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DMAA's 2nd Annual International Disease Management Summit
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Boston Consulting Group, June 1995

Disease management is an approach to patient care that coordinates
resources across the entire health care delivery system and throughout the life
cycle of a disease.

Traditional approaches focus mainly on discrete medical episodes, attempting
to minimize the expense of individual cost components, including
hospitalization, physician service, and pharmaceuticals.

Disease management takes a more systematic approach, focusing on the
patients with a disease as the relevant unit of management, with an emphasis

quality as well as cost.
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®The Promise of
Disease Management

PEROPEGTIVED
ON STRATEGY

FROM
THe BostroN
ConsuLTING GROUP

Gray, J. Lauyer, P:
The Promise of Disease
Management. 1998
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Boston Consulting Group, February 2006
Realizing the Promise of Disease Management
http://www.bcg.com/documents/file14744.pdf

 The Seeds of Disease Management I
BEemMEAELGLEDNDT—RLEEEBZEEYR—F "

— Disease management has many roots and progenitors, = ="
One of the earliest and most Prominent developments was the commercial
launch of blood glucose monitoring(BGM) = = -

* The First Wave : Pharmaceutical Companies Lead the Charge in the Early 1990s
RENE(C KBV ETFDER

— From these early beginnings, a swell of momentum arose in the 1990s, when pharmaceutical
companies were introduced to the concept of disease management and popularized the term.

* The Second Wave : DMOs Proliferate in the Mid 1990s
RIREETXEX(DMO)DERE, M., T—ATA=T IR DAV, 2R E

— DM services*Serving Payers and hospitals, these companies pioneered many Concepts in concert
with the early adopters of disease management.

e The Third Wave : Payers Takes Disease Management to Heart—and to the Next Level
—in the Coming Decade.
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1. GENERAL OVERVIEW

) 2.A. EDUCATION / TRAINING
2.B. BEHAVIOUR MODIFICATION
P 2.C. QUALITY OF LIFE
3. HEALTH ECONOMICS
4, IT AND OUTCOME DATA

5. A NATIONAL EXPERIENCE

6. CENTRES OF EXCELLENCE

7. WORKSHOP

8. EVALUATION

Discase Management Case Study

Reasons for the case, Objectives

The following section describes why you are looking at this case. You
should remember thar the main goal of the case is to provide you with
some issues/answers which you can adapt to your own local situation.

The case takes the form of a meeting between three teams; payers,
physicians, and Novo Nordisk.

In discussing the case, you will be placed with people representing two
stakeholder teams other than your own. Playing these roles well is vital
1o understanding these stakeholder teams’ positions. It is important to
uncover the sticking points between yourselves, as well as the points of
agreement.

We hope that after doing this case you will be able to go back to your
own operation and immediately start the business of implementing
Disease Management strategies that make sense for your own situation.

Methodology

The attached needs (Appendix 1) of your stakeholder teams should be
considered in advance by those individuals representing it. and
philosophical/negotiating positions prepared. Take 15 minutes to do
this, and feel free to add other needs to the lists.

Fach team is to discuss the questions (Appendix 2) for their group
only; do this also before the “Meeting” of parties. Take 15 minutes for
this.

Each team, starting with the payers, then the doctors, then the NN
staff, should then make a short statement of their position with regards
to disease management; whether they are in favour of it, what they like
about it, and what they don’t like/understand about it.
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Redefining Health Care: Creating Value-Based Competition on
Results Harvard Business Press (May 25, 2006)
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Disease Management. Health Care Financing Review Vol30, No.1, 2008

The debate on the utility and cost effectiveness of DM will not have a “yes or
no” answer. The articles in this issue add to the evidence that purchasers and
policymakers should maintain skepticism about the potential benefits of DM and

focus on the performance of specific interventions.

ERRRBAEZLHRIELEEIDMIOISLDBEMNDRICRZENTHEINE,

MedicaidlZB [TAMRIERDIFES.

Mary C. Kapp ; Overview: Disease Management

* Brown R, et al: 15-site randomized trial of coordinated care in
Medicare FFS, pp.5-25. (81 &E &)

» Esposito D, et al: Impacts of a disease manegement program for dually
eligible beneficiaries, pp.27-45. (DA< INEILEER)

« Cromwell J, et al: Evaluation of Medicare health support chronic
disease pilot program, pp.47-60 (#EFRTH)

s WITNOTARL BRT7VMLETHLERERE TL., SifFShr-
SRF/FoN TG EHRS,

Overview: Disease Management

Mary C. Kapp

INTRODUCTION

Improving health care quality and reduc-
ing costs are attractive selling poinis for
disease management (DM) programs. DM
is widely used by insurers and employers,
with revenues approaching 52 billion a
year (Mattke, Seid, and Ma, 2007). The
appeal of DM ha: ead beyond the pri-
vate sector and is increasingly being con-
sidered, if not adopted, by public payers.
The growing chronic disease burden,
u(pandlmz emphasis on the importance
tyle related conditions such as
and escalating heath care costs
present challenges that DM purports
to addre

The a wide array of DM pru;.{mn1~
and specific intervention some
integrated into care delivel n;zs and

other urimaﬂ]v telephonic. Some DM
mug‘ann focus is limited to disease-

care management approach. ﬂlh
has enhanced appeal when managing
populations with multiple L-)mi)lb\dlll(’\ A
more recent focus for the industry is pop-
ulation health, extending the disease-spe-
cific and multiple conditions approaches
to incorporate wellness management of
enlire populations, even those without
chronic conditions.

There is no single definition of DM's
interventions. Interventions are not just
program specific, bul person specific and
also often vary with each contact. Pro-
grams may seek to improve adherence to

HEALTH CARE FINANCING REVIEW/Fall 2008,/ vourse

evidence based prevention and treatment
guidelines, working with providers and/
or with patients to improve care. Other
general strategies in DM include patient
education aimed at improving self care
and adherence to treatment plans, and
to communicate with health care provid-
ers. Some programs include additional
supports such as coordinating or provid-
ing transportation, medication, or social
support services.

, target populations can vary
dramatically. Questions remain as to what
criteria identify the optimal population
to benefit from DM. Is it the highest cost
group, 4 specific set of diagnoses, a particu-
lar utilizalion pattern, or some combination
of these factors? Are there other subpopu-
lations where the benefil is minimal or
non-existent that should be uded? DM
providers working with Medicare popula-
tions have remarked on the challenges of
multiple comorbidities, especially cogni-
tive impairment, and general frailty of the
population. That care is delivered by many
different providers for conditions that are
often long-standing is often in contrast to
vounger, healthier populations. Overlaving
this are the added complexities of other
social service needs, low literacy levels,
and financial issues.

The structure of the public sector pro-
grams often differs as well. es suc!
as the timeliness of claims or other utili-
zalion data and the inability for reaHime
notification of hospital admission may
require altering the DM approach. The
monthly management fees paid in the
Medicare demonstrations reported in
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health cae system. But many have fought back, participating in wellness and care coordination programs to change
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Disease in Refarmed System (03.22.10)

+ Employer Suppaort for Fopulation Health, Wellness Remains Strong, Survey Finds
0}

Read Our Annual Report

Learn more —
about our many E F .
achievements

DOVINLOAD »

Chronic Care Professional
Certification—Member
Discounts Now Available.
Learn how
Chronic Care

In Their Words:
~ Program Participants

In Their Words:
Caregivers



Disease Management in the European Context
Concepts, Conditions, Financing and Quality of
Disease Management Programs in Europe

F !ntemationaJNetWork_of @ Integrated Care

Disease Management
in the European Context

Concepts, conditions, financing and quality of : J
Disease Management Programmes in Europe 2
. " jsease Manage! i
in the European Cony
1 e ==

With emphasis on DM programmes for diabetes, COPD,
stroke and depression

January 11-12, 2007
Bonn, Germany

Organized by:
The International Network of Integrated Care (INIC)

January 11-12, 2007 Bonn, Germany
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Argentina
Australia
Belgium
Brazil
Germany
India

Japan
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New Zealand

LN N X N X X X X

N

Canada
Singapore
South Africa
Spain

United Kingdom
Norway

Poland

Sweden

Taiwan

United States
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v' Chile
v" South Korea

v" Hong Kong
v China
v’ Thailand

i T : Todd, WE. Disease Management in the European Context, 2007
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Disease Management in the UK:
Concepts, context, policy and evidence

Dr Nick Goodwin

Senior Lecturer
Health Services Research
Unit, London School of Hygiene and
Tropical Medicine
nick.goodwin@Ishtm.ac.uk

Paper to:

Disease Managementin the European
Context

11-12 January, 2007, Bonn, Germany

Mental health care programs and depression in The
Netherlands: an overview

Adri Peters

Julius Center for Health Sciences and Public Care,

UMC Utrecht

in collaboration with Trimbos-instituut, Utrecht

Bonn, January 11, 2007

DM Initiatives in Barcelona

e CHF (2006)
« COPD (2007)

e Diabetes

e Depression
(2007-2008)

Mellitus..(2007)
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Disease Management Programmes (DMP) in Germany
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Treatment based on evidence based guidelines

Realization of measuresregarding quality assurance

Definition of criteriafor incription and of duration of the
programs

Training for physicians an for patients

Definition of documentationitems and documentation
interval

Definition of evaluation criteria, criteriaaccreditation
of the pr g ams df d ration of the programs
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Population stratification: the Kaiser triangle
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HOW CAN YOU expand the rale
of pharmacists to IMPROVE HEALTH CARE in your state?
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serves you and your community...
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America's pharmacists contain health care
costs while improving quality... a rare
combination in today's environment.

http://www.ashp.org/gad/Alliance-info.cfm

48



L~

F E . Stephanie Kiser, RPh, Director, Community Health Enhancement &
The Asheville Project ) Health Education Center

City of: Asheville, North Carolina
Jeff:'Richardson, Assistant City Manager Asheville Project Background:

Program began in 1997

Disease States being managed:

Diabetes

FEH|B(= kB4 BRI ARG,

47 participants from the City of Asheville

Mission Hospitals provided care coordination,
labs, diabetes education and Community
Pharmacists were the initial care coaches
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.\. Williamson County Texas Tampa, FL
Communication
]

. Beautiful Music (Outcomes
Payer Pharmacist utiful Music (Ou )

For Everyone

DiabetJes Educator
B .- Garrett, Martin, Moore, Russell, Spillers, Worley
Phvsician The Collaborative Nature of the Asheville Project, Linking
y Community Health Resources to Support Effective

Patient Self-Management, Submitted for Publication, 2003
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)} Ping H|ckory NC Cit
S— ::: Arizona NW GA Charleston, SC  Fayetteville, NC
Los Angeles, CA SIS Dublin GA Y
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Processes
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