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Summary information 
Target population (includes co-morbidities) 
High and moderate risk Fee-for-Service Medicare beneficiaries with diabetes and congestive heart failure (CHF). 
 
Eligibility requirements 
Medicare beneficiaries are identified as having diabetes and/or CHF using medical claims (billing data) criteria; of 
those meeting the identification criteria, a further selection criteria is used based on meeting a threshold risk score 
using Medicare’s hierarchical coexisting condition (HCC) scoring methodology. 
 
Size of the programme and persons served 
A total of 20,000 beneficiaries in the intervention population (10,000 in a control group). 
 
Enrolment strategies 
Multi-phase approach using mail, interactive voice recognition (IVR) technology and outbound calls from health 
coaches. 
 
Services included within the programme 
Whole-person ‘collaborative care’ addressing effective care, preference-sensitive care and supply-sensitive care 
(see below) 
 
Payment structure 
Fee-based payment (per participant per month). 
 
General structure of the programme, care management responsibilities etc 
The program is multidimensional. The spectrum of intervention progresses from prevention to disease 
management to case management to end of life. 
 
Length of operation 
Three-year programme. 



 
Programme goals 
 Reduction in costs compared with control population (5 per cent net savings). 
 Disease-specific quality improvement (e.g. lipid management in diabetics) and general prevention (e.g. 

influenza vaccination). 
 
Initial cost savings 
Too early to judge (enrolment period has just ended). 
 
 
Programme description 
Overall objectives 
The Medicare Health Support (MHS) programme (formerly know as the Chronic Care Improvement Program, or 
CCIP) was authorised in Section 721 of the Medicare Prescription Drug, Improvement, and Modernization Act of 
2003. Health Dialog’s successful application proposed delivering whole-person collaborative care to high-risk 
Medicare beneficiaries with CHF and/or diabetes in greater Pittsburgh, Pennsylvania, USA. As described in the call 
for proposal the ‘principal objectives of CCIP are to develop and test new strategies to improve quality of care and 
beneficiary and provider satisfaction cost-effectively for chronically ill FFS Medicare beneficiaries that are scalable, 
replicable and adaptable nationally.’ Health Dialog’s whole-person collaborative care approach meets these 
objectives by reducing unwarranted variation in the delivery of health care. 
 
Health Dialog’s mission is to reduce unwarranted variation. We define unwarranted variation as differences in the 
delivery of health care that do not arise from underlying differences in the burden or severity of illness, the dictates 
of evidence-based medicine or the preferences and values of patients. Succinctly stated, unwarranted variations 
are variations that do not reflect what patients want or need. 
 
We identify three categories of care in which unwarranted variation may arise: 
 
Effective and safe care 
This category of care includes evidence-based medicine (such as the management of hypertension and lipids in 
diabetic patients) and safe care (for example, team-based care aimed at minimizing perioperative mortality). This 
category of care includes services where patients’ interests and care deliverers’ interests are explicitly aligned. 
 
Preference sensitive care 
This category of care includes conditions for which there are legitimate treatment options that carry different risk–
benefit ratios; where patients alone experience both risks and benefits; and therefore, where fully informed patient 
choice needs to be exposed and honoured. An example of preference-sensitive care is the treatment of stable 
coronary artery disease. Treatment options include medical therapy (low short-term mortality risk, lower angina 
control), percutaneous intervention (intermediate short-term mortality risk, intermediate angina control), and 
coronary bypass surgery (highest short term mortality risk, cognitive function risk, best angina control). Owing to 
differences in the preferences and values of patients, different choices will be made by individuals given exactly the 
same information. This category of care includes services where the interests of patients and providers may not be 
explicitly aligned. 
 
Supply sensitive care 
This category of care includes the delivery of imaging studies, laboratory studies, medical specialist visits, the use 
of emergency room and inpatient hospitalisations where no justification can be found in the medical literature (for 
example variation in physician visit frequency for patients with stable diabetes). Much of the variation found in this 
category of care is associated with variation in the supply of hospital beds, physicians, imaging machines etc. In 
carefully controlled studies performed in the Medicare population, we have found that differences in the delivery of 
this type of care explains the two- to threefold differences in costs associated with treating patients with chronic 
illnesses between care delivery systems. We have also found that increased use of these services does not result 
in better care – only more care – and may lead to increased mortality. 
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Health Dialog’s MHS programme is organised to reduce unwarranted variation in the delivery of health care. In 
order to accomplish this mission Health Dialog and our partner, the Foundation for Informed Medical Decision 
Making (FIMDM), have developed: 
 stratification and targeting algorithms to identify patients who are at risk for variation in each category of care 
 decision support technology to foster longitudinal, patient-centred interactions 
 recruitment, training, and an intervention model for health coaches. Health coaches are health care 

professionals who deliver collaborative care, using a primary coach model, to assist beneficiaries to develop 
skills and/or support to achieve desirable outcomes. 

 Solicited insights and knowledge from national physician organizations. 
 Worked with the MHS patient’s primary care physicians. 

 
Target population, stratification and enrolment methods 
The target population for our MHS programme is the 20,000 Medicare beneficiaries with diabetes and/or CHF who 
were randomised to the Health Dialog intervention group. 
 
MHS is an ‘extra-benefit’ programme – Health Dialog receives a per-participant-per-month payment (PPPM) from 
the Center for Medicare and Medicaid Services (CMS) that is not a component of the standard Medicare benefit. 
Our fees are based on those who we are able to confirm as participants in the MHS programme, therefore there is 
a strong incentive on the part of the MHS organizations to achieve very high confirmation rates. 
 
Health Dialog’s approach to the confirmation process had several components. These included identification of risk 
for unwarranted variation; modelling of receptivity to various outreach methods for initial contact; and longitudinal, 
person-centred health coaching to maintain participation over time. 
 
Health Dialog implemented a segmented approach in our beneficiary outreach efforts. We developed a 
segmentation based on risk (claims-based, health status predictive model) and likelihood to engage. A combination 
of three models provides a multi-dimensional view of the beneficiary and our outreach strategy takes full advantage 
of these models to engage beneficiaries. 
 
Risk likelihood 
Health Dialog developed and employed a suite of models that assessed a beneficiary’s potential risks over the next 
12 months. Those most likely to be at risk were targeted for immediate intervention. These include: 
 Effective care gaps model  This model identifies and classifies those participants with significant care gaps. 
 Supply sensitive care model  This model identifies and classifies participants based on their likelihood of 

using health care services. 
 Preference-sensitive models  These models identify individuals who are likely to face a preference sensitive 

decision in the next 12 months (e.g. back surgery, hip replacement etc) 
 
Likelihood to engage 
Using claims information and third-party consumer data from a population that shared similar characteristics to the 
MHS Medicare population, Health Dialog built a predictive model that ascertains a beneficiary’s likelihood of 
engagement and preference for engagement modality. Based on this model, different outreach efforts were 
employed. 
 
In order to prioritise outreach we used a combination of our risk and engagement models to create an ordered, ‘1--
20,000’ of beneficiaries to launch the programme. The following is a partial list of tools used to engage the 
beneficiaries: 
 Welcome mailing  A welcome packet was mailed to 100 per cent of the beneficiaries in the intervention group. 
 Outbound phone calls  We have relied heavily on this as an effective tool in communicating with the 

population. 
 AutoDialog  AutoDialog is our interactive voice recognition tool (IVR). We use this for a variety of outreach 

campaigns. 
 In-person visits  For beneficiaries unreachable by phone for any reason (e.g. lives in a long-term care facility, 

is cognitively impaired, doesn’t have a phone etc., or is in transition from one care setting to another), a 
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community-based health coach attempts to visit him or her at their place of residence to understand both their 
support needs and receptivity to support. 

 Online information  Beneficiaries can use The Dialog CenterSM, a web-based application that augments and 
extends the health coaching support programme. The Dialog CenterSM supports a number of functions 
including access to a variety of health information. 

 Targeted campaigns  Health Dialog’s outreach plan leverages analytic models to direct its targeted 
communications efforts. Health Dialog sends targeted messages to intervention group beneficiaries who are 
likely to be in a treatment decision window for a preference-sensitive medical condition (e.g. back, joint, cardiac 
revascularisation). In addition, targeted mailings are addressed to beneficiaries who have specific gaps in their 
clinical care. 

 Customized campaigns  Beneficiaries in the programme receive ongoing communication materials based on 
their conversations with health coaches (see below). 

 Medicare Part D campaign  A central component of the Medicare Prescription Drug, Improvement, and 
Modernization Act of 2003 was the creation of a new Medicare benefit for prescription drugs – Part D. 
Recognising that there would be substantial outreach by CMS and the Part D vendors, we developed outreach 
material and educated our Health Coaches about the benefit. This became an important ‘hook’ to engage the 
intervention population. 

 
The combination of risk modelling, engagement modelling and outreach has resulted in over 90 per cent of eligible 
members confirming to be participants in the MHS programme. 
 
Services delivered, management of co-morbidities and transition management 
A principal driver of unwarranted variation in the delivery of health care is the fragmented information used in a 
fragmented health care delivery system to treat patients. 
 
In an effort to reduce this fragmentation we have developed ,the patient profile, a longitudinal, patient centric data 
system. The patient profile uses data from a variety of sources to create ‘FACTS’ that give insight into risks, 
intervention opportunities, intervention results, etc. The Patient Profile stores information on patient conditions and 
co-morbidities, tracts beneficiary risk (effective care, preference sensitive care and supply sensitive care), health 
care system interactions, pharmaceutical use, interactions with Health Coaches and other outreach vehicles etc. 
The Patient Profile is used to create outreach campaigns, feed information into our health coach application, and 
create management and outcomes reports about our interventions. 
 
The second component of our programme that reduces fragmentation is the underlying principal of our 
interventions: our collaborative care programme. It considers the whole person – with all their conditions, co-
morbidities, care relationships within and outside of the health care system, and their personal attitudes and 
preferences – when we deliver decision support. The patient profile, extends into the collaborative care centre (C3), 
our health coach, outreach, and fulfilment software system. 
 
C3 was developed to enable generalist health professionals, our health coaches, to deliver consistent, evidence-
based decision support to members with complex care needs. Using a web-based architecture, C3 helps prioritise 
interactions, organise and present information that is disease-specific, relevant and timely, and facilitate fulfilment 
from a single platform. Developed in conjunction with FIMDM, C3 helps prioritise interactions that explicitly account 
for the multidimensional aspect of decision support for complex individuals. For example, priorities will change if a 
beneficiary has diabetes, or diabetes and CHF, or diabetes, CHF and hypertension etc. C3 logs all health coach–
member interactions and activities. This automated log is used for recording, planning and reporting purposes. 
 
The third component of our programme that reduces fragmentation in the delivery of health care is our health 
coaches and the health coach model. Health coaches are trained professionals – registered nurses, respiratory 
therapists and dieticians – who deliver telephonic and face-to-face support to beneficiaries with complex medical 
needs. Health Dialog uses a primary coaching model – a model in which each beneficiary is assigned to a specific 
coach who is the primary resource for that patient. 
 
Their primary goal is to help the member, or the members’ care team, Health Dialog’s model develops 
individualised, action and goal-oriented plans to help beneficiaries develop skills and/or the support to achieve 
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desirable outcomes. Through multiple methods, the model evaluates the opportunity to impact beneficiary’s 
behaviour and applies the appropriate resource to achieve the desired outcome. The actionable care plan is a 
dynamic and ever-changing tool that is incorporated into the coaching process to assure ongoing evaluation of 
progress to personal goals as well as indicators toward Medicare Health Support programme objectives. 
 
All Health Coaches are trained in unique skill transfer techniques that take into consideration capabilities of the 
beneficiary and/or health partner such as cultural background, literacy, cognitive impairment, hearing impairment 
and other skill limiting factors. Health Coaches will adapt their interactions to meet the needs of the beneficiaries 
and/or health partner and identify support structures in the community to assure that an individual’s care plan goals 
are met. 
 
Once the receptivity evaluation has been made, the health coach continues to identify whether a symptom 
response plan is in place, notes the beneficiary’s support structure (family or outside resources), captures the 
beneficiary’s knowledge of their chronic condition(s) and identifies clinical care gaps. The health coach evaluates 
barriers to skill transfer including, but not limited to, environmental, cognitive and situational circumstances. This 
process results in a self-reliance action plan. 
 
Based on the on-going interactions, the Health Coach will adapt the action care plan accordingly. The timing and 
frequency of follow-up interactions are tailored to each beneficiary and/or the health partner’s need. This may 
include, but is not limited to, transition from a health care setting to home. In addition, beneficiaries receive multiple 
interactions and communication materials including mailings, letters, and information booklets designed to keep 
them engaged in the health coaching process. The coaches are supported by the Chronic Condition Guide, 
imbedded within the C3 system, in these interactions. 
 
The second methodology used by Health Coaches is shared decision making (@). This methodology is used in 
decision support with beneficiaries who have preference sensitive conditions. The methodology, supported by C3, 
guides the coaches to explore the condition specific treatment options; the risks and benefits of these options; and 
the patients’ preferences for these risks and benefits. 
 
At the conclusion of any coaching session the coach may schedule follow-up sessions, send out materials, or do 
both. Materials that are used as teaching and decision aides include the following. 
 
Educational library 
Health Dialog’s educational library consists of a variety of print materials from nationally recognised sources to help 
educate beneficiaries with chronic conditions, preference-sensitive conditions, or general health care needs. The 
materials are reviewed for consistency with Health Dialog Clinical Guidelines and certain other criteria, including 
estimated reading level. Other criteria include ensuring that the content provided is: 
 evidence-based, unbiased information 
 balanced view of options 
 advertisement-free 
 user friendly 
 beneficiary centric. 

 
Shared decision-making videos 
Health Dialog health coaches distribute highly differentiated decision support videos (available in VHS and DVD) to 
educate beneficiaries as they make medical and surgical treatment decisions. These tapes are: 
 based on medical evidence and provide both risks and benefits for all treatment options for a given condition 
 organised around the key decision points or ‘crossroads’ of the treatment process. This decision-focused 

approach helps beneficiaries better understand and navigate the choices they are facing. 
 presented from the patient’s point of view, including testimonials from actual people who have faced these 

decisions, have chosen options and who tell their stories with a variety of outcomes both positive and negative. 
 
Internet 
Health Dialog’s website and the Medicare Health Support website will provide a link to a site specific to Health 
Dialog’s Medicare Health Support participants. The website extends and augments the support provided by health 
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coaches. The site allows secure access to a comprehensive, searchable online medical encyclopaedia, (The 
Healthwise® knowledge base) which covers general and symptom-based health issues as well as significant and 
chronic health concerns, including information about medications and surgical procedures. Participants can also 
access web versions of the decision support videos, called Health Crossroads®. 
 
In addition to interactions directly with the beneficiary, health coaches will engage, with HIPAA-related permission, 
the extended care team. For many of the MHS beneficiaries this is a spouse or child. 
 
In addition to the ongoing coaching, we have taken steps to identify key events that notify that a beneficiary’s status 
has changed; one of these is transitions in care settings. Transitions between care settings are identified through 
real-time data feeds from a local fiscal intermediary. Once identified, a beneficiary in transition is immediately 
‘triaged, to the highest priority list and outreach is intimated by the beneficiary’s primary health coach. 
Combinations of telephonic and on-the-ground resources are used to support these beneficiaries. 
 
 
Physician and office support 
Health Dialog recognises that the physician–patient relationship is integral to improving health care quality and 
reducing costs – in fact the ‘Dialog’ in our name is that between a well-informed patient and his or her physician. 
 
Our physician outreach strategy supports the physician–patient relationship and enhances physicians’ ability to 
provide high-quality, evidence-based care to their patients with chronic illnesses. All of Health Dialog’s interactions 
with physicians are based on nationally recognised clinical guidelines which are annually reviewed. The quality of 
content and design of Health Dialog’s physician materials is assured through an evaluation process that includes 
the Health Dialog clinical team, FIMDM, Physician advisory boards and formal and informal consulting 
arrangements with key national professional organisations. 
 
Physician reimbursement 
Health Dialog believes that physician input is an important key to success. Reimbursement that recognises and 
rewards physician and physician’s staff time can drive appropriate behaviour that results in enhanced beneficiary 
participation or improvement in participating beneficiary outcomes. We have had great success with this strategy 
when reimbursing physicians for our clinical registry. 
 
The Physician Clinical Registry 
Health Dialog developed a process by which relevant clinical information can be shared in a bidirectional manner 
with physicians. The primary goals of the registry are: 
 to engage the physician community in the process of clinical quality improvement 
 to collect clinical quality measures related to the MHS beneficiaries 
 to improve the process of transfer of health care information as appropriate 
 to identify areas for additional programmatic efforts to improve the clinical status of the MHS beneficiary 

population. 
 
Currently, the physician registry is a fax-based system; however, we are moving to a web-based record in the near 
future. 
 
Provider support consultants 
Health Dialog employs provider support consultants that work directly with the physicians to enhance 
understanding of the programme. Working with our medical director, the provider support consultants are 
responsible for planning and implementing the programme’s strategies for physician communication and 
intervention. 
 
Physician Advisory Board 
Health Dialog has formed a MHS Physician Advisory Board, facilitated by the medical director. The purpose of the 
physician advisory board is to provide a means for increased communication and collaboration between Health 
Dialog’s MHS programme and physician leaders in the community; to enhance the effectiveness of the programme 
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overall by building strong relationships with the local physician community; to gather physician input and feedback 
for the physician reimbursement programme, and to provide a forum to access and incorporate the views of the 
local physician community on all matters related to the programme. 
 
Provider feedback 
Health Dialog has collected provider feedback through a Hotline which provides 24/7 coverage to track and answer 
questions and concerns. Feedback is responded to by a provider support consultant (see above). Calls are 
forwarded to the MHS medical director both at the request of the caller and as deemed appropriate by the provider 
support consultant team. 
 
 
Outcomes and results 
At this time – six months into the programme – it is too early in the programme to present results other than 
confirmation rates (>90 per cent). However, responses and engagements with the beneficiaries have been 
overwhelmingly positive 
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