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Disease Management Unit (DMU)

e Chronic Disease Management

e Keep patients healthy in the community

e Keep them out of the hospital

e Keep their condition well under control through education
and self-management

*Readmission rates
A& E visits

*\Worsening conditions




Elements of Disease management
programme

> Patient education

Knowledge of disease and medication

» Coaching

Encourages patients to overcome psychological barriers that impedes
autonomy

> Monitoring

Disease manager monitor clinical markers of patients

» Care coordination
Reminds patients of upcoming appt or important aspects of self care

Inform primary physician about complications or therapeutic
recommendations
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Disease Management Unit: structure

» Telecarer manages patients through outreach telephonic means
e Educate patient

» Detect signs of deterioration

e Recommend practical changes in diet and lifestyle

» Telecarers follow structured call script to evaluate patient’s understanding
of the disease and adherence to advice given.

» Supported by Patient Relationship Management (PRM) IT system which
enables Telecarers to access past clinical indicators and information, as

well as to capture each interaction with the patient.

» Clinically supported by Resident Physician and Specialists
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Partnership between primary and
secondary care

Patient

/ \
L PreinE -Information
development sharing
- call script -Co-manage

Primary

care
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Disease Management Unit (DMU)

— helping the patients in their journey to
manage their chronic conditions

3 or 6 months 3 or 6 months 3 or 6 months
follow-up follow-up follow-up
A A
DMU DMU DMU
10 mins at the 10 mins at the
doctor’soffice doctor’soffice
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DMU Model of Care (Diabetes)

3. Programme

3 calls Modules

over 3

e HbAlc Topics:
4-7=Good months e HbA1c, diabetic meds
>7.1=Sub-optimal * Bld glucose monitoring
>8.1=Poor e Hypertension, meds
e Early identification of red alerts
. Mentél health .ca‘ses * Hyperlipidaemia, meds
and high morbidity, e Lifestyle (dietary, exercise)
bed-bound e Extra: fasting & diabetes

1. Identify "+ ic oy rues 4. Evaluation

e Tele-education

ICD9 Codes * Tele-monitoring
» Tele-case mngt
T e Tele-referral
e Tele support 5. PaSS|Ve

e Patient safety prog
e Carer’s support
e Social support referral

Monitor

¢ HbAlc, Lipids, Cholesterol
e Clinical Indicators: BP, BMI
e Readmission

o A&E Visits

e Default annual checks

6. Review

eE-mortality rounds
eE-morbidity rounds

Changi
Patients. At the Heart of All We Do. 'i’ Genggral Hospital




Patient Relationship
Management (PRM)

IT system which enables Telecarers to
access past clinical indicators and

information, as well as to capture each
interaction with the patient
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Patient Management System (PRM)

Features of

@ PRM
Registry, identifying pt group; exclusion and
Ty inclusion criteria

% '*--"‘ Patient
Relationship
Management

[ ?"“1
*Matching skill sets with telecarer (language) arious sources are stored and displayed
A *Documentation of interaction, data,
f:-— *Systematic & patient-centric filing of information erations;
o .:-.."‘ .
. -Data available at the point of need; 'dj‘"a'ys's
i Peg
'—47. *Appointment reminders ,
"%..f *Scheduling of follow-ups and tracking
p 3s / integrated care
*Facilitate care coordination, generating forms and
memos
*Multi-mode platform for communication eg sms / email low-up actions
~'" instituted, -
ngi
’ «Decision support built in o [e] &




PRM Graphic User Interface (GUI)
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Patient Management System (PRM)

Appointment system

ADT (admission,
discharge and

Electronic Medical
Records System

Source systems
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Preliminary results from DMU

3 months data of patients recruited
between June 2010 to March 2011
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Baseline demographics

Male 54%
Female 46%

B chinese
H malay
= indian

B others

Mean age 61.8 years
Age Group
Total no. of patients < 60 years > 60 years
945 441 (47%) 504 (53%)
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Change in HbAlc pre and post intervention in

comparison to standard care

HbAlc
8.08% 8.09%
&t P=0.011
8.05
7.98%
8
295 7 89% H baseline
- B postintervention
1.9
7.85
7.8
7.75
intervention (n=480) standard therapy (n=203)
Mean change -0.11 Mean change +0.21
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Change in Systolic BP pre and post intervention in

comparison to standard management

Systolic BP
138
140
138 P=0.007
135 134
136
134 | baseline
130 B postintervention
132
130
128
126
intervention standard therapy
Mean change -4.35 Mean change +2.74
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Readmission Rate

Intervention (n=543)

Standard therapy (n=372)

Before After % Before After %
change change
Total admission 201 152 -24.4 85 79 -7.06
episodes
No. of patients 150 108 -28.0 63 57 -9.5
with admissions
Admission due to 9 2 -77.8 2 1 -50

hypoglycaemia
(within 180 days)
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Clinical Governance

» Monthly joint mortality and morbidity meeting with
polyclinics

» Protocol for escalation of care
e to A&E
e to DMU resident physicians
e to primary health provider
e to specialists
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Case study 1

» History

30 year old female, Type 1 diabetes
Admission with recurrent hypoglycaemia, HbAlc 7.7%

Not monitoring blood glucose on regular basis, night shift

> Problems:

Lack of knowledge and financial resource

> Actions

Motivate and educate on hypoglycaemia and importance of regular blood glucose

monitoring

Referral to diabetes society to obtain glucose strip

> Result

Monitoring blood glucose more frequently

Brought BG machine to work and able to self correct hypoglycaemia
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Case study 2

» History

* 66 year old female, type 2 diabetes on insulin for 8 years

* Recent admission with hypoglycaemia

» Blood glucose running high post discharge
» Problem

* Multiple previous admissions for DKA due to non-compliance
» Action

* Education and dietary compliance
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Summary and Future directions for DMU

» Preliminary data suggests that DMU significantly improves

diabetes and BP control and reduction in hospital admissions

» To extend the programme to other chronic diseases e.g. COPD

and heart failure

» Integration of electronic medical record within the integrated care

delivery system
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