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Welcome. 

We Are Fitango. 
Improving Adherence, Prevention & 

Health Consumer Engagement



Å64% do not adhere to medical treatment

Å$290 billion per annum 

Å90% of diabetes patients do not adhere

Å75% of hypertensive patients do not adhere

Å19% of patients are re-admitted to hospital 

within 30 days of discharge

Cost of Non-Adherence 
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ÅRelationships and continuum of care

ÅSocial support and accountability 

ÅMotivation and incentives 

ÅHealth and prevention education

ÅReminders and behavioral triggers 

ÅA need for a clear adherence Actionplan

Improving Non-Adherence 
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A Full Care Cycle 

Patient Activation & 
Engagement 

Capture Patient 
& Population 

Data

Improved 
Adherence & 

Outcomes

Patient Self 
Management 

Well 
Informed 
Patients

Promoting  
Prevention

Actionable & 
Measureable 

Treatment Plans
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ACO



Fitangoȭs Platform

Offering positive 

reinforcements

Scheduled behavioral 

triggers 

Encouraging 

social support and 

accountability 

Providing health and 

prevention education

Enhancing engagement, 

relationships & continuum 

of care
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Meet Lorraine:

57 years old, married with 2 

grown children. 

Pre-diabetic and over weight. 

ACO Care 
Coordinator 

Care Provider

Patient



After meeting with her PCP - Lorraine 

receives an email, recommending 

that she start a prevention Actionplan 

Dramatically increase adherence and prevention, 

resulting in significant measureable health outcomes improvement.
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Patient Activation

PCP Assigns

Actionplan Store

Browse



Engagement & Education  

Increases patient engagement by combining access to social 

support, incentives and education into one platform - improving 

decision making and supporting behavioral change. 

Lorraine invites her sister and 
son to motivate her, receives 

points and relevant health 
education
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Accessibility 

Lorraine receives reminders 

on her iPhone and can track 

and manage her health from 

any web -connected devices

Provides you a HIPPA compliant, patient centric, cloud-

based solution that is mobile accessible.
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Continuum of Care 

Provide a full care cycle that supports meaningful use. 

Connect. Follow -up. Monitor.

Lorraine and her team of care 

providers are connected via a 

multi directional 

communication system: 

Actionplan, chat, video and 

secure and emailing system
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Improving Coordination

Reduces your operational costs by providing 

support with fewer resources. 
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Lorraine's ACO care 

coordinator and PCP 

monitor her progress and 

can intervene if needed 



ÅDramatically increases adherence and prevention, resulting in 

significant financial savings. 

ÅReduces operational costs by providing a population 

management tool that requires fewer resources. 

ÅHelps achieve quality measure goals by enhancing the 

patient/caregiver experience, improving preventative health 

outcomes and protecting at-risk populations.

ÅIncreases efficiency by combining access to health expert 

services, easy expert monitoring, social support, awards and 

incentives and health education into one platform.

ÅGives insightful analytics on patient demographics, 

engagement level and improvement of adherence.

Benefits to ACOs

11



ÅCustomized: A banded platform built to fit your patients needs

ÅCost Effective: An engaging and scalable data capture platform 

ÅRapid Deployment: 2 weeks from offer to a full and active pilot

ÅEHR Integration: Seamless and effortless 

ÅConvenience: Cloud based, access anytime, anywhere

ÅFlexible: Add customized material to existing health & prevention content                

Summary 

12




