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Section III - Disease Management

Overview, Goals, and Philosophy

The purpose of this section is to define disease management (DM), compare and contrast it to case management (CM) and utilization management (UM), discuss evidence-based clinical practice guidelines (CPGs) as one aspect of a successful DM program, describe the implementation of DM programs in the Military Health System (MHS), and provide accreditation and certification information.

Under the medical management (MM) umbrella, DM is the third spoke, with UM and CM being the other main aspects.  It should be noted that all components of MM blend together when the concepts are operationalized.  The lines of distinction may appear blurry, as these programs must work together to achieve the best benefit for the patient and the organization using the programs.

 
Providers have long strived to return patients to optimum health.  It has only been since the mid-1990’s that DM organizations have formed and disease management arguably became the program of choice for populations of patients (Sprague, 2003).  There are several driving forces or healthcare industry indicators influencing the MHS to adopt more robust DM practices. 
There is strong evidence for health promotion, disease prevention, and condition management both in civilian health care and the MHS.  In 2002, between 108 and 125 million people in the United States (U.S.) had at least one chronic disease, such as heart disease, diabetes, asthma, hypertension, or osteoarthritis (AHRQ, 2002; Sprague, 2003).  These diseases have severe impact upon the quality of people's lives, significant increase in individual healthcare costs, and the development of conditions that lead to a high rate of morbidity.
Employers' funding of healthcare plans has been a driving force of civilian DM programs.  Anxious to control and limit their healthcare program costs, employers have adopted DM programs for their employees.  In a July 2002 survey by Hewitt Associates, 76 percent of large employers offered some type of DM program, typically through their health plans (Sprague, 2003).  The 2001 annual Industry Survey by the American Association of Health Plans (AAHP) noted the following:  

· The most common DM programs in health plans are those for diabetes, asthma, and congestive heart failure.

· Ninety-seven percent of health plans have a DM or chronic care program for diabetes and 86 percent have the same for asthma (AAHP, 2001).

 
Cost control is another of the driving forces for DM programs.  Medical spending for persons with chronic conditions in the U.S. was $510 billion in 2000 and is expected to double by 2020 (Mechanic, 2002).  Chronic conditions resulted in $234 billion in lost workplace productivity in 1990 (Mechanic, 2000).  A study conducted by the Health Management Corporation (HMC) showed participants in disease/condition management programs had a 29 percent reduction in healthcare expenses while non-participants had a 33 percent increase in expenses.  Furthermore, participants in disease/condition management programs experienced a 46 percent reduction in severity of chronic conditions while non-participants experienced a 12 percent increase in severity.  This resulted in a ROI of $1.30 for every dollar invested in the disease/condition management program offered in this study.

In their testimony to Congress, Medicare leadership noted that Medicare’s fee-for-service has one advantage over many private plans when it comes to DM.  "Unlike private insurers, the Medicare program keeps its enrollees for life; that means efforts to improve the coordination of care can be consistently and continuously applied over a long period, and it also means that the benefits from such efforts will accrue to the program, rather than potentially to some other [payor]" (Rovner, 2003).  Approximately 30 percent of military members remain in the service until retirement and become TRICARE for Life (TFL) beneficiaries (Force Readiness and Manpower Information System, 2003).  Therefore, the same long-term care coordination and program benefits could be realized in the MHS. 

Mark Miller, a member of the Medicare Payment Advisory Commission (MedPAC), told the Senate Special Committee on Aging that prioritizing DM for Medicare is clear from the numbers.  "Currently more than three quarters of all Medicare beneficiaries have at least one chronic condition and almost one third have four or more conditions," he said.  “And beneficiaries with chronic conditions,” he added, "account for about 80 percent of program spending” (Rovner, 2003).

In the DoD, DM components have been successfully implemented for a number of disease states.  VA/DoD CPGs have been developed and implemented across the MHS for a numerous high cost and high volume conditions, including diabetes and asthma.  A variety of special studies, conducted as part of the National Quality Management Program (NQMP), have shown that improved outcomes and cost-effective care can be delivered using evidence-based guidelines.  Examples of these MHS studies include the following:    

· Asthma Care 

· Breast Cancer Screening 

· Cervical Cancer Screening

· Childhood Immunization

· Chlamydia Testing for Females Enrolled to the Military Treatment Facility (MTF)

· Depressive Disorder Treatment 

· Dyslipidemia 

· Post-Deployment Health Care Evaluation and Management 

· Tobacco Use Cessation
In the MHS, the incidence of chronic disease in active duty service members (ADSMs) is approximately four percent.  The vast majority of the chronic illness in the MHS is present in the active duty beneficiary population.  The MHS compliance to the diabetes CPG metric is very similar to compliance noted for the National Diabetes Quality Improvement Program (DQIP) (NQMP, 2002).  In 2002, the MHS exceeded the civilian ACQR HEDIS® 90th percentile on two measures: eye examinations and hemoglobin A1C control (NQMP, 2002).
The data is clear … effective DM is the most cost-effective way to improve quality of life, prolong the development of complications and morbidity, and consistently improve health outcomes for all beneficiary categories receiving care in the MHS.  Disease management should no longer be viewed as an aggravation, but a proven method for impacting and improving the future of a defined population.

Definition of Disease Management 

Disease management is an organized effort aimed at achieving desired health outcomes in populations with prevalent, often chronic, diseases for which care practices may be subject to considerable variation (Kongstvedt, 2001).  In contrast to CM’s focus on individual patients, DM is aimed at an entire population of patients with a specific disease.

  The term “condition management” is sometimes used in conjunction with DM to include the management of non-disease states, such as pregnancy or childhood developmental disorders.  The DoD has demonstrated success with effective condition management when implemented.  Providers at Camp Pendleton’s MTF noted a drop in uncomplicated patient visit-rates (with no rise in complications) following their implementation of the Uncomplicated Pregnancy CPG, as well as an increased appointment availability for complicated patients.  Additionally, both cesarean section and post-date delivery rates decreased (VA/DoD, 2002).

  Utilization of CPGs, empowering the patient through self-care strategies, and patient education are activities included in a full DM/condition program.  The next section will further explore the components of a DM program.

Disease Management Components


The Disease Management Association of America (DMAA) provides the best consolidation of components for an effective DM program seen in the literature.  
The components of DM are defined as (DMAA website, 2003):

· Collaborative practice models to include physician and support-service providers 

· Evidence-based clinical practice guidelines (CPGs)

· Patient self-management education (may include primary prevention, behavior modification programs, and compliance/surveillance) 

· Population identification processes 

· Process and outcomes measurement, evaluation, and management 

· Routine reporting/feedback loop (may include communication with patient, physician, health plan and ancillary providers, and practice profiling) 

According to the DMAA (2003), full service DM programs must include all six components.  Programs not inclusive of all six components are considered “DM support services”.  The following elements are included in the full service DM programs: 

· Emphasizes prevention of exacerbations and complications utilizing evidence-based practice guidelines and patient empowerment strategies. 

· Evaluates clinical, humanistic, and economic outcomes on an ongoing basis with the goal of improving overall health.

· Supports the physician or practitioner/patient relationship and plan of care (DMAA, 2003).

Self-Care/Self Management and Patient Education

Disease management programs equip patients with information and self-care plans to manage their own health and prevent complications that can result from poor control of the disease process.  Effective DM facilitates the partnership between the patient and the healthcare team by developing and sustaining a systematic patient self-management program.  Clinical outcomes for diseases, such as depression, asthma, hypertension, and diabetes, only improve when the patient is involved in his or her own care (Weingarten, 2002).  Additionally, patient education at the appropriate level of understanding is a critical component of self-care/self management in a DM program.  Education strategies may encompass individual and group classes for a particular condition or illness, as well as the provision of patient-friendly written handouts.  Self-care and self-management programs were also described in the Overview section.  

Clinical Practice Guidelines

 Evidence-based practice forms the foundation of a successful DM program.  Disease management programs use interventions, such as CPGs, as a key component to guiding the patient's plan of care.   Clinical practice guidelines are "...systematically developed statements to assist practitioner and patient decisions about appropriate healthcare services for specific clinical circumstances" (Institute of Medicine, 2001).  They are evidence-based practices established after extensive review of controlled clinical trials rather than anecdotal experiences of individual providers.  Practice guidelines must meet the following criteria (Institute of Medicine, 2001):
· Clinically applicable and flexible

· Developed through a multidisciplinary process

· Reviewed on a scheduled basis

· Valid, reliable, and reproducible

· Well-documented 

Practice guidelines are a key demand management tool, which standardizes DM processes and affords uniform ways for evaluating interventions.  The MHS’ strategy for implementation is that CPGs provide practitioners with a decision-making tool for determining appropriate evidence-based health care for specific clinical circumstances.  Providers should be able to deviate from a guideline without incurring sanctions or jeopardizing coverage for such services when, in their judgment, the medical needs or desires of the individual patient indicate such deviation.  However, a well-designed guideline can be useful in providing a broader approach to supporting multidisciplinary, coordinated care of patients with a variety of conditions.  When successfully implemented in individual physician or group practices, DM will improve patient outcomes and decreased utilization of appointments (i.e., manage demand).  

The Joint Commission on the Accreditation of Healthcare Organizations (JCAHO) standards (LD.1.10 through LD.1.10.3 in 2003; LD.5.10 through LD.5.40 in 2004) require hospitals to consider using CPGs to improve care and set forth parameters for their use.  However, the JCAHO is currently considering a replacement standard entitled, "Limiting Undesirable Variation in Critical Clinical Processes" that would require the selection of at least one clinical process each year for improvement through the application of CPGs.  The MM DoD Instruction describes the requirement for MTFs to use at least one CPG to improve a care process.

Veterans’ Affairs/Department of Defense (VA/DoD) Clinical Practice Guidelines

The VA and DoD have partnered since 1998 in developing evidence-based CPGs pertinent to beneficiary needs and free from pharmaceutical and industry bias in order to standardize care across the federal healthcare system.  The VA/DoD CPG Working Group was chartered in February 1999 by the Assistant Secretary of Defense Health Affairs (ASD[HA]) and the Under Secretary for Health, Department of Veterans Affairs (DVA).  The Army Medical Department (AMEDD) has assumed the responsibilities as Executive Agency for the DoD.  The Working Group reports monthly to the VA/DoD Health Executive Council (HEC).  

The VA/DoD Working Group selects high cost, high volume conditions specific to the DoD and VA healthcare systems for CPG implementation.  The process of selecting and adapting a CPG is outlined below.

· Selection - a condition for guideline adaptation is selected by VA/DoD Working Group based on high volume and high cost conditions within both healthcare systems.
· Adaptation - reviewing guidelines already in existence, a VA/DoD guideline is adapted based on a current assessment of peer-reviewed literature focused on implementation into primary care (using the method described in Harris et al., 2001).
· Toolkit Development - tools specific to providers, patients, and the system are developed and packaged in a toolkit to aid in guideline implementation.

· Dissemination - the guideline is launched with a live satellite broadcast, facility conferences, and site assistance visits.
· Implementation - facility champions and action teams are identified and empowered to implement the guideline.
· Maintenance - guidelines and toolkits are updated every two years based upon the current evidence and feedback from VA and DoD facilities’ m
· etrics.  Patient outcomes are monitored both locally and centrally to assess the impact of the guideline implementation on patient health.
To date, 23 CPGs are available for use throughout the DoD and VA.  Table III.1 lists these guidelines.  CPGs are frequently under development or undergoing routine updating so it is important to check the website regularly for the most current version.  Each guideline has been posted to the websites of the Agency for Healthcare Research and Quality (AHRQ) and National Guideline Clearinghouse (NCG™).  Additionally, Biological, Chemical, and Radiation-Induced Illnesses Pocket Cards have been jointly developed and are available for use.

	Condition

	Asthma*

	Chronic Heart Failure (CHF)

	Chronic Obstructive Pulmonary Disease (COPD)

	Diabetes Mellitus (DM)*

	Dyslipidemia

	Dysuria in Women 

	Erectile Dysfunction

	Gastro-esophageal Reflux Disease (GERD)

	Glaucoma

	Health Promotion and Disease Prevention 

· Breast Cancer

· Cervical Cancer

· Chlamydial Infection

· Colorectal Cancer

· Immunizations (Influenza, Pneumococcal)

· Lipid Abnormalities

· Problem Drinking

· Tobacco Use

	Hypertension

	Ischemic Heart Disease (IHD)

	Low Back Pain (LBP)*

	Major Depressive Disorder (MDD)*

	Medically Unexplained Symptoms*

	Opioid Therapy for Chronic Pain (COT)

	Post-Deployment Health (PDH)*

· Medically Unexplained Symptoms (MUS)

· Screening Health Exam

	Post-Operative Pain*

	Post-Traumatic Stress Disorder (PTSD)

	Pre-End-Stage Renal Disease 

	Psychosis

	Stroke Rehabilitation

	Substance Use Disorders (SUD)*

	Tobacco Use Cessation (TUC)*

	Uncomplicated Pregnancy (UCP)*


Table III.1, CPGs and Toolkits Available for Use

(* Accompanying toolkits not available)  
In 1998, the AMEDD enlisted the help of the RAND Corporation to develop the best method for implementing the adapted VA/DoD practice guidelines.  From its work with RAND, the AMEDD developed its current plan for implementing CPGs within primary care (Nicholas, Farley, Vaiana, & Cretin, 2001).  That plan (see CD Item III.1) includes the following steps:

· Development of provider, patient, and system tools incorporated into a guideline-specific toolkit

· Piloting of CPG implementation to test tool utility

· Introduction of CPGs into primary care portals with educational satellite broadcasts modeling CPG implementation by pilot sites

· Assessment of CPG metrics against internal and external benchmarks for process improvement

CPG toolkit development includes bringing together groups of military and VA providers and patients to develop process tools to support providers, patients, and the healthcare system.  Provider support tools include documentation forms to streamline and standardize clinician assessment and documentation, medical education videos, and provider reminder cards.  Patient self-management tools include self-care brochures, videos, and CD-ROMs.  System support tools include posters, equipment and guideline metric measurement and feedback loops. 

By developing and deploying the toolkits centrally, items are standardized throughout the MHS.  The Army leads the toolkit development efforts with the VA supporting development of provider pocket guides, key points, and guideline summary reminders.  The Air Force, Navy, and VA purchase selected CPG tool kits from AMEDD in support of their CPG implementation efforts.  Discounted prices are obtained through bulk purchases.  The guidelines and supporting tools are available online on both the Army Quality Management Office and VA Office of Performance and Quality websites.  A manual to assist MTF champions for implementation may be found at this website.                                                  
Agency for Healthcare Research and Quality (AHRQ) National Clearinghouse (NCG™)                 

The National Clearinghouse (NCG™) is a joint effort between AHRQ, the American Medical Association (AMA), and the American Association of Health Plans (AAHP) Foundation.  The NGC™ currently contains over 1,000 practice guideline summaries, including all of the VA/DoD CPGs.  For the NCG™ to consider a CPG for inclusion, the guidelines must meet these criteria:

· Be current (i.e., developed, reviewed, or revised within the last 5 years)

· Be developed under the auspices of a relevant professional organization (i.e., medical specialty society, government agency, healthcare organization, or health plan)

· Contain systematically developed recommendations, strategies, or other information to assist healthcare decision-making in specific clinical circumstances
· Include a verifiable, systematic literature search and review of existing evidence published in peer-reviewed journals
Agency for Healthcare Research and Quality (AHRQ) and the U. S. Preventive Services Task Force (USPSTF)
The USPSTF is an independent panel of primary care and prevention experts who systematically review the evidence for effectiveness and develop recommendations for clinical preventive services.  An endeavor by the AHRQ, the USPSTF provides resources for CPGs.  The Task Force’s mission is to create age-, gender-, and risk-based recommendations about services that should routinely be part of primary care; evaluate the benefits of individual services; and identify a research agenda for clinical preventive care.  The USPSTF provided recommendations for preventive interventions related to screening, counseling, immunizations, and chemoprophylactic treatments for over 80 conditions, which include the following.

· Cancer

· Heart and vascular conditions

· Infectious disease

· Injury and violence

· Mental health conditions and substance abuse

· Metabolic, nutritional, and endocrine conditions

· Musculoskeletal disorders

· Obstetric and gynecologic conditions

· Pediatric conditions

· Vision and hearing

The Disease Manager

Qualifications


The job description of the DM health professional will vary depending on the size of the MTF and available resources.  This person should have sufficient clinical knowledge and breadth of patient care experiences to be able to identify appropriate use of and compliance with CPGs, as well as conduct and/or arrange patient self-care education.  Working in a multidisciplinary role, the DM employee interacts collaboratively with a range of healthcare providers to ensure patient populations receive the appropriate level of care for the best value.  Teamwork and communication skills are invaluable to a successful DM program.  Education and background requirements are as follows:

· A bachelor’s degree (or higher) in a health-related field from an accredited institution

· A valid unrestricted healthcare license to practice from the state in which the MTF is located (contract civilian employees are required to have a license from the state in which the MTF is located; military and GS-civilian employees must have a valid unrestricted license from one of the 50 states or U.S. Territories)

· Current basic life support (BLS) certification

· Experience with software and databases currently employed at the MTF or comprehension during training

· Familiarity with quality management processes and customer focus

· Full-time employment in a healthcare profession for the previous 12 months

Desirable qualifications include:

· Certification by a professional organization or other disease-specific certifying institution (i.e., American Diabetic Association)

· Familiarity with VA/DoD CPGs

· Master’s degree 

· Previous experience in disease management

· Six years of broad-based clinical healthcare experience

Staffing to Support Disease Management 


As previously noted, the MTF's enrolled population will determine the size and specificity of any DM program.  Personnel for DM will most likely derive from UM and CM staffing based on models discussed in the UM section.  CD Item III.2 provides a list of sample duties for a disease manager, which could be adapted to either a statement of work or another type of job description.  It should be noted that depending on the particular Service or MTF, DM responsibilities might be incorporated as part of other roles, such as the clinical staff nurse, physician, or health care integrator (Air Force).   

Involving the entire healthcare team in DM practices is the most effective means of implementing a DM program.  Implementation is a step-wise process, beginning with establishing the MTF’s programs goals, which should be based on their population. Some common goals of disease/condition management programs might include:  

· Improving clinical outcomes (i.e., morbidity, mortality, and function) 

· Reducing undesirable practice variation through evidence-based care, coordinated care, and improved continuity (quality of service)

· Improving economic outcomes (cost of care)

Members involved in planning a DM program must also consider several questions to provide direction for their MTFs (see Text Box III.1).  

	· Based on more mature programs that have already stratified their disease burdens, what disease “at risk” stratifications should be considered to help focus preventive health efforts?

· What are the disease burdens/chronic conditions of that population?


· What are the MTF population demographics?

· What is the prioritization strategy based on facility services available and the medical management MM plan?  

· Which disease burdens should be categorized into mild, moderate, or severe groupings?

· Which disease/conditions will the MTF manage? Which CPGs apply?

· What are the MTF population demographics?




Text Box, III.1, Questions to Ask During Development of a DM Program

After answering the above questions, the next step is to gain commitment or buy-in from those who will be managing the diseases/conditions.  Leadership should involve the entire MTF in this process, including information management/information technology (IM/IT) personnel, as well as providers, nursing staff, administrative, and ancillary support staff.  Based on contractual agreements, the MTF may also collaborate with the local Managed Care Support Contractor (MCSC) in providing a seamless program between the Direct Care System (DCS)and Purchased Care System (PCS).  Implementation must be a team effort and the team should use all existing resources available to prevent reinventing the wheel.  Many helpful resources are listed in the Resources section of the Guide.

The next step is to develop an implementation timeline for the diseases/conditions targeted by the team.  After deciding which CPGs to implement (based on previous prioritization), the MTF’s medical staff function must review and approve them; this approval should be documented in the functional minutes or MTF instructions.  

Once the timeline has been accomplished, the next step is to determine which CPG(s) will be implemented first and what outcome measures will be tracked.  Use the “crawl, walk, run” principle by focusing efforts until the MTF staff are comfortable with the process, then build the program further based on MTF plans.  Using CPGs will require staff education and training and obtaining concurrence with the guideline implementation methods.  It may also involve reengineering of processes in the MTF to accommodate CPG use.  Roles will need to be assigned to ensure all personnel know their part in the process.  Use flow charts, lists, the PDSA (plan, do, study, act) Cycle (Fig III.1) or other methods to help design the processes.

[image: image1.wmf]
Figure III.1, The PDSA Cycle (Langley, et. al., 1996)

As CPGs are put into place, tracking progress and measuring outcomes must be accomplished at regular intervals.  Determining internal and external benchmarks is a good method for tracking progress.  As with any quality improvement effort, there should be an ongoing evaluation process to determine if the program is meeting expected goals and showing evidence of success.  Annual reviews must be done to determine next steps and follow-on goals.  Text Box III.2 summarizes the steps involved in setting up a disease/condition management program (Nicholas, et al., 2001).

	1. Evaluate disease/condition incidence of the population (opportunities for management)

2. Identify and stratify those populations at risk

3. Determine desired outcomes

4. Adopt specific guidelines and protocols

5.   Collect baseline process and outcome data

6.   Analyze and study outcomes (i.e., quality of care, quality of service, cost of care)

7.   Evaluate the process/program


Figure III.2, Steps for Setting Up a Disease Management Plan

Disease Management Accreditation

Once a DM program has been established and produces successful results, the opportunity exists to receive accreditation by various national accrediting organizations, such as URAC, the National Committee for Quality Assurance (NCQA), and JCAHO. Other disease-specific organizations also provide disease-specific certifications, such as the American Diabetic Association.

According to URAC, DM standards promote evidence-based practice, collaborative relationships with providers, consumer education, and shared-decision making with consumers.  These standards apply to all types of entities providing services for individuals with chronic illnesses, including health plans and stand-alone DM or MM organizations.  The URAC accreditation process, which can take up to six months, occurs in four phases: 1) application, 2) desktop review, 3) on-site review, and 4) committee review.

NCQA offers accreditation and/or certification through six different evaluation options: three types of accreditation and three types of certification.  The different options include patient and practitioner, patient-oriented, and practitioner-oriented accreditations.  The certification options are contract, systems, and program design.  NCQA’s DM standards address key areas for which organizations are reviewed.  Their six main standards are based on program content, patient services, practitioner services, clinical systems, measurement and quality improvement, and program operations (NCQA, 2003).  

The JCAHO certifies DM programs as a complementary process to accreditation.  According to JCAHO’s website, Disease Specific Care (DSC) Certification is designed to evaluate DM and chronic care services that are provided by health plans, DM service companies, hospitals, and other care delivery settings.  The evaluation and resulting certification decision is based on an assessment of the following: 
· An organized approach to performance measurement and improvement activities

· Compliance with consensus-based national standards 

· Effective use of established CPGs to manage and optimize care

To date, URAC, NCQA, and JCAHO have accredited or certified 53 DM programs, including Walter Reed Army Medical Center’s (WRAMC) HEALTHeFORCES program.  HEALTHeFORCES achieved JCAHO’s DSC Certification of Distinction for five of its DM programs: Chronic Obstructive Pulmonary Disease, Congestive Heart Failure, Pediatric Asthma, Diabetes, and two of its preventive health services, Cardiovascular Risk Reduction and Women's Health.  

Disease management is one of the three main components of a MM program that is focused on ensuring consistent, evidence-based care for beneficiaries with one or more chronic diseases.  As with the other components of MM, effective DM must be accomplished in concert with both case and utilization management from a population health perspective.  To achieve the best value for the healthcare dollar, DM should involve the entire healthcare team.  
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