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Requirements for chronic illness care 

Goals 

 enhance functional status, minimise distressing 
symptoms, prolong life through secondary prevention and 
enhance quality of life  

Requirements 

 complex response over extended period of time 

 co-ordinated inputs from a wide range of professionals 

 access to essential medicines and monitoring systems 

 promotion of active patient engagement 



Patients with chronic disease report deficiencies 

in care coordination 

Source: Schoen et al. (2011) 
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Who does what across Europe? 

 Countries are developing new models of healthcare delivery 
to achieve better coordination of services across the entire 
continuum of care 

 Review of approaches and models in place in 13 countries 
across Europe  

 Social health insurance systems: Austria, Estonia, France, 
Germany, Hungary, Lithuania, Netherlands, Switzerland 

 Tax-based systems: Denmark, England, Italy, Latvia, Spain 

 Use of the Chronic Care Model as an organising principle 



The majority of approaches tend to focus on 

populations with defined conditions 

 Most frequently targeted conditions: diabetes type 2, 
asthma/COPD, cardiovascular disease (chronic heart failure, 
IHD, stroke), cancer, mental health problems 

 Conditions frequently targeted by means of structured 
disease management to enhance coordination 

 Typically implemented at national level (or regional level in 
decentralised systems) 

 Wide variation in nature and scope of approaches and the 
extent to which non-medical staff is involved in care delivery 

 GP/family physician tends to act as principal provider/’care 
coordinator’ 

 

 

Source: DISMEVAL (2012) 



There is a trend towards strengthening the role 

of nurses in care delivery and coordination 

 

 Common in systems with tradition in multidisciplinary team 
working 

 Nurse-led clinics; nurse-led case management (England, Italy, 
Netherlands, Spain) 

Challenging in systems where primary care traditionally 
provided by doctors in solo-practice and few support staff 

 Enhanced functions in care coordination or case management 
under development/piloted (eg Denmark, France; Lithuania) 

 Enhanced functions in patient self-management support 
and/or selected medical tasks but under supervision of 
GP/physician (Austria, France, Germany) 

 

Source: DISMEVAL (2012) 



Approaches that seek to reduce barriers 

between sectors remain less common 

Typically focus on managing the primary/secondary care 
and/or secondary care/rehabilitation interface 

 eg Provider networks (France); Integrated care contracting 
(Germany); Stroke service Delft (Netherlands) 

Often (although not always) implemented as pilot projects 

 eg (some) Integrated Care Pilots (England); Partnership for Older 
People Project (England); Improving intersectoral collaboration 
(pilot) (Lithuania); ‘SIKS’ project (Copenhagen, Denmark) 

Typically available in selected regions only 

 eg Multifunctional community centres (Hungary); Care 
Coordination Pilot (Hungary); ‘From On-demand to Proactive 
Primary Care’ (Tuscany, Italy); (some) Reform pool projects 
(Austria) 

 
Source: DISMEVAL (2012) 



The implementation of approaches frequently 

involves financial incentives  

 Start-up funding 
 Supporting payers (municipalities, Denmark; integrated care 

pilots, England; integrated care contracts, Germany) 
 Supporting providers (provider networks, France) 

 Financial incentives 
 Incentivise payers (municipalities, Denmark; DMPs, Germany) 
 Incentivise providers (DMPs, Austria; GPs (diabetes care), 

Denmark; provider networks, France; DMPs, Germany; some 
regional projects, Italy; care groups, Netherlands; Quality & 
Outcomes Framework, UK) 

 Incentivise patients (provider networks, France; DMPs, 
Germany; care groups, Netherlands) 

 

Source: DISMEVAL (2012) 



Enhancing care coordination: Germany 

Introduction of structured disease management (DMP) in 
2002  

 Predominant approach to chronic illness care 

Successive provisions to support more integrated models of 
care introduced from 1993, strengthened in 2000 and 2004 

 Statutory health insurance funds can designate financial 
resources (1% of income) for selective contracting with single 
providers or networks of providers (to 2008) 

Introduction of GP-centred care and of medical care centres 
or policlinics (2004) 

Provisions to enable the use of non-medical staff in chronic 
illness care from 2008 

Source: DISMEVAL (2012) 



An example: ‘Gesundes Kinzigtal’ (1) 

Funded by 2 SHI funds in south-west Germany 

Goal: to achieve long-term savings by investing in the 
prevention of chronic disease; contract covers all aspects of 
medical care except dental care  

Services include regular check-ups and risk assessments, 
individualised treatment plans, identified care coordinators, 
rehabilitative services, telemonitoring and others 

By mid-2010, over 70 providers participated (office-based 
physicians, hospitals, nursing homes, home care services), 
covering just under 7,000 patients (~ 25% of those covered by 
the two SHI funders) 

 SHI Members enrolling in the programme maintain choice of 
provider and can leave at the end of each quarter 

 
Source: DISMEVAL (2012) 



An example: ‘Gesundes Kinzigtal’ (2) 

Start-up funding of about €4 million to set up management, 
quality control, evaluation projects and additional services 

Coordinated and managed by ‘Healthy Kinzigtal Ltd.’, a regional 
integrated care management company formed by a local 
physicians’ network and a healthcare management company 

Manages the healthcare budget for all SHI members of the two 
funds (31,000), integrated care services offered only to those 
actively enrolled in programme 

Management arm of the management company acts as the 
‘controller’ 

 reimburses additional services considered cost-effective such as 
regular medical check-ups, prognosis calculations, goal 
agreements, and project group sessions 

Source: DISMEVAL (2012) 



An example: ‘Gesundes Kinzigtal’ (3) 

Profit is derived solely from realised savings relative to the 
average costs of care, which is then shared between the 
management company and the SHI funds on the basis of a 
negotiated shared savings contract 

Healthcare providers are reimbursed as under usual care but 
receive additional pay-for-performance reimbursement and a 
share of the company’s profit on the basis of individual provider 
performance 

 Collectively, additional payments comprise 10-15% of providers’ 
other income 

Overall financial success takes into account all SHI members, 
independent of participation to ensure that any savings are not  
due to risk selection or the inappropriate provision of care 

 
Source: DISMEVAL (2012) 



Approaches such as ‘Gesundes Kinzigtal’ 

remain rare 

Nature and scope of integrated care contracts varies across 
Germany; many focus on the interface between acute hospital 
and rehabilitative care 

 In 2009, less than half of integrated care contracts had 
incorporated elements of intersectoral care (~68% in 2010/11) 

By the end of 2008, about 6,400 integrated care contracts had 
been concluded, covering ~ 4 mln SHI members (~ 6% of all SHI 
insured) and stagnant since 

Only 5% of contracts are evaluated on a regular basis 

Expectations met: selective contracting, improved patient 
satisfaction, enhanced reputation 

Expectations not met: cost savings, reduced utilisation 

Source: DISMEVAL (2012), SVR (2012) 



Enhancing care coordination: the Netherlands 

Concept of transmural care introduced in 1990s 

 Based on principle of cooperation and coordination between 
specialised caregivers with shared overall responsibility  

 Spreading rapidly throughout the 1990s, but lack of sufficient 
funding challenged viability and sustainability  

Growing interest in disease management from the 2000s 

 Limited uptake because of a lack of a structured framework  

2006 health insurance reform: insurers have extended powers to 
negotiate with provider organisations; development of new forms 
of service delivery and payment for more integrated care 

 Establishment of bundled payment contracts & GP-formed ‘care 
groups’  

 

Source: DISMEVAL (2012) 



Dutch bundled payment contracts in chronic 

care 
Care group (zorggroepen) is a legal entity formed by providers 

in primary care (most often with general practitioners as 
principal contractor)  

Enters into a contract with a health insurer to provide a 
package of care for a given condition according to a nationally 
developed care standard (‘bundled payment contract’)  

The price for the care package is negotiated between the 
provider care group and the insurance fund on the basis of the 
performance of the care group 

Conceived as an ‘experiment’ in 2006, with ten diabetes care 
groups receiving start-up funding for a period of 16 months and 
accompanying evaluation 

 

Source: DISMEVAL (2012) 



Dutch bundled payment contracts in chronic care 

2008 ‘Letter regarding performance-based financing of 
integrated chronic care’ 

 Government announces the permanent implementation of 
bundled payments for diabetes, vascular risk, COPD (and heart 
failure) by 1/2010 

Diabetes contracts have achieved national coverage but 
negotiation of bundled payment  for COPD and vascular risk 
management has remained a challenge 

 

 

Source: DISMEVAL (2012) 



Do the Dutch bundled payment contracts make a 

difference? 
Early (12 months) evaluation of ten ‘experimental’ diabetes care 

groups finds wide variation in  

 Number and types of participants 

 Content of care package 

 Price (between €250 and €470) 

Variation in payment mechanism 

 Negotiated price for each bundle of services typically paid as fixed 
price per patient with subcontractors paid on a fee-for-service 
basis by care group but variation by insurer 

Improvements in care coordination and provider collaboration; 
expectation of cost reductions not verified after 1 year 

 Costs savings due to reduced hospitalisations likely outweighed by 
increase because of ‘intensification’ of care for diabetic patients 

 

 Source: DISMEVAL (2012), de Bakker et al. (2012) 



Enhancing care coordination: Denmark 

2002 national strategy ‘Healthy throughout Life’ 

 Special focus on efforts to reduce the major preventable diseases 
and disorders 

2005 National Board of Health report ‘Chronic conditions-Patients, 
health care and community’ 

 Set out options for improving care for those with chronic conditions 

2007 report ‘Chronic Disease Management-A National Strategy’ 

 Development and implementation of related programmes in each of 
the 5 Danish regions 

New role for municipalities following 2007 administrative reform 

 Co-finance 20% of regional healthcare activities, to encourage 
municipalities to engage in coordinated activities with regions, 
increase preventative services and so reduce hospitalisation 

Source: DISMEVAL (2012) 



New role of municipalities in healthcare 

2008 Finance Law Agreement allocates DKK 438 million (€60 
million) to establish, implement and support disease management 
programmes for patients with chronic diseases during 2010-2012 

 National funding divided between regions (two-thirds) and 
municipalities (one-third) 

 

“one of the main problems is that the municipalities do not have the 
competence and knowledge about health”  
 

“What is happening now is that you have 98 municipalities bidding for 
transition funds in 98 different ways,  and they are not very good at evaluating 
what they do because they are so small and evaluation is very expensive. This 
means that we don’t get any knowledge of things that they are doing within 
the municipalities, so we have a lot of knowledge being wasted” 

 

Source: DISMEVAL (2012) 



Challenges remain 

 

Need to better understand differential impacts of new 
approaches and ‘what works for whom’ 

Need to better understand how specific local conditions 
influence the outcomes of a given programme 

Much of existing research evidence has focused on the 
management of a few specific diseases 

 Need to shift focus individuals with coexisting conditions or 
multiple health problems 

 

Source: DISMEVAL (2012) 


