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P r e s i d e n t ’ s  F o r u m

based effort to provide Singaporeans with

the information, skills and a supportive

environment to lead a healthy lifestyle.

Much has been accomplished, but more

needs to be done.

We will continue to emphasise that

each and every individual must take

personal responsibility of his or her own

health and well-being. My Ministry set up

the Health Promotion Board (HPB) in April

this year to lead in this effort. However,

HPB cannot do this alone. Aggressive and

well-conceived ongoing efforts are

required in the areas of health education,

health screening, wellness programmes

and behaviour modification. I would say

that all doctors, nurses, healthcare

professionals and providers play a critical

role in this respect. They need to think

beyond healing into the realm of

preventive, community and public health,

and the promotion of good health.

Healthcare professionals are in the best

position to influence an individual’s

behaviour and his locus of control to

prevent the onset of such lifestyle diseases

and their risk factors.

3. A PATIENT-CENTERED FOCUS TO

AVOID FRAGMENTATION OF CARE
The third driver for disease management

is the trend towards greater specialisation

and subspecialisation among healthcare

professionals. This subspecialisation itself

is being driven by the explosive advances

in knowledge and medical technology.

However, one unintended consequence

of such subspecialisation can be the

fragmentation of patient care.

Let me elaborate. A person with

diabetes, high blood pressure and heart

disease may have several appointments

with his general practitioner, endocri-

nologist or cardiologist depending on his

condition. Not only will his total medical

bill size be increased - he will have to pay

each time he visits each specialist - he will

also be burdened with the logistics of

travelling to different clinics. Blood tests

and other investigations may be repeated

unnecessarily. There is also the increased

potential for confusion about medications

and other treatment.

Disease management attempts to

bring about a more patient-centered

focus for chronic diseases such that

expertise and skills are re-organised to

the patients’ benefit.

I am pleased to note that the two

clusters are actively addressing this issue.

For example, under the NHG Cancer

Programme, NHG institutions are working

with general practitioners to provide

integrated and well-coordinated services

and care covering the whole continuum,

from prevention and treatment to

rehabilitation and palliative services.  �
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T he First National Disease

Management Conference held

recently in Singapore provided

an opportunity to examine this strategy

of healthcare. It has been remarked

that the ideas of disease management

are not new. What are new are the

concerted efforts that are being

committed to implement the ideas.

Disease management is a strategy

to reduce the predictable impact of risk

factors and chronic diseases on health

status through an integration in the

delivery of care for a particular disease

or group of diseases. In this way, there

will be savings on avoidable healthcare

costs, better health because ill-health

is avoided, and less fragmentation

of patient care as the result of the

integration of care.

There are broadly two approaches

to disease management. Firstly, Thomas

Bodenheimer who has written several

papers on this subject describes the

carve-out model, and secondly, the

Primary care-based disease management

model (Bodenheimer, 1999).

In the carve-out model, the care

provided by a collection of specialised

facilities is centred around a disease

entity rather than people. This is

“Balkanization of disease ...with people

shifted from programme to programme

with providers taking responsibility only

for their particular slice” (Nash, 1997).

The primary care-based disease

management model aims at bolstering

the primary care potential to improve

outcomes for people with chronic

diseases. The programmes will be

centred around primary care services.

This will be in line with the Health

Ministry’s policy of shifting the centre

of gravity of care more towards the

primary healthcare providers. This

seems to be a better model.

The two cluster system provides

opportunities for the hospitals, polyclinics

and the GPs to work together on disease

management programmes. Already,

guidelines for care of the main chronic

diseases have been worked out by the

polyclinics and will eventually be used

by the GPs as well.

In making the disease management

work, there is a need to concentrate on

two fronts: educational programmes for

the GPs, the specialists and stepped-down

care facilities on integration of disease

management for optimal results; people

management programmes to coordinate

and encourage networking of providers

of various levels together. These will

form the foundation for successful roll-

out of disease management programmes.

At the end of the day, patients, who

are our primary concern, should benefit

from better continuity of care, and be

provided with a more efficient and cost-

effective approach to meet the needs

of their health problems.

Food for thought: “Not all diseases can

be treated. But all patients can be, and must

be, given care - GOOD medical care.”  �
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