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Membership Promo 

In Medicare, about 50% o/beneficiaries aceou'" for only 4% ofspending. In contr(lj1, tlJe 
costliest 15%, tire majority o/whom are chronically ill or disabled, accountJor an astonishing 
84% ofspendi"c - spending that in most cases is the result of poor access to care, poor quality 
providers, the demographics of the population, the absence of coordination of care, and the 
healthcare system' s indifference to the needs of the chronically ill. Yet it is this very population 
- older, poorly educated chronically ill seniors living in rural , medically underserved areas­
which often benefit the most from managed care, care coordination and disease management. 

The following ';snapshot" ofXLHealth's Medicare membership as of the first halfof2010 
provides a better understanding of this population and helps define the scope of the services we 
provide: 

Select Demographics: 

• 	 45% ofour members are "pennanently 
disabled" (e.g., blind, amputees, kidney failure) 

• 	 The average age of our non-disabled member is 
over 76 

• 	 70% of members have not completed high 
school 

• Most of our members have low "health 

literacy" (ability to understand and retain medical instructions) 


• 	 61% ofour members live at or near the 
poverty line - many are not enrolled in 
available federal and state-level assistance 
programs. 

• 	 48% of our members are African 
American or Hispanic, many with 
language barriers 

Clinical Characteristics: 

• 	 Approximately 43% ofour members have diabetes, and 27% have heart failure 

• 	 25% ofour members are clinically depressed (but only I in 10 have been diagnosed) 
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• 	 Each member sees an average of II diITerent doctors each year (yet lout of3 arc "medically 
homeless") 

• 	 Our members have an average of 500 hospital admissions per 1000 within the I st year of 
enrollment (2 to 3 times the average Medicare rate) 

• 	 89% of our hospital admissions occur through emergency rooms 

• 	 Our members take 8 to II unique prescriptions 

• End of life planning is underuti I izcd among our mcmbership 

Geograpbic Characteristics: 

• 	 More than 75% of our members reside in rural counties 

Urban 

Suburban 

Rural 

o 20000 40000 60000 80000 

• 	 Most ofour counties have an undersupply of primary care physicians and of key specialists; 
many of our regions are Federally-designated "Medicall y Underserved Areas" 
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XLHealth 
Unique Programs and Success Stories Under the XLHealth Model of Care 

XLHealth's core business -- Care Improvement Plus -- is the leading provider of Medicare health 
plans uniquely designed for beneficiaries with diabetes and/or heart failure, many of whom are dual 
eligible. 

Model of Care 

Through a comprehensive and innovative model of care, Care lmprovemcnt Plus provides high 
quality benefits and services to make sure members receive the best care for their individual health 
needs. 

• 	 With the support of free Care Improvement Plus services and programs, members are able to 
better manage their health and improve their quality of life -- lowering their risk of future 
health complications. In fact, 94 percent of members say Care Improvemen t Plus belped 
them get more involved in their health care. 

PltarmA.fsi.\1 Program 
• 	 Through our PhannAssist program, members receive personalized, private counseling 

sessions with specialty· trained plan pharmacists. 

• 	 In addition to carefully monitoring for potential errors, Care Improvement Plus pharmacists 
provide members with a detailed review of (heir medications, alerting them of lower· cost 
alternatives when available, and teaching them how to use each medication to best support 
their health. 

During a recent PhannAssist counseling session, it was uncovered that Bill Williams*, 
a Care Improvement Plus member from San Angelo, Texas was unknowingly taking 
two overlapp ing medications to treat his high blood pressure - a potentially dangerous 
and costly duplication. The Care Improvement Plus phannacist contacted Bill's 
primary care provider to discuss her concerns, and was able to have his prescriptions 
adjusted. The phannacist then called Bill back to review the changes the primary care 
doctor had made to his medication schedu le. 

Nurse Care Management 
• 	 Care Improvement Plus' care management approach includes ongoing support for members 

from plan nurses including a 2417 nurse hotline. 

• 	 Members receive personalized care and education during regular nurse coaching calls. In 
addition, care management nurses work directl y with the members' doctors and spec ialists, 
coordinating care to make sure members see the right providers at the right time . 

... 	Mitch Pruitt*, a Care Improvement Plus member with diabetes from Savannah, Ga. 
had an open wound on his fool that was not healing properly. Mitch had been told by 
his podiatrist to wait three weeks before following up - upon hearing thi s, his Care 
Improvement Plus nurse care manager contacted the doctor's office to recommend that 
he be referred to a home health provider to provide wound care support. The nurse 
then contacted the home health provider to give them a heads up on the pending 
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referral, and followed up to make sure. the referral was received from the doctor's 
office. The nurse spoke with Mitch's daughter to review his medications and make 
sure that he had an appo intment scheduled for wound carc. On the most recent calJ, 
Mitch ' s daughter reports that wound care has helped improve the wound. 

HouseCalll' Program 
• 	 Through our HouseCalls program, members receive annual in-home visits with a physician 

or nurse practitioner who performs a thorough clinical assessment. 

• 	 During the HouseCalls visit, members receive personalized care, visiting with a health care 
provider that will spend time answering their health related questions, alen them to any 
potentially urgent health issues, cducate them on how to manage thcir health conditions, and 
provide advice as to what issues they might want to discuss with their primary care doctor. 

Jane Hernandez·, a member from Greensboro. Ga. recently received a HouseCaJls 
visit. Jane had not been feeling weilialely and shared this with the nurse conducting 
the visit. After finding that Jane's legs were abnormally swollen, the nurse was 
concerned that Jane might have a pulmonary embolism, and told her to go to the 
emergency room right away. At the hospital, the doctors confinued Jane 's embolism 
and were able to treat it with medication before anything more serious could happen. 
Jane is now resting comfortably at home, and is thankful for her HouseCalis nurse's 
care - knowing that the visit may have potentially savcd hcr lifc. 

Social Service Coordinators 
• 	 Care Improvement Plus has partnered with Social Service Coordinators to help plan members 

access federal, state, and community level programs rhat provide assistance with health care 
costs and daily living needs. 

• 	 Social Service Coordinators helps members apply for valuable assistance programs they may 
not otherwise know about - such as Medicaid or Low Income Subsidy - providing incredible 
savings to ease the burden of health care costs and aspects ofdaily living they might not be 
able to afford otherwise. 

Sandra and Wally Jones·, who live in Sikeston, Mo. joined Care Improvement Plus' 
Gold Rx plan because of their diabetes. Unfortunately, the couple was struggling 10 

afford their medications - between the two of them; they took morc than 22 
prescriptions regularly. Social Service Coordinators contacted the Jonescs, and was 
ablc to help them qualify for the Missouri state prescription assistance program, which 
provided them with a check for $ t 500 to help with the COSI ortheir mcdications. 

Transitions ofCare Program 
• 	 Care Improvement Plus' Transitions of Care program provides transitional support through 

plan nurses and social workers to members and their caregivers as thcir individual needs 
change when discharged from the hospital or moving to a new care sctting. 

• 	 Care lmprovement Plus' Transitions of Care program bridges gaps in treatment as members 
move from one care setting to another - helping to ensure continuity of care, prevent 
hospital readmissions, and keeping physicians and carcgivers infonned ofmember' s health 
status . 
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- Cecilia Santos·, a member with diabetes from South Carolina was admitted to the 
hospital for an infected foot wound. Aner receiving a hospitalizati(;m alert, Cecilia's 
Care Improvement Plus nurse care manager contacted the hospital to review her 
condition and care needs. The hospital physician placed an orde r for Cecilia to receive 
home health visits upon returning home, but unfortunately, the company would not 
travel to her neighborhood. After contacting Cecilia for a post-discharge assessment, 
the Care Improvement Plus nurse set up an appo intment on her behalf with a new 
home health provider. and scheduled transportation services to bring Cecili a to fol low 
up appointments with a podiatrist and her primary care doctor. In addition. the care 
management nurse arranged [or a home monitoring device to be sent to Cecilia to hclp 
her monitor her feet for tempcrature "hot spots" to prevent future wounds. 

Member Support Services 
• 	 Care Improvement Plus' Member Support Services program proactively outreaches to 

members to educate them on important health issues and help them understand how to get the 
most from their Care Improvement Plus benefits. 

• 	 Members receive important reminders concerning their health care, as well as thoughtful 
guidance and assistance from plan staft'to help them nav igate their benefits and make sure 
they understand how to use their coverage to best support their health . 

When Hurricane Ike struck south Texas in 2008, the Member Support Services 
division was called upon to contact members in the stonn impact zone. In less than 
tour days, Care Improvement Plus staff made more than 4,000 phone calls and spoke 
directly to 2,200 members and/or caregivers in the impact zone. Ca lls included 
coordinating with local emergency services departments to assist with obtaining 
battery packs to maintain li fe-saving medical equipment and providing additional 
guidance on how to access prescTiptions and other necessary med ical care. 
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)LHealth 
Company Backgronnd 

Founded in 1997, XLHealth has a proud history as an industry leader in improving the qua lity of 
care for chronically ill seniors. Over the past four years, the company has evolved from an 
outsourced provider of disease management services to become the owner and operator oreare 
lmprovement Plus - a Medicare health plan focused on the unique needs of under served and 
chronically ill beneficiaries. 

Today, Care lmprovement Plus and its suite of Special Needs Plans serve morc than 85,000 
Medicare beneficiaries across six states -- providing care management-focused health care coverage 
to those with chronic conditions such as diabetes and heart failure, as well as those with both 
Medicare and Medicaid. 

XLHealth has been at the forefront ofchronic care management innovations since its inception and 
the company's unique approach has resulted in positive hcalthcare outcomes while lowering 
healthcare costs. XLHealth's chronic care management model goes beyond the more cListomary 
approach of telephone or direct mail communications with patients. The company's approach is 
based upon the belief that support services must be customized for cach individual across the 
spectrum of their healthcare needs. The company is a recognized pioneer in its delivery of care 
management services in a personal, "high touch" way that supports physicians by increasing thc 
quality of care for their patients and eliminating unnecessary barriers to preventive treatment. 

XLHealth ' s programs emphasize the critical importance ofthc role primary care physicians have in 
the healthcare equation. In facl, the premise upon which XLHealth is predicated is that care 
management services and support programs are most etTective when they establish strong ties with 
the local healthcare community. 

Across both the Medicare fee-for-service and Medicare Advantage programs, XLHealth is arguably 
the most prominent chronic care management company participating in initiatives to improve quality 
of care for chronical ly ill beneficiaries. 

In 2003, the Centers for Medicare & Medicaid Services (eMS) awarded XLHealth one of three 
demonstration projects that, at the lime, constituted the largest initiative in the nation to test whether 
disease management services would improve the care ofchronicaliy ill Medicare beneficiaries. In 
2004, eMS selected XLHealth to administer one of eight Medicare Health Support pilot programs ­
a project which represented CMS' first attempt to ofTer nation-wide care management services rOf 

chron ically ill Medicare beneficiaries participating in the fee rOf service program. 

Within the Medicare Advantage industry, in 2006 XLHealth launched Care Improvement Plus, 
originally as a chronic condition Special Needs Plan and then additionally as a dual eligible Special 
Needs Plan in 2009. Approximately 1.5 million Medicare beneficiaries in Arkansas, Georgia, 
Maryland, Missouri, South Carolioa and Texas are eligible to join a Care Improvement Plus Special 
Needs Plan, which combines traditional Medica[e coverage with a comprehensive Medicare Part 0 
prescription drug benefit and care management services. 
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With a core business o(providing care management services to Medicare beneficiaries with heart 
fai lure and diabetes, XLHeaIth is a key leader in fo rming an effective model to manage the 
approx imately 25% of Mcdkare beneficiaries that represent nearly 80% of Medicare expenditures ­
beneficiaries with manageable chronic condition s for whom increased quality will resu lt in 
decreased costs. 



Care Improvement Plus 

Active Membership Volumes by County 

P~k 

I I 
30 miles 

Ar1<ansas 

o 1-49 Members (24 counties) • 300-500 Members (5 counties) 
r::I 50-99 Members (21 counties) • 500+ Members (2 counties) 
1:1 100-149 Members (10 counties) 
• 150-199 Members (9 counties) 
• 200-300 Members (4 counties) 



Care Improvement Plus 

Active Membership Volumes by County 

Georgia 

o 1-49 Members (44 counties) • 300-S00 Members (6 counties) 
!:J SO-99 Members (37 counties) • SOO+ Members (7 counties) 
• 100-149 Members (28 (Xlunties) 
• 150-199 Members (19 (Xlunties) 
• 200-300 Members (18 (Xlunties) 



Care Improvement Plus 

Active Membership Volumes by County 

Virginia 

30 miles 

Maryland 

Pennsylvania 

o 1-49 Members (8 counties) • 300-500 Members (1 counties) 
Cl 50-99 Members (1 counties) • 500+ Members (0 counties) 
II 100-149 Members (2 counties) 
• 150-199 Members (0 counties) 
• 200-300 Members (0 counties) 



Care Improvement Plus 

Active Membership Volumes by County 

40 miles 

Missouri 

I:] 50-99 Members (25 counties) • 500+ Members (3 counties) 
II 100-149 Members (4 counties) 
• 150-199 Members (5 counties) 
• 200-300 Members (2 counties) 



Care Improvement Plus 

Active Membership Volumes by County 

South Carolina 

D 50-99 Members (0 counties) • 500+ Members (12 counties) 
II 100-149 Members (3 counties) 
• 150-199 Members (1 counties) 
• 200-300 Members (13 counties) 



Care Improvement Plus 

Active Membership Volumes by County 

I I 
100 miles 

Texas 

[ 1-49 Members (142 counties) • 300-500 Members (8 counties) 
50·99 Members (43 counties) • 500+ Members (11 counties) 

~ 100·149 Members (19 counties) 
• 150·199 Members (12 counties) 
• 200·300 Members (6 counties) 
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A Contrast in Beneficiary Experience 
Medica re Managed Ca re' s Ability to Supp ort Chronically III Be neficia r ies 

'Thl' sp~;ol neros I hoV(' with my ~alrh mean thor I have to haw:- some hdp getting (hI: 

srrvires I m:N1. Without my core manogcr, I would ~ lost. I'm so glad I hove someone to 
 )LHealthtalk to who ron help me,· 


- O. Merta, South Caro/in n Core: Improv(' mcnt Plus Member 


The heaUheare costs of the chronically itt continue to increase under fee-fof+service \FFSI Medicare. As the Congressional Budget 
Office has observed, the current FFS system is reactive, generally waiting for an acute evenl such as a hOspitalization before 
engaging healthtare providers. Medicare managed care plans, or Mcoordinated care plans.~ represent a practical alternative. providing care 
coordination, access to medicaL homes, and chronic care management services aimed at reducing wasteful spending ilnd improving 
quality of care. 

One beneficiary's story' 
The fallowmg profilt: conrrast'i rhe experience of a chronically ill Medicare beneficiary in a Mt:dicaf(" acooniinuli.'d care plan- wilh rhl' 
some membds likely experit"ntt in FFS Medicare. 

Angela Garcia. 75, struggtes with the ongoing m"anage ment of her 
diabetes end heartlailure. On a daily basis, she has to keep track 
of over e ight medicat ions, and without family members close by 
to provide transportalion. she has difficulty keeping l1er doctor 
appointments. Ms. Garcia has a primary care doctor Ihal has been 
helping to manage her conditions. Last December. Ms. Garcia woke 
up in intense pain due 10 a wound that had recently developed on 
her left fo ot which was becoming infected. At the urg ing of her 
docto(s off ice. she took an ambulance to the emergency rOO(11 
where she was visi ted by a Hospitalist Primary Care Physician 
(PCPI. diagnosed with an infection. a"d admitted 10 have her 
mleclion treated. 

The current FFS 

system IS reactive, 

generally waiting for 

an acute event such 

as a hospitalization 

before engaging 

heatthcare providers, 

[conti nued next page) 
, Based en aclual e~en l s.lde nl ify i ng infermat iCIn has been c hang~ d Ie protect privacy. 



A Cont rast in Beneficiary Experience 
Medicare Managed Care's Abil ity to Support Chronica lly III Ben efi ciaries 

The fo lLowing lable illust ra tes the likely services and follow - up Ihal Ms. Garcia would (>xperience under the curren! Medicare FFS 
program, contrasted with her experience as a member of a Medicare coordinated care plan 103 Special Needs Plan in th is instance) :' 

Hospital discharge 
planner visits Ms, 

Garcia, sets up home 
health visits, provides 

prescript ions and 
discharge in structions 

M!'.. Ga rcia is discharged 
from Ihe hospltat 

Home health pro~ider 
calls to indicate they do 
not serve her loca tion 

CARE MANAGEMEN T, Cal<' management 
Hospital contacts Medicare 

plan fo r authQrization 

Plan assigned nurse care 
ma nage r is alerted 01 

hospitalization 

Hospita l discharge planner 

visits Ms. Garc ia. sels 

up home health viSi ts. 


provides prescriptions and 

disc harge instructions 


Ms. Garcia·s plan care 

mana ger speaks with 

discharge planne r to 


review her condition and 

discharge needs 


FFS 
Pla n care manager 


coordinates care with 

Ms. Garcia·s PCP and 


podiatrist. alerting them 

of hospitalizat ion and 


diagnosis. Podiatrist and 

PCP agree 10 schedule 


follow -up visits in 1 week 


Ms. Garcia is discharged 
from the hospital 

Home health provider ca lls 

to indicate they do no t 


se rve he r location 


Plan care manager ca lls 

Ms. Garcia for post discharge 


assessment, c~ates plan of care, 

sets up another home heal th 


provider. and coordinates 

transportation services for 


follOW-LIp PCP and pod iatrist visits 


I, 
and refers Ms. ~ 

pha rmacist for any issues re lated 
to gen eric versus brand-name 
drugs. adverse drug reactions. 
and du plication of medications 

Plan ca re ma nager arranges 
for home mOnitoring 

eqUipment to be sent to Ms, 
Garcia. reviews inst ructions 

Care manager refers Ms. Garcia 
to a socia l worker lor state ­

sponsored pharmacy assistance 
10 address issues related 10 Ihe 
inability 10 pay for prescriptions 

Health plan arranges fo r fr!!!! 
diabetic test ing suppli~ to 
be sent to Ms. Garcia. helps 

enro ll her in a discount 
program fo r electricity costs 

Home monitoring device al!! rts 
Ms. Garcia of a hot spot on her 

left loot. pla n care manager 
noti fies PCP. schedules a 

follow- up visit with Ms. Garcia 

services that help to assess beneficiary 
needs and facilitate access to apprllpnate 
(ilre and fo llow-up tre<llment. 
preventing and/or minimizifl9 disease 
and disability progressio fl. and ident ifying 
high·psk areas where spec latized Cil re 
is needed. 

CARE COORDINATION : Care coord inat ion 
atigflS tare providers across multlpte 
hcalthcare sCtl ings. em;uring a common 
treatment plan and reducing costs 
a5socialed wilh medical errors and 
adverse outcomes, 

POST DISCHARGE ASSESSMENTS. 
According to a recent New England 
Journal of Medicine report, p051 
di scharge assessmenlS and other 
tranSitIOnal care Interventions are 
effective ~Ira t egies to redute 
appro~i mate ly S 12 billion dollars 
of preventable hospltal re-admissions . 

TRANSPORTATION SERVICES· For the 
frail and etder·ly. transportation se rvices 
are a critical component of I)ealthcare 
access that can mpact health status 
and reduce costs. 

HOME MO NITORtNG EOUIPMENT 
As a prevention strategy. home 
monitoring equipment can aid in halt ing 
or de l.aYlllg certain iUnesses and lheir 
re-occu rrence, reducing ER ~ i si t s and 
preventable hospital re -admissions. 

AOOR ESSIN GSOC IAL AND ECONOMIC 
CHALLENGES , Assessing challenges 
such as identifying programs to assi,,! 
with house hold costs is ill'! important 
aspect of Ilow coordinated ca re plans 
seek to in teg r~te care on behalf of 
beneficiaries. 

Medica re Coordinated Care Plan 

Based on actual events. Ide ntifying info rmation has been changed to protect pr ivaty. 



Chronic Condition Special Needs Plans 
A Va luable Option for Medica re's Most Costly 

)t Health 
A Unique Option within Med icare Advantage 	 --"'.. 
Unlike fee · lor-service IFFSI MedIcare and more traddional MedIcare Ad...antage lMAI plans, Chronic CondItIon SpecIal Needs Plans 
(C·SNPs] are uniquely dedicated to improving care coordin<ltion a nd quality of care, and redUCing tne eost'S for treating Medicare 
beneficiaries with chrome conditions such as diabetes, heart failure. chronic obstructive pulmonary disease and end slage renal d,sea..e . 

Operating at the Center of Medicare Reform Issues and Inn ovations 
• 	 A platform to control spending for Medita re 's most cosUy: More than 75% of 


h,gh.cost Medicare beneficiaries are diagnosed with one or more chronic co ndition s,! 

C·SNPs have an intense focus on customized care management support and added 

benef!ls thaI serve as the ideal platform for controlling costs associated wi th 
 Recent Independent 
Medlcarc"s chronically Itl. The coordinated care models til ;)! C-SNPs employ can 

improve quality and reduce costs. with a focus on rationaliZing care delivery and 
 research shows that 
Improving health oultomes. SNPs on average 

• 	 Overcoming barriers to estlblishing .. medica l home: As part of oogolng efrorts reduced hospitatization 
10 coordmale care and establish a more stabte wmedICal homeW for chronically III 

members, C-SNPs prOVide SCr\llces such as an annual home-visit from a licensed, 
 rates 30% below a 
specially trained local heaUhcare prOVider 10 r E!view their medical needs. answer 

health-related quesllons, and Identify gaps in care 10 address Wi th their doctor . If no 
 comparabte group 
doctor relat ionship e _is ts, plans work wi th me mbe rs to identify a loca l doc tor to be of chronically ill
the members· ongoing source of primary care. 

beneficiaries in • 	 Focusing on care transit ions: To mainta in continUi ty of care following hospilClli2a tions 

and prevent re-ad mlSSIOnS, pl"ns conduct me mber assessments and develop plans 
 FFS Medicare. 
of care to coordinate community-based services and follow-up appOintments with 

primary ca re providers, Similar efforts have effectively reduced re-admissions by as 

much 1)5 30%.1 


Coordinating be nefits with M~d icaid and other support systems: C-SNPs serve a disproportionately high number of poor, rurd l, 
and fTlinonly beneficiaries, To address sodal support issues prevalent In lhese populations. C-SNPs employ programs that s .... k 10 

connect members with communtty-based programs to meet their individual l"1eed5.. \n .Jddition, coordil"1Olted elf('rts ensure Ihilt qU"llfyllig 
members are actively accessing extra help resources and prescription drug assistance available to them through Medicaid. 

Bringin g high-quality care to those that need it the most: C-SNP members have more complex care n..eds- the aVl:! rilgE! SNP 
member has over 60% more HCC diagnos es than the estimated Medicare·wide average.l Programs wi thin C-SNPs focus on mem ber 
education and empowermenl, specialized ca re system exp ertise, and ttH! usc of in terdlsclplll1<.lry leams tu direcl treatment a nd 
ide nt ify interve ntions when necessary. 

Rising to the Cha llenge: Ea rly Evidence of C-SNP Value 
Increased scrutiny brought forlh through the 2008 MIPPA Act and subsequent regulatIOns Issued by Centers fo( Medicare & Medlca.d 
SerVices (CMSI are evolVing requiremenls such that all C-SNPs must further differentidle themselves trom tr<ldltlonal Medl!;ilre 
Advantage plans with robust models of care and high performance on quality measures. 

C-SNPs. while sull relatively new are already rising to these challenges and provlfIg to have significant value for particIpating benefiCiaries: 

A recent independent research report shows thilt SNPs on average reduced hospi talization ra les 30% betow a comparabte grQUp 
of ch ronically ill be nefiCiaries in rrs Medicare? 

High levels of member and physiciarl s atisfa ction: 91. % of m e mbers were satisfied with Ihe plan overall, and 91 % of members 
we re li kely 10 recommend the plan 10 othe r Medicil re benefiCIaries wi th chronic illnesses. 

• 	 Recent da ta from large C-SNPS that have now operated for over'} years show substantial reduchons I II the medICal costs of the 
chronicillly ill through Innovative combinalJOns of Cil(e coordination. chronic cafe mana gement and addllJOnal managed care tonls. 

Ove r one year, hospital admission rates for hIgh-fisk members with diabetes decreased by over 30%, and amputation 
rilles decreased by almost 50%.( 

Over the same time perood, total medical expens es decrease d by 2.t."fo ior members diagnosed WIth end s tage renal 
disease [ESRDl.c 

r.""",eM~Qnal R"~9"' Offi: .. 12Illl5) ' High-r.gHI Mndll;a'<I R~II~fI{j., j"5-

'J~~~. B...I ~l. t20091 .'" rccn~lm,crcd ~Qsllit ~1 di""'h~flle pr09r>1m to dC<T"~~U f(l~O'p'I_ Ii .a"~~" AnIlII& 01 111IiVtUIJ Medicine 1501l) 178·16·' 

' II,. Low," GrQYp [2008) "SNP AH I.nct ~roT' I~ ~"cl .d'~nud praclle.. lepan­
'Care tmpfO'iCmenT Plus. 20 0812 009 plan dn,",~Qlrd da!~ 
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