. By their statistical
design, outcomes always carry a degree of uncertainty. Outcome studies, yield insight on patterns of diagnostic
resource consumption in isolation from diagnostic capacity. Berenson and Holahan’s work to categorize the
Health Care Finance Administration Common Procedure Coding System (HCPCS) into a new system of 21
types-of-service categories were supported by: completeness of the new category definitions, and immunity to
changes in technology and variations among facilities. Their analysis of more than 7000 procedure codes into a
new system of service categories, is a classic case of outcomes analysis — by its very design riddled with
measures of uncertainty, qualification of measured values and a desire for broad application (25).

Similar results to those presented in this study occurred at other facilities. This was the case at
Outpatient Center-1, as outlined in Table 10.

The DDP at Outpatient Center-1 was established in selection of the upper GI series. In this manner, a
new diagnostic standard was set. This new diagnostic standard resulted in significant cost reduction to this
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facility. Specifically, a reduction in real total cost was measured at approximately 82%. The 133 peptic ulcer
uncomplicated disease cases represented a total reduction of cost from $55,159.00 to approximately $9,990.00.
Furthermore, the reduction in charges was equally impressive. Global charges were reduced from $4,659.00 to
approximately $375.00, or a 92% reduction in charges.

Outpatient Center-1
DRG NAME: Peptic Ulcer

Procedure Unit Cost Global charge Total Cost Total Charges
Upper GI 75.00 375.00 9,900.00 50,250.00
Right Shoulder 25.00 125.00 25.00 125.00
Oral Cholecystogram 58.00 225.00 6,380.00 24,750.00
Pelvic Ultrasound 27.00 400.00 2,565.00 38,000.00
VP 36.00 425.00 4,968.00 58,650.00
Chest PA/LAT 21.00 125.00 4,410.00 26,250.00
EKG (ECG) 6.00 109.00 558.00 10,137.00
Abdominal MRI 56.00 1,100.00 7,448.00 146,300.00
CT Abdomen 48.00 825.00 5,952.00 102,300.00
Barium Enema 51.00 450.00 6,018.00 53,100.00
Abdominal Ultrasound 73.00 500.00 6,935.00 47,500.00
Total $467.00 $4,659.00 $55,159.00 $557,362.00

Table 10. Outpatient Center-1

Moreover, a significant reduction in the amount of radiation exposure received by patients is reported.
The mean radiation exposure per patient admission was reduced from 254,075.00 mR to approximately 6,969.00
mR, or an approximate 98% reduction post ISD application. By any measure, that is a significant reduction of
needless and inappropriate ionizing radiation exposure.

Fture Applications

The cost to equip a hospital to treat all diseases will become increasingly prohibitive. A significant
portion of a medical center’s annual expenditures goes toward acquiring and maintaining patient care equipment.
Health care organizations in the United States spend approximately 7.3 billion dollars annually to purchase or
replace this equipment. Another $700 million is spent annually to maintain it (26).

Additionally, the process administrators use to determine which patient care equipment to procure in a
capitated environment is currently in transition (27).

Medical centers are keenly aware of the pitfalls associated with facility planning (28). No one hospital
will be able to afford to treat every disease. Strategically, medical facilities will need to network within health
systems. Moreover, health care delivery systems will need technologies that can provide the scientific
understanding of how to redistribute resources.

At Outpatient Center-1, we found the frequent use of the 116 negative CT scans of the abdomen
intriguing. Why 134 MRI scans of the abdomen, of which only one was positive? In part, the answer was found
in the center’s diagnostic capacity. Outpatient Center-1 had recently (less than 1% years ago) purchased a state-
of-the art CT scanner. At about the same time, the center entered into an arrangement with a mobile MRI service.

Health care delivery systems would be wise to formulate long term strategies using the level of detail
provided by diagnosimetrical technologies. The decision of which medical center in a health alliance system to
designate as a “center of excellence” in cardiology, diseases of the alimentary tract, diseases of the urinary system
and others is extremely complicated. The lack of an objective scientific tool for the assessment of the standard of
care has made these decisions highly problematic.

Diagnosimetrics allows for the evaluation of diagnostic capacity across medical facilities as it relates to
DDP. ISD tables provide the level field of analysis currently missing in today’s outcome-driven atmosphere. ISD
tables make possible the comparison and evaluation of medical centers’ diagnosimetrical values. This
comparison could be useful as integrated health systems begin the task of facility planning.

Currently, federal, state, and local government regulations have refrained from defining the
appropriateness of a diagnostic test because they lacked diagnostic tools which define appropriateness at a
specific medical center. Consequently, patients are needlessly exposed to risk associated with ionizing radiation.
The notion that such radiation risks are outweighed by the resulting benefit(s) is clearly outdated. Politicians and
public health policy makers would be well served by diagnosimetrical technology because it defines the
appropriateness of a medical test at a specific medical facility, and consequently, delineates the appropriate
medical standard. Federal, state, and local governments would provide a greater degree of public safety by
requiring medical centers to define appropriateness in terms of a center’s DDP.
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Diagnosimetrics brings much needed order to the process of disease diagnosis, and in doing so, shifts

the focus of the current health care debate from an ill-advised and chaotic decision-making process based
primarily on financial considerations, to a systematized decision-making process based first on medical standards
and then on important, although secondary financial factors.
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Project Title: Health Care for All through Diagnosimetrics and ISD Technology
President & Chief Science Officer: Dr. David A. Hernandez

Healthcare reform will occur in President’s Barack Obama’s first term in office. The political
stage is set to provide healthcare for all. Although health policy experts are divided across the
landscape of reform, all agree reform must occur. Healthcare providers, payers, and consumers
equally seek a comprehensive solution to the nearly 45 million uninsured and almost 16 million
under insured Americans.

Currently the nation’s healthcare bill stands at about 2.2 Trillion dollars, of which the federal
government pays about 1.1 Trillion dollars, according to the congressional budget office.
Moreover, although long-standing problems that have faced healthcare reform over the last 29
years have been studied and analyzed, by the best and brightest minds, little to no progress has
been made to reduce the rate of healthcare growth. Further more, the OMB has it right a
«_..substantial share of spending on healthcare contributes little if any to the overall health of the
nation.” ...“The challenge is to find ways to reduce such spending without affecting services that
improve health.”— the real money that represents the real savings (see OMB report
http://www.cbo.gov/doc.cfm?index=9925 ).

Illness Specific Diagnostic (ISD)®™® technology is an innovative scientific method to diagnosis
diseases in humans.! ISD tables assist diagnosticians at a specific medical center select the most
accurate and precise test for a specific disease. They are not decision trees, but rather use
Diagnosimetrics, the application of quantitative analysis to the art of disease diagnosis, as the
method for construction of non-parametric, retrospective, disease cohort, rank ordered, weighted
concatenation unique to a disease, and specific to the medical center where they are created. ISD
technology destroys the myth of a single medical standard of care, and focuses the diagnostician
as the individual most capable of diagnosing disease(s) in human beings.

The transformation of physician behavior is rooted in science, and influenced by money. This
relationship is best illustrated in the congressional records of 1983 within Title VI legislations.
Public Law 98-21 contained the new payment system for Medicare—Diagnostic Related
Grouping (DRG). A quality control initiative developed by John Thompson, in the State of New
Jersey quickly gained national recognition as a tool to control cost. DRG shifted physician
behavior and increased quality by reducing a patient’s length of hospital stay— days in the
hospital. Providers of healthcare would no longer present a bill for payment after a patient’s
discharge. Instead, once the patient is discharged, a review of the medical record assigned a
disease code to that hospital stay—DRG, that prescribe a monitory amount paid based on the
confirmation of a specific disease. That quality control initiative transformed healthcare payment
from a retrospective to a prospective payment system. By all accounts, it worked; a reduction in
healthcare consumption occurred, with increased medical quality.

We seek regulatory reform to carryout a national feasibility study in order to define and apply a
disease specific diagnostic workup standard, through the application of a scientific method, and in
so doing, create a real reduction in the nation’s healthcare bill estimated at more than 1 Trillion
dollars. Our approach will provide Obama, Baucus and others the method to usher in healthcare
for all at below or current spending, while enjoying support of the all stakeholders.

We seek your participation to demonstrate that when healthcare reform is science based
primarily, fiscal reductions follow.

What we bring to the table is the shovel-ready solution that OBM says would be difficult
to find—the isolation of medical waste.

Cited Reference D.A. Hernandez, K. Larsen, D. Fertel, ISD Technology: A Strategy for Reduction of Low-Dose
Radiation Exposure in Human Beings. The Tenth International Congress of The International
Radiation Protection Association 2000 May; Hiroshima, Japan
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37848 Bougainvillea Avenue
Dade City, Florida 33525
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(352) 567-9254

Education

The Union Institute, Cincinnati, Ohio - Ph.D.

Certification; November 9, 1996

Graduation: May 2, 1997

Title: Applied Radiological physics

Field of Study: ISD Technology: a Strategy for Reduction of Low-Dose Radiation Exposure in

Human Beings

Dissertation Published & Presented:  The 10™ International Congress of the International
Radiation Protection Association, on May 14-19, 2000, in
Hiroshima Japan.

University of Tennessee at Knoxville, Divisions on Public Health, Master of Public Health, March

1987. Concentration in Health Radiation Risk Assessment. Emphasis in Biosatistics, Radiation

Safety, Diagnostic Radiology Instrumentation, Radiation Exposure/Benefit Cost

Analysis/Utilization Review and Financial Management

Yale University, New Haven, Connecticut School of Medicine, Department of Epidemiology.
Research project development — Graduate Student- Illness Specific Diagnostic Table, September
1985, Project of Excellence

Saint Leo University, St. Leo, Florida Bachelor of Arts in Political Science. Emphasis in
Management and Marketing of Medical Services, June 1984

Hillsborough Community College, Tampa, Florida, Electrical Engineering Student with emphasis
in nuclear physics. Radiation Safety, and Radiation Biology

Post Graduate Studies

Baylor College of Medicine, Houston, Texas, The Physics & Application of PET/CT imaging,
AAPM Summer School June 25-27, 2008

University of Washington, College of Medical Physics, Accreditation Programs and The
Medical, AAPM Summer School, June 24-28, 2001 :

Licenses and Registrations:

Diagnostic Radiological Physicist - State of Florida, Florida Department of Health, Division of
Medical Quality, Advisory Council of Medical Physicists, License number DPR00000043



Medical Nuclear Physicist - State of Florida, Florida Department of Health, Division of Medical
Quality, Advisory Council of Medical Physicists, License number DPR0000044

Radioactive Materials License - State of Florida, Department of Health, and Rehabilitative
Services, Office of Radiation Control, license number 2345-1

Radiation Machine Calibrations - State of Florida, Department of Health, and Rehabilitative
Services, Office of Radiation Control, Identification Number V-521

Certified Medical Physicist - State of Florida, Department of Health and Rehabilitative services.
Office of Radiation Control, Identification Number 002, other Certificates available on request

Experience:

December 1992-1993
Touro Infirmary, New Orleans, Louisiana - A 575 bed acute care teaching hospital

Medical Radiological Physicist, Director Diagnostic, and Therapeutic Radiology; Authority over all
matters of radiation safety, Staff Chief Medical Physicist. Serve as Radiation Safety Officer (RSO)
report directly to Radiation Safety Committee (RSC). Legal agent empowered with the authority to
legally binding statements to Nuclear Regulatory Commission (NRC), Louisiana Department of
Environmental Quality and City of New Orleans. Responsible for the management of a Broad

Scope Radioactive Materials for both diagnostic and Theraputic use. License monitored by the
RSC.

Performed all medical physics services as it relates to calibration of all diagnostic, therapeutic and
quantification instruments utilized in diagnostic and therapeutic radiology to include, but not
limited to, emergency walk-in clinics X-ray, 2 CT scanners, 17 x-ray rooms, 7 Portable X-ray, 7 C-
arms, 3 OR suites. Special Procedures Suites, Cardiac Catheterization Laboratory, Mammography
units, and Magnetic Resonance Imaging, 4 Nuclear Gamma Cameras, 4 Ultrasound units, Linear
Accelerators, Simulator and other medical imaging instruments.

Span of control over Diagnostic Radiology Managers, Educational Support Manager, Radiation
Therapy Manager, Medical Radiation Physicists, support Service Manager, and 67 technologists,
37 Diagnostic and Therapeutic radiology Student Technologists.

Responsible to Executive Officers for continued development, implementation, evaluation, and
corrective action of administrative organization, management design for strategic planning,
responsible for fiscal management and functional organization, under one policy and procedure
structure, payroll plan with equivalent pay-grades, quality control (QC) program, Continual
Quality Improvement plan (CQI), and one hospital wide radiation safety program. Fiscal
development, implementation and evaluation of a business plan, operational budget, budget and
payroll for approximately an 8 million dollar budget, responsible to the Chief Fiscal Officer for
implementation of departmental economic budget. Serve as public point of contact for matters of
radiation concerns. Work directly with purchasing agents, architects, contractors and governments
for obtaining certificates of needs for building of a new hospital building.



Business and Contract Development

March 1981-Present

Radiation Protection Associates, LLC, Dade City, Florida

Founder and President - Radiation Protection Associates, LLC, is a triad medical service
organization. Medical Physics services are provided to hospitals, clinics, medical doctors,
universities, Insurance Payers, and government agencies.

Radiation Protection Services, LLC, delivers the following services:

Radiation Physics Support - Responsible to the Radiation Safety Officer for all matters of ionizing
radiation safety, radioactive materials license, ionizing radiation education, x-ray machine
compliance, Nuclear Regulatory Commission compliance, Environmental Protection Agency and
local agency guideline adherence. Responsible for planning, developing and implementing
performance standards, quality control program and instrumental safety.

Health System Diagnostic Specialty - A utilization review, quality service which evaluates
diagnostic resource consumption patterns, alternative allied health reimbursement mechanisms with
an interest in maximizing clinician/hospital revenues while decreasing costs and patient radiation
exposure and increasing the quality of patient care.

Current Research

Development of a comprehensive CR-QC Program

Departure from traditional film-based radiology towards Computed Radiology (CR) fundamentally
transformed disease diagnosis, and establishes the video image as the method for disease diagnosis
and record. It is a significant alteration of a hospital’s medical record. Simultaneously, many
hositals, across the country, continue to develop from a facility specific diagnostic practice, into
regional/divisional diagnostic center(s). That is, disease diagnosis may no longer be related to the
facility where the diagnostic test occurred. The consequence of this non-local diagnosis is far
reaching.

Vital to the success of non-local models for disease diagnosis are the components of the CR
system. Success in this case is defined as the CR system’s ability for consistent reproduction of the
clinical image that generated the initial diagnosis, anywhere in the system, at any time. The
responsibility for the consistency of that image falls on hospitals and clinics.

The standards for a comprehensive approach to CR QC have not been written. The speed at which
hospitals continue to march towards complete digitalization of all disease diagnosis reflects an



industry wide change. Medical facilities on the cutting edge of the movement may find themselves
at risk in the absence of a CR CQ program.

A comprehensive CR/DR QC Beta trail was initiated in June 2005 in the state of Florida and
concluded in December 2007.

The research outcome is a marketable product that addresses the questions raised above and
numerous publications related to CR/DR QC.
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2242 Tarragon Lane - New Port Richey, FL 34655 - (727) 420-6476

CAREER OBJECTIVE:

To partner with clients who wish to develop new, or enhance their existing products,
utilizing my skills, experience, and proprietary technologies.

PROFESSIONAL EXPERIENCE:

Woolsthorpe Technologies LLC, Tampa, FL. (www.woolsthorpe.com) 2002-2008
Chief Software Architect

Under the direction of Dr. Alexander K. Mills, Chief Product/System Architect, developed the
“Flowave 1000,” non-invasive Cardiac Output (CO) Monitor

Designed a flexible software framework, based on Windows CE (Win32s and Embedded Visual
C++) for Dr. Mills and his two chief science advisors, and Hardware/DSP engineers, to interactively
develop and test proprietary CO algorithms in real-time

Implemented a version of my "Y-Trends" pattern recognition system to help analyze
Plethysmograph waveforms and relate them in real-time to ECG QRS patterns which assisted Dr.
Mills in developing his CO algorithms

Designed a general interface for the DSP driver, managing DSP engineering development as well
as designing, coding and executing Software Requirements and Specifications (SRS), Embedded
Visual C++ program code, Software Design Descriptions (SDD), and Design Verification Tests
(DVT) for the Flowave 1000 product, for eventual 510(k) Food and Drug Administration (FDA)
submission

Helped assimilate, review, test, and submit 510(k) paperwork to the FDA, with resulting submittal
date of 06/27/2008

o Awarded co-inventor status, along with Dr. Alexander Mills, Dr. Bernhard Sterling, and Dr.
Gregory Voss, for “Cardiac Output Method and Apparatus” (Patent pending)

o Awarded company partnership in recognition of technical accomplishments



Millennium Software Inc, Tampa, FL. 1993-Present
President and Computer Scientist

Designed the following product solutions:

-"PenEase(TM)," a pen-based Graphical User Interface (GUI) extension to the Epson EHT 20/30
handheld PC’s, allowing real-time signature collection and verification (biometric)

"Silent Screen," a method of multi-dimensional pattern recognition
Generic multi-state driver's license decoder software for auto dealers
An embedded controller for a Cryogenic Vibration Cleaning System
Real-time facial recognition system for Microsoft Windows
Proprietary biometric waveform analysis engine "Y-Trends"
Real-time Application framework for Embedded Windows programs
Proprietary Robot Control Language

Currently designing targeted algorithms for Silent Screen and enhancing my Robot Control
Language (RCL). Also, working on an environmental testing robot for the University of South Florida

o Awarded U.S. Patent for “Pattern Recognition Apparatus & Method,” No. 5,838,820

KeyTrak Inc, Tampa, FL. (www.KeyTrak.com) 1989-2001
Director of Software Development

Supported key control systems which track keys for automotive dealers & multi-family properties:

Reinvented the entire system (called KT2) allowing company expansion from several hundred to
over two thousand active installations

Designed and managed many variations of the baseline security application for special customer
requests, i.e. Stratosphere Casinos (Las Vegas), Berkeley High School (CA), Holmes Security
(NY), Fort George Mead "NSA" (MD)

Enhanced the Key-Net LAN to provide a real-time interface to Reynolds & Reynolds

Designed and implemented all Year-2000 (Y2K) error correction code to prevent Y2k crashes for
the entire customer base (> 2000 systems)

Implemented a version of my proprietary barcode Pattern Recognition System to allow the key
tracking system to read "dirty" barcodes by statistically estimating the missing data

Invented the Key-Net Local Area Network protocols in order to network multiple KeyTrak systems
over any distance via Digiboard hardware

o Awarded company ownership for redesigning the product to utilize the Dallas One-Wire
(DOW) bus rather than barcodes



Software Design Consultants, Clearwater, FL. 1988-1992
President

Designed and created the first generic laser printer driver for the Apple Macintosh Computer,
" JetConnect ™" to allow the Macintosh to be used with the inexpensive Hewlett Packard LaserJet
printer

Invented a barcode Pattern Recognition System to extract good data from "dirty" barcodes

Developed System Software for the "Smart Start 2" twin engine security system for Beechcraft
using 8051 based hardware

Worked on the "Neuro-Oximeter" development team for Dr. Robert Pike, via EDA (Tampa, FL)

Perdata Corporation, Clearwater, FL. 1986-1988
Software Engineer

Developed two custom Fixed Point mathematical libraries (from scratch) for the Introl 'C' compiler in
Assembly Language, one for the Motorola 8-bit 6809, the other for the 16/32-bit 68000
microprocessor, to prevent losing penny fractions over multiple monetary transactions

Created the Fuel Information System Interface "FISI" for TokHeim Corp. to help detect the amount
of fuel remaining in a storage tank

Provided ‘C’ programming support for the "GENPAC" application development team

The Programming Force, St. Petersburg, FL. 1980-1984
Vice President and Computer Programmer

Designed a quality control system for InterConics (Tampa, FL) Quality Assurance department,
using automated barcode readers and a custom IBM-PC database application

Created the original CNC robotic "Intraocular Lens" cutting software for DGR Inc.

Designed software to convert a Radio Shack TRS-80 model 3 computer to a Computer-Vision
Mainframe Terminal Emulator for Honeywell (Clearwater FL), using Z-80 Assembly Language, to
help design the new Space Shuttle gyroscope

Designed custom microfiche replacement software for MicroFile Inc. (St. Pete, FL)

Created "ForceFiles" Database Management System for Aerts Construction Company (St. Pete,
FL), using MS-Basic & Z-80 Assembly on the TRS-80. One of the first PC-based DBMS' with an
interactive Graphical User Interface. Resold package with custom screen forms to many business
clients



SUMMARY OF QUALIFICATIONS:

= Automated Pattern Recognition systems, Biometrics detection and analysis (ECG,
Plethysmography, fingerprints and facial comparison) to solve problems detecting real-world
conditions, i.e. pathogens in a liquid, or a criminal on camera

» Real-time embedded software and hardware systems (multi-threaded/parallel processing) to
solve real-world problems: Maxim iButton/DOW bus, Rabbit™ Core Modules and Single-
Board Computers, Analog to Digital conversion and interfacing, Robotics and Controllers for
factories and laboratories

» GUI and graphics algorithm development: programming Microsoft Operating Systems and
Compilers (WinCE, WIN32, DLLs), especially Visual C++, i.e. designing a custom windowing
user interface for a portable handheld computer

= Custom Networking (Client-Server/Star-Topology, RS-232/485, ISO Stacks, Winsock),
Distributed databases, Embedded wireless networking for remote controlled equipment
monitoring

= WIN32, ISAPI, MFC, .NET, Embedded Dynamic-C, Unix, ASP, VBScript, HTML, HTTP/FTP,

TCP/IP, Blue-tooth, Ethernet, most microprocessors and Assembly languages, Digital Signal
Processing

Additional References Available Upon Request



CURRICULUM VITAE

Richard David Schulterbrandt Gragg, Ph.D.

Associate Professor and Associate Director Environmental Sciences Institute
Director, Florida Center for Environmental Equity and Justice

Florida A&M University

Tallahassee, Florida 32307

Phone: 850-599-8549

E-mail: richard.deragg@famu.edu / richarddgraggiii@mac.com

Education

1994, Ph.D. Pharmaceutical Sciences, Florida A&M University, Tallahassee, FL

1996, MS Pharmacology, Florida A&M University, Tallahassee, FL

1981, BS, Biochemistry, Binghamton University, State University of New York, Binghamton, NY
1979 — 1980, Student, Florida A&M University

Continuing Education

Commissioned Officer, United States Public Health Service

Commissioned Student Training and Extern Program, U.S. Public Health Service

National Center for Toxicological Research; Jefferson, Arkansas, May 1988 - August 1988,

Analyzing Risk: Science, Assessment, and Management, Harvard Center for Risk Analysis
Harvard School of Public Health, May 1996

Photobiological Techniques, NATO Advanced Study Institute
Royal Military College of Canada, Kingston, Ontario, June 1990

Summer School on Photochemistry, European Photobiology Association
Spiez, Switzerland, June 1989

Liquid Chromatography, Electrochemistry/Voltametry, Bioanalytical Systems, Inc.
Indianapolis, Indiana, August 1983

Membership in Professional Organizations
American Association for the Advancement of Science
American Public Health Association

Ecological Society of America

Association of Environmental Professional
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Research and Professional Experience
8/04 — present, Associate Director and Associate Professor, Environmental Sciences Institute
Florida A&M University

2003 -2004, Interim Director, Environmental Sciences Institute, Florida A&M University
Selected by Provost and Vice President for Academic Affairs to serve during leadership transition.

2001 — present, Associate Professor, Environmental Sciences Institute, Florida A&M University

Research Interests: Environmental Toxicology, Environmental Health Disparities, Environmental
Justice, and Community-Based Participatory Research.

Teaching and Instruction: Graduate and undergraduate courses in environmental toxicology and human
health; environmental health; environmental ethics; and environmental justice. Training and directing
undergraduate, masters and doctoral students, in bimolecular science, and environmental policy and risk
management, research.

1998 — present, Associate Director, Environmental Sciences Institute, Florida A&M University

Provide primary support to the Director, and act for and assume full direction in the absence of the
director; supervise Institute staff, coordinate academic programs.

Program Development: Co-led efforts to establish BS and Ph.D. programs in Environmental Sciences in
1998 and 1999, respectively.

1998 — present, Director, Florida Center for Environmental Equity and Justice, Florida A&M University
Directs and coordinates the efforts of Institute staff and associates to conduct environmental justice
research, outreach, education, technical advice, and policy development and recommendations.

1995 — 2001 Assistant Professor, Environmental Sciences Institute, Florida A&M University

Teaching and Instruction: Taught graduate and undergraduate courses in environmental toxicology and
human health, environmental health, environmental justice, and environmental ethics.

Research Interests: Environmental toxicology, and environmental justice.

Program Development: Co-led efforts to establish and fund Florida Center for Environmental Equity
and Justice

1995 — 1997, Research Director, Florida Commission on Environmental Equity and Justice
Led efforts to conduct and publish Commission research and report.

1991 — 1995, Assistant Professor and Coordinator, Ronald E. McNair Post-Baccalaureate Achievement
Program, School of Graduate Studies, Florida A&M University

Managed and coordinated the efforts, of staff and affiliated faculty, to prepare and mentor undergraduate
students for admission to Ph.D. programs.
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Contracts and Grants

Title: FAMU Harvard Center for Health Disparities Research - Social and Environmental Determinants of
Hypertension

Agency: National Institutes of Health: National Center for Minority Health Disparities

Project Period: October 2008 - Present

Amount: $1,200,0000

Title: Five Year Entry Level BS/MS Degree Program in Environmental Science
Agency: U.S. Department of Education

Project Period: October 2007 — September 2010

Amount: $900,000

Title: Household Pesticide and Chemical Exposures

Agency: U.S. Department of Housing and Urban Development
Project Period: October 2006 - Present

Amount: $350,000

Title: Doris Duke Conservation Fellowship
Agency: Doris Duke Charitable Foundation
Project Period: February 2007 - present
Amount: $225,000

Title: South Florida/Caribbean Cooperative Ecosystem Studies Unit
Agency: U.S. Department of Interior

Project Period: 2000 - present

Amount: Cooperative Agreement

Title: FAMU Harvard Center for Health Disparities Research - Social and Environmental Determinants of
Hypertension

Agency: National Institutes of Health: National Center for Minority Health Disparities

Project Period: September 30, 2003 — August 2008

Amount: $6,000,000

Title: South Florida Ecosystem Restoration Interdisciplinary Science Participation Plan
Agency: National Oceanic and Atmospheric Administration

Project Period: October 2002 - September 2005

Amount: $255,000

Title: Advanced Research Cooperation in Environmental Health Sciences
Agency: National Institute of Environmental Health Sciences

Project Period: October 2001 — September 2006

Amount: $5,657,0000

Title: Environmental Cooperative Science Center
Agency: National Oceanic and Atmospheric Administration
Project Period: October 2001 — September 2006
Amount: $7,486,343
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Title: Marine/Estuarine Biotechnology

Agency: U.S. Department of Energy

Project Period: August 1, 1997 — August 31, 2001
Amount: $5,400,000

Title: Marine Biotechnology Supplemental
Agency: U.S. Department of Energy

Project Period: August 1, 1997 — August 31, 2001
Amount: $1,273,908

Title: South Florida Ecosystem Restoration Strategic, Interdisciplinary Science Participation Plan
Agency: U.S. National Oceanographic and Atmospheric Administration

Project Period: September 29, 1997 — September 15, 2000

Amount: $250,000

Ttile: Clearwater Florida Environmental Justice Strategy
Agency: U.S. Environmental Protection Agency/International City and County Managers Association

Project Period: October 1, 1999 — December 31, 1999
Amount: $25,000

Title: Center for Environmental Equity and Justice
Agency: Florida Legislature

Project Period: April 1998 - present

Amount: $8,064,000

Title: Proximity and Demographic Analyses and Case Studies of Targeted Environmental Hazards in
the State of Florida

Agency: Florida Legislature — Florida Commission on Environmental Equity and Justice

Project Period: August 1, 1994 — August 31, 1997

Amount: $300,000

Title: Southeast Center for Community Environmental Health
Agency: U.S. Environmental Protection Agency

Project Period: October 1, 1997 — September 30, 1999

Amount: $250,000

Title: Environmental Justice Implementation Plan Partnership
Agency: US Department of Energy

Project Period: July 16, 1997 — December 31, 1998

Amount: $153,000
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Doctoral Dissertations Directed
Sekeenia Haynes, Ph.D. 2006: Spatial And Trophic Distribution Of Total Mercury In The
South Florida Ecosystem

Franklin Nwagbara, Ph.D. 2006: The Cytotoxicity Effects of Benzo[a]pyrene and its Selected
Metabolites on LNCaP, DUI145 and PC3 Prostate Carcinoma Cell Lines

Milton Clarke, Ph.D. 2004: Effects of Photo-Oxidation and Co-Metabolism on Marine Petroleum
Biodegradation and Bacterial Community Structure

Doctoral Dissertations Supervising
Faith Clarke, Doctoral Candidate: Development of a Remote Identification Technique for Assessing

Lyeodium Microphyllum on Tree Islands in the Arthur R. Marshall Loxahatchee National Wildlife
Refuge

April Croxton, Doctoral Candidate: Trophic Transfer of Sediment-Associated Contaminants from
Microphytobenthic Communities to Bivalve Species

Adesuwa Erhunse, Doctoral Candidate: An Assessment of Perfluorinated Organic Compounds and
Source Inputs on the Potential Impacts to Water Quality and Biota in Coastal Ecosystem

Sherriette Stokes, Doctoral Candidate: 4 Cumulative Risk-Based Approach to Land-Use Planning

Masters Theses Directed

Adesuwa Erhunse, MS 2002: Implications of Elevated Blood Levels in Committed Juveniles for
Environmental Health Risk Policies in the State of Florida

Qiang Cao, MS 2002: Impact of Photo-oxidation and Co-metabolism on Naphthalene Degradation by

Indigenous Marine Bacteria

Sekeenia Haynes, MS 2001: Investigation of Polcylic Aromatic Hydrocarbons and Quinone
Photoproducts in Everglades Canals C-11 and C-111

Antanasio Joao Brito, MS 2001: Prediction of Shrimp Biomass and Catch Using Biomass Dynamic and

Recruitment Modeling

Milton Clarke, MS 2000: Impact of Ultra-Violet Radiation on the Petroleum Hydrocarbon Degradation

by Indigenous Marine Bacteria
Colette Brown, MS 2000: Degradation of Napthalene in Seawater Using Selected Marine Algae

Naemon Matthews, MS 1999: The Contribution of Concrete and Component Materials to Indoor Radon

Concentration in Commercial Buildings
Cheri Wright, MS 1998: Elevated Blood Lead Policies in Florida: Issues and Answers
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Masters Theses Supervising
Dao Lam: Pesticide Exposures in Urban and Rural Households

Marc Aarons: The Impact of the Environmental Justice Movement on Brownfields Public Policy in
Florida

Publications and Oral Presentations

1.

Selina Rahman, MBBS, PhD, MPH, Howard Hu, MD, ScD, Eileen McNeely,PhD, Saleh M. M.
Rahman, MBBS, PhD, MPH, Nancy Krieger, PhD, Pamela Waterman, MPH, Junenette Peters, ScD,
Cynthia Harris, PhD, DABT, Cynthia H. Harris, PhD, Deborah Prothrow-Stith, MD, Brian K. Gibbs,
PhD, Perry C. Brown, DrPH, Genita Johnson, MD, MPH, Angela Burgess, Richard D. Gragg, PhD.
(2008) Social and Environmental Risk Factors for Hypertension in African Americans. Florida
Public Health Review 5, 64-72

Onyinye Nwagbara, Selina F. Darling-Reed, Alicia Tucker, Cynthia Harris, Michael Abazingel,
Ronald D. Thomas, and Richard D. Gragg (2007) Induction of Cell Death, DNA Strand Breaks, and
Cell Cycle Arrest in DU145 Human Prostate Carcinoma Cell Line by Benzo[a]pyrene and
Benzo[a]pyrene-7,8-diol-9,10-epoxide. International Journal of Environmental Research and Public
Health 4(1), 10-14

Haynes S., Orazio C.E., Gragg R.D., Lebo J.A., Cranor W., Clark R., and Robinson L. (2006)
Semipermeable Membrane Device Sampling of Polycyclic Aromatic Hydrocarbons, Quinones and
Organochlorine Pesticides in Everglades Canals C-11 and C-111. Jowrnal of Environmental
Toxicology and Chemistry. Submitted for publication.

Haynes, S., Johnson, E., Orazio, C. E., Robinson, L., Gragg, R. (2006) An Evaluation Of A
Reagentless Method For The Determination Of Total Mercury In Aquatic Life. Water, Air, and Soil,
Accepted for publication.

Croxton, A., Wikfors, G.H., and Gragg, R.D. (2007) Immunomodulation in Easten Oysters,
/Crassostrea virginica/, Exposed to PAH-contaminated Benthic Diatoms. Oral presentation given at
the 99th Annual National Shellfisheries Association Meeting, San Antonio, TX, 2007.

Croxton, A., Wikfors, G.H., Soudant, Philippe, Gragg, R.D. Method Determination for Identifying
/In vitr/ Effects of PAHs on Eastern Oyster, /Crassostrea virginica/, Hemocytes. Poster presentation
given at the Northeast Aquaculture Conference & Exposition/27°th Annual Milford Aquaculture
Seminar,Groton, CT, 2006.

. Croxton, A., Wikfors, G.H., and Gragg, R.D. Immunomodulation in Eastern Oysters, /Crassostrea

virginica/, Exposed to PAH-contaminated Benthic Diatoms.Oral presentation given at the
NOAA/EPP 4~th Annual Education and ScienceForum, Tallahassee, FL, 2006.

Croxton, A., Wikfors, G.H., and Gragg, R.D. Immunomodulation in Eastern Oysters, /Crassostrea
virginica/, Exposed to a PAH-Contaminated Benthic Diatom. Oral presentation given at the 26"th
Milford Aquaculture Seminar, Meriden, CT,2006.
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10.

11.

12.

13.

14.

15.

16.

17.

18.

Croxton, A., Wikfors, G.H., and Gragg. R.D. Trophic Transfer of Sediment-Associated
Contaminants from Microphytobenthic Communities to BivalveSpecies. Oral presentation given at
the 8~th International Conference on Shellfish Restoration, Brest, France, 2005

Croxton, A., Wikfors, G.H., and Gragg, R.D. Immune Responses of the Eastern Oyster, Crassostrea
virginica, Exposed to Polycyclic Aromatic Hydrocarbons Via Microphytobenthic Diatoms. Poster
presentation given at the 97°th Annual Meeting of the National Shellfisheries Association,
Philadelphia, PA, 2005.

Croxton, A. Wikfors, G.H., and Gragg, R.D. Trophic Transfer of Sediment-Associated
Contaminants from Microphytobenthic Communities to BivalveSpecies. Oral presentation given at
the 25”th Milford Aquaculture Seminar, Milford, CT, 2005.

Onyinye Nwagbara Selina Darling-Reed, Alicia Tucker, Cynthia Harris, Michael Abazinge, Ronald
Thomas, and Richard D. Gragg. The cytotoxic effects of benzo[a]pyrene, benzo[a]pyrene-7-8-
dihydrodiol, and benzo[a]pyrene-7,8-9,10-epoxide on human-insensitive prostate carcinoma cell line
PC3. American Association for Cancer Research, 98th Annual Meeting, April 18- 21, 2007, Los
Angeles, CA.

Onyinye Nwagbara, Selina F. Darling-Reed, Ronald D. Thomas, and Richard D. Gragg. Induction of
PC3 Cell death and DNA damage by benzo[a]pyrene-7,8-diol-9,10-epoxide (BPDE). Society of
Toxicology 45th Annual Meeting, San Diego, CA, March 2006.

Onyinye Nwagbara, Selina F. Darling-Reed, and Richard D. Gragg. Cell Death, DNA strand Breaks,
and Induction of p53 Accumulation by benzo[a]pyrene-7,8-diol-9,10-epoxide (BPDE) in PC3 and
DU145 Prostate Carcinoma Cell lines. American Association for Cancer Research, 97th Annual
Meeting, April 1-, 2006, Washington D.C.

Onyinye Nwagbara, Selina F. Darling-Reed, and Richard D. Gragg. The induction of apoptosis and
possible G2/M arrest on androgen insensitive human prostate carcinoma cell line (DU145) by
benzo[a]pyrene 7,8-diol-9,10-epoxide( BPDE). American Association for Cancer Research 96th
Annual Meeting Anaheim, CA, April 2005.

Onyinye Nwagbara, Selina F. Darling-Reed, and Richard D. Gragg. Effect of polycyclic aromatic
hydrocarbon on human prostate carcinoma cell line (LNCaP). Environmental Mutagen Society 35th
Annual Meeting, Pittsburgh, Pennsylvania, October 2-6, 2004.

Onyinye Nwagbara, Selina F. Darling-Reed, and Richard D. Gragg. B[a]P-7,8-diol induced cell
cycle arrest and apoptosis in LNCaP prostate carcinoma cells. Experimental Biology, Washington
D.C., April 2004.

Onyinye Nwagbara, Selina F. Darling-Reed, and Richard D. Gragg. B[a]P and B[a]P-7,8-diol
induced cell cycle arrest and apoptosis in LNCaP cell. Society of Toxicology, Baltimore, Maryland,
March 2004. :
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19.

20.

21.

22.

23.

24.

25.

Richard D. Gragg, Onyinye Nwagbara, Selina Faith Darling-Reed, Yasmeen Barnes-Nkurumah, and
Tom Kocarek. Mechanisms involved in AhR modulation of androgen dependent prostate cancer cell
cycling. American Association for Cancer Research, 95th Annual Meeting, Orlando, FL, March
2004.

Richard D. Gragg, Selina Faith Darling-Reed, Tom Kocarek, Onyinye Nwagbara, and Kim
Zukowski. AhR modulation of androgen dependent prostate cell growth (Manuscript in preparation)

Richard D. Gragg, Selina Faith Darling-Reed, Tom Kocarek, Onyinye Nwagbara, and Kim
Zukowski. TCDD induced cell cycle arrest and apoptosis in LNCaP prostate carcinoma cells.
American Association for Cancer Research, Washington D.C., AACR 2003.

Gasana, J. and Christaldi, R. (2002) Measuring Environmental Equity and Justice: A Proposed
Health Assessment Paradigm. International Journal of Public Administration 25: 281-304.

Molly Singer, Richard Gragg, Renu Khator, Miles Ballog, Angela Wright, Lisa Milligan, Lori
Hernandex, Carol Forthman, The Greenwood Neighborhood Community Action Team (2001)
Righting the Wrong: A Model Plan for Environmental Justice in Brownfields Redevelopment.
International City/County Management Association Superfund/Brownfield Research Institute.

Richard D. Gragg in conjunction with the Army Corps of Engineers and the South Florida Water
Management District. (August 2001) Public Outreach Program Management Plan for the
Comprehensive Everglades Restoration.

Richard D. Gragg in conjunction with the Army Corps of Engineers and the South Florida Water
Management District. (August 2001) Environmental and Economic Equity Program Management
Plan for the Comprehensive Everglades Restoration Plan.

26. Preston, B. L., Warren, R. C., Gragg, R. D. and Walker, B. (2001) Environmental Health and Anti-

27.

28.

29.

Social Behavior: Implications for Public Policy. Journal of Environmental Health 63: 9-21

B. Kranzer and R. Gragg (2000) Incorporating Environmental Justice into the Comprehensive
Everglades Restoration Management Plan. Greater Everglades Ecosystem: Restoration Science
Conference, Naples Florida

Khator, R., Gragg, R., Forthman, R., Ballog, M., White, A., Smith, M., and Hernandez, L. (2000)
City of Clearwater Brownfields Area Environmental Justice Action Agenda Report

Haynes, S, Gragg, R, D, Orazio, C, E, Lebo, J, , Huckins, J, , Petty, J, (2001)Investigation Of

Polycyclic Aromatic Hydrocarbons And Quinone Photoproducts In Everglades Canals C-11 And C-
111. ASLO 2001 Aquatic Sciences, Albuquerque, New Mexico
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30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Clarke, M, A, Gragg, R, D, Ding, X, Cherrier, J, Hogg, R, Chanton, J, (2001) Impact of Ultra-Violet
Radiation on Petroleum Hydrocarbon Degradation by Indigenous Marine Bacteria. ASLO 2001
Aquatic Sciences, Albuquerque, New Mexico

B. Kranzer and R. Gragg (2000) Incorporating Environmental Justice into the Comprehensive
Everglades Restoration Management Plan. Greater Everglades Ecosystem Restoration Science
Conference, Naples Florida

Clarke M., Gragg R., Cherrier, Ding X., Hogg R., and J. Chanton. (2000). Impact Of Ultra Violet
Radiation On Petroleum Hydrocarbon Degradation By Indigenous Marine Bacteria. Department of
Energy Biotechnological Investigations Ocean Margins Program Conference (Tallahassee, Florida
March, 2000), National Organization of Black Chemists and Chemical Engineers (Miami, Florida
April, 2000), and the Florida Marine Biotechnology Summit II (Tampa, Florida October, 2000)

Brown H., Hogg, R. Cherrier, J, Chanton J. Ding X. and R. Gragg. (2000) Isotope Study Of
Hydrocarbon Degradation By Indigenous Nearshore Bacterial Populations Through Co-Metabolism.
Department of Energy Biotechnological Investigations Ocean Margins Program Conference,
Tallahassee, FL.

Haynes, S. and Gragg, R. (2000) Investigation of Polycyclic Aromatic Hydrocarbons & Quinone
Photoproducts in Everglades Canals C-11 and C-11. Greater Everglades Ecosystem Restoration
Science Conference, Naples Florida.

Florida’s Environmental Equity and Justice Program: Environmental Justice Panel: The 3 Annual
Brownfields Conference; 2000, Miami Beach, Florida.

Dialogue: Interpretation and Implementation of Community Vision and Voice: Environmental
Justice Panel: Balancing Brownfields-Building Strength Through Partnerships (2™ Florida
Brownfields Conference, 1999) Jacksonville, Florida;

Dialogue: Interpretation and Implementation of Community Vision and Voice Environmental
Design Research Association Meeting (1999) Orlando, Florida.

Environmental Justice Issues in the United States: Environmental Justice Panel: The 5™ Annual
Florida Public Interest Environmental Law Conference, 1999, University of Florida Law School,
Gainesville, Florida.

Interpretation and Implementation of Community Vision and Voice: Balancing Brownfields-
Building Strength Through Partnerships, 2™ Florida Brownfields Conference, 1999, Jacksonville,
Florida; Environmental Design Research Association Meeting, 1999, Orlando, Florida.

Chemical Mixtures: Florida Environmental Health Association Meeting, Environmental Health
Advisory Board, Environmental Justice Workshop (May, 1999) Orlando, Florida.

Proximity and Demographic Analyses of Targeted Environmental Hazardous Sites in Florida:
Florida House of Representatives Environmental Protection Committee (1997) Tallahassee, Florida
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42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

Environmental Justice Issues in America: National Association of Environmental Law Societies
Annual Meeting, Environmental Justice Panel (1996) Florida State University College of Law,
Tallahassee, Florida

Environmental Justice Issues in America: National Association of Black Public Administrators
Annual Meeting, Environmental Justice Panel (1996) Houston, Texas

Gragg, R., Christaldi, R., Leong, S. and Cooper, M. (1996) The Location and Community
Demographics of Targeted Environmental Hazardous Sites in Florida Journal of Land Use and
Environmental Law 12:1-44.

Gragg, R., (1996) Proximity and Demographic Analyses of Targeted Environmental Hazardous Sites
in Florida. Florida Environmental Equity and Justice Commission Final Report, 9-36.

Fnvironmental Justice Issues in Florida: Florida Environmental EXPO, Environmental Justice
Workshop (1995) Tampa, Florida

Environmental Hazards Proximity Protocol: Florida Environmental Equity and Justice Commission;
(1995) Tallahassee, Florida

George, A., Gragg, R., Jack, N. (Eds.). (1994) Caribbean Rhythm; Magazine of the Caribbean
Carnival™ Tallahassee, North Florida Caribbean Organization.

McCune, B.C. and Gragg, R.D. (Eds.). (1993) National McNair Journal, 4.
McCune, B.C., Gragg, R.D., Hobbs, V. and Benson, S.M. (Eds.). (1993) McNair Journal, 3
McCune, B.C., Gragg, R.D (Eds.). (1993) National McNair Journal, 1.

McCune, B.C., Gragg, R.D., Hobbs, V., Jacques, J. and Benson, S.M. (Eds.). (1992) McNair
Journal, 2.

Professional Service
Member, 2008 — present: Leon County Health Advisory Board

Commissioner, 2006 — April 2008: Florida Environmental Regulation Commission

University Representative, 2004 — present: Council of Environment Deans and Directors; Member,
Executive Council

University Representative, 2003 — present: Gadsden Community Health Council

Board of Directors, 2002 —2006: Florida Brownfields Association; Co-Chair Environmental Justice and
Public Health Committee
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Executive Council; 2001 —2005: National Environmental Justice Advisory Council; US
Environmental Protection Agency; Member Health and Research Subcommittee

Board of Directors, 2001 —present: Audubon of Florida
Community Environmental Health Advisory Board, 1998 —2000: Florida Department of Health

Contaminated Soils Forum, Chair Environmental Justice Committee, 1998 — 1999: Florida Department
of Environmental Protection

Faculty Senate, 1996 - 1998: Florida A&M University

Advisory Board, 1996 -present: Institute of Public Health—Florida A&M University

Science Advisory Committee, 1995 - 1999: Leon County, Board of County Commissioners
Admissions Committee, 1996 -1997: Program In Medical Sciences—Florida State University
Staff Research Director, 1995 - 1997: Florida Environmental Equity & Justice Commission

Board of Trustees, Odyssey-Tallahassee Science Center, Inc. (Mary T. Brogan Museum of Arts and
Sciences)

Finance Chairman, Board of Directors, Odyssey-Tallahassee Science Center, Inc. (Mary T. Brogan
Museum of Arts and Sciences

Honors and Awards

1993 McKnight Achievers Society, Florida Education Fund
1987, 1988 Delores Auzenne Graduate Fellowship, FAMU
1986-1992 McKnight Doctoral Fellowship, Florida Education Fund
1983, 1984 | Award for Excellence in Research, FAMU

1981-1986 Minority Biomedical Research Fellowship, FAMU
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DAVID P. GEORGES

710 Frederic Drive ~ Fleming Island, Florida 32003
904-614-8752 dgeorges@prsinc.biz

QUALIFICATIONS

Accomplished and dedicated executive specializing in medical imaging Management, Product
Development, Sales, Marketing and Distribution with a proven track record of achieving dynamic
bottom line results positively impacting each company’s growth and success. Experienced and
recognized leader in the field of diagnostic imaging equipment supplies and services market with
extensive experience in the Women’s imaging segment. Established innovator skilled in sales
launch strategies that introduced leading edge technologies into the Women’s imaging segment
including; film screen mammography systems, digital mammography systems, stereotactic and
ultrasound guided breast biopsy systems, computer aided detection systems, and automated 3D
breast ultrasound systems. Strategic developer and creative thinker skilled in building sales and
marketing implementation programs, management structure, and sales teams.

PROFESSIONAL EXPERIENCE

PROFIT RETENTION STRATEGIES, INC., Fleming Island, F1 2005 — Present
President / Owner

Technical and Marketing consultants of new technologies in the field of early stage breast cancer detection.

e  Strategic planning for new product launches

e Women’s Imaging Center Business Consultant

e  Work Flow and IT Specialist for Breast Imaging

U-SYSTEMS, INC., San Jose, CA
Vice President, Sales
Early stage developer of Automated, 3D, Breast Ultrasound technology. 2002-2005
e Reported to President.
o Divisional P&L Responsibility
o Established start-up sales team, pre-launch sales planning and implementation, and represented the corporation
and product concepts to industry leading breast imagers.
« Developed the business and technical value proposition for use in pre-launch marketing.
o Established proof of concept and luminary relationships with leaders in Women’s imaging.
e Managed a start up staff of 3 technical sales representatives, 3 applications specialists and 1 admin.

SOURCE ONE HEALTHCARE TECHNOLOGIES, Mentor, OH 1997 - 2002
-DIAGNOSTIC IMAGING, Inc.

-SOUTHEAST IMAGING SYSTEMS.

Retained through three merger and acquisition conversions.

Nations largest radiology products distributor formed by merging DI and Marconi HCP

Vice President, Marketing.

Reported to President.

Divisional P&L responsibility

Merged two sales and service teams of 250 sales and 1200 service representatives.

$1.4 billion in revenue.

Developed initial strategic marketing plan and implementation tactics to maximize revenue.
Product portfolio development & vendor management.

Provided technical sales training for 400+ sales representatives.

Managed a marketing staff of 17 in 2 locations.

Retained as VP of Marketing post acquisition of Diagnostic Imaging, Inc.



DAVID P. GEORGES Page Two

PROFESSIONAL EXPERIENCE
(Continued)

-DIAGNOSTIC IMAGING, INC., Jacksonville, FL; Division of PSS World Medical (PSSI)
National focused radiology products distributor created by purchasing and consolidating 56 regional distributors.
Vice President, Marketing (2000-2002)
e Reported to President
s Developed and implemented a corporate strategic business unit (SBU) structure that resulted in effective
utilization of the existing 76 capitol equipment sales representatives, 250 consumables sales representatives and
700 service personnel.
e Managed a marketing staff of 8
Most successful distribution partner for over 20 manufacturers of imaging equipment or supplies including
Hologic, R2, Lorad, Kodak, Shimadzu, and Dell.
Developed technical sales training programs for all SBU’s.
Managed strategic planning, product development, and vendor management.
Launched first CAD product for mammography achieving top distribution partner with R2.
Structured and managed national meetings and industry conferences.
National Sales Manager, Women’s Health SBU (1999-2000)
o Established the first national sales team dedicated to selling Women’s imaging equipment.
e Generated the highest revenue SBU through the development of a national technology based sales team
consisting of 30 representatives and 2 regional managers focused on Women’s imaging equipment sales.
Southeast Imaging Systems was acquired by Diagnostic Imaging, Inc. and I was retained for the positions detailed
above.
-SOUTHEAST IMAGING SYSTEMS (acquired by DIAGNOSTIC IMAGING in 1999), Apopka, FL
Vice President, Women’s Imaging
e Reported to President
Developed a technical sales and service team dedicated to Women’s imaging equipment.
Managed a staff of 30 sales, service and administrative personal.
Achieved top selling distributor by all key vendors.
Fastest growing revenue section of the company.
After the DI purchase of SE Imaging, I was recruited to replicate Women’s imaging strategy for Diagnostics
Imaging on a national scale.

CMS IMAGING, INC., Orange Park, FL 1993-1997
A $12M regional distributor of imaging equipment, products and service.

Vice President of Sales and Marketing

Reported to president

Recruited, trained and managed 4 technical sales representatives expanding sales by multiples.

Responsible for product portfolio, marketing, sales and vendor management.

Negotiated exclusive regional distribution contracts.

Grew revenue from $3 million in 1994 to $12 million in 1997.

SOUTH FLORIDA MED-X, INC., Ft. Myers, FL 1979-1994
An $8M regional distributor of imaging equipment, products and service.
Sales Manager and Business development
¢ Reported to President
o Achieved rapid and steady growth and expansion by initiating a management structure to coordinate
purchasing, operations, distribution, sales, marketing, and service.
s Negotiated and managed all vendor contracts.
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The Characteristics for Business Driven Health Care Reform in the State of Florida

e e et ot T S £ o U TN o R T A R S

>  Bring Scientific Method to Reduce Cost and Improve Quality-medicine is driven by science and

influenced by money
v’ Adventist Health System is an industry leader, and our strategic partner.

v’ Tested Successfully in the State of Florida

» Florida will serve as a model of health care reform to the rest of the nation
v Provide the catalyst for the economic transformation necessary for a business incentivized

health care reform

> Innovation necessary for the transformation requires special dispensation from the Agency for Health
Care Administration (AHCA)
v To provide the relief from the expected decrease in diagnostic medical resource
consumption—a consequence of the application of our scientific method
v We need you help to insure ACHA thinks out-the-box

This is what
we need

Healthcare reform

ealth Care Delivery

gl The Science of Health |

Care Reform

@ Politic al Leadership

Property of HealthCare Resource Development




Project Summary/Abstract

This demonstration project seeks to reduce health care diagnostic resource consumption and
patient health risk, while increasing health care quality, and solves long standing policy resistant
issues of access, quality, cost and litigation through the application of iliness Specific Diagnostic
technology (ISD), rooted in the science of diagnosimetric. The method for decision-making
described in this paper proves more cost-effective and medically sound than current practices.
Once ISD technology is the accepted national medical standard for disease diagnosis, dissimilar
medical diagnostic capacity are understood through the mathematics of small area clusters, and
creates the level playing field of analysis required for successful the application of national
medical standards, creates the lens of understanding regional diagnostic resource patterns.

In order for meaningful health care reform to succeed, physician behavior must be modified.
Specifically, the referring/attending physician must cease to order diagnostic tests based on
symptomology. Through this demonstration project, attending physicians will be educated to
perform a thorough clinical assessment and derive a provisional disease diagnosis based on the
patient’s clinical symptoms. A community based outreach program to members of the medical
staff, initially presented in medical staff meetings, and subsequently reinforced through
concurrent medical discipline group cluster meetings (intemist, clinical specialties, etc.), that
include key medical staff private office personnel, i.e. office manager, nurses, physician’s
assistant, etc., will be the audience whose behavior is targeted for change.

implementation of ISD technology will occur in two hospitals in the state of Florida, in
partnership with the Adventist Health System our delivery system of record for this
demonstration. Through a focus of medical education lectures and applications sessions the
medical staff members—the referring physician is educated not to order diagnostic tests base
on clinical symptoms, but rather on perform a through clinical assessment and arrive at a
provisional diagnose, and write a prescription to confirm or deny the disease. The patient
presents to the hospital with the prescription, and the hospital is the expert at knowing what
diagnostic test is associated with confirming or denying the disease in question.

ISD technology evaluates a known universe of data, the cohort of DRG specific medical
records, and produces values that are absolute and free from the uncertainty of inferential
statistical analysis. ISD diagnosimetric results are experiential, discrete, nominal data sets. 1SD
diagnosimetric results are real number values, whose roots are derived from retrospective
concatenation of diagnostic testing results performed at a specific medical center with
prospective application at the site where they are created. ISD tables are not static, but rather
require temporal validation directly to the hospital’s diagnostic capacity.
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ISD System Pre & Post
Effect National Healthcare Cost
DRG Pneumonia & Pleurisy

193, 194, 195

Dollars in
Billions

DRG 193 Pre & Post DRG 194 Pre & Post DRG 195 Pre & Post

Note: Charge and cost data provided by AHRQ, H-CUPnet indicate the average National cost for the disease
Pneumonia & Pleurisy for DRG 193, 194 and 195 is about $20 Billion Dollars. Once the medical staff is trained
to use ISD tables, a reduction in diagnostic resource consumption in dollars will occur. The reduction should be
about 86%, and will result in annual costs of about 2.8 Billion, and a savings of about 17.2 Billion.

Property of Healthcare Resource Development, Inc.




ISD System Pre & Post
Effect Hospital Cost

DRG Pneumonia & Pleurisy
193, 194, 195

6’00%
5,000-
4,000+
3,000
2,000

1,000+

Dollars in
Thousands

DRG 193 Pre & Post  DRG 194 Pre & Post DRG 195 Pre & Post

Note: Charge and cost data provided by AHRQ, H-CUPnet indicate the median hospital cost for the disease
Pneumonia & Pleurisy for DRG 193, 194 and 195 is about $5,845, $3883, and $2667, or about $12,398 total.
Once the medical staff is trained to use ISD tables, a reduction in diagnostic resource consumption in dollars
will occur. The reduction should be about 86%, and will result in costs per patient of about $1,736 for all 3
Pneumonia DRGs, and a savings of about $10, 662. per patient for all 3 DRGs.

Property of Healthcare Resource Development, Inc.




ISD System Pre & Post
Patient Diagnostic Test Reduction
DRG Pneumonia & Pleurisy

193, 194, 195

DRG 193 Pre & Post DRG 194 Pre & Post DRG 195 Pre & Post

Note: Prior to ISD intervention Florida Hospital constmed 1473 diagnostic tests to diagnose the disease Pneumonia on 51
patients. A reduction of about 87% occurs after ISD intervention for DRG 193. DRG 194 was reduced by about 90%, and
86% for DRG 195. These reductions are possible and will be automated by digital medical records when three actions
happen:

1) referring physicians order diagnostic tests based on a specific disease

2) diagnosticians include in the reports a finding of positive, negative or equivocal for the disease in question

3) Digital Medical Records are required to track discharge DRGs, and diagnostic test results,

Property of Healthcare Resource Development, Inc.




ISD System Pre & Post
Effect Sensitivity
DRG Pneumonia & Pleurisy

193, 194, 195

DRG 193 Pre & Post DRG 194 Pre & Post DRG 195 Pre & Post

Notes: Prior to ISD system application, the Florida Hospital’s sensitivity (a medical quality indicator) for Pneumonia 193
was 56%. Post ISD, the Hospital’s sensitivity is 100%, since only the top selected diagnositmetric diagnostic tests are used.
The same is true for Pneumonia 194 and 195 with a pre-ISD sensitivity value of 42%, once ISD, is applied sensitivity is
100%. The increase in medicat quality occurs because ISD systems educate referring clinicians to order diagnostic tests for a
specific disease, not symptoms, this allows for use of ISD tables. ISD tables identify the diagnostic test most likely to
confirm the disease in question, in this case Pneumonia & Pleurisy 193,194, and 195, and provides clinicians feedback for a
correct disease diagnosis.

Property of Healthcare Resource Development, Inc.
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Illness Specific Diagnostic Table

Florida Hospital Heartland-Lake Placid

Simple Pneumonia & Pleurisy w MCC, w CC, w/o MCC

DRG 193, 194, 195
Diagnostic Test Negative Positive | Equivocal | Total Test Diagnosimetric Test
Results Results Results Count Value
I[CBC 34 106 140 32.767
[[BMP 20 74 94 23.150
flcmp 26 50 1 77 17.717
XR Chest 1v 35 45 80 17.400
GLUCOSE POC 25 36 i 62 13.818
Glu POC 7 39 5 51 12.789
PT 24 23 47 9.975
[lBNP 9 25 34 8.484
[[GLUCOSE PEC 2 28 30 8.364
[lABG 4 23 27 7.225
{lCPK 30 7 6 43 7.145
[[CKMB 38] . 5 43 6.859
[[MAGNESIUM 46 2 48 6.835
(PTT 32 8|- 1 39 6.449
[[Culture - Blood 44 44 6.283
[PHOSPHORUS 31 31 4,467
[IXR Chest 2v 3 13 16 4.202
[[TROP ™ 22 3 25 4.052
[(BLOOD CULTURE. 28 28 4,043
[[URINE ANALYSIS 17 4 21 3.628
[[UA 15 2 8 23 3.623
[[SPUTUM CULTURE 8 7 15 3.205
|Troponin 20 20 2.904
[lUS Ext Lower 18 18 2617
[[CT Chest w/o 3 5 9 2,195
[ICT Chest PE 2 8 8 2.050
[Folate 6 3 9 1.756
[ICT Brain w/o 12 12 1.752
[lPROTIME 5 3 8 1.610
{ITSH 11 11 1.607
[lUS Echo 11 11 1.607
| D Dimer v 5 5 1.467
Lipid 6] 2 8 1.464
[[Cuiture - Urine 8 1 9 1.463
I[GRAM SPUTUM STAIN? 1 1 7 9 1.463
[[Gram 8 4 10 1.462 il
[[CBC-DIFF 7 1 8 1318 Ml

Property of HealthCare Resource Development, Inc.



[HEMOGLOBIN 4 4 1.174
[[CT Abdomen 2 3 5 1.174
{lC Sput 4 2 8 1.173
{DIGOXIN 8 8 1.171
fiLiver fx 8 8 1.171
[[Sputum AFB - 8 8 1.171
{[GLUCOSE POC X3 3 i 4 1.028
H&H 3 3 0.881
ISED RATE 1 2 i 4 0.881
[Cell Count 2 2 4 0.881
IAMYLASE 8 6 0.880
ILIPASE 8 6 0.880
OCC Blood 4 2 6 0.880
Vitamin B12 8 6 0.880
BNP SCREEN 1 2 3 0.735
LIVER FUNCTION 1 2 3 0.735
[[CRAM STAIN 2 i 1 4 0.734
[[US Chest 3 1 4 0.734
[{Us Abdomen 5 5 0.734
{24 UR Prot 2 2 0.588
I[D-DIMER 2 2 0.588
{{GLUCOSE F 2 2 0.588
iHgb A/C 2 2 0.588
{lUr Prot ELP 2 2 0.588
XR Abdomen 2v 2 2 0.588
|C Body #1d 4 4 0.587
[[Culture - Sputum 4 4 0.587
Io ology 2 2 4 0.587
‘GLU POC PLA 4 4 0.587
|l___gonella Urine 4 4 0.587
T4 FREE 4 4 0.587
(TP BF 2 2 4 0.587
[lUS Retroperit 4 4 0.587
|24 UR Creat i 1 2 0.441
[[CT Chest 1 1 2 0.441
[[XR Ribs 1 1 2 0441 -
[[CBC DIFF 3 3 0.441
[[CT Pelvis 3 3 0.441
(INM Lung 3 3 0.441
l rinalysis 3 3 0.441
BRUP 1 1 0.294
ilC SPOT 1 1 0.294
ICKMP 1 1 0.294
CT Abdomen w/c 1 1 0.294
[ICT Chest wic 1 1 0.294
[[CT Lumbar i 1 0.294
[[CULTURE URINE? 1 1 0.294
| D-DMIER 1 i 0.294
FERRITIN? 1 1 0.294
|Glu 1] 1 0.294
[[SED RATE WOST 1 1 0.294
[T3TOT i 1 0.294

Property of HealthCare Resource Development, Inc.




[URINE DRY SCREEN 1 1 0.294
BLOOD CULTURE X2 2 2 0.294
IC Diff 2 2 0.294
[IC Fungus 2 2 0.294
IICAFB 2 2 0.294
[Calcium 2 2 0.294
CD4/CD8 2 2 0.294
ICT Pelvis wic 2 2 0.294
CULTURE SPUTUM 2 2 0.294
CULTURE URINE 2 2 0.294
FuABAg 2 2 0.294

FOLATE? 2 2 0.294
HIV 1/2 Scr 2 2 0.294
LDH 2 2 0.294
ILIOID PF 2 2 0.294
[LIPID? 2 2 0.294
NMGI Bleed 2 2 0.294
O&P 2 2 0.294
[(PREKLBUMIN? 2 2 0.294
[iProt 2 2 0.294
[iPT 2 2 0.294
{iPTH 2 2 0.294
[{Serum lron 2 2 0.294
[ITheoph 2 2 0.294
{ITSH 3RD GEN 2 2 0.294
[{U Creat 2 2 0.294
[{U Sodium 2 2 0.294
[{UA CL 2 2 0.294
| URINE CULTURE 2 2 0.294

1S Carotid 2 2 0.294
[IVIT B2 2 2 0.294
|WBC Stool 2 2 0.294
2X BLOOD CULTURE 1 1 0.147
[{ALCOHOL 1 1 0.147
|lC BLOOD 1 i 0.147
[lC BLOOD X2 1 1 0.147
[IC-BLOOD X2 1 1 0.147
[ICELL COUNT PLERD FLD 1 1 0.147
[ICFMB 1 i 0.147
[[CKMB X3 1 1 0.147
[[CPK X3 1 1 0.147
llcrP 1 1 0.147
{{CT Abdomen/stone 1 1 0.147
[iCT Pelvis/stone 1 1 0.147
[[CT Soft tissue neck 1 1 0.147
[{CULTURE BLOOD X2 1 1 0.147
[iC-URINE i 1 0.147
ID-D!MER QNT 1 i 0.147

FERRITA 1 1 0.147
liFerritin 1 1 0.147
[iIGLY 1 1 0.147
[HbA1C i 1 0.147

Property of HealthCare Resource Development, Inc.




HBAIC

[[HBA1C

HGB AIC?

K/POTASSIUM

IIMRA Neck

[{IMRA Venous Head

[NM Hepatobiliary

[NON-GYN C-AWAY?

POTASSIUM

T3 UPTAKE

T4 TOT

T4 TOTAL

TROP X3

TSH

UA

UIT B12

([URMICRO

lURIC ACID

JJURINE CHLORIDE

[URINE K

[[URINE NA

URINE OSMO
URINE PROTEIN

[IVIT B-12

[(VITBIZ
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f[ANA

lGlu BF

[GLU PGC X2

[GRAM STAIN

(IRON TRP

LDH BF

LDH Glu

POC GLU

Sp Grav

Spec Grav

THEOPHYLLINE
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FLORIDA HOSPITAL
Heartland Division

P. 0. Box 9400, 4200 Sun 'n Lake Bivd.
Sebring, FL 33871-0400
863/314-4466

863/402-3110 FAX

To whom it may concern:
The purpose of this letter is o speak to the benefits of Iliness Specific Diagnostics (ISD).

Our hospital staff members have often speculated that diagnostic procedutes are over ordered by
physicians. There are many theories regarding its cause but none have been investigated to prove
this phenomenon either exists or is preventable. HRD came to us in early 2009 to present their
method of finding the over use and reducing it significantly. We were very interested and have
come to realize the following benefits of implementing their technology:

1. Tt will lead to faster diagnosis of disease. Often our Emergency Rooms are busy while
doctors run test after test looking for the correct diagnosis. The quicker a diagnosis can be
found the sooner the patient can begin receiving therapeutic interventions. In this way it
will improve clinical outcomes.

2. Tt will free up limited resources for patients. Freeing up time from diagnostic equipment
and technicians will provide more available resources for emergencies and critical
patients that need these tests and procedures. This will improve the hospital’s ability to
treat patients.

3. Tinally, performing the right test on each patient instead of performing the right test plus
a number of additional tests will reduce the amount of variable dollars spent per patient.
This will create a total reduction in the cost of healthcare while not reducing the patients’
access to healthcare resoutces.

As I opened with, this is just a theory. This grant will allow Florida Hospital Heartland Medical
Center to test this product in a live environment to prove its effectiveness.

While we are hopeful, it is important to note that this project’s success will result in a significant
loss of revenue to the hospital. The hospital is supportive of reducing healthcare costs, but for
obvious reasons we are not supportive of reducing the availability of healthcare resources. As a
non-profit healthcare provider we use out net income to invest in healthcare equipment, facilities
and staff that provide a great benefit to the community. A significant reduction in revenue will
leave litfle available to make the continued improvements our community depends. This grant
will greatly offset a definite lost in revenue.

Further, if this test project is successful and wide spread adoption is warranied the hospital will
need a mechanism whereby the achieved savings are shared by the hospital and its payers. This
will incent the hospital to correctly implement and will protect the hospital’s net income.
Thank you for your consideration.

Sincerely,

P

Isaac Palmer, COO



FLORIDA HOSPITAL

Heartland Division

P, 0. Box 2400, 4260 Sun 'n Lake Blvd.
Sebring, FL 33871-9400
863/314-4466

863/402-3110 FAX

To whom it may concern:

Tllness Specific Diagnostics (ISD) creates an opportunity to pull unneeded cost out of the
organization while maintaining a level of service that our community needs.

The principle source of savings is from the variable cost to run diagnostic tests in the hospital.
Imaging and laboratory tests make up the majority of expenses related to diagnostics. For every
test performed the hospital incurs staff and supply costs that are variable. A much higher cost,
and more difficult to determine, is the over head and equipment costs. These are not variable and
as such are not realized as savings when a test is avoided.

The variable costs alone represent a significant number but it is greatly over shadowed by the
Joss of revenue represented by avoiding a test. Tests in the ER are billed separately and the
revenue collected from these procedures fund the overhead and equipment needed to operate the
hospital. Losing this revenue and the net income it provides will create significant financial -
challenges. I have included the details of these challenges in the grant application. *

This grant will make it possible to test the ISD methodology in a live environment without risk
to revenue.

Our organization has already invested a significant amount of hours developing the tables needed
to implement ISD. In 2009 we invested close to 600 hours in staff time to abstract a year’s worth
of medical records in 6 DRGs. This information was used by HRD to create the ISD tables we
will use in the demonsiration project.

Most concerning to the hospital and its board of directors is the hospital’s ability fo maintain its
net income. This is why the grant money is so necessary, We are moving forward with this
demonstration project with hopes of resolving the revenue issue with our payers prior to
implementing ISD hospital-wide. "

Thank you for your consideration.
Sincerely, j

Dima Didenko, CFO



FLORIDA HOSPITAL

Heartland Division

P. Q. Box 9400, 4200 Sun ‘n Lake Blvd.
Selwing, FL 33871-9460
863/314-4466

8631402-3110 FAX

April 2, 2010

TO WHOM IT MAY CONCERN:

We physicians, in large part, choose our clinical actions based on structured learning
that Is often many years or decades old. This information may have been derived from
patient populations that have little similarity to our patients, and may lead to
conclusions and suggestions that are totally irrelevant to our local practice.

We try to be informed of, and follow practice recommendations of well conducted and
published studies. These studies, unfortunately, are often conflicting, unclear and
occasionally fouled by an over-reliance on experts’ opinions. We often change practices
based more on anecdotal experiences, impressions and prejudices..

Itiness Specific Diagnostics has now presented us an opportunity to be in the vanguard
of reasoned practice. The advent of the Electronic Medical Records and Computerized
Physiclan Order Entry will produce an exciting amount of data that should allow careful
and thorough analysis. The prior age’s analog, hand written media, usually burled these
data.

We at Florida Hospital Heartland Division are excited to participate in a local, data-
driven process that we hope will create rational heuristics for a gradually increasing set
of disease diagnoses.

Our ultimate goal is to achieve a rationalized system for test ordering. This will increase
the value of our healthcare delivery to individual patients and our community. An
efficiency will be achieved allowing limited resources to provide for a larger number of
patients. Also, the myriad risks of unnecessary testing to Individual patients will be
avoided, including the unneeded financial cost, loss of time, physical pain, exposure to
lonizing radiation, or risk of complications. :

win Cary Pigman, MD, FACEP,
Emergency Department Medical Director



Florida Agency For Health Care Adminisiration 100064 - 2010/01

Office of Medicaid Cost Reimbursement Planning and Analysis 9490.37 /| 123.66

Computation of Hospital Prospective Payment Rates
For Rate Semester January 1,2010 through June 30, 2010

Bay Mcdical Center

Type of Control: Government (4) . County: Bay (3)
Fiscal Year : 10/1/2006-9/30/2007 Type of Action:Unaudited Cost Report [1] © District 2
Hospital Classification: Special , L
’ Total Medicaid
ﬁ‘ype of Cost/Charges || Inpaticnt {A) Outpatient (B) Inpatient {C) { Outpatient (D) [_v Statistics (E) J
1. Ancillary 59,507,072.00 65,694,937.00 6,918,537.00 5,203,227 Total Bed Days 150,745
2. Routine 42,578,914.00 8,420,544.00 Total Inpatient Days 84,882
3. Special Care 20,719,632.00 TT1,400,483.00 Total Newborn Days 1272
4, Newborn Routine 657,953.00 m Medicaid Inpatient Days 15,896
5. Intern-Resident 0.00 T 000 Medicaid Newbom IP Days S
6. Home Health - Medicare Inpatient Days 48,741
7. Malpractice Prospective Inflation factor 1.1028093246
8. Adjustments -1,191,800.98 -634,157.02 -164,958.35 .50,227.05 Medicaid Paid Claims 37,992
9. Total Cost 122,271,770.02 65,060,779.98 16,923,756.65 | 5,152,999.95  Property Rate Allowance 0.80
10. Charges. $464,031,120.00 359,712,571.00 | 550,487,486.00 | 27,828,986.00  First Semester in effect: 2008/07
11. Fixed Costs 16,561,424.00 1,301,915.06 Last Rate Semester in Effect: 2010/01
[ Ceiling and Target Information
IP (¥) OP () 12(G) || OP(G) | [  Inflation/FPLI Data (H)
1. Normalized Rate 1,207.01 172.15| County Ceiling Base Exempt Excmpt | Semester DRI Index 1.8450
2. Base Rate Semester 2009/01 | 2009/07 | Variable Cost Base “Exempt Exempt | Cost Report DRI Index 1.673
3. Ultimate Base Rate Semester | 1991/01 1993/01 State Ceiling 1,591.01 173.14 | FPLI Year Used . 2007
4, Rate of Increase (Year/Sem.) 1.008146 | 1.014567 Comnty Ceiling 1,382.43 15044 | FPLI 0.8689
[ Rate Calculations
Rates are based on Medicaid Costs Inpatient Outpatient
AA | Total Medicaid Cost 16,923,756.65 5,152,999.95
AB | Apportioned Medicaid Fixed Costs = Total Fixed Costs x (Medicaid Charges/Total Charges) (-) 1,801,915.06
AD | Total Medicaid Variable Operating Cost = (AA-AB) 15,121,841,59 5,152,999.95
~_AE Variable Operating Cost Inflated=AD x Inflation Factor (E7) 16,676,507.91 5,682,776.39
AF | Total Medicaid Days (Inpationt B4 T5) or Medicaid Paid Claims (Outpaticnt) e 5.001 37,002
AG T variable Cost Rate; Cost Divided by Days (IP) or Medicaid Paid Claims (OP) 1,048.77 149.58
AH | variable Cost Target = Base Rate Senester x Rate of Increase (G2 x F4) Exempt Exempt
AT ] Lesser of Inflated Variable Cost Rate (AG) or Target Rate (AH) 1,048.77 149.58
AJ | County Rate Ceiling = State Ceiling (70% for Inpatient & 80% for Outpatient) times Exempt Exempt
the 07 Florida Price Level Index (0.8689) for Bay county :
AK | County Ceiling Target Rate = County Ceiling Base x Rate of Increasc (G1 x F4) Exempt Exempt
é_}i Lesser of County Rate Ceiling (AJ) or County Ceiling Target Rate (AK) Exempt Exempt
AM [ Lessor of Variablc Cost (AL) or County Cofling (AL) 1,048.77 149.58
AN | Plus Rate for Fixed costs and Property Allowance =(C11/AF) x E9 90.66
AQO | Plus Rate For Return on Equity 0.00
AP | Total Rate Based On Medicaid Cost Data (AP=AM+AN+AOC) 1,139.43 149.58
AQ Total Medicaid Charges, Inpaticnt {C10): Outpatient (D10) m
AR | Charges divided by Medicaid Days (Inpatient) or Medicaid Paid Claims (Outpatient) 3,175.11 732.50
AS ‘ Rate based on Medicaid Charges adjusted for Inflation (AR x E7) 3,501.54 807.81
AT Prospective Rate ( Lesser of rate based on Cost (AP) or Charges (AS)) $1,139.43 $149.58
AU | Medicaid Trend Adjustment  1P%: 17.470 OP%: 17326 $199.06 $25.92
AY | Final Prospectivc Rates $940.37 $123.66

V 4,85.9.1.2-75360 Report Caiculated: Friday, Dec 18 2009 at 3:20:48 PM Report Printed: 12/18/2009 :63524100064201001201001011520482



Bay Medical Cost Report a modified Report for Demonstration Only

Totals Pre & Post ISD

Medicaid Total Pre & Post ISD

Type of Cost/Charges inpatient (A) patient A {ISD) 0 fent (B) outp 1SD (8) {inpatient { C} tient { C} IS0 Outpatlent (D} QOutpatient (D} ISO
Anclitary 59,507,072.00 8,526,060.80 65,694,937.00 9,854,240.55 $6,918,5372.00 $1,037,780.55 $5,203,227.00 $780,484.05
Routine 42,578,914.00 21,289,457.00 0.00 0.00 $8,420,544.00  $4,210272.00 $0.00 50.00
pecial Care 20,719,632.00 20,719,632.00 0.00 0.00 $1,400,483.00  $1,400483.00 $0.00 $0.00
Newbom Routine 657,953.00 652,953.00 0.00 0.00 $349,151.00 $349,151.00 $0.00 s0.00
Intern-Resident 0.00 0.00 0.00 0.00 $0.00 50,00 $0.00 $50.00
Home Health 0.00 0.00 0.00 0.00 $0.00 50.00 50.00 $0.00
Malpractice 0.00 0.00 0.00 0.00 $0.00 $0.00 $0.00 $0.00
[Adjustments -1,191,800.98 -178,770.15 -634,157.02 -95,123.55 -$164,958.35 «$24,743.75 -$50,227.05 -5§7,534.06
Total Cost 122,271,770.02 51,414,332.65 65,060,779.98 9,753,117.00 $16,923,756.65 $6,972,942.80 $5,152,999.95 $772,949.99
Charges 464,031,120.00 69,604,668.00 359,712,571.00 53,956,885.65|] $50,487,486.00 $7,573,122.50 $27,828,986.00 $4,174,342.90
Fixed Cost 165,561,424.00 1,801,915.06
Rate Caiculations
Ingatient I Outpatient
fnpatient inpatient (ISD} Outpatient Outpatient (ISD}
16,923,756.65 6,972,942.80 5,152,998.95 NNN%&JW[
AB (Apportioned Med Fix
Cost) -1,801,915.06 -1,801,915.06 0.00 0.00
AD (Total Medi Variable
Operating Cost) 15,121,241.59 5,171,027.74 5,152,999.95 772,949.99
AE (Varlable Operating Cost) 16,676,507.91 5,702,657.61 5,682,776.3% 852,416.46!
AF (Total Medicaid Days) 15,901 15,901 37,992 37,992
IAG (Variable Cost Rate) 1,048.77 358.64 149.58 22.448
AH (Variable Cost Target) 0.00 0.00 0.00 0.00
Al {Lesser of Inflated Variable
Cost Rate) 1,048.77 358.64 149.58 2244
AJ {Country Rate Ceiling) 0.00 0.00 150.44 60.18,
AK {(County Ceiling Target
Rates) 0.00 0.00 0.00 0.00
AL (Lessor of county Rate
Ceiling) 0.00 0.00 0.00 0.00]
AM {Lessor of Al or AL) 1,048.77 358,64 149.58 22.44
AN (Plus Rate for Fix Cost &
Property Allowance) 90.66 90.66 0.00 0.00]
IAO (Plus Rate For Return on
Equity) 0,00 0.00 0.00 0.00
AP (Total Rate Based on
[Medicaid Cost Data) 1,139.43 449.29 149.58 2244
AQ, (Total Medicald Charges 50,487,486.00 7,573,122.90 27,828,986.00 4,174,347.90
AR (Charges divided by
Medicald Days 3,175.11 476.27) 732,50 109.87
AS (Rate Based on Madicaid
Charges adjusted for ;
inflation) 3,501.55 525.23 807.80 121.17
IAT (Prospective Rate) 1,128.43 249.29 149.58 22.44
AU (Medicald Trend
Ajustment) 199.06 78.49 25.92 3.89 '
\V (Final Prospective Rate) 940.37 370.80| 123.66 18.55
I1SD % Decrease 61% 85%




Florida Agency For Health Care Administration |~ 101338 - 2010/01

Office of Medicaid Cost Reimbursement Planning and Analysis 1,644.36  / 146.32

Computation of Hospital Prospective Payment Rates
For Rate Semester January 1,2010 through June 30, 2010

Orlando Regional Medical Center

Type of Contrel: Non-Profit (Other) (3) County: Orange (48)
Fiscal Year : 10/1/2007-9/30/2008 Type of Action:Unaudited Cost Report {1] District 7
Hospital Ciass1ﬁcanon Statutory Teaching Hosplta L L o .
“Total : ) © Medieaid L )
[ Type of CosyCharges ]| Inpatient (A) Outpatient (B) Tnpatient (C) | Outpatient ()] | Statistics (E) J
1. Ancillary 352,489.400.00 | 288,647,225.00]  57,506,378.00 19,720,259  Total Bed Days 436,414
2. Routine 296,599,718.00 33,918,846.00 Total Inpatient Days 369,222
3. Special Care 62,060487.00| - 7%,304,085.60 a Total Newbom Days 69,103
4. Newbom Routing 53,691,750.00 25,076,835.00 Medicaid Inpatient Days 43,663
5. Intern-Resident 0.00 . . . 0.00 Medicaid Newborn IP Days | 19,856
6. Home Health . . . Medicare Inpatient Days 104,163
7. Malpractice ' ST e e Prospective Inflation factor | 1.034192825t
8. Adjustmenis -10,038,577.18 334693182 ) -1.447.15632]  -228.661.00 Medicaid Paid Claims 120,436
9. Total Cost 855,711,786.82 285,300,293.18 | 123,358,987.68 | 19,491,598.00 Property Rate Allowance 0.80
10. Charges 3,195,148,879.00 | 1,481,229,975.00 | 389,799,284.00 93.905,984.00  First Semester in effect: 2009/07
11. Fixed Costs . " | . 114,681,725.00 ~ 13,990.851.75 . . LastRate Semester in Effect: 2010/01
' Ceiling and Target Information
, ‘ o PE). | orFy . RO | or(G) . | | Inflation/FPLIData(H) |
1. Normalized Rate 1,839.37 17290 County Ceiling Base Exempt Exempt |- Semester DRI Indox 1.8450
2. Base Rate Semester 2000/01 | 2009/07 | Varablc CostBase |  Excmpt| = Exempt | CostReport DRUIndex | ~~ 1.784
3. Uliimate Base Rate Semester 1991/01 1993/01 State Ceiling 1,591.01 173.14 | FPLI Year Used 2007
4, Rate of Increase (Year/Sem.) 1.008146 | 1.014567 County Ceiling 1,540.26 167.62 | FPLI 0.9681
i Rate Calculations
Rates are based on Medicaid Costs : ) Inpatient . Outpatient
AA | Total Medicaid Cost 123,358,987.68 19,491,598.00
AB | Apportioned Medicaid Fixed Costs = Total Fixed Costs x (Medicaid Charges/Total Charges) () 13,990,851.75
AD | Total Medicaid Variable Operating Cost = (AA-AB) 109,368,135.93 19,491,598.00
AE | variable Operating Cost Inflated=AD x Inflation Factor (E7) . 113,107,741.47 20,158,070.80
AF | Tolal Medicaid Days (Inpaticnt E4+ES) or Medicaid Paid Claims (Outpatient) 63,519 120,436
AG | Variable Cost Rate: Cost Divided by Days (IP) or Medicaid Paid Claims (OP) : 1,780.69 167.38
AH | Variable Cost Target = Base Rate Semester x Rate of Increase (G2 x Fd) Exempt ' Eixempt
‘AT | Lesser of Inflated Variable Cost Rate (AG) or Target Rate (AH) ‘ 1,780.69 | 167.38
AJ | County Rate Ceiling = State Ceiling (70% for Inpaticnt & 80% for Qutpatient) times Exempt Exempt
the 07 Florida Price Level Index (0.9681) for Orange county . :
AX | County Ceiling Target Rate = County Ceiling Base x Rate of Incrcase (G1 x F4) Exempt Exempt
AL | Lesser of County Rate Ceiling (AJ) or County Ceiling Target Rate (AK) ’ Exempt Exempt
AM [ Tosser orVariablo Cost (AD) or County Cellng (AL) —— 1.780.60 “167.38 |
AN [ Plus Rate for Fixed costs and Properly Allowance = (C11/AF)x E9 176.21
AQO | Plus Rate For Retum on Equity 0.00
AP | Total Rate Based On Medicaid Cost Data (AP=AM+AN+AQ) 1,956.90 167.38
AQ Wmﬁ—m—
AR | Charges divided by Medicaid Days (Inpaticnt) or Medicaid Paid Claims (Outpatient) ) ’ 6,136.74 779.72
AS | Rate based on Medicaid Charges adj usted for Inflation (AR x £7) - 6,346.57 806.38
AT Prospective Rate ( Lesser of rate based on Cost (AP) or Charges (AS)) $1,956.90 $167.38
AU | Medicaid Trend Adjustment ~ IP%:. 15.971 OP%: 12.581 $312.54 $21.06
AV | Final Prospective Rates $1,644.36 $146.32

V 4.85.9.2.2-75360 : Report Calculated: Friday, Dec 18 2009 at 3:22:20 PM Report Printed: 12/18/2009 :63524101338201001201001011522202



%98 %IL'ES 25021990 % QS|
92°02 ZEYT 2009 9E'IY9'T (938Y DAIMS0Ld [2ULS) AY
SEY 90'12 £SVrT Y§'TIE (3uaunsnipy|
Ppua1] presipay) Ny
Irse 8E'L91 56’706 06'956'L {218y 2AR2Dds014) 1Y
RIELX 43 8€°908 66156 £5'9%€'9 {uoneyu)
104 payshfpe saBreyy)
PIEIPAN U0 poseq 3ney) Sy
96°9TT LBLL 15°026 YL'9ET'9 sheq presipany|
Aq papiap saBeyd) ¥y
09°£68°S80 YT 00'786°S06'E6 09°768°690°85 00'782'66L°68€ sadley) ples|pa 1210)) VY|
I2474 8€'L9T 56006 06'956'T (e3eQ 3509 preoipaw
uo paseg gey [101) dv]
00°0 000 000 00'0 (Anb3)
Uo tMay 103 ey snid) OV
000 000 19T TT9LT (2ouemo|y Apadaud|
3503 X|d 10} 210y Snjd) NV
Irse 8E€°L9T VL8CL 69°08L°T {1V 40 1 30 105597) Y|
Wwaxy tdusaxy| dwaxz dwaxg {Buppa))
236y AJUN0S J0 10553} Ty
3dwaxz dwoxz)| duxy jdwaxy (smey|
3082y Bu)R) Auno)) M|
dwaxy 3dwaxy| Jduwoxy 1dwaxy {Buian a3ey Anunon) (v
2374 8€'L9T vL8eL 69°08LT {332y 350
J1qelIeA paseyul 0 125597) Iy
dwoxa 1dwaxz] dwaxy wdwaxy (32811 150D qRSRA) MY
14474 89T 7% 774 69082t (2124 3500 2jquseA) o)
9Er0TL 9EY 0L 615°€9 6I5'€9 {sAeq piedipay [1101) 4]
Z90ILEZ0E 082°0L0'8ST'0Y £4°69£°98Z°9 LY TYL LOT'ETT (350D Bupesado aygepen) 3v|
0L 6ELEL6T 00865 T6V'6T 0S'VLERSL DY £6'SET'89£'60T (3503 Bupyesado)
dqeieA 1pan 1302} QY|
SLTSR056°CT- SL'158'066ET- {3509
: : X134 P3N pauoiioddy) gy
0£ 6ELE26°C 00'865 16561 SZ°922'6028S 89'/86°88E'E2Y {3500 PIoipalN (2304) WY
- ) {asr) 3uapoding JudRedIng (ass) suagodu; wanedu)
Judlzeding Juapzedu)
- suoie|noje) a1y
SL'TS'066'ET Q0'STLT8IVIT c 1509 paxy|
09°£L6R’SR0°VTS 00'r86'S06'E6S 09768697 8SS  O0'YBT'66L68ES ||SZ'960v8Y22Z 00°626°622 T8V T SSTEETLT 6LY 00'6£2°8T'561'E soBsey)
0£'6EL°ET6TS 00'865'T6V'61S ST'RTYLSSS  89L86'8SE'ELLS ||86€r0’S6L Y 8T'€62'00€'S8T LLOTLBLETEE T8'98L'TTL'SS8 150D |R301}
ST'662bES- 001998223~ SUELOLTZS TEASTLVW'TS-  ||42°6£0°205- Z8'TE6'OVEE- 85'98£°505°T- 81°LLS"8E00T- SIUIUISAIPY]
000 00°0$ 0 0005 . ooe 000 000 00'0 sopsesdien)
0008 00'0$ 0008 00'0$ 000 000 000 00°0 UI[eIH DtION)
0008 00°0% 0008 00°0$ 000 000 000 000 1UdP|SIY-LINU|
00°0% 00°0% 00'SER’9L0STS  00°§£8°9L0°52S  ||000 000 00'0S£'T69°ES 0005£L T69'ES aunoy urogman|
00°0$ 00°0$ 00°580°00€'8S  00°$30'b0€'2S 000 00'0 0028569629 00°'28v'696°29 ase) [e1vads
0005 00°0% 00'€Tr'656°9TS  00'9Y8'8T6'EES  ||000 000 00658662881 00°'81L665'96C JURnoY|
$8BEOBSETS 00'652°0ZL'6TS 0£'956°579°9S  QO'8LE'90S°LSS  ||SL°€80°ZL6TEY 00°52Z'Lv988T SE'TILELYLY 00'607681'251 Asef|iouy]
as! (a) wageding Q) o ast m&&.aons (0 ) 3udnedull| (8] asi 3uanpding (a) 0 (asi) v3iuapody (v) wapeduy 5381847 /150) 30 3dAY]

sadiey 3 3500 [€301 PEdIPSIA

saSiey) 18 150D GS1 3504 2 31d S|eIoL

Ajup uonensuowa(g 10} 30day palipow e Jioday 3507 [euoiSay opuelO




Type of Control; Non-Profit (Othcl) 3)

Florida Agency For Health Care Administration
Office of Medicaid Cost Reimbursement Planning and Analysis

Computation of Hospital Prospective Payment Rates
. For Rate Semester January 1,2010 through June 30, 2010

Tallahassec Memorial Regional MLC,

101133 -

2010/01

1,264.11

/10531

County: Leon (37)

V 4.85.9.1.3-75360

. Fiscal Year : 10/1/2007-9/30/2008 Type of Action:Unaundited Cost Report [1] District 2
_ Hospital Classification;: CHEP '
' | " Total Medicaid .
Type of Cos‘t/Char es Inpatient (A) Outpaticnt (B) Inpatient (C) | Outpatient (D) Statistics (E) . |
1. Ancillary 100,152,857.00 |  114,054,537.00 11,278,438.00 5,106,814  Total Bed Days 180,438
2. Routine 71,825,672.00 o ©9,701,918.00 | - : Total Inpaticnt Days 100,477
3. Special Care 115,896,211.00 | T 1,761,325.00 Total Newborn Days 19,476
4, Newbor Routine | 10,294,05%.00 - 4,542,819.00 Medicaid Inpatient Days 13,688
S Tatorn-Resident 0.00 000 Mecdicaid Newborn 1P Days 4448
6. Home Health i - - Medicare Inpatient Days- 29,448
7. Malpractice o B . . ...Prospective Inflation. factor 10341928251
8. Ad!'ustmcnts -2,461,364.49 -1 416,619.51 -338,888.36 ) -63,429 .41 Medicaid Paid Claims 41,626 - .
9. Total Cost 195,707,434.51 112,637,917.49 |  26,945,611.64 | 5,043,384.59  Property-Rate Allowance 0.80
10. Charges $607,285,079.00 |  486,912,589.00 | §73,249,816.00 | 20,322,736.00 First Semester in offcet: 2009/07
11. Fixed Costs 20,661,495.00 2,492,158.56 Last Rate Semester in Effect: 2010/01
{ Ceiling and Tar: get Information
‘ 1P (F) OP (F) IP(G) || OP(G) | | Inflation/FPLI Data (H) ,
1. Nonmalized Rate 146198 13137} County Ceiling Base: Exempt] - Hxempt |- Semester DRI Index 1.8450 .
2. Base Rate Semester 2009/01 | 2009/07 Variablc Cost Base Exempt|  Excmpt | Cost Report DRI Index 1.784 -
3, Ultimate Base Rate Scinester 1991/81 1993/01 |- State Ceiling 1,591.01 173.14 | FPLI Year Used 2007
4, Rate of Increasc (Y car/Sen.) 1.008146 | 1.014567 | County Ceiling 1,517.51 165.14 | FPLL 0.9538
| Rate Calculations
Rates are based on Medicaid Costs : Tnpatient Outpatient
AA | Total Medicaid Cost 26,945,611.64 5,043,384.59
AB | Apportioned Medicaid Fixed Costs = ”lohl Fixed Costs X: (Medxcaxd Ch’xrgeszot'd Chargcs) (-) 2,492,158.56
AD | Total Medicaid Variable Operating Cost = (AA* LABY T '24,453,453.08" " 5,043,384.59
AE 1} Variable Operating Cost Inflatcd=AD.x Inflation Factor (E7) 25,289,585.73 5,215,832.16
AF MPaid Claims (Outpatient) ~ 18,136 41,626
AG Variable Cost Rate: Cost Dmded by Days (IP) or Medicaid Paid Claims (OP) 1 394 44 125.30
AH Variable Cost Target = Base Rate Semester x Rate of Increase (Gz x F4). Exempt Exempi
AT ] Lesser of Inflated Variable Cost Rate (AG) or Target Rate (AH) 1,394 .44 125.30
AJ | County Rate Ceiling = State Cei‘;;ng (70% for Inpaticnt & 80% for Outpatient) times Exeimpt Exempt
. the 07 Florida Price Level Index {0.9538) for Leon county o
AK | County Ceiling Targét Rate =County Ceiling Basé x Rale of Increase (G1 x F4) © Exemipt | " Exémpt
AL | Lesser of County Rate Ceiling (AJ) or County Ceiling Target Rate {AK) Exempt Exempt
AM Tesser of Variable Cost (Al) or County Ceiling (AL) 1,394.44 125.30
AN | Plus Rate for Fixed costs anid Pioperty Allowance = (Cl l/'AF) X E9 " 7109.93 R
AQ | Plus Rate For: Return on Equity 0.00° .
AP | Total Rate Based On Medicaid Cost Data (AP=AM+AN+AO) 1,504.37 125,30
AQ [ Total Medicaid Charges; Inpatient (C10): Outpatient (D10) 73,249,816. 20,322,736.00
AR | Charges divided by Medicaid Days {Inpatient) or Medicaid Paid Claims (Outpatient) 4,038.92 488.22
AS | Rate based on Medicaid Charges ad;‘usted for Inflation (AR x E7) 4,177.9;_ 504.91
AT Prospective Ratc { Lesser of rate based on Cost {AP) or Charges (AS)) $1,504.37 $125.30
AU | Medicaid Trend Adjustment  [P%: 15.971 OP%: 15952 $240.26 $19.99
AV | Final Prospective Rates $1,264.11 $105.31

Report Calewlated: Friday, Dec 18 2009 at 3:22:03 PM Report Printed: 12/18/2009 :63524101 133201001201001011522032
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~ Florida Agency For Health Care Administration 100030 - 2010/01
~ Office of Medicaid.Cost Reimbursement Planning and Analysis 1,771,917/ 17892
Compulation of Hospital Prospective Payment Rates
For Rate Sgmester January 1,2010 through June 30, 2010
. - Shands Teaching Hospital »
Type of Control: Non-Profit (Other) (3) - B County:  Alachua (1)
‘Fiscal Year : 7/1/2006-6/30/2007 Type of Action:Unaudited Cost Report [1] District ’ 3
Hospital Classification: Specialized: Statutory Teachin
" Total Medicaid _
| Type of Cost/Charges ]f Inpatient (A) Outpatient {B) Inpatient (C) [ Outpaticnt (D) . Statistics (E)
1. Ancillary 355,540,429.00 175,406,180.00 57,785,575.00 22,152,492  Total Bed Days 324,966
2. Routing - 181,052,351.00} .~ 34,309,605.00 ' Total Inpatient Days 250,772
3. Special Carc 73,733,105.00 " 7,875,749.00 Total Nowborn Days 28,409
7 Newbom Rouline | 19,333,644.00 "12,478,922:00 Medicaid Tnpationt Days 45241
5. Intern-Resident Q.00 0.00 Wedicaid Newbor 1P Days 13,186
6. Home Health Medicare Inpatient Days 96,028
7. Malpractice - | o . . . . . Prospectivc Inflation factor 11154776300
3. Adjusiments | -7,996,017.08 222747492} -1.42799543 |  -281313.47 Medicaid Paid Claims 115,443
9, Total Cost 621,663,511.92 173,178,705.08 | 111,021,855.57] 21,871,178.53 Property Rate Allowance 0.80
10. Charges 1,434,928,466.00 537,805,093.00 | 246,427,937.00 | 64,042,044.00  First Semester in effect: 2008/07
11. Fixed Costs 51,115,853.00 8,778,398.72 Last Rate Semester in Effect: 2010/01
' Ceiling and Targct Information . . .
1P (F) OP (F) P(G) || OP(G) | | Inflation/FPLI Data (H)
1. Nonmnatized Rate 2,201.93 | - 238.39| County Ceiling Base Exempt Exempt | Semester DRI Index 1.8450
2. Base Rate Semester 2009/01° | 2009/07 | Variable Cost Base Exempt Excmpt | Cost Report DRI Index 1.654
3. Ultimate Basc Rate Semester | 1991/01 | 1993/01 State Ceiling © 1,58L.01 173.14 | FPLI Year Used 2007
4. Rate of Increase (Year/Sem.) 1.008146 | 1.014567 | County Ceiling - 1,410.43 15349 | FPLI 0.8865
[ " Rate Calculations
Rates are based on Medicaid Costs Inpatient QOutpatient
AA | Total Medicaid Cost 111,021,855.57 21,871,178.53
AB | Apportioned Medicaid Fixed Costs = Total Fixed Costs X (Mcdxcald Chargcs/Total Clnrgcs) (-) 8,778,398.72
AD | Toial Medicaid Variable Operating Cost = (AA-AB) T 102,243,456.85 " 21,871,178.53
AE | Variable Operating Cost Inflated=AD x InflationFactor (E7) 114,050,288.93 24,396,810.39
AF | Total Medicaid Days (Inpatient E4+ES) or Medicaid Paid Claims (Outpatient) 58,427 115,443
AG | Variable Cost Rate: Cost Divided by Days (IP) or Med:caxd Paid Claims (OP) 1,952.01 211,33
AH | Variable Cost Targe! Base Rate Semester x Rat¢ of Incroase (G2x F4) ‘E)iempt Exempt
AL 1 Lesser of Inflated Variable Cost Rate (AG) or Target Rate (AH) 1,952.01 S 21133
AJ [ County Rate Ceiling = State Ceiling (70% for Inpatient & 80% for Outpatient) times ﬁ;&ﬁip’t Igicmpt
the 07 Florida Price Level Index (0.8865) for Alachua county
AK | County Ceilitig Target Rate = County Ceiling Bas¢ x Rate of Incréase (G1 x F4) Exempt Excmpt
AL | Lesser of County Rate Ceiling (A7) or County Ceiling Target Rate (AK) Exempt Exempt
AM m011|tig (AL) ===r=l=,=9=55‘01 ZTT?T:
AN | Plus Rate for Fixed costs and Property’ Allowancc = (Cl I/AF) X E9 © 12020 o
AO | Plus Rate For Return on Equity 0.00 . :
AP | Total Rate Based On Medicaid Cost Data (AP=AM+AN+AO} 2,072.21 211,33
AQ [ Total Medicaid Charges, Inpatient (C10): Outpatiéent (D10) 246,427,937, 4.042,044.0
AR | Charges divided by Medicaid Days (Inpatient) or Medicaid Paid Claims (Oulpattem’) 4,217.71 554.75
AS | Rate based on Medicaid Charges adjusted for Inflation (AR x E7) 4,704.76 618.81
AT Prospective Rate { Lesser of rate based on Cost (AP) or Charges (AS)) $2,072.21 $211.33
AU | Medicaid Trend Adjustment  IP% : 14.492 OP%: 15.337 $300.30 $32.41
AV | Final Prospective Rates $1,771.91 $178.92

V 4.85.9.2.2-75360

Report Calculated: Friday, Dec 18 2009 at 3:20:45 PM Report Printed: 12/18/2009 :63524100030201001201001011520452
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