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Six Improvement Areas

Healthcare should be:
• Safe
• Effective
• Patient-centered
• Timely
• Efficient
• Equitable
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The first people to
cross the quality

chasm will be
individuals.

The goal has to be to get
entire populations across.
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Overview

Disease-Population Management Solutions
• Assessing effectiveness and outcomes
• Potential measurement traps

Managing Populations within KP
• Work to date
• What we believe it will take to be successful in

the future (hint: integration)
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Why is the  Disease Management Industry on the Rise?

• Accelerating costs, especially for chronic care, have
both purchasers’ and providers’ interest

• High prevalence of chronic conditions impacts nearly
everyone or their family

• Availability of information technologies
•• Experience and evidence that population basedExperience and evidence that population based

strategies workstrategies work- they can improve the health of people
with chronic conditions better than other approaches

• New recognition of the effectiveness of team care and
the evolving role of the clinician and the member
within that team
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Seek Out Population Management Solutions That:

Are based on best evidence
Manage the wholewhole population
Anticipate and actively manage multiple
conditions (co-morbidities)
Leverage common integrated systems
involving the member, clinician, and elements
of delivery system
Have a robust capacity and capability for
measuring the care of the entire population



7

Measurement Advice: Be Cautious About Programs That:

Focus only on high utilizers, or “opt-ins”,
and claim dramatic short-term savings
Carve-out single conditions
Focus exclusively on short-term benefits
Don’t measure outcomes that are important
to members and purchasers (such as quality
of life and functional status)
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Be Cautious of Population- based Solutions That:

Do not integrate all of the components of the
healthcare system (e.g., scrutinize those that
focus exclusively on direct patient contact
without looping in the clinician)
Do not address the needs of the whole
population with a condition (e.g., only dealing
with high acuity misses chances for prevention)
Do not anticipate and accommodate members
with more than one condition



How we’re addressing
population-based care...

Making the “right thing” easier
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Care Management Institute Strategy

Identify the right thing
• Promote and embed evidence-based medicine within systems

to support practice
• Leverage measurement to guide performance improvement
• Implement better and best practices
• Deliver member centered and culturally competent care

Make the right thing easier
• Hire and support people to lead and engage in local

implementation work
• Identify, develop, and  implement effective and innovative

models of care
• Leverage technology to support population-based care
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Incremental Cost of Chronic Conditions

“Incremental costs” are the annual “extra” healthcare
costs per member with the chronic condition, over and
above the healthcare costs of a member who does not
have the chronic condition.

Prevalence
Within KP

Membership

Estimated
Members
Affected

Annual Incremental Cost
($/member/year)

(assumes 7% cost escalation rate)

             2002                         2003

Total
Incremental

Cost
($ 2003

millions)

Asthma 2.1% 141,000 $2,245 $2,402 $338
CAD 3.2% 129,000 $9,234 $9,880 $1,278
Depression 6.2% 547,000 $4,523 $4,840 $2,649
Diabetes 8.7% 577,000 $4,241 $4,538 $2,619
Heart
Failure

1.4% 94,000 $14,964 $16,011 $1,510

One or
More
Conditions

16.1% 919,016

Total Incremental Cost of Chronic Conditions in “CMI Portfolio” $8,394
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Were also in this cohort?
What percentage of CAD Depression Diabetes Heart Failure

all members 3.2% 7.1% 7.9% 1.6%
those with CAD 11.9% 33.9% 22.8%
those with Depression 5.3% 11.6% 3.3%
those with Diabetes 13.6% 10.4% 8.2%
those with HF 46.3% 14.9% 41.6%

Co-morbidities are Common
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Hospital Day Rates Among KP Members, 2001
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The 
Evidence
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http://pkc.kp.org
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The computer in the exam room…having
the evidence when and where you need it
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“I don’t care how much“I don’t care how much
you know,you know,

until I knowuntil I know
how much you carehow much you care.”.”

—KP Member
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Internet Tools: Member Self-Care

http://members.kaiserpermanente.org/
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Reaching out to the member...
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Automated Telephonic Outreach

000000_02050919332
4.wav
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Purchaser Specific Prevalence and Clinical Performance
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Clinical Improvement is Occurring Across
KP Regions
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Cost Trends in the Care of  Chronic Conditions

“No Chronic
Condition”
normalized
in each year
to = 1.0
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Evidence* indicates that performance improvements to date
amongst KP’s adult members with diabetes would be expected to
yield:
• 1,300 fewer MIs1

• 1,800 fewer other cardiovascular events2

• 1,100 fewer cases of neuropathy3

• 1,500 fewer cases of retinopathy3

• 2,100 fewer cases of nephropathy3

* Including:
1 LIPID Study Group NEJM 339:1349-57.
2 4S Study  Diabetes Care 20(4):614-620.
3 DCCT Research Group including Diabetes 46:271-86.

Impact...
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Reminder: Seek Out Population Management Solutions That...

Are based on best evidence
Manage the whole population
Anticipate and actively manage co-morbidities
Leverage common integrated systems
involving the member, clinician, and elements
of delivery system
Have a robust capacity and capability for
measuring the care of the entire population
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