CARADIGM® CONDITION MANAGEMENT
DATA SHEET

Overview
Nearly half of Americans suffer from chronic conditions, which account for seven out of every 10 deaths in the U.S.1, and
almost half of patients fail to receive the appropriate treatment, a result of unintended variation in care.2 Caradigm Condition
Management helps providers begin the journey to population health by enabling them to manage larger populations with
chronic conditions and extend disease management into a more intensive process for high-risk patients.

Caradigm Condition Management helps organization improve clinical
outcomes and financial results associated with costly chronic conditions,
which account for three out of every four healthcare dollars spent.4

Caradigm® Condition Management is designed to help healthcare organizations manage the health of low to rising risk
patients with chronic and costly conditions, such as heart disease, asthma or diabetes. Leveraging clinical and claims data,
the application gives healthcare organizations the ability to monitor patients by configuring condition-specific care guidelines
to identify gaps in care and compliance with the established criteria. Once gaps have been identified, organizations are well
positioned to take action to close them using interventions developed as part of low-touch, one-to-many campaigns.

Key Features

Key Benefits

• Population Identification
and Stratification

• Manage performance according to
evidence-based care guidelines

• Patient Enrollment

• Reduce variations in care for low
and medium risk patients

• Gaps in Care Surveillance
• Clinical Intervention
• Analytics & Reporting

• Identify trends in guideline compliance and
areas of improvement through assessment
against evidence-based criteria
• Gain insight and take action based on real-time
clinical, financial and operational data
• Visualize trends and drill down for a 360 degree
view of individual patient information
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CARADIGM CONDITION MANAGEMENT
How it Works
Caradigm Condition Management is designed to help nurses, physicians and program coordinators gain the efficiencies to
manage a large patient population with an array of conditions.
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of patients based
on condition
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Communicate recommended
services to cohorts

CARE MANAGEMENT

Generate referral to a care manager
for complex cases

Summary
Caradigm Condition Management offers the opportunity to begin the journey to population health management
without overhauling processes, personnel, technologies or business models. It can serve as an initial solution as organizations
determine how they want to manage larger populations or extend disease management into a more intensive process
for high-risk patients.
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About Caradigm
Caradigm is a healthcare analytics and population health company dedicated to
helping organizations improve care, reduce costs and manage risk through the strategic,
timely and compliant use of data generated across the healthcare continuum.
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