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Overview and Introductions _

Overview of the Current Environment

I Healthcare Reform Legislative Update _ Presentation 4Discussion
I Important Idea: Governing the Commons

Building a Community-Owned CCO in Rural Oregon
I Presentation iscussion

Break

Building the Delivery System, Part 1 <— Presentation Discussion
I Overview of Key Strategies

I Strategy 1. Supporting the development of local Integrated Health Systems

I Strategy 2: Expanding the availability of Per§tantered Health Homes in Rural Oregon

Lunch
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Coordinated Care Organization Options for rural Oregon
I Presentation 4Discussion

Building the Delivery System, Part 2
I Strategy 3: Hot Spotting
I Thinking Outside the BaxCommunityBasedSmall Group Exercise

Next Steps <— Have we solved all the problems?
Meeting Evaluation and Adjourn




Overview of the Day
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AWho called this
meeting?

AWhat are we hoping g

AWhy?
to accomplish?
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things exactly the way they

“We're ready to begin the next phase of keeping '

are.”
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Introductions

A What is your role in life?A What type of organization
do you work for?

T Clinical

|
T Administrative
:
|

Board (not bored)

I Community Member

I FQHC/RHC/Primary Care

Mental Health/Substance Use
Provider

Public Health
Hospital
Other



Tapping Into Neuroscience...

I When you start daydreaming, pay attentio=s
02 oKIG @2dzQNBE KA G\

L4

I You may be on the verge of a breakthrou(.u ‘\A
that can move our collective work forwardzsegss
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HB 3850-4
(LC 4105)
51111 (LHF/wps)

PROPOSED AMENDMENTS TO
HOUSE BILL 3650

On page 1 of the printed bill, line 2, delete *410.612,"
In line 3, after “414.620,” insert “414.630,".

In line 4, after “414.728,” insert “414.738.".

In line 7, delete “414.727,".

Delete lines 9 through 25.

On page 2. delete lines 1 through 11 and 13 through 45.
Delete pages 3 through 40 and insert:

“HEALTH SYSTEM TRANSFORMATION

“SECTION 1. ORS 414.018 is amended to read:

“414.018. Legislative intent. (1) It iz the intention of the Legislative
Assembly to achieve the goals of universal access to an adequate level of
high quality health care at an affordable cost.

#2) The Legislative Assembly finds:

“(a) A significant level of public and private funds is expended each year
for the provision of health care to Oregonians;

“b) The state haz a strong interest in assisting Oregon businesses and
individuals to obtain reasonably available insurance or other coverage of the
costs of necessary basic health care services;

“(¢) The lack of baszic health care coverage is detrimental not only to the

health of individuals lacking coverage, but also to the public welfare and the

urrent Environmer

A2 KIF 0 Qa 3J2AY =
what does it really
mean?
I Legislative Activities
I Oregon Health Authority
Work

| Local
Efforts




Important Idea
GaD2IJSNYAY3I 0KS
A Hypothesis

Successful Communities Learn
to Manage Their Health Care
“Commons”




Professor Elinor Ostrom

ELINOR OSTROM

The Evolution of Institutions
for Collective Action

INSTITUTE FOR

HEALTHCARE

IMPRnH-:fOEﬂ'r



Two Views of “The Commons”
#1: All Resources Available for Health Care

Other
8%
Dental
8%
Nursing
Homes
5%
Drugs/
nondurable
12%

Other health
professions

4% Doctors
28%

Hospitals
34%

INSTITUTE FOR
HEALTHCARE
IMPROVEMENT



Two Views of “The Commons”

#2: All Social Resources from Which Health Care Draws Ilts Share

Education

Healthcare

Other health

AT E
professions
4% Aetars
’ HEALTHCARE
IMPROVEPWENT




It's Our Money.




“Governing the Commons”

1. Individuals know the boundaries and limits
— Of the resource (“Common Pool Resource?)
— Of the community of users (“Appropriators”)

. Rules are locally made and adapted to context

. Decisions are made together

. Active measurement and monitoring

. Effective sanctions

. Mechanisms for conflict resolution

. Latitude from higher authorities to act locally




Governing Your Commons

1. Define your health care Commons
— What is limited?
— Who can draw upon it?




Governing Your Commons

1. Define your health care Commons
2. Set aims: Pursue the “Triple Aim”




Governing Your Commons

1. Define your health care Commons
2. Set aims: Pursue the “Triple Aim”

3. Develop your institutional structures for
local rule-making




Governing Your Commons

. Define your health care Commons
. Set aims: Pursue the “Triple Aim”

. Develop your institutional structures for
local rule-making

. Develop monitors of use of the Commons




Governing Your Commons

1. Define your health care Commons
2. Set aims: Pursue the “Triple Aim”

3.

4.

Develop your institutional structures for
ocal rule-making

Develop monitors of use of the Commons

5. Create consequences for rule-breaking




Governing Your Commons

. Define your health care Commons
. Set aims: Pursue the “Triple Aim”

. Develop your institutional structures for
local rule-making

. Develop monitors of use of the Commons
. Create consequences for rule-breaking
. ldentify and address conflicts early




Governing Your Commons

1. Define your health care Commons
. Set aims: Pursue the “Triple Aim”

. Develop your institutional structures for
local rule-making

. Develop monitors of use of the Commons
. Create consequences for rule-breaking

. ldentify and address conflicts early

. Offer and expect civility




The Key Leadership Concept

« Someone has to “own” the Triple Aim for a
population...

“The Integrator”




The "Macro-Integrator's” Tasks

Design:
—  Care and Finance Models
—  Ways to Engage the Population

Establish Essential Business Relationships:

—  Specialty Care and High-Tech Care
—  Community-Based Services

Measure Performance in New Ways:

—  Track People over Time
- Measure Costs

Test and Analyze to Learn What Works

— A Learning Community
- Managed Experiments

Develop and Deploy Information Technology

—  To Integrate Across Boundaries

—  To Give Patients Knowledge and Control H
55

INSTITUTE FOR
HEALTHCARE

IMPROVEMENT




Table Discussion
and Q&A Session

A Table Discussion: Talk about ani -
i What is one, two, or three e

things you need to understan( : ::
better about health reform lj
activities in Oregon in order tq :
build your knowledge base? |: :
i What questions and thoughts : =
do you have about thisideaa ™
I'he Evolution of Institutions
the health commons? for Collective Action

A Followed by full group Q&A

ELINOR OSTROM

24
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Overview of the Current Environment
I Healthcare Reform Legislative Update
I Important Idea: Governing the Commons

Building a Community-Owned CCO in Rural Oregon _
I Presentation 4Discussion

Break

Building the Delivery System, Part 1 <— Presentation Discussion
I Overview of Key Strategies

I Strategy 1. Supporting the development of local Integrated Health Systems
I Strategy 2: Expanding the availability of Per§tantered Health Homes in Rural Oregon
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Building the Delivery System, Part 2
I Strategy 3: Hot Spotting
I Thinking Outside the BaxCommunityBasedSmall Group Exercise

Next Steps <— Have we solved all the problems?
Meeting Evaluation and Adjourn
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2 Building a Community-O'vyhed: e
Coordinated Care Organization (CCO)*
for Rural Oregon |
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Transforming Roles of Health Plans



Oregon Health Plan Is Changing!

A Driven by:
I Federal Accountable Care Act of 2010

| State Initiatives (healthcare coordination and
Integration)

A Coordinated Care Organizations will be responsible
for funding all OHP covere &
healthcare services on = L] g
July 1, 2012 - ol IR

Deschutes



Triple Aim;

ABetter Care
ABetter Health A
Al ower Cost




Why Develop a Community-Owned
Cooperative Care Organization?

Role of Traditional Health Plans vs. Role of Community-Owned CCO

Restrict patient choice of providers and E Enable informed patient and physician
treatment choice and patient management of health

Micromanage provider processes and E Measure and reward providers based on

choices outcomes
Minimize cost of each service or E Maximize value of care over the full care
treatment cycle
Engage in complex paperwork and
transactions with providers and E Minimize the need for administrative
subscribers to control costs and settle transactions and simplify billing
bills
m N minimizing premium ~ :
compete o J premiu E Compete on subscriber health outcomes

increases




How do we start developing a
community-owned CCO?

A Three Areas of Concern:
I Overall Organization and Management

I Resource Allocation (Planning and
Budgeting)

I Providers and Members

30



Overall Organization & Management

A Mission Statement

A Governance

A Quality Management
A Decision Support

A Infrastructure
I Accounting Systems
I Financial Management
I Information Technology

31



Planning and Budgeting

(Resource Allocation)

A Community and Population-based
planning

A Global Budgeting

32



Providers and Members

A Provider Relations

A Member Services

A Prevention Activities (shift from
Gaio]l OFNBE G2 |

A Community Health Information
Networks

A Managing Risk

33



Managing Financial Risk

A Successful CCOs must:

I Thoroughly understand the plan member base and
demographics, and historical healthcare needs;

I Understand current and developing provider practices
related to wellness management, diagnostic testing, referral
care coordination;

I Develop operating procedures that improve quality of care
and clinical outcomes without increasing costs; and

I Realistically analyze the benefits versus costs of various
healthcare procedures, services and supports.

34



Managing Risk Pools & Carve-outs

A Successful CCOs must:

I Determine financial risk pool requirements using relevant
population utilization statistics and sound actuarial procedures,
and continually update these to reflect changes;

I Determine the role of carve-outs (separate contracts for
prescription drugs, specialized procedures, long term care, etc.);

I Establish risk reserves for designated eligibility and services
categories;

I Determine the carve-out metrics for stop-loss coverage, i.e., for
identified high cost groups;

I Determine other groupings and potential for cost services
utilization excesses (i.e., cost) and design the risk pool withhold
amounts.

35



Actively Managing of Service Risks

A Successful CCOs must:
I Obtain good care provider support for system change;
I Pay attention to, and manage chronic health conditions;

I Involve consumers so they are active in managing their own
health;

I Establish good data systems ¢ coordination of care and risk
pooling cannot be effectively monitored and managed without
good data and access to such data; and

I Develop provider payment system(s) with built-in incentives that
minimize utilization by maximizing wellness, quality of care and
health outcomes.

36



Full Group Q&A

A What questions and
comments do you have
about this idea of Rural
Oregon creating a
Coordinated Care
h NBF Vv A T F (G A 2 e

The “Triple Aim”

Better Health for

the Population

A

Low:
Thr
Impro

er Cost
ough
vement
cnrs/

owned by the
community?

37



Break
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Prevention Activities must be
funded and widely deployed

Primary Care must become a
desirable occupatioand
primary budgets must double
In the US

Mental Health and Substance
Use Disorder Assessment &
Treatment for all must
become the Standard of Care

In order toDecrease Demand
In the Specialty and Acute
Care Systems

Current Resource

Allocation

All things Inpati
Institution

ent and
al

Preventio
Primary
Care,
BH

n,

Inpatient &
Institutional

Prevention, Early
Intervention,
Primary Care, and

Behavioral Health

2 2

Needed Resource Allocation
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We Already Know How to

Flip the Resource Triangle
(Health Homes and Accountable Care Organizations
supported by Payment Reforms)

In Denmark, over the last few decadé&ss number of hospitals
has dropped from 155 to 89 todag 42% dropsources: Paul Grundy,

Director of Healthcare, Technology and Strategic Initiatives for IBM Global Wellbeing Services ar
Wikipedia)

YR AY GKS '{Y datAaftz20a Ay (K
Grundy says has been remarkably successft ...
&8 A St RAPFediction in ER utilization, L1
a 20% reduction in hospitalization, and a 48¢ '\ K

reduction in rehospitalization seosnii Fney
Health Care Law Blog 9/15/2009)
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Accountable Care Organizations

A ACOs ar@rovider groupsthat accept responsibility for the cost and
quality of care delivered to a group of patients that are cared for by
ACO clinicians

A ACOs provide therganizing infrastructureto help health homes
coordinate care with specialists, hospitals and other parts of the
healthcare delivery system

[——]
——]
—

C————— : Healtri Plan : C—————

Healthi Plan Healthi Plan

4 N
Accountable Care Orgamzatlon
D [ |
| |
[ |
Specialty C|InICS H:D m — —
~Ciinic | EDJEED EDJ | == -
D Health ,!\ ,!\
Health Homes ~Health Hospitals Hospitals
Specialty Clinics Homes Homes

o /




‘Strategy: Care Coordination

Health Integration Project

INITIATIVES
VISION STRATEGY

Care

efactio a ED
el Coordination

Diversion

Health Outcomes

PEDAL/
NICU

Central Oregon

dHealth

Council

43



Care Coordination Initiatives
Patient-Centered Medical Home

TARGET POPULATION

INTERVENTION

INVESTORS

SHARED SAVINGS
CRITERIA

PRELIMINARY
RESULTS

120 highest cost consumers out of 6,000 patients at the same clin

RN Care Coordinator supports patients. For intenraped

patients, RN Care Coordinator partners with ER case manager to
RSOSt 2L OFNB LIy F2NJ AYLX SYS
provider.

Mosaic Medical, Central Oregon Independent Practice Associatiol
PacificSourcélealth Plans, St. Charles Health System

Total per member, per month savings with attention to reductions
iIn ER per member per month and hospitalizations per member pe
month and increased generic medication utilization.

V 13% decrease in ER utilizatio’V 15% decrease in in-patient
medical utilizationv 40% increase in child immunization rate

V 100% of care coordinated patients w/chronic disease received
depression screening 80% generic refill rate

44



Strategy 1: Supporting the Development
of Local Integrated Health Systems

Current actions In your counties:

A Community Mental Health Programs are
changing
A Integration is Happening

A Rural Health Clinics and Federally Qualified
Health Centers are seeking partnerships

A County government is growing in awareness
of the impact of the health systems changes



Technical Assistance

A Community mental health programs are
still needing readiness assistance

A Medical clinics are needing coaching and
facilitation to meet the Patient Centered

Healthcare Home stanco

ards

A Communities and care

oroviders need

better data about the populations they

are serving



What do you see?

A As you hear about the following three
strategies, think about these questions (we
will be discussing them after lunch)

I Where do you see needs for technical assistance?
I How do you believe those needs can be met?




Building the Delivery System
Strategy 2

A Expanding the availability of Pers@entered
Health Homes in Rural Oregon

I The Resource Inventory

il 2¢ AGQa S)\s'f*"sm
Panel Discussion |

i2 KFEdQa bSEGK
I Full Group Discussion

48



Lunch

A Followed by a movie
and a discussion of tWGumwms
lunchtime homework ——
assignments

A What from the morningj
made you excited?

A What concerns were
generated from the
Y2 NYAY3Q&

49
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A What from the
morning made you
excited?

A What concerns were %@

Look, listen and feel for
breathing and pulse

generated from the /;:\
Y2NY Ay dQa WY —

discussions?
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Examining the CCO Options
for Rural Oregon

1) RuralOregon stakeholders create 2) RuralOregon stakeholders work
a communityowned healthplan together with one or more existing
- Per the discussion this morning health plans to create partnership
- With a governing board made up - Attempt to accomplish Plan 1

of representatives from local with health plans(s)
communities - Local advisory boards (likely)

- Triangleflipping payment models - Payment models and innovations
that support care innovations to the extent supported by plans

3) RuralOregon stakeholders work  4) Do nothing and let the health plan
separately(or not) withexisting fight over rural Oregon or not and
health plans to create partnership  then create business relationships
- Likely different efforts organized with whoever is doing business in
by community with some rural Oregon
communities taking a pass It sounds negative, but it is a valid
option



Table Discussion
and Q&A Session

A Table DISCUSSIOn Talk Current Resource Allocation
about and then jot down:

All things Inpatient and

I Q1: Are there any other institutional
options to put on the
table? ATYEIE Inpatient &
PN Institutional

Care,
BH

I Q2: What are the
opportunities and threats

Prevention, Early
Intervention,

with these options? Primary Care, and

Behavioral Health

A Followed by full group

Needed Resource Allocation

Q&A

54



Q1: Are there any other options to put on the table?
Q2: What are the opportunities and threats with these
options?

1) Rural Oregon stakeholders create 2) Rural Oregon stakeholders work
a communityowned health plan together with one or more existing
health plans to create a partnership

3) Rural Oregon stakeholders work 4) Do nothing and let the health plan

separately (or not) with existing fight over rural Oregon or not and

health plans to create partnership  then create business relationships
with whoever is doing business in
rural Oregon



Break
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I Thinking Outside the BaxCommunityBasedSmall Group Exercise
Next Steps <— Have we solved all the problems?

Meeting Evaluation and Adjourn




Building the
Delivery
System
Strategy 3:
Hot Spotting
and Case
Spotting

In Camden, New Jersey, one

per cent of patients acconnt for a third of the city's medical costs. Photograph by Phillip Toledan.
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Hot Spotting or
COMSTAT Comes to Healthcare

A We have the tragedy of a murder to thank for the
development of a practice we now know as case spotting.

A Brenner became involved. Searched for better ways to deploy
police resources.

A COMPSTAMmapping crime hot spots and concentrating police
resources there.

59



Hot Spotting

A Turned the idea towards the analysis of patient flow
and healthcare expenditure patterns.

A Studied where ambulances picked up patients with
fall injuries. Found one facility that sent far more
elderly to the ER with serious falls than any other. (5°
in 2 years= $3 million in costs)

60



Hot Spotting/Case Spotting

A COMPSTAT >> HEALTHSTAT

A Two most expensive city blocks, 900 people,
accounted for 4000 hospital visits, 200 hundred
million in healthcare costs over a 5 year perlod

A 1% of 100,000
people used 30%
of costs

61



Hot Spotting/Case Spotting

A People receiving the highest cost health care, usually
cycling in and out of hospitals, received the worst
healthcare.

A System not set up to handle complex cases

62



Hot Spotting/Case Spotting

A Can case spot in a variety of ways; cost data, ED
visits, hospitalization rates.

A Many studies of improved outcomes and lowered
O2ai0a GKSY aSNIAOSa | NB
people.

A High Utilizer work is all about building relationships.

A Questions?
A Comments?

63




Thinking Outside the Box
CommunityBased Small Group Exercise

A We are going to ask folks from each community to work

U23ISUKSNJ LG F GFrofST LT é2dz
table or create your own
A Questions:

i 2KFd AT @2dz KIFIR FftSEA0fS dzalS 27
spent on the 5% of the community members with the most complex
conditions?

I What program initiatives would develop to get the most bang for the
buck?

I Who would you want to partner with?
I What other changes would be needed to support these efforts?

A The purpose of this exercise, as the title suggests, is to use tt
creativity around the table to think outside the box.



Exhibit 1

What are the
health
conditions
affecting rural
Oregonians?

(based on
totals for
health plans
operating in
rural Oregon)

OREGON HEALTH AUTHORITY
MEDICAL ASSISTANCE PROGRAM

Rates per 1,000 clients for OHP members with Chronic Disease conditions within Oregon Health Plan Fully
Capitated Managed Care Plans - 15 April 2011, Run Date: May 26, 2011

State-

Pacific wide

OoDS Source Rate /

Care Family Comm. Comm. Fee-for- 1,000

Chronic condition Oregon DCIPA Care Health Solns. Service Totals clients
Chemical Dependency 31.84 25.31 14.34 16.28 11.81 18.99 12,267 20.86
Depression 24.51 16.57 12.29 14.99 9.15 18.30 10,883 18.51
Schizophrenia 18.59 14.84 6.18 8.14 7.20 21.26 9,029 15.36
Attention Deficit Disorder 24.34 29.01 21.57 26.21 22.44 26.62 15,221 25.89
Post-tramatic Stress Disorder 25.46 19.34 15.20 19.16 17.31 22.89 13,532 23.01
Borderline Personality Disorder 1.93 0.99 0.71 1.39 1.04 2.20 1,070 1.82
Dementia 6.00 7.45 2.20 3.28 3.64 26.68 5,199 8.84
Alzheimers 1.39 3.57 0.73 0.30 1.10 9.14 1,598 2.72
Autism 6.15 5.11 3.89 5.36 4.25 10.07 4,008 6.82
Bipolar Disease 15.45 23.34 8.20 14.19 12.00 19.97 9,612 16.35
Anorexia 0.02 0.06 0.05 0.03 17 0.03
Diabetes 48.32 54.19 24.06 30.77 30.71 75.34 28,764 48.92
Congestive Heart Failure 9.80 13.06 3.74 6.95 5.75 26.56 6,666 11.34
Chronic Ischemic Heart Disease 11.18 13.55 4.02 5.86 7.26 23.79 7,085 12.05
Asthma 53.18 70.27 29.51 44.77 43.53 49.67 29,819 50.72
Emphysema 2.92 3.45 0.73 1.49 1.81 4.26 1,616 2.75
Chronic Bronchitis 16.97 38.43 7.58 14.59 15.12 37.45 12,272 20.87
End-stage Renal Disease 7.75 19.03 3.25 2.88 3.84 21.58 5,418 9.21
Hepatitis C 12.45 10.90 4.00 4.17 6.38 10.34 5,443 9.26
HIV_AIDS 2.65 0.74 0.39 0.40 0.68 1.87 856 1.46
Overian Cancer 0.30 0.37 0.11 0.20 0.14 0.46 165 0.28
Lung Cancer 0.87 1.48 0.23 0.30 0.60 1.33 481 0.82
Breast Cancer 1.72 2.83 0.64 1.19 1.15 3.14 1,077 1.83
Prostate Cancer 0.87 0.74 0.38 0.79 0.60 1.54 509 0.87
Colorectal Cancer 0.92 0.86 0.30 0.79 0.60 1.72 572 0.97

TOTAL clients w/ Chronic Condition 49677 6097 8750 2261 7599 40032 183,179
Total Plan Population 152,579 16,238 53,276 10,074 36,504 91,987 587,968

Rate /er 1,000 over all on Plan 325.58 375.48 164.24 224.44 208.17 435.19 311.55




Exhibit 2

Target Annual $

FCHP TOTAL | Population |Available (40% of

Here are your County Name Enrolled | FFS |Eligible*1| (top 5%) Historic Cost)
numbers Baker 225 2,465 2,690 135 5,332,656
Clatsop 1739| 3,145 4,884 244 9,682,042
You have 20 [columbia 3174 3,663] 6837 342 13,553,669
minutes to Douglas 15786 2,771| 18,557 928 36,787,397
Gilliam 1 189 190 10 376,656
COOK Up Ssome [Grant 794 133 927 46 1,837,685
ideas to Harney 680 433 1,113 56 2,206,411
h Hood River 2754 370 3,124 156 6,193,018
address the  1;; 351]  812| 1,163 58 2,305,531
needs 5% mosimMalheur 4998 1,246 6,244 312 12,378,106
- JMorrow 1602 246 1,848 92 3,663,475
_COStIy resident Sherman 153 43 196 10 388,550
IN your county [Tillamook 2681 587 3,268 163 6,478,483
: Umatilla 9773| 2,693| 12,466 623 24,712,598
We will be Union 2009| 1,014 3923 196 7.776,955
having some ofiwallowa 442 444 886 44 1,756,406
- Wasco 3461 624 4,085 204 8,098,104
the j[ables give Wheeler 94 113 207 10 410,357
2-minute GOBHI Totals 41,668 | 20,267 | 61,935 3,097 122,779,944
reports MCCFL 6,368 1,037 7,405 370 14,679,672
Tillamook 9,049 1,624 | 10,673 534 21,158,155
Total 57,085 | 22,928 | 80,013 4,001 158,617,771




CommunityBased Small Group Exercise

A We are going to ask folks from each community to work together at &
UFof ST LT @82dz2QNB | GAAAU2NE TS
own

A Questions:

i 2KFG AT @2dz KIR Tt SEAG0ES dzaS 27
spent on the 5% of the community members with the most complex
conditions?

I What program initiatives would develop to get the most bang for the
buck?

I Who would you want to partner with?

I What other changes would be needed to support these efforts?

A The purpose of this exercise, as the title suggests, is to use the
creativity around the table to think outside the box.

A You have20 minutesto cook up some ideas to address the needs 5%
most costly residents in your county

A We will be asking some of the tables give-midute report; be
prepared



Next Steps

A Organizing for a world of CCEOStraw Poll
I Rural Oregon stakeholders create a commuoiyned health plan

I Rural Oregon stakeholders work together with one or more existing
health plans to create a partnership

I Rural Oregon stakeholders work separately (or not) with existing
health plans to create partnership

I Do nothing and let the health plan fight over rural Oregon or not and
then create business relationships with whoever is doing business in
rural Oregon

A Organizing the Delivery System

I Resource Inventory: Sandy will organizing the inventory with key
players

I Joint Hot Spotting Project
I Other ideas from the meeting

A FollowUp Full Group Meeting in approximately 90 days
A Anything else?



Meeting Evaluation and Adjourn

A We going to use the-finger
evaluation method; everyone needs <. &3]
to vote on the following questions N q{

A The time | spent here today was well worth it
(5 fingers = absolutely; 3 = so0, so; 1 = no way)

A Where do | fall on the Enlightened >> In the
Dark Scale (5 = nirvana; 1 = in the dark)

A What is your energy level right no
(5 = energized; 1 = exhausted)




