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Customer Reporting Companion Guide 

03/08/2018 

 
 

Self-Funded Fully Insured 

Report Name 100+ Contracts 100 - 249 Contracts 250+ Contracts 

Capitation and Other Expenses  Yes No No 

Care Ratio (Internal Use & Requires Underwriting Approval)  No No No 

Claims and Enrollment  Yes Yes Yes 

Enhanced Claims and Enrollment Yes No No 

Clinical Condition Profile  Yes Yes Yes 

Demographic Profile Yes Yes Yes 

Emergency Room Utilization  Yes Yes Yes 

High Cost Claimant - Individual  Yes No No 

Impact of High Cost Claimants  Yes Yes Yes 

Enhanced Impact of High Cost Claimants Yes No Yes 

Inpatient by Condition  Yes No Yes 

Medical Lag Yes No No 

Medical Specialty Drug Utilization  Yes Yes Yes 

Network Savings Summary Yes No No 

Network Utilization  Yes Yes Yes 

Office Visit Utilization  Yes Yes Yes 

Outpatient by Service Type  Yes No Yes 

Performance Overview  Yes Yes Yes 

Population Condition Prevalence  Yes No Yes 

Preventive Services  Yes Yes Yes 

Professional by Service Type  Yes No Yes 

Risk Profile - Population Segments  Yes No Yes 

Self-Insured Domestic Utilization  Yes No No 

Site of Service Savings Opportunities (Lab and Radiology)  Yes Yes Yes 

Summary by Dollar Range Yes Yes Yes 

Summary of Members with No Utilization  Yes Yes Yes 

Top Facilities  Yes Yes Yes 

Utilization by State/Payroll  Yes No Yes 

Pharmacy High Utilizers  Yes No No 

Pharmacy Lag Yes No No 

Pharmacy Medication Compliance  Yes No Yes 

Pharmacy Membership Metrics and Utilization Yes Yes Yes 

Pharmacy Performance Overview  Yes Yes Yes 

Pharmacy Top Drugs Yes No Yes 

Pharmacy Top Drugs by AHFS Class Yes No Yes 

  



2 
 

General Notes 
• One of the highest levels of summarization is by claim type - “inpatient” versus “outpatient” versus 

“professional”. 

o Inpatient is generally defined as treatment that requires admission to a facility and includes at least one 

overnight stay.  The most common example is admission to a hospital for a procedure.  Inpatient costs 

include both the facility payments and any physician payments while the member is in the facility.  The 

exception to that are reports that specifically say “facility” in their title.  Those reports show only facility 

payments 

o Outpatient is generally defined as treatment that is provided at a facility but does not require admission 

or an overnight stay.  A common example of this would be a colonoscopy that occurs in a hospital.  

Outpatient payments include only the facility portion and do not include any associated physician 

payments. 

o Professional is generally defined as treatment that occurs in a doctor’s office or other similar type of 

location.  A common example of this is a visit to your doctor for a physical.  Professional payments 

include those payments to the physician or other professional. 

o A fourth claim type is “prescription drug”.  Prescription drug coverage is generally separate from medical 

coverage and is reported separately.  A common example of this is going to your local pharmacy to have 

a prescription filled.  While you may see “drug” payments included in some of the medical reporting, in 

most cases these are drugs billed by a facility such as chemotherapy drugs or drugs billed by a physician 

such as immunizations.  Prescription drug coverage takes place at a retail location or via mail. 

• Service Type Codes are used to identify the classification of services or benefits. Examples include pathology, 

emergency room, and preventive services.  

• Most reports generally follow a format of “prior period” compared to “current period” compared to a population 

wide benchmark.  Other reports follow a format of “current period” with a “% change from the prior period” 

compared to a population wide benchmark. 

• Benchmarks (averages) are available for many measures.  These benchmarks are in many cases based on the 

Independence book of business for the product(s) selected such as PPO or HMO.  In some cases, your benchmarks 

may be based on all Independence customers with a business similar to yours.  For example, business specific 

benchmarks will be used if your account is a national account, a suburban school, a health and welfare account, 

a law firm, a public administration account, a manufacturing business, a retailer, a finance/insurance related 

business, a hospital, or a college/university. 

• As often as possible, averages are used to allow comparison of different time periods and different numbers of 

members.  These averages usually take the form of “per member per month”, “net payment per 

admission/day/unit”, or “admissions/days/units per thousand members”.  When comparing time periods, it is 

best to compare these averages. 

• In some instances, we will also show a percentage of a total (e.g. percentage of admissions, percentage of 

dollars).  When a filter is applied to your report, such as when you request your report to include only subscribers, 

the denominator is the relevant population 

• Internal users can select any report type to run regardless of customer size. This is important to note because a 

report can be run that is not eligible for the customer funding type and size.  

• Whenever possible, please make your “prior” and “current” period selections equal in length.  This will help you 

more easily compare the two time periods.  In order to get reliable “averages”, we recommend that each time 

period be six to twelve months in length.  Furthermore, we recommend that you wait at least six months before 

relying on your first report since a “start-up lag” is always present when members change coverage. 

• To maintain member confidentiality, when a utilization measure (e.g. a service or a condition) results in a count 

of less than 3, the results are either added to an “other” category or are shown as “<3” when counted. 
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• If your account is “fully-insured” (i.e. you pay for medical coverage based on a member premium), please note 

that any reports run on incurred only dates will have a built in “completion factor” to account for outstanding 

claims. 

• Finally, while we believe we have created a logical, intuitive, and comprehensive set of reports to meet your 

needs, if the reports you run are unclear to you or you have concerns about the data you are seeing, please 

contact our help area for assistance.  We would also appreciate feedback on your experience with using our 

IndeX suite of reports.  A feedback area is available for your use. 

• The library of reports is organized from high level cost and utilization to increasingly detailed cost and utilization.  

Some reports focus primarily on medical conditions while other reports focus primarily on payment information.  

Most reports combine both types of numbers. 

Please note that the information included in this document is proprietary and confidential and cannot be released 

without the express written consent of Independence Healthcare Group and its subsidiaries. 
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Capitation and Other Expenses  

 

Available for Self-Funded  

Description 
The Capitation and Other Expenses report provides information on non-fee-for-service payments for medical coverage.  

This report details monthly enrollment, total capitation and other expenses, and a PMPM breakdown of those costs.  In 

addition, the various kinds of capitation payments are also shown individually.   

Key Considerations with this report 

• Capitation is an all-inclusive payment made to a provider to cover all medical costs incurred by a member for a 
particular type of service. Capitation is most commonly used with HMO medical coverage but is also used for 
some types of services provided under PPO Coverage. 

• For HMO, common services identified in the Capitation and Other Expenses report include primary care physician 
visits, laboratory services, radiology services, physical therapy services, mental health services, and the Quality 
Incentive Payment System (QIPS) program. QIPS offers primary care practices financial incentives for providing 
quality health care and effectively managing the care of your employees. For PPO, the most common service 
reported is mental health. In addition, Network Expenses are included in this report.  

• Network Expenses (PPO coverage only) are the expenses related to being part of a group of Blue Cross/Blue 

Shield (BCBS) plans that have banded together to form a “consortium” of insurance carriers.  Consortium plans 

agree to charge much lower fees to one another should your members receive care outside the Independence 

coverage area.  This means your members receive the same trusted care AND the accompanying deep price 

discounts negotiated by local BCBS plans.  
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Care Ratio – Can Not be Run Externally and Requires Underwriting Approval 

 

Available for Internal Users Only  

Description 
The Care Ratio report is a detailed report that answers questions such as “what are my membership, claims expenses 

and premium by product, group, and month?” The report provides information by month broken out by product and 

group for both Medical and Pharmacy (if applicable).   

Key Considerations with this report 

• The “Total Claims Expense” includes the net payment for medical services, capitation, network access fees and 

when applicable integrated drug expenses.  

• The “Care Ratio” is the total claims expense divided by the total earned premium. This ratio is an indicator of 

financial health as it compares healthcare costs to premium revenue. 

• Earned Premium is calculated using the rate by contract tier by month.   

• This report is further sub-divided into more specific tabs to allow you to understand performance of specific 

products and/or groups.  For example, at the summary level, the report may show a high care ratio for a specific 

month. You can review each detailed tab to determine the product that is driving the increase and then drill 

further to determine the group within that product.  
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Claims and Enrollment 

 
Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description 
The Claims and Enrollment report is a detailed report that answers questions such as “what are my membership, claims 

expenses by product, group, and month?” The report provides information by month broken out by product and group 

for both Medical and Pharmacy (if applicable).  The Enhanced version of the report also includes data by contract tier. 

Key Considerations with this report 

• The “Total Claims Expense” includes the net payment for medical services, capitation, network access fees and 

when applicable integrated drug expenses.   

• This report is further sub-divided into more specific tabs to allow you to understand performance of specific 

products and/or groups.  For example, at the summary level, the report may show a high claims expense for a 

specific month. You can review each detailed tab to determine the product that is driving the increase and then 

drill further to determine the group within that product.  
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Clinical Condition Profile 

 

Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description 
The Clinical Condition Profile shows the top 10 medical conditions for which your members received treatment.  The 

report provides information such as the number of members with a condition, prevalence percentages along with 

benchmarks, and the amount of money each condition contributed to your overall costs broken out by inpatient, 

outpatient, and professional costs. 

Key Considerations with this report 

• “Prevalence” is how often a condition occurs within a given population.  It is calculated by dividing the number of 

your members who have a condition by the total number of unique members who were covered by your plan 

during the time period under consideration. 

• This report is further sub-divided into more specific medical conditions to allow you to understand what specific 

types of illnesses are affecting your members.  For example, at a general level, the report is likely to show you 

how many of your members were treated for cancer. 

• On a more specific level, the report will show you what types of cancer your members had such as breast cancer 

or lung cancer.  While some medical conditions do not lend themselves to any type of intervention on your part, 

other conditions such as joint replacements may be impacted by changes in the workplace. 

• By looking at the changes in the “PMPM” column, you can determine to what degree a particular condition 

contributed to an increase or decrease in the overall payment PMPM for your members.  The more a high level 

medical condition contributed to any increase in your costs, the higher it will be on the report. 

• This report also includes benchmark PMPMs to allow you to compare your membership’s costs to those of a 

larger population. 

  

Clinical Condition Profile - Top Conditions
Current Period: 01/2016 to 05/2016  |  Compared to: 01/2015 to 05/2015  |  Benchmark: IBC Book of Business

PMPM

Conditions Members Current % Change Benchmark Inpatient Outpatient Professional Total Change

Benchmark 

(Total)

Neoplasms 78 2.3% 3.2% 2.3% $43.40 $43.40 $23.21 $110.01 $22.23 $55.00

     Other gastrointestinal cancer 20 2.1% 1.3% 2.1% $43.40 $43.40 $43.40 $130.20 $43.40

     Cancer of ovary and other female genital organs 18 1.9% 1.9% 1.9% $43.40 $43.40 $43.40 $130.20 $43.40

     Cancer of breast 16 1.3% 1.3% 1.3% $43.40 $43.40 $43.40 $130.20 $43.40

     Cancer of bronchus; lung [19.] 14 1.1% 1.1% 1.1% $43.40 $43.40 $43.40 $130.20 $43.40

     Cancer of skin 10 1.1% 1.1% 1.1% $43.40 $43.40 $43.40 $130.20 $43.40

Diseases of the musculoskeletal system and connective tissue 78 2.3% 3.2% 2.3% $43.40 $43.40 $23.21 $110.01 $55.00

     Non-traumatic joint disorders 20 2.1% 1.3% 2.1% $43.40 $43.40 $43.40 $130.20 $43.40

    Spondylosis; intervertebral disc disorders; other back problems 18 1.9% 1.9% 1.9% $43.40 $43.40 $43.40 $130.20 $43.40

    Pathological fracture [207.] 16 1.3% 1.3% 1.3% $43.40 $43.40 $43.40 $130.20 $43.40

    Osteoporosis [206.] 14 1.1% 1.1% 1.1% $43.40 $43.40 $43.40 $130.20 $43.40

    Acquired deformities 10 1.1% 1.1% 1.1% $43.40 $43.40 $43.40 $130.20 $43.40

Diseases of the circulatory system 78 2.3% 3.2% 2.3% $43.40 $43.40 $23.21 $110.01 $55.00

    Hypertension 20 2.1% 1.3% 2.1% $43.40 $43.40 $43.40 $130.20 $43.40

    Diseases of the heart 18 1.9% 1.9% 1.9% $43.40 $43.40 $43.40 $130.20 $43.40

    Cerebrovascular disease 16 1.3% 1.3% 1.3% $43.40 $43.40 $43.40 $130.20 $43.40

    Diseases of arteries; arterioles; and capillaries 14 1.1% 1.1% 1.1% $43.40 $43.40 $43.40 $130.20 $43.40

    Diseases of veins and lymphatics 10 1.1% 1.1% 1.1% $43.40 $43.40 $43.40 $130.20 $43.40

Prevalence
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Demographic Profile 

 

Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description 
The Demographic Profile provides financial utilization information about your members by age grouping, gender, 

relationship to insured (RTI), and contract tier status.  The report also shows Per Member Per Month (PMPM) payments 

for different groupings of members, compares a prior period to a current period for PMPM payments. In addition, it 

compares your member PMPM payments to benchmark information on other Independence customers similar to you. 

Key Considerations with this report 

• The first page of this report provides you with a breakdown of your membership by age grouping as well as by 

gender.  This page also shows the average age of your membership and compares it to a benchmark.  Age is one 

of the single most important predictors of medical utilization. 

• The breakdown of PMPM by age grouping will give you revealing information on where your dollars are being 

most utilized in terms of member age and gender. 

• The second page of this report provides you with insight into how your distribution of members has changed 

between employees, spouses/partners, and dependents.  Similarly, you will be able to see how enrollment in 

coverage tiers has changed over time (e.g. single coverage, subscriber/spouse coverage, and family coverage).  
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Emergency Room Utilization  

 
Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description  
The Emergency Room Utilization report provides a summarized view of visit and payment information. It reflects the 

number of ER visits that were emergent or not, the ER visits that resulted in an inpatient admission, and information on 

urgent care and retail sites.   

Key Considerations with this report 
▪ The first tab/page provides a breakdown of visits from prior and current year based on whether they were 

emergent or not. This can indicate if your members are using the emergency room for non-emergent services 

which can be managed through a lower cost option such as a PCP visit or an urgent care center.  

▪ The next two tabs/pages display information about the top providers for the emergency room and the top 

providers for urgent care based on descending net payment to the provider. The urgent care report outlines the 

difference in cost for an emergency room visit compared to an urgent care visit and highlights potential savings if 

services are redirected from the emergency room.  

▪ The fourth tab/page displays information about the top medical conditions your members were treated for in the 

emergency room based on descending net payment for the condition.  

▪ The last page shows the number of ER visits by the days of the week.  

▪ Diagnosis codes are based on discharge diagnosis.   

 

Commented [SED1]: Attached screen prints of tabs 2 & 3? 
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High Cost Claimant - Individual 

 

Available for Self-Funded 

Description 
The High Cost Claimant report provides a detailed listing of the claimants exceeding the high-dollar threshold for claims 

that were set when running the reports (defaults to $100k). This is a listing of people that have claims that aggregate to 

an amount above $100k (default limit) for the period you are reviewing.  

The report is sorted in descending order by medical payment amount.  The report indicates if this individual was a high 

cost claimant in the prior period, if they are currently an active member in the plan, the demographic information, the 

condition and drug costs. Prescription drug is included for both integrated and stand-alone when it is sold through IBC. 

External PBM vendor fees are excluded.  

Key Considerations with this report 
The High Cost Claimant report is useful in identifying the sickest portion of your population. The report is deidentified, but 

this information can be used to understand potential drivers of increased spend year over year, areas of focus for case 

management and it can help identify areas to target for preventive initiatives. While some medical conditions do not lend 

themselves to any type of intervention on your part, other conditions such as joint replacements may be impacted by 

changes in the workplace. 
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Impact of High Cost Claimants 

 

Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description 
The Impact of High Cost Claimants report summarizes the number of claimants and their cost and prevalence. The high-

dollar threshold for claims is user-defined when running the reports (defaults to $100k).   The Enhanced version includes 

data by condition. 

The first tab/page of the report only includes medical costs (shown above) while the second tab/page includes both 

medical and prescription drug costs. The report breaks out the expenses by inpatient, outpatient and professional.   

Key Considerations with this report 
The Impact of High Cost Claimant report is useful in determining if the impact of high cost claimants is greater than prior 

period.  It is generally anticipated that there will be a certain amount of high cost claimants each year so it is valuable to 

understand if the impact is greater than or less than the prior year. It is also useful to understand the relationship to 

insured since that may influence plan designs for the future. Of particular note is the prevalence of high cost claimants 

which is a calculation of your high cost claimants over the unique members covered during the year. This is a useful 

metric for year over year comparison.  

NOTE:  This report should not be used for stop loss purposes since the specific dates and requirements for stop loss may 

be different than what is reflected in this exhibit.  
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Inpatient By Condition 

Available for Self-Funded and Fully-Insured 250+ 

Description 
The Inpatient by Condition report provides an overview of the cost and utilization of inpatient providers based on a 

member’s medical condition 

Conditions are determined using the Clinical Classification System (CCS) – an industry standard for grouping diagnosis 

codes.  The report is sorted by descending current net claim payment per member per month.   A single member may be 

in multiple categories if that member has multiple medical conditions.  For example, John Doe may have payments and 

admissions for a heart attack in one category and payments and admissions for cancer in another category. 

Key Considerations with this report 
The Inpatient by Condition report is useful in identifying the reason your members are seeking inpatient treatment.  This 

information can be used to suggest workplace interventions (e.g. a large number of musculoskeletal admissions in a 

workplace that involves heavy lifting) or increased member education (e.g. a large number of endocrine admissions for 

members with diabetes).  This information can also be used to identify emerging problems such as increased admissions 

for respiratory problems or mental health disorders. Includes admissions for SNF and Residential Rehab.  
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Medical Lag

 
Available for Self-Funded 

Description 
The Medical Lag Report (aka “triangle report”) shows claims in the month they were incurred and the month they were 

paid.  Delays can occur if a claim is submitted late, has incomplete information, or triggers a manual review. 

Key Considerations with this report 
• This report is primarily used to review payout of claims over time.  For many customers, this allows them to set 

“reserves” to pay for claims incurred in one financial year but paid in another financial year. 

  

Medical Lag Report
Current Period: 01/2016 to 05/2016  |  Compared to: 01/2015 to 05/2015  |  Benchmark: IBC Book of Business

Incurred Period

Paid Period Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Total

Jan-15 $366,918 $366,918

Feb-15 $1,200,698 $199,692 $1,400,390

Mar-15 $211,629 $1,376,190 $473,746 $2,061,565

Apr-15 $35,118 $219,128 $1,868,060 $293,254 $2,415,560

May-15 $10,298 $34,520 $228,036 $1,279,055 $273,175 $1,825,084

Jun-15 $31,753 $31,428 $86,621 $451,587 $1,244,641 $426,317 $2,272,347

Jul-15 $15,890 $19,380 $18,132 $17,504 $268,545 $1,359,308 $350,602 $2,049,361

Aug-15 $8,293 $32,021 $88,738 $16,951 $178,323 $247,718 $1,311,628 $249,432 $2,133,104

Sep-15 $18,645 $103,840 $24,638 $33,938 $44,711 $71,959 $196,946 $1,310,264 $154,465 $1,959,406

Oct-15 $11,367 $14,324 $22,785 $12,900 $12,342 $39,255 $264,381 $313,289 $1,649,481 $313,299 $2,653,423

Nov-15 $2,752 -$38,915 $9,450 $3,129 $13,978 $6,432 $2,433 $6,713 $175,285 $1,233,316 $269,267 $1,683,840

Dec-15 $3,225 $19,675 $24,445 -$2,120 $5,709 -$5,514 -$700 $84,591 $45,981 $363,560 $1,574,754 $449,812 $2,563,418

Jan-16 $1,528 -$7,742 $18,605 $2,832 $3,830 $1,915 $10,643 $20,271 $29,267 $143,481 $257,232 $1,437,267 $1,919,129

Total $1,918,114 $2,003,541 $2,863,256 $2,109,030 $2,045,254 $2,147,390 $2,135,933 $1,984,560 $2,054,479 $2,053,656 $2,101,253 $1,887,079 $25,303,545
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Medical Specialty Drug Utilization 

 

Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description  
The Medical Specialty Drug Utilization report provides information on Specialty Drugs that are paid out of the Medical 

Plan, not under the Pharmacy Plan. The report outlines the drug, the number of members using it, the total net payment 

for the drug and what percent that drug makes up of the total net payment spend for specialty drugs. This report shows 

a comparison from the prior period that was selected.  

Key Considerations with this report 
▪ The Top 25 Specialty Drugs reflects the percentage of the total spend that the highest cost drugs are of the total. 

This generally follows the 80/20 rule where essentially the top 25 drugs make up approximately 80% of the 

spend.   

Cost-containment strategies 

Industry trends predict that specialty drug costs will continue to rise. To help deflect this trend, Independence uses a 

variety of strategies to ensure that our members have access to high quality treatment options that are also cost-

effective. These strategies are often used in combination to maximize cost-containment potential and minimize 

inappropriate utilization. The strategies include, but are not limited to, the following: 

• Medical Policy, which identifies medical necessity criteria that members must meet in order to receive the drug. 
Almost all specialty drugs have an Independence medical policy with defined coverage criteria. 

• Precertification review, which allows Independence to review physician drug requests and provide 
authorizations before medications are given to members. This ensures that the drugs are used for the correct 
indications and at the appropriate intervals. Currently, nearly 80 drugs require precertification approval from 
Independence. 

• Dosing and frequency review, which helps Independence ensure that providers are administering select 
specialty drugs (Avastin, Botox, Erbitux, Herceptin, IVIG/SCIG, Remicade, Rituxan, and Yervoy) at the doses and 
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frequencies consistent with FDA-labelling. This minimizes drug wastage and unnecessary overexposure of 
members to specific drugs. This program has been in effect since 2011. 

• Most cost-effective setting review, which encourages providers and members to receive certain drugs in 
settings (such as the home, office, or infusion suite) that are less costly than outpatient hospital facilities. This 
program has been in effect since 2012. There are currently 21 drugs on this program, including IVIG/SCIG, Prolia, 
Stelara, Soliris, and Xolair. 

• Direct Ship Drug Program, which is a value-added program that allows in-network office-based providers to 

obtain many specialty drugs at competitive prices, based on contracts that Independence negotiates with our 

preferred specialty drug vendors.   
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Network Savings Summary 

 

Available for Self-Funded 

Description 
The Network Savings Summary report provides a high-level summary of the cost savings obtained by the use of the Blue 

Cross network.  It includes total savings separated by inpatient admissions, outpatient services, and professional services 

as well as savings per contract and savings per member comparisons to a prior reporting period.  This report also shows 

member utilization of the Blue Cross network of providers. 

Key Considerations with this report 
The Network Savings Summary is particularly useful in showing the significant discounts available to your members when 

using in-network providers as well as the high number of providers available to your members throughout the Blue Cross 

system. 
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Network Utilization 
 

 
Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description  
The Network Utilization report provides summary information based on whether a claim was from an in-network 

provider or an out-of-network provider.  The first tab/page provides a breakdown of in-network utilization separated by 

inpatient, outpatient, and professional claim types.   

The second tab/page displays information about the top 5 out-of-network inpatient, outpatient, and professional 

providers used by your members based on descending net payment to the provider. 

The third tab/page displays information about the top 5 medical conditions for which your members saw an out-of-

network provider based on descending net payment for the condition. 

Key Considerations with this report 
▪ Tab/page one of the Network Utilization report allows you to assess the availability of Independence’s network 

of facilities and physicians to your members.  It also points out the percentage of members who may be impacted 

by additional out-of-network costs. 

▪ Tab/page two of the Network Utilization report is useful in redirecting members to alternate in-network 

providers to avoid the additional costs associated with out-of-network utilization – both to the member and to 

your plan. 

Commented [SED2]: Attached screen prints of tabs 2 & 3? 
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▪ Tab/page three of the Network Utilization report identifies the types of medical conditions/services that 

members have related to out-of-network utilization.  As with tab/page two, this can be used to assist members in 

finding alternate in-network providers to avoid the additional costs associated with out-of-network utilization.  
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Office Visit Utilization 

 

Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description 
The Office Visit Utilization report contains 2 tabs/pages. This report can address questions such as “Are my members 

seeing a primary care physician?”, “Are my members getting preventive exams?”, “What specialists are my members 

seeing?”, and “Are my members using Telemedicine?” 

The first tab/page (shown above) shows the types of office visits utilized by members. It shows the net payments and 

PMPM for those categories and the change from the prior period. The information is shown both by member and by 

visit. It reflects the cost per member, visits per 1000 members and the net pay per visit.  The bottom section of the 

report shows the percentage of members that have a preventive visit based on the age of the member.  

The second tab/page shows the top 5 specialists visited. This information is shown both by member and by visit. It 

reflects the cost per member, visits per 1000 members and the net pay per visit. 

Key Considerations with this report:  

• Tab/page one of the report details the types of Office Visits for your population. This report outlines what percent 

of your population are getting preventive visits and utilizing a Primary Care Physician. This may lead to wellness 

workplace initiatives to increase preventative services. It may also drive benefit changes to increase the 

utilization of a primary care physician.  
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Outpatient By Service Type 

 

Available for Self-Funded and Fully-Insured 250+ 

Description 
The Outpatient by Service Type report provides an overview of the cost and utilization of outpatient providers based on 

the kinds of services a member receives.  The report is sorted by descending current net claim payment per member per 

month.  A single member may be in multiple categories if they have had multiple kinds of services.  For example, Jane 

Doe may have payments and units for an ambulance ride in one category and payments and units after the arrival at an 

ER in another category. 

Key Considerations with this report 
Similar to the Professional by Service Type report, the Outpatient by Service Type report is useful in identifying the kinds 

of outpatient services your members are receiving.  This information is often useful when comparing your numbers to the 

“benchmark” numbers to determine whether your members are receiving a particular type of treatment (e.g. mental 

health/substance abuse) at a higher rate than the average population of Independence members.  Such information can 

be useful in suggesting workplace interventions or benefit changes. 
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Performance Overview 

 
 

Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description  
The Performance Overview report contains 3 tabs/pages. The first tab/page (shown above) provides key metrics on 

medical membership, retail pharmacy membership (when applicable), change in Per Member Per Month (PMPM) 

calculations, and medical cost sharing (net pay PMPM and member liability). 

The second tab/page provides key inpatient, outpatient and professional metrics, as well as retail pharmacy when 

applicable. 

The third tab/page provides a financial summary.  Metrics include discounted allowable medical charges, Coordination 

of Benefits (COB ) savings, member financial liability breakdown, capitation, network expenses, and integrated drug net 

payment.  It also includes freestanding drug costs, when applicable. 

Key Considerations with this report 
▪ Tab/page one of the Performance Overview is a snapshot of key membership, utilization, and cost metrics 

suitable for high level discussions of changes in medical and retail pharmacy numbers.  The most important items 

to focus on are the changes in the “averages” such as per member per month (PMPM) numbers and average 

costs.  If you have made changes in your member cost sharing arrangement, be sure to look at the graph of 

“Medical Cost Sharing” to see the impact of your changes.  Some of the measures shown also include 

Commented [SED3]: Add screen prints of tabs 2 and 3? 
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“benchmark” or normative data for Independence’s book of business so you can see how your members compare 

to a larger population. 

▪ Tab/page two of the Performance Overview provides additional detailed information on utilization and costs 

separated by inpatient admissions, outpatient services, professional services, and retail prescription drug 

prescriptions.  These reports also include benchmarks for comparison of your members to a larger population. 

▪ Tab/page three of the Performance Overview focuses strictly on financial performance.  This page starts with 

provider charges after the Independence discount is applied then adds and subtracts various dollar amounts as 

you go down the page.  At the bottom of the page, the total claim payment is shown for the period you ran. 
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Population Condition Prevalence 

 

Available for Self-Funded and Fully-Insured 250+ 

Description  
The Population Condition Prevalence report contains 2 tabs/pages. The first tab/page (shown above) provides key 

metrics on membership within the condition specified. This tab shows the percent of the total membership with the 

condition, a comparison to benchmark and whether the member is attributable to subscriber, spouse or dependent.  

The second tab/page focus on the cost for those conditions. This page reflects the number of emergency room and 

primary care physician visits. It also breaks out the net payment PMPM by claim type.  

Key Considerations with this report 
▪ The same member can be captured in different conditions. There is a count of distinct members at the bottom of 

tab/page one. It is not the sum of the conditions. Members with multiple conditions are also identified.   

▪ “Benchmark” or normative data for Independence’s book of business is shown so you can see how your members 

compare to a larger population. A high prevalence of certain conditions may impact benefit design, outreach 

programs or other plan design considerations.  
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Preventive Services 

 

Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description 
The Preventive Services report contains 1 tab/page. This report can address questions such as “What % of my members 

have received preventive services and certain screenings?” and “How many members were reimbursed for a healthy 

lifestyle program?” 

The first tab/page (shown above) shows the average age of members who had preventative office visits, the number of 

members that are getting cancer screenings broken out by the type of cancer they are getting screened for, and the 

number of members that have been reimbursed for healthy lifestyle programs. It shows the net payment for both the 

current and prior period as well as the expenses incurred by the member.  

Key Considerations with this report:  

• This report outlines what percent of your population are getting preventive visits and utilizing healthy lifestyle 

programs. This may lead to wellness workplace initiatives to increase preventive services.  
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Professional By Service Type 

 

Available for Self-Funded and Fully-Insured 250+ 

Description 
The Professional by Service Type report provides an overview of the cost and utilization of professional providers based 

on the kinds of services a member receives.  The report is sorted by descending current net claim payment per member 

per month. 

A single member may be in multiple categories if they have had multiple kinds of services.  For example, John Doe may 

have payments and units for a visit to their doctor for a physical in one category and payments and units for the blood 

work down in another category. 

Key Considerations with this report 
Similar to the Outpatient by Service Type report, the Professional by Service Type report is useful in identifying the kinds 

of professional services your members are receiving.  This information is often useful when comparing your numbers to 

the “benchmark” numbers to determine whether your members are receiving a particular type of treatment (e.g. mental 

health/substance abuse) at a higher rate than the average population of Independence members.  Such information can 

be useful in suggesting workplace interventions or benefit changes. 
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Risk Profile – Population Segments 

 

Available for Self-Funded and Fully-Insured 250+ 

Description 
The Risk Profile - Population Segments report can address questions such as “What is the distribution of my 

membership by risk categories?” and “How many members were engaged with a health coach?” 

The top section of the report segments the population to reflect High Cost members (as defined by the parameters set 

or it will default to $100k), members that have zero utilization, new members, members targeted for case management 

and well-managed members. It also reflects digital engagement outreach activities which include both clinical and non-

clinical messages such as on-boarding messages, gaps in care messages and general wellness initiatives.  

The lower portion of the report reflects the health coach engagement and outreach efforts. The “Prevalence (%) and 

Total PMPM by Risk Segment” chart illustrates the PMPM for members based on their risk category. It also shows the 

prevalence of that risk category in the population.   

Key Considerations with this report 

•  “Prevalence” is how often a condition occurs within a given population.  It is calculated by dividing the number 

of your members who have a condition by the total number of unique members who were covered by your plan 

during the time period under consideration. 
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Self-Insured Domestic Utilization 

 

Available for Self-Funded Hospital Customers 

Description 
The Self-Insured Domestic Utilization report contains 2 tabs/pages. This report provides performance metrics on 

utilization at domestic facilities. You can see whether there is a high usage of domestic facilities and if not, what 

conditions are being treated at which other facilities. 

The first tab/page (shown above) breaks out the domestic utilization from the total to show key metrics versus prior 

period.  The information is presented in three ways. The first is the Inpatient Facility metrics, the second is the 

Outpatient Facility and the third is the Total Facility.   

The second tab/page shows the conditions by facility for the top non-domestic facilities based on spend. This can help to 

identify if people are going to non-domestic facilities for the treatment of certain conditions.  This report is also broken 

out Inpatient Facility, Outpatient Facility and Total Facility.  

Key Considerations with this report:  

• Tab/page one of the report is a snapshot of the key medical metrics in total and for domestic facilities. If there is 

a disproportionate amount of non-domestic utilization you may want to increase member education on their 

benefits and/or revisit benefit design for domestic facilities.   

• Tab/page two of the report allows you to see the spend by top non-domestic facilities by top conditions. This may 

help you identify the specific educational materials that should be distributed to members.  
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Site of Service Savings Opportunities (Lab and Radiology) 

 

Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description  
The Site-of-Service Savings Opportunities report provides you with clear examples of how you and your members can 

save money by having certain procedures done in less expensive settings.  

Key Considerations with this report 
▪ The first portion of this report shows the potential savings from having lab work done at a free-standing 

laboratory instead of a hospital.  In addition to the cost savings, free-standing labs are often more geographically 

convenient, offer free parking, and have on-line scheduling available. 

▪ The second portion of this report also shows the potential savings from having radiology (e.g.  x-rays) done in a 

free-standing radiology center or physician’s office instead of a hospital.   

▪ We want to save you and your members money by getting the same high-quality services done in a lower cost 

setting and this provides you with the information you need to convey this message on to your members. 
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Summary by Dollar Range 

 

Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description 
The Summary by Dollar Range report contains 3 tabs/pages. This report can address questions such as “What's the 

distribution of member spend by dollar range?” 

The first tab/page (shown above) breaks out the member population by total net payment for Medical Spend for the 

period selected.  The information is presented in three ways. The first is the net payment amount, the second is the 

average amount paid per member and the third is the percentage that this dollar range is of the entire book. The 

measures are compared to prior period.  

The second tab/page shows the Drug Spend by spend ranges. The top section of the report reflects the amount that the 

plan/employer spent by ranges while the middle section reflects the amount that the member paid by dollar ranges. The 

lower portion of the report shows the gross cost, or the total amount for the drug, which includes both member and 

plan/employer expenses.   

The third tab/page shows the total for both medical and drug spend by ranges. The report also breaks out the expenses 

that were paid by the plan/employer and the expenses that were paid for by the member.  
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Key Considerations with this report:  

• Tab/page one of the report is a snapshot of the net medical payments for members based on ranges of spend. 

You can see the distribution by spend ranges compared to prior period to determine if members are shifting to 

the higher/lower end ranges. The % Change under % Total Net Payment is a useful metric to easily see where 

there are shifts in the ranges.  

• Tab/page two of the report is a snapshot of the drug spend for members and the plan/employer. The report 

allows you to see if the drug spend is increasing/decreasing or if the expense is shifting between plan/employer 

liability and member liability.  

• Tab/page three combines the medical and drug spend to reflect spend by plan/employer as well as member 

liability. This detailed information is useful if you have made changes in your member cost sharing arrangement.  
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Summary of Members with No Utilization 

 
Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description 
The Summary of Members with No Utilization report answers questions such as “How many of my members did not 

have any medical utilization?”, “What are the demographics of the non-utilizers?”, “How many members did not see a 

PCP/OBGYN but did have an ER visit or did get a maintenance drug filled or was a chronic member?” 

The report shows the demographic information of non-utilizers as well as demographic information for people who did 

not have a primary care physician visit but have either a chronic condition or an ER visit.  

Key Considerations with this report 

Members without utilization are not getting preventive screenings which can lead to sicker people and higher costs in the 

future. In addition, members that have an ER visit but do not have a primary care physician visit may indicate that they 

are utilizing emergency services unnecessarily. Members that did not have a primary care physician visit and have a 

chronic illness may not be managing their illness properly which can cause a plethora of problems in the future.   
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Top Facilities 

 

Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description 
The Top Facilities report provides detailed information on facility providers (inpatient and outpatient) including such 

information as the number of members using the facility, payments to the facility, and admissions/services at the 

facility.  The report also shows detailed information on the types of medical conditions members were admitted for and 

the types of outpatient services members received. 

Key Considerations with this report 

• Tab/page one shows the top 25 providers by total descending combined inpatient and outpatient payment.  This 

report is unique in that it shows the “severity weighting” of admissions to a facility.  The severity weighting is a 

reflection of how critically ill the members were who were treated at that facility.  For example, a facility with a 

higher severity weighting may have more trauma cases or more organ transplants.  This allows you to balance 

the average payment for an admission against how critically ill the members were.  In addition, if you are 

considering moving to a more select network of facilities, these reports will give you an idea of the potential 

impact on your members of such a move. 

• Tab/page two shows the top five medical conditions (CCS level 1) by descending total payment for which 

members were hospitalized.  Within those top five medical conditions, the top five inpatient providers (again by 

descending total payment) are identified along with some detail about those providers such as the number of 

members hospitalized and their percentage of total admissions for that condition. 
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• Tab/page three is the reverse of tab/page two.  This report shows the top five inpatient providers by descending 

total payment where members were hospitalized.  Within those top five providers, the top five medical 

conditions (again by descending total payment and displaying CCS level 1 conditions) are identified along with 

some detail about those providers such as the number of members hospitalized and their percentage of total 

admissions for that condition. 

• Tab/page four is similar to tab/page two.  It shows the top five types of services by descending total payment 

provided by outpatient providers.  Within these top five service types, the top five outpatient providers (by 

descending payment) are identified along with detail such as the number of services (units) provided and the 

member financial liability. 
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Utilization by State/Payroll 

 
 

Available for Self-Funded and Fully-Insured 250+ 

Description 
The Utilization by State/Payroll report details the utilization and payments by the state where the member resides or by 

the payroll location to which the member is assigned.  

The report is broken out by tabs to show Utilization by State for Inpatient, Outpatient & Professional, and in Total. There 

are also tabs to show Utilization by Payroll for Inpatient, Outpatient & Professional, and in Total.  

Key Considerations with this report 
This report helps to segment the population based on either residency or payroll location. This may help benefit 

managers understand if certain locations are higher cost than others for targeted outreaches and/or education.  
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Pharmacy High Utilizers  

 
Available for Self-Funded and Fully-Insured 250+ 

Description  
The Pharmacy High Utilizer report outlines the top 25 members based on descending order for net payment.  

Key Considerations with this report 
▪ The report is a deidentified listing of the top 25 utilizers of prescription drugs. The current status of the member, 

and the indicator that outlines if the member was a prior period high utilizer, are helpful in estimating if these 

costs will be ongoing. The AHFS Therapeutic class also offers insights on the condition this drug is helping to 

treat.  
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Pharmacy Lag 

 
Available for Self-Funded 

Description 
The Prescription Drug Lag Report (aka “triangle report”) shows claims in the month they were incurred and the month 

they were paid.  Since most prescription drug claims are filled at a retail pharmacy and the pharmacy is paid at the time 

the drug is dispensed, there is very little lag time between the date a claim is incurred and the date the claim is paid.  

Any lag in claims is usually due to subsequent adjustments to a claim. 

Key Considerations with this report 
• This report is primarily used to review payout of claims over time.  For many customers, this allows them to set 

“reserves” to pay for claims incurred in one financial year but paid in another financial year. 

• There may be instances where the paid date is before the incurred date. These are infrequent and generally 

insignificant amounts. They are usually driven by time zone changes, such as when a claim is incurred after 

midnight on the East Coast and then paid in Central time zone.    

  

Prescription Drug Lag Report
Current Period: 01/2016 to 05/2016  |  Compared to: 01/2015 to 05/2015  |  Benchmark: IBC Book of Business

Incurred Period

Paid Period Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15

Total

Jan-15 $366,918 $366,918

Feb-15 $1,200,698 $199,692 $1,400,390

Mar-15 $211,629 $1,376,190 $473,746 $2,061,565

Apr-15 $35,118 $219,128 $1,868,060 $293,254 $2,415,560

May-15 $10,298 $34,520 $228,036 $1,279,055 $273,175 $1,825,084

Jun-15 $31,753 $31,428 $86,621 $451,587 $1,244,641 $426,317 $2,272,347

Jul-15 $15,890 $19,380 $18,132 $17,504 $268,545 $1,359,308 $350,602 $2,049,361

Aug-15 $8,293 $32,021 $88,738 $16,951 $178,323 $247,718 $1,311,628 $249,432 $2,133,104

Sep-15 $18,645 $103,840 $24,638 $33,938 $44,711 $71,959 $196,946 $1,310,264 $154,465 $1,959,406

Oct-15 $11,367 $14,324 $22,785 $12,900 $12,342 $39,255 $264,381 $313,289 $1,649,481 $313,299 $2,653,423

Nov-15 $2,752 -$38,915 $9,450 $3,129 $13,978 $6,432 $2,433 $6,713 $175,285 $1,233,316 $269,267 $1,683,840

Dec-15 $3,225 $19,675 $24,445 -$2,120 $5,709 -$5,514 -$700 $84,591 $45,981 $363,560 $1,574,754 $449,812 $2,563,418

Jan-16 $1,528 -$7,742 $18,605 $2,832 $3,830 $1,915 $10,643 $20,271 $29,267 $143,481 $257,232 $1,437,267 $1,919,129

Total $1,918,114 $2,003,541 $2,863,256 $2,109,030 $2,045,254 $2,147,390 $2,135,933 $1,984,560 $2,054,479 $2,053,656 $2,101,253 $1,887,079 $25,303,545
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Pharmacy Medication Compliance  

 
Available for Self-Funded and Fully-Insured 250+ 

Description  
The Medication Compliance report contains 2 tabs/pages. The first tab/page (shown above) provides key metrics on the 

top drug classes. The compliance rate is calculated by taking the ‘days of filled therapy’ divided by the ‘days of expected 

therapy’.  The change in compliance rate is the basis point difference from the prior period’s compliance rate to the 

current period’s compliance rate. The compliance rate is based on whether the days expected were filled while the 

adherence rate is based on which members were adherent.  

Key Considerations with this report 
▪ Tab/page one of the Medication Compliance report helps to identify if members are taking the drugs based on 

expected guidelines. Compliance is based on all members taking a drug, or class of drug.  It reflects whether the 

drug, in general, is taken as prescribed at least 90% of the time by members.  This number can be skewed by a 

few members never taking the prescribed drug since it is a measure of “group” compliance. 

▪ The second tab/page helps to identify if members are taking their medication for specific drug classes. This may 

help to inform your member outreach strategy.  Adherence is based on individual members taking a drug, or 

class of drug.  It reflects how many members were compliant (i.e. how many members took the drug at least 90% 

of the time).  This number is not skewed if a few members never take the prescribed drug since it is a measure of 

individual compliance. 
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Pharmacy Membership Metrics and Utilization  

 
Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description 
The Pharmacy Membership Metrics and Utilization provides script and net payment information about your members 

by age grouping and gender.  The report also shows Per Member Per Month (PMPM) payments for the groupings of 

members, and compares a prior period to a current period for PMPM payments. In addition, it compares the scripts 

written for every thousand members and the average net payment per script. 

Key Considerations with this report 

• The first page of this report provides you with a breakdown of your membership by age grouping as well as by 

gender.  By comparing the average age of your population, and the percent of members utilizing prescription 

drugs from prior period to the current period, you can get a better understanding of why costs may be increasing 

if those metrics are also increasing.  

• The second page of this report provides the breakdown by age grouping of members that are utilizing 

prescription drugs and the average number of scripts per age group. The comparisons to prior year can reveal 

information on where your dollars are being most utilized in terms of member age and if this is consistent with 

prior periods.  



39 
 

Pharmacy Performance Overview  

Available for Self-Funded, Fully Insured 100-250 and Fully-Insured 250+ 

Description  
The Pharmacy Performance Overview report contains 4 tabs/pages. The first tab/page (shown above) provides key 

metrics on pharmacy membership, generic and brand net payments, dispensing rates and medical cost sharing (net pay 

PMPM and member liability). The rest of the report helps you to understand cost and quantity for brand and generic, for 

mail order and retail and for specialty/non-specialty drugs.  

Key Considerations with this report 
▪ Tab/page one of the Pharmacy Performance Overview is a snapshot of key membership, utilization, and cost 

metrics suitable for high level discussions of changes in pharmacy numbers.   

▪ The second tab/page provides key utilization and cost metrics by scripts, PMPM and the cost per script. There is 

detailed information on utilization and costs separated by brand and generic.  These reports also include 

benchmarks for comparison of your members to a larger population.  

▪ The third tab/page provides details on the spend by mail order and retail stores.  The cost and script counts for 

prior period and current period are shown along with benchmark data.  

▪ The last page breaks out drugs into Specialty and Non-Specialty for prior and current period.  

Commented [SED4]: Add screen prints of tabs 2 and 3? 
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Pharmacy Top Drugs  

 
Available for Self-Funded and Fully-Insured 250+ 

Description  
The Pharmacy Top Drug report contains 3 tabs/pages. The first tab/page (shown above) provides key metrics on the top 

drugs utilized by your members. The report is then segregated further into two tabs: one for mail order drugs and the 

other for retail drugs.  

Key Considerations with this report 
▪ Tab/page one of the Pharmacy Top Drug report outlines top drugs based on descending net payment. The 

percent change in net payment along with the percent change in utilizers can help to offer insight if the cost of 

the drug increased or the number of members utilizing it.  

▪ The second and third tabs outline drugs that are filled through mail order or through retail. Of note is when a 

non-specialty drug is filled through retail as there may be opportunity to fill it mail order.  
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Pharmacy Top Drugs by AHFS Class  

 
Available for Self-Funded and Fully-Insured 250+ 

Description  
The Pharmacy Top Drug by AHFS Class report contains 4 tabs/pages. There are 2 tabs/pages (shown above) that provide 

key metrics on the top fifteen drug classes utilized by your members based on descending net payment and by 

descending script count. The other tabs/pages in the report then outline the top drugs within the drug class based on 

script count and cost.  The mission of the American Hospital Formulary Service (AHFS) is to provide an evidence-based 

foundation for safe and effective drug therapy.  

Key Considerations with this report 
▪ Tab/page one of the Pharmacy Top Drug by AHFS Class outlines where there may be potential savings through 

generic substitution rates, generic dispensing rates and mail order percentages. Higher numbers are better for 

these metrics.   

▪ The top drugs within each AHFS class by script and/or net payment help you identify outliers in the cost per script 

for that class and the use of specialty drugs vs. non-specialty drugs by class.  

 


