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Disease Management:  
Does It Work?
by Jill Bernstein, Deborah Chollet, and G. Gregory Peterson

Disease management (DM) programs are a com-
mon feature of both private and public health plans. 
In 2008, 59 percent of large employers offering 
coverage included at least one DM program in their 
most popular health plans.1 At least 20 Medicaid 
agencies and a number of state high-risk pools also 
have instituted DM.2, 3 This brief looks at the research 
evidence on the effectiveness of DM programs and 
emphasis on DM in health care reform.

Better Outcomes at Lower Cost

DM programs identify patients with costly chronic 
conditions, such as diabetes or asthma, and encourage 
them to follow recommended self-care and coor-
dinated care regimens. DM strategies range from 
educating patients about appropriate self-care (such 
as self-monitoring, keeping medical appointments, 
taking prescribed medications, maintaining healthy 
diets, and exercising) to developing customized 
plans coordinating care for patients with multiple 
chronic conditions. Some DM programs also try to 
improve providers’ adherence to evidence-based 
care guidelines. DM programs seek to control health 
care costs by focusing on two major drivers: 

•	 High-cost chronic conditions. A relatively small 
number of people with chronic illnesses account 
for most health care costs. In 2004, more than 75 
percent of all medical spending was attributed to 
the roughly 50 percent of the noninstitutionalized 
population with one or more chronic conditions.4  

In Medicare, the picture is similar: one-fourth  
of beneficiaries with five or more chronic  
conditions account for more than two-thirds  
of program spending.5

•	 Hospitalizations. Inpatient hospitalizations for 
acute conditions are major drivers of health care 
expenditures. Many patients with chronic diseases 
are hospitalized for acute events that might have 
been avoided with appropriate treatment or recom-
mended self-care.6, 7

Not Yet Consensus that DM Works

In 2007, more than half of U.S. employers offering 
health insurance said that DM programs in general 
were effective in reducing health costs.8 However,  
the research evidence on DM’s impacts on cost,  
quality of care, and health outcomes has been incon-
clusive. For example, programs aiming to implement 
widely accepted, evidence-based guidelines for the 
care of patients with congestive heart failure have  
had mixed results: 

•	 Some DM programs reduced hospitalization rates 
and post-discharge mortality for congestive heart 
failure by 5 to 25 percent, but others showed no 
positive impacts on post-hospital mortality.9, 10, 11

•	 Although some such programs produced enough 
savings by reducing hospitalizations to cover  
program costs, others have not.12, 13, 14
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Some Features Seem Effective 

While differences in both the implementation and  
targeting of DM programs can affect their results, 
four DM program features appear to improve their 
relative effectiveness:

•	 Individualized case management. Successful 
programs follow a common strategy in planning 
care.24 They conduct an initial assessment with the 
patient to develop a clear, practical plan addressing 
the patient’s chronic illnesses; they implement the 
plan with a focus on patient education, relation-
ship-building with physicians, and monitoring to 
ensure each step of the plan is completed; and they 
periodically assess the status of the intervention 
and adjust the plan as necessary. 

•	 In-person contacts. In more successful DM pro-
grams, care managers meet in person with their 
patients to coordinate care, rather than commu-
nicating only by phone.25 In-person contact may 
promote more thorough initial evaluations and 
care plans, as well as more trusting relationships 
between care managers and patients.

•	 Focus on hospital discharges. Many chronically  
ill patients who experience an unplanned hospi-
talization return to the hospital or the emergency 
room within months of discharge. This pattern may 
reflect a number of problems: the patients’ acute 
problems were not resolved by the time of dis-
charge; they lack sufficient self-care skills or social 
support; or they are seeing multiple providers who 
do not communicate with one another. Interven-
tions that reduce the likelihood a patient will return 

Similarly, a review of disease management programs 
for heart disease, diabetes, asthma, and other condi-
tions found that some programs generated no savings, 
but others saved payers up to $6.50 for each dollar 
they invested.15, 16 

Evaluations of Medicare DM programs have also 
been mixed:

•	 A review of 35 Medicare-funded DM pilot proj-
ects in 22 states involving approximately 300,000 
beneficiaries showed that most did not substantially 
improve quality of care or reduce treatment costs. 
However, seven projects reduced treatment costs 
enough to cover the costs of the interventions.17

•	 In a recent demonstration involving nearly 20,000 
Medicare beneficiaries in 15 programs throughout 
the country, DM increased costs on average by 11 
percent. None of the sites produced savings net of 
the average cost of $155 per enrollee per month for 
care coordination services.18 

•	 However, at least two recent analyses concluded 
that some programs have been more successful 
with subgroups of enrollees at particularly high risk 
of future hospitalizations—suggesting that well-
targeted DM efforts can be cost-effective.19

In 2004, the Congressional Budget Office concluded 
that evidence was insufficient to discern whether 
chronic disease management reduces costs.20 A more 
recent systematic review conducted for the Agency 
for Healthcare Research and Quality also concluded 
that more evidence is needed.21 

Why the Inconsistency?

Conclusions about the effectiveness of DM pro-
grams are inconsistent for least two reasons. First, 
the programs have focused on different populations 
and interventions, and so the quality of implemen-
tation or replication of the program model may be 
uneven.22 Second, the studies have used varying 
methods and measures, some more valid than oth-
ers, to estimate program effects.22 To help address 
the second problem, the National Committee for 
Quality Assurance recently developed standards for 
reporting DM performance and built them into its 
accreditation process.23 

Evidence indicates that relatively effective  
disease management programs have some  
characteristics in common:

•	 They use individualized case management.

•	 They contact patients in person, not just by phone.

•	 They focus on hospital discharges as key 
opportunities to improve health outcomes.

•	 They encourage patients to use effective  
treatments by reducing cost-sharing for  
these treatments. 

WHAT THE  RESEARCH SHOWS
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to the hospital within six months of being dis-
charged include coaching of patients about appro-
priate self-care and enhanced discharge planning 
with clinical follow-up by, for example, a clinical 
pharmacist or advanced-practice nurse.25, 26, 27, 28

•	 Low out-of-pocket expenses for recommended care. 	
Patients with chronic illnesses characteristically 
have high out-of-pocket expenses.29 Reducing cost 
sharing for services or medications in a patient’s 
DM plan can significantly increase adherence to 
the plan.30 

Considerations for Policymakers

The Patient Protection and Affordable Care Act (P.L. 
111-148) or ACA, enacted in March 2010, empha-
sizes chronic disease management to improve the 
quality of care and address cost. For example:

•	 It requires health plans to publicly report chronic 
disease management as an indicator of the quality  
of care by 2012, and to include chronic disease  
management as an essential benefit by 2014. 

•	 It directs the Center for Medicare and Medicaid  
Innovations (at the Centers for Medicare &  
Medicaid Services) to focus on developing models 
for improving the efficiency and quality of health 
care—including care coordination for chronically  
ill individuals at high risk of hospitalization, pro-
vider networks that employ health information 
technology and care coordinators, a chronic disease 
registry, and home telehealth technology.31

•	 It creates a financial incentive for states to develop 
primary care-centered medical homes for Medicaid 
enrollees with chronic conditions by increasing the 
federal contribution rate when they do.

•	 It establishes a program of community-based, 
interdisciplinary professional teams to help primary 
care practices develop more effective systems for 
managing an array of health care problems in chil-
dren and adults. 

ACA offers states and communities important  
roles in designing, implementing, and evaluating  
DM programs in public and private health plans. For 
example, state and local public health agencies can 
work with local health plans to design DM programs 
that focus on the specific needs of their populations, 
providers, and local systems of care. States also can 
lead in evaluating the effectiveness of DM programs 

in qualified private plans available through their 
health insurance exchanges, as well as the medical 
home models of chronic disease management that 
ACA encourages them to develop in their Medicaid 
programs. Understanding what does or does not work 
in private and public plans, for different populations 
and in different circumstances, will be essential to 
improving both the quality and efficiency of care for 
chronic disease. 
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