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1

1990

1993
Boston Consulting Group

2

1995 2000

1999
Disease Management Association of America( DMAA )  

DMAA
”Disease Management”

1997

                                                  
1 Mark Zitter, “A New Paradigm in Health Care Delivery: Disease Management”, in 
Todd E and David Nash, “Disease Management: A Systems Approach to Improving 
Patient Outcomes”,1997. 

 
2 Boston Consulting Group 1995 ”The Promise of 
Disease Management” Stern C and George Stalk eds.,” 
Perspectives on Strategy from the Boston Consulting Group”, 1998.  
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”Disease Management and Health Outcomes”

 
 1990

2001 WHO

3

4  2002 NHS 
Modernisation Agency United Healthcare Evercare model  Kaiser 
Permanente  Medical Care Programme Pfizer Health Solutions (PHS)
InformaCare® 3 US model

5

strukturierte Behandlungsprogramme
2002 6 2005

7

8

Chronic Disease Management Programme 9

 
 

 

                                                  
3 Pilnick, A et al,” Disease management: definitions, difficulties and future directions”, 
Bulletin of the World Health Organization, 79: 755–763, 2001. 
4 Dixon J et al, "Managing Chronic Disease: WHAT CAN WE LEARN FROM THE US 
EXPERIENCE?", King's Fund, 2004. 
5 Matrix Research and Consultancy,” Managing chronic disease – what to do as a health 
and social care community - learning from Kaiser, Pfizer and United Healthcare in 
England" , 2004(visited March 14, 
2012)<http://www.natpact.info/cms/345.php%e3%80%80>. 
6
7 Sharing Health Care Initiative(SHCI)(visited November 6, 
2008)<http://www.health.gov.au/internet/main/publishing.nsf/Content/chronicdisease-s
haring.htm>. 
8 http://www.adma.org.au/index.html (visited November 6, 2008). 
9 Health Promotion Board (HPB)-Chronic Diseases(accessed March 14, 
2012)<http://www.hpb.gov.sg/chronicdiseases/default.aspx?id=4570>. 
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10

Population high 
risk  

Kaiser
Kaiser Triangle Kaiser Pyramid

3 ( 1-1
Kaiser Triangle Kaiser Pyramid

high risk  
DMAA

Kaiser Triangle Kaiser Pyramid 2
care 

management Capgemini 11  
 

                                                  
10 Schrijvers G, “Disease management: a proposal for a new definition”, International 

11 Capgemini, “The Truth About Disease Management”, 2007. 

DMAA

DMAA

Journal of Integrated Care, Vol.9, January – March 2009. 
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1-1  Kaiser Triangle Kaiser Pyramid 
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12 13

 
Population

 
management cycle  

 
(care coordination

 

 
 Chronic Disease Management

Disease Management Chronic Disease 
Management

 
 
                                                  
12 DMAA-Disease Management Defined(visited January 

6,2007)<http://www.dmaa.org/dm_definition.asp>. 
13 

No.65 2003 pp.4-5.

Level 3
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High risk
Disease/Care management

Level 1
70-80% of chronic disease patients
Self care support/management
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Wagner Chronic Care Model16

( 1-4 Chronic Care Model
long term care

 
 

                                                  
15 Debbie Singh,” How can chronic disease management programmes operate across 
care settings and providers?” WHO Regional Office for Europe, 2008. 
16 Wagner.”Chronic Disease Management: What will it take to improve care for chronic 
illness” Effective Clinical Practice, Volume 1 Number 1, August/September 1998. 
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1-4 Chronic Care Model 
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(delivery system design (DSD) , 
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(CIS) , (self management support (SMS)
 community resources (CR)

 

 
 

                                                  
17 

(White T, “A Guide to NHS”, 2010, pp38-39.  
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25 3 875 2010
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1
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CMS

2005 2008
MHS

MHS  
 

2003 Medicare Prescription Drug, Improvement 
and Modernization Act of 2003

MHS

 
8 DM

2

(a) (b)
(c) 3 MHS

MHS
 

2005 MHS 1 1
2  

 
MHS

3
2007 7 6

1 20 1 MHS

1 MHS
 

2008 12 MHS 18 2
21 2

                                                                                                                                                  
2006  

20 Centers for Medicare & Medicaid Services, “Evaluation of Phase I of Medicare Health 
Support (Formerly Voluntary Chronic Care Improvement) Pilot Program Under 
Traditional Fee-for-Service Medicare”, 2007. 
21 Centers for Medicare & Medicaid Services, “Evaluation of Phase I of the Medicare 
Health Support Pilot Program Under Traditional Fee-for-Service Medicare: 18-Month 
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22  
 

 
MHS

MHS

23  

Kaiser Family Foundation 2010
60%

 
 

2000
1

2000
Population Health Management

Population Health Management

 
Patent Centered Medical Home

PCMH PCMH

                                                                                                                                                  
Interim Analysis October 2008”, 2008. 
22 1 2 3

3  
23 Ariel Linden and Julia Adler-Milstein, “Medicare Disease Management in Policy 
Context”, Health Care Financing Review, Spring 2008, 29(3)1-11. 
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2010  
2010 The Patient Protection and Affordable Care 

Act of 2010
Prevention Wellness

 
 

1 care 
management ”disease management”  

 
MHS

24 Fully integrated models Community-based socially 
oriented model  Patient-Centered Medical Homes

care coordination
care coordination

Logic Model 2-2-1 25

                                                  
24 Schraeder C and Paul Shelton eds., “Comprehensive care coordination for chronically 
ill adults”,  2011 
25 Brown S et al, “Promising practices in acute/primary care”, in Schraeder C and Paul 
Shelton eds., “Comprehensive care coordination for chronically ill adults”, 2011 

.

.
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2-2-1  Logic Model for Care Coordination Interventions 

 

 
Brown S et al, “Promising practices in acute/primary care”, in Schraeder C and 

Paul Shelton eds., “Comprehensive care coordination for chronically ill adults”, 2011 

 

Program Context 
(e.g., host organization type, 
care coordinator background, 
caseload size, pre-existing 
relations with physicians)

Approaches to Care 
Coordination
(e.g., assessment, care 
planning, monitoring, 
education, communication with 
physicians, managing 
transitions, medication 
management, service and 
resource arranging)

Care manager contact type 
and intensity

Increased general preventive 
services
(e.g., colon cancer screening)

Medication management
(e.g. reduced polypharmacy)

Increased recommended 
disease-specific services
(e.g. eye examinations for 
diabetes, blood tests for lipids 
for diabetes and CAD)

Target population of
beneficiaries
Recruitment
Enrollment

Decrease in potentially 
preventable hospitalizations 
and complications (general and
disease-specific), decrease in 
hospital readmissions

Other health care processes
-Increasing adherence to 
guidelines
-Increasing patient and 
caregiver activation
-More timely alerts of 
patient deterioration
-Closer monitoring and 
follow-up of patients 
-Increased communication 
across providers
-Improved care transitions
-Increased patient education
-Improved end-of-life planning

High global satisfaction with 
program services

Reduction in Medicare service 
use and cost

Increased patient knowledge 
and adherence

Increased satisfaction with and 
reports of specific services 
(e.g., arranging payment for 
noncovered services or 
medications, helping make 
appointments with specialists 
or therapy services)

Improved functioning and 
health related quality of life

Decrease in mortality

Process Measures
Adherence and Quality-Related

Outcome Measures
Cost and Use

Outcome Measures
Program Features 

and Enrollment
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     Commonwealth of Australia

2,215 2009 12
1901 6 2

 
 

National Health Service(NHS)

1960
17 26  

1972 1974
Medibank Health Insurance Commission 1975

Medibank (Standard)
Health Insurance Commission

 Medibank Private 1978 Medibank 
(Standard) Medibank Private  

1983 1984
Medicare 27 1996

2007  
1984

2

85 15

                                                  
26 Wills et al.,“Understanding Australian Health Care System”, 2009, pp.8-9. 
27 
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1 57.50 28  

24
 

GP General Practitioner GP
GP

(referral system)  
GP

GP

1984
GP Medical 

Benefit Scheme ( MBS )
GP Bulk Billing
GP MBS

GP  

1.5 25
5  

Australian Health Care Agreements 
 

                                                  
28 2005 GP 100

25
2004

8
1,000 500  
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GP Community 
health services29 2-3-1  

 
2-3-1 Expenditure on primary health care and related services, Australia, 

2007-08 ($million) 

Oxford University Press 2011 p.162. 

1997  Medibank Private Health Insurance Commission
1998 Government Business Enterprise

Medibank Private 30 1999
30 (rebate)

                                                  
29 community nursing
mental health dietetics ,  

Duckett S and Sharon Willcox, “The Australian Health Care System”, 4th ed. 

Service Commonwealth
government

Community
health services
and other
miscellaneous
services

State
and local
governments

Health
insurance

Individuals Other Total

GP services

Other health
practitioners

Dental services

Aids and
appliances

Patient
transport

4394

635

1041

645

480

252 1296

325

580

4251 1

446

927

2264

128

418

239

1574

3944

45

258 69

10

312

69

4812

5195

3373

6106

3114

2003

Data source: AIHW 2010c
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GP
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McKesson  

 

 
2002

Australian Health Ministers' Advisory Council 
2003 7 National 
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Chronic Disease Strategy NCDS 30 N 
CDS 5 National Service Improvement 
Frameworks 

 
2011 National Health Reform Agreement

GP GP Super Clinics GP
visiting medical specialists

 
1990 31  

GP episode
1990 episode

GP

1991 General Practice Reform Strategy 1998
GP Practice Incentives 

Program (PIP) 1999-2000  Enhanced Primary Care (EPC) 
2004

GP practice nurse 2005 EPC
Chronic Disease Management (CDM) items 

 
 

Community health services

2000

New South Wales NSW Chronic 
Care Program 2000 2009 3

COPD

                                                  
30 National Health Priority Action Council (NHPAC), “National Chronic Disease Strategy”, 
Australian Government Department of Health and Ageing, 2006. 
31 The Australian Government Department of Health and Ageing, “Primary Health Care 
Reform in Australia: Report to Support Australia’s First National Primary Health Care 
Strategy,” 2009, pp15-17. 
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NSW Chronic Disease Prevention Strategy 2003
2007

Victoria Hospital Admission Risk program 
(HARP) 2001 1

Integrated Chronic Disease 
Management ICDM

ICDM

2010
PDSA

Early Intervention in Chronic Disease in Community Health 
(EIiCD)

Western Australia Chronic 
Disease Service COPD

3 6 Community 
Physiotherapy Services CPS

Hospital in the Home Services HITH
24

The COACH Program The COACH Program
Melbourne Margarite Vale

1995 The COACH Program
2

Web
 

8
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32  
NCDS

episode
MBS

GP

 
La Trobe University Australian Institute for Primary Care 2008

HACC program community health 
33  

                                                  
32  Nolte E et al, “Managing chronic conditions: Experience in eight countries”, European 
Observatory on Health Systems and Policies, 2008. 
33  Swerissen H and Taylor M, “System reform and development for chronic disease 
management. A report prepared by the Australian Institute for Primary Care”, La Trobe 
University, 2008. 
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9  
1959 1963

1 1965

1  
 

 

20
80

80 20
National Healthcare Group

Singapore Health Service
 

1
12 20 20

 
 

CPF Central 
Provident Fund CPF

1
Medisave CPF

1984

                                                  
34 2008 12 29 8

Cheah Jason National Healthcare Group Singapore  Chief Projects Officer

Cheah Jason DM
HP< http://www.sj-ri.co.jp/research/healthcare_socials/proceedings_pc/08.html>

 

707 508
377 2010 75 14
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6 1 National Health Survey
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United 
Kingdom of Great Britain and Northern Ireland United Kingdom

242,514 ( 65 )
6,179 (2009 ONS 35

1979 1997
2010

National 
Health Service ( NHS ) NHS

NHS
internal market

NHS
NHS

NHS

One system- four structures 36

NHS
General Practitioner. GP
( ) (

                                                 
35
36 The NHS Confederation, “The NHS handbook 2010/11”, 12th ed. The NHS Confederation, 
2010.
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secondary care ) NHS
NHS Community health 

services Integrated care 37

Community health services
Allied health 

professional Community nurse
Integrated care GP Community nurses Social care teams

 
GP NHS

GP
3 GP

Essential service
community nurse

Additional service
Enhanced service
 

 
 

1999
Expert Patients Programme 2001 38

2000 NHS NHS 
National Service Framework ( NSF ) 

Chronic Disease Management CDM

(self-care)
GP specialist nurses allied health professional

39  

2004 2004 3 3

                                                  
37 The NHS Confederation, “The NHS handbook 2010/11”, 12th ed., The NHS Confederation, 
2010 
38 Department of Health,” The Expert Patient: A New Approach to Chronic Disease 
Management for the 21st Century", Department of Health, 2001 
39 Department of Health, "National Service Framework: A practical aid to implementation 
in primary care", Department of Health, 2002. 

.

.
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”Improving Chronic Disease Management”40 80
3 2 41 NHS

CDM
CDM

Castlefields Health Centre
case management Evercare CDM Kaiser 

Permanente
Population Management

Population Management 1 Kaiser Pyramid
3 Level 1 70

80 self-management Level 2
care management Level 3

case management
2-5-1  

1

 
 

                                                  
40 Department of Health, “Improving Chronic Disease Management”, Department of Health, 

41 chronic disease chronic disease 
long-term conditions  

2004(visited Feb.9 2012) 
<http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digital
asset/dh_4075213.pdf.> .
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( )  Department of Health, “Improving Chronic Disease Management”, 
Department of Health, 2004 

 

Primary Care Trust ( PCT
) GP

NHS MCO(managed-care 
organization) 42

PCT

community care

                                                  
42 Robert L Kane, “Strategies for improving chronic illness care: some issues for the NHS”, 
Aging Health , 3(3). 333-342, 2007. 

2-5-1 Population Management 

Population management
More than care and case manegement

Level 3:
Highly complex

patients
Case

management

Level 2:
High risk patients

Care management

Level 1:
70-80% of a Chronic Care
Management popilation

Health promotion
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5 1 ”Chronic disease management: A compendium of 
information” CDM

1 Chronic Care Model NHS
Chronic Care Model GP

CDM
CDM

44 Chronic Care Model NHS

(health care organisation (HCO)) Primary Care Trust (PCT) 
NHS Trust social care 

(self management support (SMS)
NHS Expert Patients Programme

                                                 
43 White T, “A Guide to the NHS”, p.8, p.35, 2010 
44 Wilson, T et al, "Rising to the challenge: will the NHS support people with long term 
conditions?” BMJ 330, 657-661, 2005. NHS
45 The National Institute for Health and Clinical Excellence (NICE) 1999 
NHS

(decision support (DS)
NSF NICE45

(delivery system design (DSD)

case management
(clinical information system (CIS)

3 R registration, recall and review.
NHS registration recall review

 community resources (CR)
PCT PCT

NHS PCT

43
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 2005 1
”Supporting People with Long Term 

Conditions. An NHS and Social Care Model to support local innovation and 
integration.”46 social care

2-5-2 The NHS and social care long term conditions model 

Department of Health, “Supporting People with Long Term Conditions. An NHS 

NHS and Social Care model Chronic Care Model
Delivery system Population 

Management
social care, (career)

case management

                                                 
46 Department of Health, “Supporting People with Long Term Conditions. An NHS and 
Social Care Model to support local innovation and integration”, Department of Health, 
2005.

2-5-2

and Social Care Model to support local innovation and integration”, Department of 
Health, 2005. 

Infrastructure

Community
Resources

The NHS and social care long term conditions model
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(Community Matron)47

specialist advice
self care

Expert Patient Programme self-management 
programme ( 2-5-2 disease management care management

 
 

 
CDM , NHS and Social Care model

NHS
Health Enterprise East Limited (HEE) 

NHS HEE
SBRI (Small Business Research Initiative) East 2011

Improving the Health of People with Long-Term Conditions ‘Personalisation and 
Empowerment’

48  

GP population
PCT

population management

 
2006 3 King’s Fund CDM

Empowerment” (accessed 9, February,2012)<http://www.innovateuk.org/_assets/ 
new%20assets%202nd%20feb%202011/sbri_east_2011%20brief.pdf> 

                                                  
47 2009

2010  
48 Technology Strategy Board , Competition for development contracts “SBRI East - 
Improving the Health of People with Long-Term Conditions Personalisation and 

.
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49

2008 8 CDM

CDM

social care

                                                 
49 Rosen R et al, “IMPROVING CHRONIC DISEASE MANAGEMENT”, King’s Fund, 2007. 
50 Nolte E et al, “Managing chronic conditions: Experience in eight countries”, European 
Observatory on Health Systems and Policies, 2008. 

GP

Expert Patient Programme, 
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(Canada) 9,984,670 26.4 3,434
9,236 2011 4 1
3000

10 province 3 territory

Medicare51

(medically necessary services)
Medicare 1947

1962
1957 Hospital Insurance and 

Diagnostic Services Act
1995

Canada Health and Social Transfer (CHST)
Medicare

Medicare Primary Health Care Service Secondary Services Primary
Health Care Service

community health centre

fee-for-service
Secondary Services

                                                 
51

Medicare
Medicare
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1984 Canada Health Act 5
Public Administration Comprehensiveness

(
) Universality:

Accessibility:  (medically necessary ) 
Portability 

 

primary care 
physician PCP general practitioner GP

PCP

PCP Montague
patient first (care gap) 53

Improving Cardiovascular Outcomes in Nova Scotia(ICONS)
1997 5

initiative 2002
Cardiovascular Health Nova Scotia (CVHNS) 54

 
 

2000
Primary Health Care 

                                                  
52 Thompson V, “Health and health care delivery in Canada”, 2010,p.239. 
53 Montague T, “Patient First: Closing the health care gap in Canada”, 2004, p.35. 
54 Department of Health and Wellness, Government of Nova Scotia, 
“CARDIOVASCULAR HEALTH NOVA SCOTIA NETWORKMEETING: MEETING 
REPORT”, June 8th and 9th, 
2007,<http://www.gov.ns.ca/health/cvhns/CVHNS_NetworkMeeting_June_07.pdf> 

52 PCP

.
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PCP
episodic, responsive 

model

55  

 
2000 2000 9

Primary Health Care Transition Fund (PHCTF)
2000 2006 8

(

56  
2006 4 National Chronic Disease Management in Primary 

Health Care Conference
57  

                                                  
55 Primary Health Care Transition Fund, “Chronic Disease Prevention and Management”, 
Primary Health Care Transition Fund, 2007. 
56 Primary Health Care Transition Fund, “Summary of Initaiatives-Final Edition”, 
Ministry of Health, 2007<http://www.healthcanada.gc.ca/phctf> 
57 Dorland J and McColl M A, “Emerging approaches to chronic disease management in 
primary healthcare”, McGill-Queen's University Press, 2007 
58 Ministry of Health and Long-Term Care, “Preventing and Managing Chronic Disease: 
Ontario Framework”, Ontario, Canada, 2007 

2007 5
58 Chronic Care Model

Logic Model
2-6-1 , Component Output, 

Outcome

.

.
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2-6-1 Logic Model for Ontario's Chronic Disease Prevention and Management 

Framework 

Ministry of Health and Long-Term Care, “Preventing and Managing Chronic 
Disease: Ontario Framework”, Ontario, Canada, 2007 

Logic Model for Ontario's Chronic Disease 
 
 

 

Policy, Legislation/Regulations, Guidelines, 

 Communities collaborating with HCOs to identify 
and prioritize issues affecting the health of the 
population. 

 Communities championing activities for healthy 
public policy, and supportive environments. 

 Community collaboration with HCOs to develop, 
link and coordinate services and information for 
individuals and families. 

 Community information and programs integrated 
with health care services. 

 Improved healthy public policies and supportive 
environments.  

 More community information and programs 
integrated with health care services. 

 

 Education, counselling, behaviour modification programs, and 
information for individuals and families to build skills for 
healthy living and coping with disease. 

 Tools for individuals and families to become daily self-
managers and communicate with providers. 

 Care teams with individuals and families at the centre, and 
engaged in decision making and care planning. 

 Self-management information and resources accessible and 
tailored to meet the needs of individuals and families. 

 Community programs and resources integrated into care. 

 More people exhibiting healthy behaviours 
 Individuals and families at the centre of the care team, actively 

engaged in decision-making, and daily managers of their health.  
 More individuals and families gaining benefits through 

involvement in self-management  
 Increased participation in community programs and resources 
 Increased overall satisfaction of individuals and families with the 

responsiveness of the health care system to meet their needs   

   

Components Activated Communities and Prepared, Proactive Partners Informed, engaged individuals and families 
 

Short-term 
outcomes 

 Increased community collaboration with HCOs to 
identify and prioritize issues affecting health. 

 Increased community action for healthy public 
policy, supportive environments to meet the needs 
of their population. 

 Increased awareness, linkages and referral to 
community programs, information, and resources. 

 

 
Improved Clinical Outcomes    Reduced burden of Chronic Disease   

Inputs 

Intermediate 
outcomes 

Outputs 

 Individuals and families have increased skills and knowledge for 
healthy behaviours.  

 Individuals, families and providers have improved 
understanding of their roles as partners on care teams, and 
consumers are involved in care planning. 

 More individuals and families have increased knowledge of their 
disease processes and role as daily self-manager. 

 Increased knowledge and skills of consumers in self-
management.  

 More individuals and families are aware of and linked to 
community programs and resources.  

 
Long-term 
outcomes 

 
Vision 

An integrated, coordinated system for the prevention and management of chronic diseases, with 
organizations/providers, that are proactive, individual and family-centred, and that 
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Prevention and Management Framework 

Fiscal and Human Resources, Information Systems

 Health promotion, primary, secondary, and tertiary prevention incorporated into care. 
 Visible leadership, aligned incentives, policies, resources, measurement, and accountability for 

CDPM system changes. 
 Interdisciplinary team practices, with links to specialists, where health care providers 

collaboratively provide patient-centred care in a seamless and coordinated manner. 
 Integrated electronic information systems with comprehensive, accurate information for 

providers and individuals to share information & make the best decisions. 
 Evidence-based tools for prevention, assessment and management incorporating planned 

interactions, and prompts for follow-up.  

 Health promotion and prevention integrated across continuum of care.  
 Health care coordinated across the continuum of care, providers and settings. 
 The appropriate type and number of health care providers working in collaboration to meet the 

needs of the individual and family. 
 Care is evidence based and meets the diverse needs of consumers. 
 Care is proactive, and provides for complex and continuing care, with follow-up and ease of 

navigation. 
 Integrated information systems with consumer, decision support and community information. 

Prepared, proactive practice teams 

 Improved sustainability of the health system    

 Providers have increased knowledge, skills and tools to incorporate prevention into their 
practices. 

 More HCOs promote system change and provide incentives, align policies, resources, 
measurement, and accountability.  

 Increased number of interdisciplinary teams, with links to specialists working collaboratively and 
providing coordinated, patient-centred care. 

 More providers using electronic information systems and sharing information among team 
members, their clients, other health providers and settings. 

 More providers using evidence-based tools, and quality improvement approaches for prevention, 
assessment and management. 

productive interactions and relationships among individuals/families, communities, and health care 
provides access to quality care by the right provider at the right time in the right place 

   

Components 

Short-term 
outcomes 

Inputs 

Intermediate 
outcomes 

Outputs 

 
Long-term 
outcomes 

 
Vision 
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2006 4 National Chronic Disease Management in Primary 

59

CDM

                                                 
59 McColl M and John Dorland,”Conclusion and Directions for the Future “, in Dorland J 

healthcare”, McGill-Queen's University Press, 2007, pp.171-179. 

Health Care Conference John Dorland  Mary Ann McColl 

Chronic Care Model, Kaiser Triangle framework

and McColl M, “Emerging approaches to chronic disease management in primary 
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60

8,175 35.7 94 GDP
2 2,480 EU 2010 1990

90 10% 61

1970

1992

1992
1,223 2009 202

2007

                                                 
60 2009 6 19 10

DM HP<http://www.sj-ri.co.jp/research/ 
healthcare_socials/proceedings_pc/10.html>
61
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2003

2007

strukturierte Behandlungsprogramme
DMP

2003
DMP

1990 16

GDP 1990 10 2000 10.2%
2002 10.6% 1990

2-7-1

2-7-1 %

糖尿病
高血圧

30.0

25.0

20.0

15.0

10.0

5.0

0.0
1980 1990 2000 2010 2020

（注）1980 年、1990 年、2000 年は実績値、2010 年および2020 年は見通し。

（出典）Euromonitor International Plc, “World Health Databook 2007/2008”, 2007.
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DMP

DMP 2002 2
2003 2004 1

DMP
DMP

DMP

3

DMP 1
DMP

DMP

DMP
DMP

DMP

DMP DMP
2-7-2
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DMP

DMP DMP
2-7-3

2-7-3 DMP

AOK 2 DMP

AOK

2-7-2 DMP

（出典）損保ジャパン総合研究所作成。

疾病金庫

病院
専門医

家庭医 患者

コーディネーター
患者の紹介

専門的治療

-契約の締結
-報酬

-治療
-紹介　など

-参加者の募集

・２型糖尿病の診断が確定
・患者教育、治療プログラムへの参加の
意思

・生活習慣の改善により血糖値を自分で
コントロールする意思

・定期的な家庭医の診察を受ける意思
・合併症や併発症の検査を受ける意思

・初回診療での家庭医の所見
・薬の服用、生活様式、教育日程など家
庭医と患者の話し合いによる治療計画

・治療目標の設定 ・目標に達しない（血糖値、血圧など）
・検査の必要性
・外来で対処できない場合の入院

・生活習慣の改善
・投薬治療
・２型糖尿病に関連するリスクへの対処

・家庭医による経過観察と測定値の比較
・新たな症状、入院、緊急治療から治療戦
・略の妥当性を家庭医が判断

２型糖尿病の診断、
患者（被保険者）
の同意書への署名

DMPへの
被保険者の
（自発的な）
参加

治療計画と
目標の設定

治療
専門医
病院への
紹介

継続的ケア
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DMP
DMP 2007 400

DMP DMP
DMP

DMP
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10 200 4 1 4,977
2010 2010

GDP 1 145 1 GDP 20,759 2010
2-8-1

1960 51.1 53.7
2008 74.5 81.4 OECD Health Data

1000 1.6 3.8
0.6 53,873

4 1 PPP

2-8-1 2008

OECD Health Data 

2000 7

1976 12 Health Insurance Act

1977 7 500

1989
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1997 National Health Insurance Act

227

National Health Insurance Corporation; NHIC

2000 7 2008 7

2000 7 1 Health Insurance Review 

Agency; HIRA

A

6

3 4

B

( )

Health Center health sub-center PHP Primary healthcare post 3

1

1995
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PHP

National Institute of Health
Institute of Health and Social Welfare

U-Health

2000
16 5000 34%

2002
4 10

2002
15

31  2002 8 2003 12
2004 104 139
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2005 165

/

2-8-2

2-8-2

2-8-3
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A

2-8-3

現状分析
健康度・疾病、医療費、ライフスタイル、など

致傷疾病に対する
住民・患者の健康度、医療費、ライフスタイル、心理特性、など

集団に対する介入対象・目標設定・Triage

疾病管理 個別管理
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17 2001
10 2002

65 10 3
17

30

1
2008

 

 

(I10)  1  1
 5%
2-8-4  

 

 

 
2-8-4  
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B  

 
 

2-8-5  
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2-8-5

事例管理対象者の
案内および選定

要求査定
（Needs Assessment）

計画の策定

事例管理を仲介
（Intervention）
※ 教育、
相談の遂行

評価
（Evaluation）

追跡調査
（Follow-up）

本部が構築する対象者を選定基準（優先順位）によって選定
－案内文の発送→電話………訪問日の約束

訪問：対象者との面談を通して健康問題要因を把握

電話
モニタリング

中間終結

正常終了

再登録

・要求査定の結果を通して問題リストを選定
・実現可能な事例管理計画を策定（目標、遂行活動を計画）

訪問：改善の効果を測定
１）目標達成具合の評価
２）対象者の呼応度

１）１次（正常終結後３ヶ月時点）：郵便案内
２）２次（正常終結後６ヶ月時点）：郵便案内、訪問相談
３）３次（正常終結後９ヶ月時点）：電話相談

〈①訪問→②電話→③訪問→④電話〉

①訪問（２週）：要求査定後、選定された問題リストを仲介
②電話（４週）：すでに提供された仲介内容の実践具合を
　　　　　　　把握、再教育など追加の仲介を実施
③訪問（７週）：問題リストに対する対象者の自己管理具合
　　　　　　　を把握、追加資料提供、追加的教育の実施
④電話（10週）：問題リストの管理、実践具合の確認
※過小医療利用者は２回だけ実施
－ただし、対象者の要求、疾病状態などやむをえない場合は
　仲介回数を２回追加可能



-64-

process-oriented

(spot check) 
6

C

NHIC)

4

2-8-6
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2-8-6

ICT
ICT
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So, Ae-Young, Kim, Yun-Mi, Kim, Eun-Young, et al.: Effects of 
Community-based Case Management Program for Clients with Hypertension. J Korean 
Acad Nurs Vol.38 No.6, 712-725

2009

1.
2005 7

2.
2009.11.2

3. 2009.11.2
4.

2009.11.3
5.

2009.11.3
6. 2006 5 ( )
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2

2000

care management

Chronic Disease Management( CDM )

1 Wagner
Chronic Care Model 2 (

Chronic Care Model

Chronic Care Model

community base
CDM
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CDM

CDM

NHS and Social Care Model CDM

CDM

1 2

Logic Model

GP

CDM
One fits all 

CDM
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(capability) 

(capability)
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CDM

2006

2000 21
2000 10 21 2002

21

9 70

10 2005
21

2004 10
2005 9

(

2005 10 4
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a.

b.

21 2005 9

  c. 

d.

d.
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e.

f.

5
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one fits all 

One fits all
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  Gregg L. Mayer Gregg L. Mayer & Company, Inc. President Dr. 

DM

DM
DM

DM
DM

1 2005 10
2 2005 12
3 2006 3
4 2006 6
5 2006 11

6 2007
7 2008 11
8 2008 12
9 2009 3
10 2009 6
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  13 2011 11  
 

 
 

2006 1  

 
 

 

1 2 1 3 5 6
3 2 2 2 4

7 2 8  
 

 

11 2009
12 2010 3

11
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