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Chronic Disease: 
Threat to Sustainability

• Numbers
−

 

7 million Australians with major chronic disease, growing 9% pa
−

 

Diabetes: 780,000 diagnosed, 500,000 undiagnosed , 1.5 million pre
• Health System costs

−

 

Diabetes $3.5 billion
−

 

Cardiovascular $5.5 billion
−

 

Respiratory $3.7 billion
−

 

Mental disorders $3.7 billion
• Consumer costs of same magnitude

−

 

Diabetes heart attack, stroke, amputation, blindness, kidney failure
−

 

Diabetes 4 million people die worldwide, up by 80% next decade
• Human capital loss

−

 

Diabetes 12% lower workforce participation, 30% lower 
productivity

−

 

Impact on Australian GDP over $5.5 billion



Reasons for Action

• Over 50% of doctors do not follow best practice guidelines 
• Less than 25% of chronic disease patients on care plans, 

less than 2% tracked for adherence
• 15-30% of  people don’t take prescribed medications
• 50% unnecessary acute episodes/hospitalisation from lack 

of knowledge of patient condition
• 50% variation in practice outcomes across regions
• Care team operates in silos, information not shared across 

care team
• No support for patient in adhering to care plan, ensuring 

appointments made, visits attended, medications renewed



CDMS Objectives
IDMS (Intelligent Disease 

Management Network)
• Eastern Goldfields (WA)
• Initial prototype service
• Diabetes, 300 users
• $2.3 million (DoHA, WA 

Dept Health, industry, WA 
University, and key 
healthcare stakeholders)

CDM-Net (Chronic Disease 
Management Network)

• Barwon South Western (Vic)
• Fully operational service
• Diabetes plus co- 

morbidities, 3000 users
• $8.7 million (DBCDE, Vic 

Gov, industry, universities, 
and key healthcare 
stakeholders)

• Increase uptake and adherence to best 
practice care plans

• Improve health outcomes
• Improve equity of access
• Reduce hospital admissions
• Improve sharing of health information
• Increase revenues into GP practices 

(via increased EPC payments)
• Establish scalable and sustainable 

business model
• Extensible across regions, states and 

nationally
• Drive revenue streams into e-Health 

infrastructure
• Support and leverage other e-Health 

initiatives



CDMS: What it does

Plan Creation: Creates 
electronic, personalised, 
best-practice care plans
Coordination: Distributes 
care plans and record to 
care team and patient
Tracking: Tracks 
compliance with care 
plans by care team and 
patient
Monitoring: Monitors key 
patient health parameters 
(e.g., blood glucose)
Adherence Support: 
Sends alerts, reminders, 
and notifications to help 
stay on plan

Diabetes nurse educators 
provide online support to 

GPs, care team and 
consumers

Health events tracked across 
the continuum of care using 

broadband connectivity

Intelligent systems 
provide disease 

management and 
care coordination 

services

Reminders, alerts, and 
advice sent by phone, 

SMS, email and Internet

Information shared 
across the care team 

and with the 
consumer

A broadband-based health service to assist health care providers and 
consumers to continuously monitor and manage chronic disease
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Tracking and 
Alerting
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GP Benefits
Task Without CDMS With CDMS

Plan Creation
• Slow (15-30 mins)
• Costly (resources)
• Text based

• Faster (2-5 mins)
• Cheaper (no resources)
• Better (electronic, 

evidence-based)

Tracking • Too hard, rarely 
done • Automated, alerted

Monitoring • Patient only, no 
alerts 

• Continuous, alerted, 
shared

Coordination • Difficult, slow, 
costly

• Shared, monitored, 
alerted

Adherence Support • Rarely done
• Continuous, 

personalised, 
reminders, alerts

Increased Revenues: $50,000 increase per GP pa        

Improved patient outcomes: less adverse events,   
improved quality of life, lower patient/carer costs

Reduced risk: Eliminates “duty of care” gap



National Benefits: COAG Agenda
Outcomes Increase the effectiveness of the 

health system in achieving health 
outcomes 

Reduce the proportion of the 
working-age population who 
are under-participating in paid 
employment due to illness,  
injury or disability 

Intermediate 
Outcomes 

GPs who comply with clinical 
guidelines in treating patients with 
diabetes 

Improvement in absenteeism 
associated with obesity and
diabetes 

Increased proportion of eligible newly 
diagnosed who effectively self-manage 

Reduced rate of avoidable hospital 
admissions for people with diabetes 

Intermediate 
Measures 

Completed Annual Cycle of Care 
(MBS) and utilisation of related MBS 
items for diabetes by GP

Improvement in self-reporting 
of participation and 
productivity levels 

Development and completion of a care 
plan which includes a referral to a self- 
management intervention 

Decrease in avoidable hospital 
admissions associated with diabetes 



Increasing 
Mobility
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Partners



Partners



Partners



Partners



Contact and Acknowledgements 
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Email:    michael.georgeff@precedencehealthcare.com
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