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A Value-Based Healthcare Approach to  
Significantly Reducing the Health Impacts  
and Costs of Interpersonal Violence

Introduction

Interpersonal violence represents a public health challenge 
in the United States (US) with profound negative public health 
and economic impacts. Programmatic interventions oriented 
toward addressing the downstream costs associated with vi-
olence are generally unavailable to victims of violence within 
traditional healthcare settings. To address both the acute and 
ongoing impact of interpersonal violence while reducing the 
total cost of care for violence victim populations, a program 
must deliver evidence-based interventions that are data-driv-
en, scalable, tech-enabled, and capable of keeping vulnerable 
populations longitudinally engaged. Sustained engagement 
is key to meaningful, long-term behavior change and should 
be personalized to address individuals’ everyday safety and 
support needs. To succeed, these programs must connect with 
people from a wide range of backgrounds and life experienc-
es—and do so in a way that earns and keeps their trust. Making 
these programs economically sustainable by generating a 
positive return on investment (ROI) is key to increasing their im-
pact on health and expanding a strong network of coordinated 
support services for vulnerable populations across the US, par-
ticularly for US health plans that bear full total cost of care risk. 

As a trusted in-network provider for US health plans, Mindou-
la offers a violence reduction program that embodies all the 
characteristics listed above, and that functions as an extension 
of payor capability sets in serving complex and specialty pop-
ulations. Mindoula’s Interpersonal Violence Reduction Program 
(IVRP) is a data-driven, integrated care extension approach to 
interpersonal violence reduction that is available across the 
US, is currently active in 7 US states, and has been affirmatively 
proven effective in reducing violence-related healthcare utili-
zation and costs. In multiple payor-validated, pre/post analyses 
utilizing precision matched controls for cost comparison during 
the relevant program period, the IVRP has demonstrated a re-
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duction in emergency department visits, hospi-
tal admissions, and overall healthcare costs. It 
has done so by leveraging predictive analytics to 
identify at-risk individuals, proactively engaging 
them with personalized support, and integrating 
targeted interventions that address behavioral, 
medical, and social determinants of health. Total 
cost of care savings has been calculated and 
approved by the payors’ value-based care data 
science teams, through which value-based bo-
nuses were paid to Mindoula in connection with 
payor-validated total cost of care reductions in 
the populations served. Across multiple Medic-
aid markets, the IVRP has delivered a 2.8x to 4.3x 
return on investment while improving health out-
comes. In so doing, the IVRP has also meaning-
fully reduced health disparities, and improved 
health equity in the populations served. 

These results demonstrate that it is possible to 
adopt and implement scalable, technology-en-
abled programmatic solutions that mitigate the 
impact of interpersonal violence while improv-
ing the health of vulnerable populations in an 
economically sustainable way. The goal of this 
paper is to advance and inform the dialogue 
around improving health equity and reducing 
health disparities related to interpersonal vio-
lence. The evidence presented in this paper aims 
to encourage efforts across the US to do more 
than we are doing collectively today to support 
and care for victims of interpersonal violence, 
specifically to advocate for expansion of pay-
or-led violence reduction efforts that directly 
benefit those individuals and families program-
matically served, while also delivering many in-
direct benefits to the nation at large, and society 
as a whole.

Understanding the Challenge  
of Interpersonal Violence

Interpersonal violence (IPV) is a highly prevalent 
and costly public health problem in the United 
States. IPV involves the intentional use of force or 
power against others, leading to harm, and even 

death. It may be physical, sexual, or psychologi-
cal, and may fall into well-known categories such 
as interpersonal violence, intimate or intimate 
partner violence, community-based violence, 
Adverse Childhood Experiences (ACE), youth vi-
olence, workplace violence, and bullying, among 
other categories. Regardless of its form or cat-
egory, IPV causes long-lasting, negative effects 
on mental and physical health and well-being, 
creating a heavy burden on both individuals and 
society as a whole (Blasdell 2021). According to 
the CDC, approximately 2 in 5 women and 1 in 10 
men report experiencing sexual or physical in-
terpersonal violence in their lifetime. Additional-
ly, almost half of all US men and women report 
at least one form of psychological victimization 
(Basile 2022). Psychological, physical, and sex-
ual IPV often lead to long-lasting mental health 
conditions such as depression, post-traumatic 
stress disorder, anxiety, substance use, and low 
self-esteem (Blasdell 2021). Adverse childhood 
experiences are associated with increased risk 
of chronic medical conditions, while intimate 
partner violence specifically has been linked to 
risk for diabetes, heart disease, thyroid disorders, 
and cancer (Weitzman 2020, Thurston 2022). The 
annual economic impact of IPV ranges from a 
CDC estimate of $8.2 billion to approximate-
ly $196.1 billion (or 3% of the US Gross Domes-
tic Product reported by the World Bank in 2017) 
(Mercy 2017). 

The extensive nature and the negative individual 
and societal impacts of IPV have led to the de-
velopment of a diverse range of prevention pro-
grams across the US healthcare system, educa-
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tion system, and various other state public health 
entities. However, these programs all fall short in 
important ways. In the healthcare system, hos-
pitals and care providers offer hospital-based 
violence intervention (HBVI) programs to com-
bat violent injury in communities. Although HBVI 
programs connect victims of community-based 
violence to community support following hospi-
tal discharge, these programs focus primarily on 
firearm-related violence, leaving other forms of 
interpersonal violence, such as intimate partner 
violence, largely unaddressed (Webster 2022). 
Additionally, healthcare providers often lack the 
resources, incentives, and training necessary 
to carry out post-screening measures, result-
ing in missed opportunities to provide mean-
ingful support and treatment after the clinical 
visit that included the violence screening (Tra-
bold 2020). In the US education system, school-
based strategies, cognitive-behavioral therapy, 
parental training, and peer mediation empha-
size the importance of targeting individual, re-
lational, and community factors in addressing 
the problem of violence (Fazal 2024). Finally, in 
the public sector more broadly, IPV prevention at 
the state level is generally administered by var-
ious state agencies, including state health de-
partments and social service organizations, and 
focuses on screening, training healthcare pro-
viders, and promoting trauma-informed prac-
tices. While such trauma-informed practices 
often recommend follow-up steps to address 
co-occurring mental health and substance use 
disorders, along with interventions that promote 
problem-solving, decision-making, and healthi-
er self-perception, public sector efforts typical-
ly focus upon screening for violence exposure 
rather than the delivery of robust, integrated vio-
lence prevention interventions.  

A survey of existing clinical and research stud-
ies as well as other literature in the violence risk 
reduction and prevention space highlights im-
portant shortcomings in solutioning. Multiple re-
search studies focused on interpersonal violence 
highlight a significant gap between the screen-

ing for violence risk on the one hand, and the 
implementation of effective follow-up violence 
prevention and the violence reduction interven-
tions necessary to address the problem on the 
other hand. A large body of research brings at-
tention to the fact that IPV screening programs 
delivered across a range of settings often have 
limited violence reduction success due to insuf-
ficient follow-up care. Finally, despite nearly uni-
versal acknowledgement in the literature that 
the analysis and tracking of the cost-effective-
ness of violence and prevention and intervention 
efforts is critical to justify additional investment 
in these programs, recent data on cost effec-
tiveness for violence prevention programs is lim-
ited (Sheppard 2024, O’Toole 2024). 

Health plans and other organizations hold full 
population health risk for the total cost of care 
associated with treating the immediate effects 
of violence-related injuries, but they are also fi-
nancially responsible for the more intractable 
downstream impacts of violence upon mental 
and physical health which often includes avoid-
able health costs. Therefore, established, proven 
interpersonal violence prevention and reduction 
programs such as the IVRP that identify risk and 
then address that risk in a scalable and effective 
way, while rigorously tracking and analyzing the 
cost effectiveness and return on investment of 
such programs, offer a compelling opportunity 
for health plans interested in reducing the cost 
burden associated with insuring populations im-
pacted by interpersonal violence. This is espe-
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cially true when a partner is willing to contract 
for such a program under a value-based eco-
nomic model in which service fees can be put at 
risk in return for a gain share arrangement cal-
culated with reference to total cost of care re-
ductions net of program fees.  

Mindoula’s Approach: A Data-driven, 
Cost-effective Interpersonal Violence 
Reduction Program For Payors

Mindoula’s Interpersonal Violence Reduction 
Program (IVRP) is a 24/7, team-based, technolo-
gy-enabled virtual and in-person care extension 
solution for US health plans that complements, 
and extends from, each payor’s unique internal 
care and support capabilities. The IVRP identi-
fies, engages, and serves adult victims of inter-
personal violence, including perpetrators of vio-
lence who are, or have been, victims of violence 
themselves. The IVRP includes coordinated sup-
portive services for health plan members who 
have experienced acts of intimate partner, fam-
ily, and/or community-based violence. The pro-
gram consists of a highly individualized series of 
violence-related and safety-related, social de-
terminants of health-focused, cost-reducing in-
terventions delivered virtually and in person by 
teams of community health workers, peer sup-
port specialists, clinicians, and case manag-
ers trained in the delivery of the IVRP model. The 
IVRP model includes interventions that enhance 
member skills and reduce the occurrences of 
potentially violent situations. IVRP elements in-
clude care coordination, health system navi-
gation support, psychosocial education, skills 
training, as well as therapeutic interventions de-
signed to empower IVRP program members to 
make the behavior and life changes necessary 
to break the cycle of violence that has negatively 
impacted their health and wellbeing. 

To identify individuals who may be at risk for vi-
olence exposure and who will benefit from be-
coming a member of the IVRP, Mindoula se-
curely ingests into its HIPAA compliant HITRUST 

certified Mindoula Member Registry platform 
(mMR) historical payor claims in order to ana-
lyze more than 40,000 violence-related claim 
types, divided into what Mindoula labels “Level 
1” and “Level 2” violence claims. Level 1 violence 
claims typically include diagnoses of violence 
indicating abuse, trauma/injury, and/or physi-
cal harm, whereas Level 2 claims generally sug-
gest the potential of violence (e.g. injury to head 
and neck, intentional self-harm) and are subse-
quently validated during member screening and 
intake. Mindoula stratifies member cohorts by 
violence type algorithmically, using a taxonomy 
of diagnostic codes and code sets that match 
member violence risk profiles with payor utiliza-
tion data such as emergency room visits, hos-
pitalizations, pharmacy spend, and annualized 
cost of care. This stratification process utilizes 
member archetypes that Mindoula’s adaptive 
analytics process continuously derives and re-
fines to inform member selection and outreach. 
Based upon this member stratification and 
identification process, Mindoula’s mMR platform 
generates a prioritized member outreach list of 
those members most likely to benefit from en-
rollment in the IVRP. 

Individuals identified through risk stratification 
are eligible for enrollment in the IVRP if they are 
an active health plan member aged 18 or older 
with one or more violence-related diagnoses in 
the previous 24 months, who are not enrolled 

in an exclusionary health plan program, and 
whose total cost of care and utilization patterns 
meet pre-defined thresholds. The IVRP outreach 
team uses telephonic, text, and feet-on-the-
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street outreach to engage eligible members and 
enroll them in the program. Mindoula’s team of 
clinical and non-clinical care extenders have di-
verse backgrounds, areas of concentration, ed-
ucation levels (at least bachelor’s-level with rel-
evant certification up to master’s level licensed 
clinicians), and personal experiences that en-
able them to serve members with a range of 
personal needs and experiences. In addition, all 
care extenders have specialized training and ex-

perience interacting with individuals exposed to 
intimate partner and community violence. Each 
enrolled member receives virtual and in-person 
support with 24/7 coverage specifically tailored 
to that member’s violence-related circum-
stances and personalized to meet their day-
to-day safety and support needs. Using propri-
etary psychometrics and predictive analytics, 
the Mindoula Messenger secure texting app, and 
multi-platform engagement tools, IVRP care ex-
tenders stay engaged with member populations 
across a range of varied demographics and 
unique circumstances during a service period 
that is typically 6 to 12 months in duration. During 
this period of sustained engagement, Mindoula’s 
care extenders help members address behav-
ioral health, physical health, and social determi-
nants of health (SDoH) needs in tandem with the 
delivery of violence-related supports and ser-
vices. The IVRP also includes specialized content 
and support for newly pregnant and postpartum 
mothers and has even proven effective with pre-

natal and postpartum mothers addicted to opi-
oids and other addictive substances.

Core aspects of the IVRP program orient toward 
addressing unmet physical, behavioral, and so-
cial determinants of health needs while eval-
uating safety and engaging in ongoing safe-
ty planning. Embedded program interventions 
focus on building empowerment, providing ed-
ucation on cycles of violence, and strengthening 
support to establish healthy boundaries. A mea-
surement-based approach is a core program 
feature utilizing both evidence-based assess-
ment and standardized program-specific tools 
to capture initial symptoms and needs, monitor 
interim progress, and evaluate post-program 
efficacy. Supportive interventions are designed 
to build capacity for independence through col-
laborative recruitment of financial, educational, 
employment, and housing supports. Engage-
ment of the family system includes resource 
development for any impacted minors in the 
household, ensuring connection with available 
community and health plan resources, and fa-
cilitating community referrals to address more 
severe psychological and medical impacts of 
violence. 

There is a range of interpersonal violence that 
can be successfully addressed under the IVRP, 
ranging from non-physical to physical, one-time 
or sustained, involving weapons or not involv-
ing weapons. Regardless of the type, severity, or 
duration of interpersonal violence, the ability to 
ameliorate the harm associated with interper-
sonal violence aligns with US health plans’ mis-
sion to foster healthy communities.

In delivering the IVRP as a partner to US health 
plans, Mindoula contracts with the health plans 
at two levels within the health plan organization. 
At the corporate level, Mindoula executes an 
agreement that enables data sharing and mem-
ber outreach, and then at the state level, Mind-
oula signs a provider agreement with the state-
based Managed Care Organization (MCO). The 
provider agreement includes a state-specific 
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Statement of Work (SOW) that includes standard pricing and terms of service delivery for health 
plans members enrolled in the IVRP. At the election of the MCO, the SOW includes value-based ele-
ments under which Mindoula places at risk its provider fees in return for a gain share percentage of 
total cost of care savings generated by the IVRP net of fees, under an industry-endorsed and validat-
ed propensity matched pre/post analysis using a matched control.                                                                                                                      

Program Participant Characteristics

IVRP supports a complex population with a high 
burden of comorbid social, medical, and behav-
ioral health needs. To date, Mindoula has served 
over 15,000 individuals across seven (7) states. 
In the year 2023, 4,622 individuals were active-
ly served for 60 days or longer and are subse-
quently characterized in this issue brief. The av-
erage age was 44 and the majority were female 
(n=3,316, 72%). The IVRP intake process includes 
detailed trauma and violence exposure screen-
ing to inform measurement-based care. Near-
ly 90% had witnessed family or community vio-
lence, and consistent with published literature, 
physical and psychological violence were the 
most commonly reported types of violence expe-
rienced (Figure 1). When present, experiences of   
violence were most often perpetrated by family 
members or a partner (Figure 2).          
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Figure 1: Prevalence of Self-Reported Violence
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Figure 2: Self-Reported Interpersonal Violence Perpetrator Types 

Upon enrollment, 87% had a behavioral health diagnosis with an average of 5 chronic behavioral 
health conditions per person identified by claims. Based on the multi-diagnostic My Mood Monitor 
Checklist (M3) (Gaynes 2010) completed at intake, 52% of members indicated at least one unmet be-
havioral health need not previously identified in claims. Finally, this population also represented sig-
nificant medical co-morbidity, with an average of 6 chronic medical conditions per person reported 
in claims. The top 10 medical and behavioral health conditions are depicted in Table 1. 
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Chronic Condition % Mindoula Members

Anxiety Disorders 69.8%

Depression Disorders 63.8%

Hypertension 55.3%

Fibromyalgia, Chronic Pain, & Fatigue 50.8%

Obesity 49.7%

Tobacco Use 49.0%

Hyperlipidemia 46.0%

Drug/Alcohol/Opioid Disorders 42.4%

Rheumatoid Arthritis/Osteoarthritis 41.0%

Anemia 34.1%

Table 1: Most Prevalent Medical and Behavioral Health Conditions
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The Health Related Social Needs (HRSN) assessment identifies non-medical factors that impact 
health outcomes including food insecurity, housing instability, transportation barriers, utility difficul-
ties, gaps in “family support,” and other social determinants that can significantly affect a person’s 
ability to maintain good health and access healthcare services (Billioux 2017). A total of 94% (n= 
4,355) completed the HRSN in which they reported an average of 8 unmet social needs. In addi-
tion, 84% (n=3,658) of these respondents reported experiencing stress or anxiety in their daily lives  
(Figure 3). 
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Figure 3: Prevalence of Specific Unmet Social Needs on HSRN
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Program Outcomes:  
Meaningful Impact at Scale 

The return on investment analyzed for 2,754 pro-
gram participants across three de-identified 
state-wide Medicaid markets (n=1,746; 718; 290), 
is representative of Mindoula’s overall service 
population. As seen in Table 2, all markets ex-
perienced a positive ROI ranging from 2.8 to 4.3 
times investment NET of program fees, and Mar-
ket 1 (n=1,764) had adequate volume to support a 
subgroup ROI analysis (Table 4). In Market 1, 65% of 
the cohort were female (n=1,141), with an average 

age of 44, and 8 unmet social needs identified 
on average at intake. Similar to our cross-mar-
ket population, 89% of this cohort had behavioral 
health needs (n=1,576) and 95% had one or more 
chronic medical conditions (n=1,674). 

The Mindoula Precision Matched Control ROI 
analysis methodology employs advanced pro-
pensity score techniques and high-dimensional 
matching algorithms to conduct rigorous sav-
ings analyses. The approach implements a 1:1 
nearest neighbor precision matching protocol, 
validated through placebo testing, to identify op-
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timal control cohorts for program participants. 
The methodology is specifically calibrated for 
complex populations with severe conditions and 
high-cost utilization patterns. 

The analytical framework incorporates longitu-
dinal data spanning customized evaluation win-
dows: a robust baseline period (12-24 months 
pre-intervention) and a subsequent interven-
tion period. The matching algorithm synthesiz-
es multiple dimensional parameters including 
demographic characteristics (e.g., age, gen-
der), utilization patterns, clinical risk predictions 
(e.g., rising risk predictive modeling), and com-
prehensive disease burden profiles encompass-
ing 30 standardized chronic conditions from the 
Chronic Condition Warehouse, with particular 
emphasis on mental health and potentially dis-
abling conditions (Centers for Medicare & Med-
icaid Services, 2022). To ensure methodological 
validity and statistical robustness, the analysis 
incorporates multiple sensitivity analyses, in-
cluding systematic outlier detection and valida-
tion through extended baseline period analyses. 

Return on Investment (ROI)  
Analysis Across Medicaid Markets  

Analysis of program impact across three mar-
kets demonstrated significant cost savings and 
positive return on investment (ROI) (Table 3). 
Market 3 was predominantly female (95%) while 
Markets 1 and 2 served one-third males. Chron-
ic condition prevalence was balanced between 
Mindoula and controls. Across markets, anxi-
ety disorders were most prevalent (52%-72%), 
followed by depression (45%-65%), and hy-
pertension (33%-61%). Market 1 represented a 
population with higher clinical complexity and 
resource utilization, as evidenced by both chron-
ic conditions and baseline costs ($42,056 PMPY), 
which were more than double those of Market 
3 ($20,329 PMPY) and significantly higher than 
Market 2 ($29,394 PMPY). Similarly, confirmed vi-
olence-related costs in Market 1 were the high-
est ($821 PMPY), exceeding Market 2 ($419 PMPY) 
and Market 3 ($559 PMPY), indicating a popula-

tion with significant exposure to violence-related 
healthcare utilization.

The IVRP program demonstrated strong financial 
sustainability through consistent positive return 
multiples across all markets. Market 2 achieved 
the highest return multiple at 4.3x ($12,681 PMPY), 
while Markets 1 and 3 both realized 2.8x returns 
on investment ($8,349 PMPY and $8,372 PMPY 
Total Cost of Care savings, respectively). These 
results indicate that the IVRP program was suc-
cessful in reducing healthcare costs across all 
measured categories, with particularly strong 
performance in Market 2. The consistent positive 
return multiples suggest that the intervention is 
financially sustainable while delivering mean-
ingful reductions in confirmed violence-related 
healthcare utilization, even in populations with 
complex clinical needs and high baseline costs. 

Despite having the lowest pre-intervention total 
cost of care ($20,329 PMPY), Market 3 showed dis-
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proportionately high confirmed violence-related 
costs ($559 PMPY) and emergency department 
utilization ($2,349 PMPY) in the pre-intervention 
period relative to its overall spending. This mar-
ket achieved the most dramatic improvements 
in these areas, with a substantial pharmacy sav-
ings of 98% (driven by a 25% decrease in Min-
doula group vs 55% increase in Control group), 
and post-intervention total cost of care savings 
of $8,372 PMPY, suggesting the intervention was 
particularly effective in addressing acute care 
needs and medication management for this 
population. Markets 2 and 3 achieved reductions 
in total cost of care of $12,681 PMPY and $8,349 
PMPY as well as reductions in violence-related 
costs of 15% ($125 PMPY) and 47% ($200 PMPY), 
respectively. The relative reduction for Market 
1 was lower, reflecting the higher clinical com-
plexity of this population while still demonstrat-
ing the care model’s effectiveness in improving 
outcomes for highly complex patients.

Acute care utilization patterns varied across 
markets in the pre-intervention period. Market 3 
showed the highest relative emergency depart-
ment costs ($2,349 PMPY) compared to Markets 1 
and 2 ($1,328 and $746 PMPY, respectively). How-
ever, inpatient admission costs were relatively 
consistent across markets, ranging from $6,764 
to $8,834 PMPY. The intervention demonstrated 
strong effectiveness in reducing both admission 
and emergency department utilization across 
all markets. Particularly notable was Market 2’s 
78% savings in inpatient admission costs com-
pared to controls at $5,284 PMPY. Alongside sav-
ings for emergency department visits (without 
admissions), these data demonstrate the pro-
gram’s success in reducing emergency depart-
ment visits and associated inpatient admissions 
through improved care management and pre-
vention strategies.

In addition to evaluating the overall ROI, sub-
groups within the largest market with signifi-
cant cost benefit were identified (Table 4). These 
results show highest ROI for those with sub-
stance use and sustained positive ROI for com-

mon medical conditions such as diabetes and 
heart disease. A substantial group of 886 mem-
bers with fibromyalgia, chronic pain, and fatigue 
achieved a 3.0x return multiple, suggesting the 
program’s effectiveness extends to populations 
with chronic pain conditions.

Conclusion

The results presented above suggest that US 
payors who choose to partner with Mindou-
la can play an important role in improving the 
health and wellbeing of populations impacted 
by interpersonal violence. They can do so in an 
economically sustainable way by adopting and 
implementing a market-leading data-driven, 
tech-enabled program that delivers returns on 
investment which significantly exceed program 
fees. The success of Mindoula’s IVRP across 7 
states is driven by Mindoula’s data science, pro-
gram design and delivery, and staff training 
capabilities and delivers 2.8x to 4.3x returns on 
investment (ROI) net of fees. This performance 
provides sufficient evidence of program sustain-
ability and should encourage wider adoption. 
The evidence presented here should encourage 
health plans to increase their level of resource 
allocation so as to address the widespread and 
costly epidemic of violence that continues to 
plague our cities and towns, states, and regions, 
and the US as a whole.

https://www.mindoula.com/insights/ivrp
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 Market 1 Market 2 Market 3

Mindoula Matched 
Control

Mindoula Matched 
Control

Mindoula Matched 
Control 

Members Served 2,110  1,046  367

Members Evaluated 1,746 1,746 718 718 290 290

% Male or Female 35%/65% 35%/65% 33%/67% 33%/67% 5%/95% 5%/95%

Age (Average) 44 45 43 43 35 35

Chronic Conditions

Hypertension 59% 61% 53% 52% 33% 30%

Anxiety Disorders 72% 70% 66% 67% 52% 53%

Depression 57% 58% 63% 65% 45% 45%

Fibromyalgia, Chronic Pain and Fatigue 51% 46% 48% 43% 34% 33%

Obesity 51% 46% 46% 40% 33% 35%

Pre-Period

Total Cost of Care PMPY $42,056 $42,045 $29,394 $28,711 $20,329 $20,026

Pharmacy Cost PMPY $24,275 $24,047 $16,063 $14,380 $3,569 $4,774

Medical Cost PMPY $17,782 $17,998 $13,331 $14,331 $16,760 $15,251

Admissions Cost PMPY $8,385 $7,469 $6,764 $7,607 $8,834 $7,407

ED Visit Cost PMPY $1,328 $1,422 $746 $990 $2,349 $2,727

Confirmed Violence Cost PMPY $821 $692 $419 $438 $559 $687

Post-Period

Total Cost of Care PMPY $33,579 $41,917 $21,277 $33,275 $14,370 $22,439

Pharmacy Cost PMPY $20,748 $25,663 $12,116 $16,953 $2,664 $7,382

Medical Cost PMPY $12,831 $16,255 $9,161 $16,322 $11,706 $15,056

Admissions Cost PMPY $4,764 $6,242 $3,612 $9,739 $4,766 $6,728

ED Visit Cost PMPY $1,145 $1,294 $595 $1,017 $2,125 $2,673

Confirmed Violence Cost PMPY $344 $340 $213 $432 $87 $265

Table 2: Return on Investment 2023 Market Comparison

https://www.mindoula.com/insights/ivrp
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Served vs Control Group Pre-Post Market 1 Market 2 Market 3
Total Cost of Care Savings PMPY $8,349 20% $12,681 43% $8,372 41%

Pharmacy Savings PMPY $5,143 21% $6,520 41% $3,513 98%

Medical Savings PMPY $3,208 18% $6,161 46% $4,859 29%

Admissions Cost PMPY $2,394 29% $5,284 78% $3,389 38%

ED Visit Savings PMPY $55 4% $178 24% $170 7%

Confirmed Violence Savings PMPY $125 15% $200 47% $48 9%

Return Multiple NET of Program Fees 2.8  4.3  2.8  

Mindoula Members Return Multiple

Fibromyalgia, Chronic Pain, & Fatigue 886 3.0

Diabetes 597 3.3

MAT 289 3.5

Heart Disease 266 3.1

Liver Disease 246 3.3

Stimulants 235 4.8

Table 3: Program Served vs Control Group Pre-Post Savings

 Table 4: Market 1 Subpopulation Return on Investment

https://www.mindoula.com/insights/ivrp
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