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AbstrAct

The escalating problem of multiple chronic conditions (MCC) among Americans 
is now a major public health and medical challenge, associated with subopti-
mal health outcomes and rising health-care expenses. Despite this problem’s 
growth, the delivery of health services has continued to employ outmoded 
“siloed” approaches that focus on individual chronic diseases. We describe an 
action-oriented framework—developed by the U.S. Department of Health and 
Human Services with additional input provided by stakeholder organizations—
that outlines national strategies for maximizing care coordination and for 
improving health and quality of life for individuals with MCC. We note how the 
framework’s potential can be optimized through some of the provisions of the 
new Patient Protection and Affordable Care Act, and through public-private 
partnerships.
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The problem of multiple (2) chronic conditions 
(MCC) among Americans has rapidly escalated to 
become a major public health and medical challenge.1,2 
The combined effects of increasing life expectancy and 
the aging of the population undoubtedly will further 
increase the associated societal burden of chronic 
illnesses among future populations of older people. 
These chronic illnesses—defined as “conditions that 
last a year or more and require ongoing medical atten-
tion and/or limit activities of daily living”3,4—include 
a broad array of physical illnesses, such as arthritis, 
asthma, chronic respiratory conditions, diabetes and 
its complications, heart disease, human immunodefi-
ciency virus infection, and hypertension. Also included 
are the panoply of behavioral conditions, such as sub-
stance use and addiction disorders, mental illnesses, 
dementia and other cognitive impairment disorders, 
and developmental disabilities.

Because people with MCC suffer suboptimal health 
outcomes and incur rising health-care expenses, 
enhanced attention on this population is critical to 
improve health-care quality and costs. Yet, the current 
delivery of community health and health services has 
continued to focus on increasingly outmoded and 
siloed perspectives that concentrate on individual 
chronic diseases. To date, no one has attempted to offer 
an action-oriented framework that outlines national 
strategies to maximize care coordination and improve 
health and quality of life for individuals with MCC.

In this article, we offer such a framework, developed 
by the U.S. Department of Health and Human Services 
(HHS) with additional input provided by stakeholder 
organizations. We also note how the framework’s 
potential can be optimized through some of the new 
provisions of the Patient Protection and Affordable 
Care Act (PPACA). We conclude with suggestions on 
future applications of this framework through public-
private partnerships.

MCC: MAgnItude And  
SCOpe OF tHe prObLeM

More than one in four Americans have multiple, con-
current chronic conditions5 that are associated with 
myriad etiologies. The prevalence of MCC among indi-
viduals increases with age, with some estimates includ-
ing as many as two-thirds of older adults affected.6,7 
The number of chronic conditions in an individual is 
directly related to risks of adverse outcomes ranging 
from mortality, poor functional status, unnecessary 
hospitalizations, adverse drug events, and duplicative 
tests, to conflicting medical advice.3,8–10 Complicat-
ing this picture is that some combinations of condi-

tions, or clusters, have synergistic interactions.10 One 
important cluster deserving of special attention is the 
co-occurrence of physical and behavioral conditions, 
such as depression.11 

The resource implications for addressing MCC are 
immense: 66% of total health-care spending is directed 
toward care for the approximately 27% of Americans 
with MCC.5 Chronic disease among Medicare beneficia-
ries is a key factor driving the overall increased growth 
in spending in the traditional Medicare program.12 
Moreover, individuals with MCC have faced substantial 
challenges related to out-of-pocket costs of their care, 
including higher costs for prescription drugs.5 

Deficiencies in care coordination represent a par-
ticularly vexing problem, as underscored by the Insti-
tute of Medicine (IOM) in its 2001 report, Crossing the 
Quality Chasm: A New Health System for the 21st Century. 
The report noted that patients actively receiving care 
for one chronic condition may not necessarily receive 
care for another, unrelated condition. The IOM warned 
against designing care around specific conditions to 
avoid defining patients solely by a single disease or 
condition.13,14 Moreover, disease-specific instruction 
also may be less important than problem-solving skills, 
as many of the challenges inherent in living with a 
chronic condition are common across many chronic 
diseases and involve day-to-day problem solving. Such 
challenges include management of emotions (e.g., 
discouragement, fear, and depression); medication 
use and side effects; adherence to diet and physical 
activity regimes; and communication with health-care 
providers.15 

Several conceptual models have been produced that 
attempt to transcend the focus on individual disease 
management and move toward broader approaches 
to managing chronic illness. Among the most influ-
ential is the Chronic Care Model, which elucidates 
the elements required to improve chronic illness 
care, including systems requirements for health-care 
organization, community resources, self-management 
support, delivery design, decision support, and clini-
cal information.16 This seminal model promotes more 
productive interactions between the patient and care 
team, and also represents a conceptual foundation for 
innovative approaches to addressing MCC. Expanded 
versions of this model have been developed to take into 
account the social determinants of health, as well as 
different levels of the health-care system.17,18

Focused initiatives have yielded insights into select 
aspects of the Chronic Care Model, one of which is 
chronic disease self-management. For example, the 
Stanford Chronic Disease Self-Management Program 
is a community-based self-management program that 
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helps people with chronic illness gain self-confidence 
in their ability to control their symptoms and manage 
how their health problems will affect their lives.19,20 
More recently, a research synthesis report supported 
by the Robert Wood Johnson Foundation identified 
the characteristics of successful care management 
programs,21 and a report commissioned by the National 
Coalition on Care Coordination detailed those models 
that decrease hospitalization and improve outcomes 
for Medicare beneficiaries with chronic illness.22 All of 
these efforts have been instrumental in highlighting 
the need to move to a more effective, encompassing 
approach to address chronic conditions. 

What has been lacking is (1) the explicit recognition 
of the emergence of MCC as an additional, important 
level of complexity, and (2) a framework that builds 
on elements identified in these models and converts 
them into a set of specific, actionable, national-level 
strategies. Such a framework would allow for identi-
fication of gaps in achieving improved care for MCC 
and also opportunities for collaboration between the 
public and private sectors.

A StrAtegIC FrAMewOrk FOr guIdIng  
eFFOrtS tO MItIgAte MCC

HHS administers a large number of federal programs 
directed toward the prevention and management of 
chronic conditions, including financing health-care 
services; delivering care and services to people with 
chronic conditions; conducting basic, interventional, 
and systems research; implementing programs to 
prevent and manage chronic disease; and overseeing 
development of safe and effective drug therapies for 
chronic conditions. These national-level roles posi-
tion HHS to offer new directions in improving health 
outcomes in individuals with MCC.

To identify options for improving the health of this 
heterogeneous population, HHS convened a depart-
mental workgroup on individuals with MCC. The 
workgroup’s priorities were to (1) create an inventory 
of existing HHS programs, activities, and initiatives 
focused on improving the health of individuals with 
MCC; and (2) develop a strategic framework that 
provides a roadmap for improving the health status of 
people with MCC.23 The framework would supply prin-
ciples for future planning and action. The workgroup 
included high-level representatives from each agency 
within HHS as well as its staff divisions. Also, to actively 
engage communities and other stakeholders, the draft 
framework was announced in the Federal Register 
in May 2010 with a request for feedback. Comments 
from approximately 250 stakeholder organizations and 

others helped shape the final version of the strategic 
framework.

Framework goals for addressing MCC
As part of the strategic framework, the workgroup 
articulated the following vision: “optimum health and 
quality of life for individuals with multiple chronic 
conditions.” Within this vision are four interdependent 
goals: (1) foster health-care and public health system 
changes to improve the health of individuals with MCC; 
(2) maximize the use of proven self-care management 
and other services by individuals with MCC; (3) provide 
better tools and information to health-care, public 
health, and social services workers who deliver care to 
individuals with MCC; and (4) facilitate research to fill 
knowledge gaps about, and interventions and systems 
to benefit, individuals with MCC. Each of these goals 
includes key objectives and strategies that HHS, in 
conjunction with stakeholders, can use to guide efforts 
addressing MCC (Figure 1).

Goal 1: Foster health-care and public health system changes 
to improve the health of individuals with MCC. Individuals 
with MCC require heightened care coordination. Yet, 
the current model of fee-for-service medical care offers 
few financial incentives to do so, with the current sys-
tem involving numerous uncoordinated independent 
providers and subscribers. In addition, traditional 
disease management programs, without a strong link 
to primary care and focused on singular or discrete 
conditions, have not been optimally effective.24,25 Goal 
1 strengthens the health-care and public health systems 
to improve access and medical care coordination. 

Achieving this goal necessitates changing the deliv-
ery and provider payment systems through strategies 
captured by six objectives (A–F). Objective A, which 
calls for the identification of evidence-supported care 
management models, recognizes the recent emergence 
of several new ones that emphasize patient-centered 
multidisciplinary care, provider communication and 
cooperation to smooth transitions across settings, 
and incorporation of public health and community 
resources. Examples include patient-centered medical 
homes, community health teams, accountable care 
organizations, behavioral health models, palliative care, 
and home health services.22,26–28 

Objective B defines appropriate health-care out-
comes for individuals with MCC, centering on mainte-
nance of function, palliation of symptoms, prevention 
of adverse drug events, avoidance of unnecessary emer-
gency department visits, and reduced hospitalizations 
and re-hospitalizations. These outcomes have height-
ened importance for MCC populations that shoulder 
the burden of an increased risk of negative outcomes 
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Figure 1. HHs strategic framework on multiple chronic conditions, including goals,  
objectives, and abridged strategiesa 

Goal 1: Foster health-care and public health system changes to improve the health of individuals with MCC.
Objective A: Identify evidence-supported models for people with MCC to improve care coordination.
•	 Strategy	1.	Define	and	identify	populations	with	MCC	broadly,	and	MCC	subgroups	with	specific	clusters	of	conditions,	and	

explore focusing care models on the subgroups at high risk of poor health outcomes.
•	 Strategy	2.	Develop	and	expand	pilot	studies	and	demonstration	projects	for	innovative,	multidisciplinary,	longitudinal,	person-

centered care models that improve health outcomes and quality of life while maintaining or decreasing net costs.
Objective B: Define appropriate health-care outcomes for individuals with MCC.
•	 Strategy	1.	Define	desired	health-care	outcomes	appropriate	for	individuals	with	MCC.
•	 Strategy	2.	Ensure	that	testing	of	care	models	includes	evaluation	of	MCC-relevant	outcomes.

Objective C: Develop payment reform and incentives.
•	 Strategy	1.	Work	with	stakeholders	to	identify,	develop,	and	test	incentives	and	payment	approaches	that	promote	effective	

care coordination for individuals with MCC.
•	 Strategy	2.	Disseminate	information	about	and	implement	the	use	of	incentives	that	promote	cost-effective	care	coordination	by	

providers who care for individuals with MCC.
Objective D: Implement and effectively use health information technology.
•	 Strategy	1.	Encourage	the	meaningful	use	of	electronic	health	records,	personal	health	records,	patient	portals,	and	clinical	

registries to improve care for individuals with MCC.
•	 Strategy	2.	Test	and	implement	the	use	of	secure	messaging	and	additional	health	information	exchange	platforms	to	improve	

care for individuals with MCC.
•	 Strategy	3.	Encourage	the	use	of	health	information	technology	as	a	public	health	tool	for	monitoring	the	population’s	health	

and key performance measures related to mitigating the impact of MCC.
Objective E: Promote efforts to prevent the occurrence of new chronic conditions and to mitigate the consequences of  
existing conditions.
•	 Strategy	1.	Develop	and	implement	preventive	health	and	public	health	systems	approaches	that	increase	effectiveness	in	the	

prevention of new chronic conditions among people with MCC, including conditions potentially arising from interactions between 
existing chronic conditions or therapies for those conditions, and the progression and exacerbation of existing chronic conditions.

•	 Strategy	2.	Adopt	public	health	policies	to	prevent	exacerbations	or	occurrence	of	new	chronic	conditions	in	people	with	
existing chronic conditions.

•	 Strategy	3.	Explore	incentives	to	improve	individuals’	participation	in	chronic	disease	risk	behavior	and	other	prevention	programs.
Objective F: Perform purposeful evaluation of models of care, incentives, and other health system interventions. 
•	 Strategy	1.	Conduct	ongoing	surveillance	of	the	impact	and	effectiveness	of	interventions	for	MCC.
•	 Strategy	2.	Disseminate	feedback	to	individuals	with	MCC,	providers,	researchers,	and	policy	makers	on	needs	and	options	for	

making more effective use of, and improving, interventions for MCC. 

Goal	2:	Maximize	the	use	of	proven	self-care	management	and	other	services	by	individuals	with	MCC.
Objective A: Facilitate self-care management.
•	 Strategy	1.	Continually	improve	and	bring	to	scale	evidence-based,	self-care	management	activities	and	programs,	and	develop	

systems to promote models that address common risk factors and challenges that are associated with many chronic conditions. 
•	 Strategy	2.	Enhance	sustainability	of	evidence-based,	self-management	activities	and	programs.
•	 Strategy	3.	Improve	the	efficiency,	quality,	and	cost-effectiveness	of	evidence-based,	self-care	management	activities	and	

programs.
Objective B: Facilitate home- and community-based services.
•	 Strategy	1.	Improve	access	to	effective	HCBS	for	the	MCC	population	through	information	and	referral,	options	counseling,	and	

smooth care transitions.
•	 Strategy	2.	Improve	infrastructure	to	support	HCBS,	and	promote	educational	and	technological	innovations	that	permit	

individuals with MCC to remain maximally functional and independent, understand and better manage their conditions, and 
reside safely in their homes or other settings.

•	 Strategy	3.	Provide	training	and	information	on	evidence-based	self-care	management	to,	and	improve	support	for,	family	
caregivers.

Objective C: Provide tools for medication management.
•	 Strategy	1.	Develop	and	disseminate	shared	decision-making	and	other	tools	for	individuals	with	MCC	to	provide	accessible	

information about treatment choices and improve adherence to medication regimens.
•	 Strategy	2.	Identify	or	develop	and	then	disseminate	tools	to	help	individuals	with	MCC	and	their	caregivers	recognize	drug-

drug interactions and potential adverse drug events from complex medication regimens.
•	 Strategy	3.	Foster	improved	and	culturally	appropriate	health	literacy	to	facilitate	better	informed	decision-making	about	use	of	

medications.

Goal	3:	Provide	better	tools	and	information	to	health-care,	public	health,	and	social	services	workers	who	deliver	care	to	individuals	
with MCC.

Objective A: Identify best practices and tools.
•	 Strategy	1.	Identify,	develop,	disseminate,	and	foster	integration	of	best	practices	information	relevant	to	the	general	care	of	

individuals with MCC.

continued on p. 464
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Goal	3	(continued):	
•	 Strategy	2.	Identify,	develop,	endorse,	and	use	key	quality	metrics,	in	the	form	of	performance	measures,	to	promote	best	

practices in the general care of individuals with MCC.
•	 Strategy	3.	Identify,	develop,	and	validate	materials	that	assist	providers	in	educating	individuals	with	MCC	and	family	

caregivers in appropriate self-care and shared decision-making.
•	 Strategy	4.	Develop	and	disseminate	tools	for	use	by	and	across	different	organizations,	providers,	and	family	caregivers	that	

improve the use and management of medications, including promotion of knowledgeable use of medications, reduction of 
prescription of inappropriate medications, and reduction of patient risks associated with polypharmacy.

Objective B: Enhance health professionals training.
•	 Strategy	1.	Identify	or	develop	information	relevant	to	the	general	care	of	individuals	with	MCC	for	use	in	health	and	social	

service professional training programs.
•	 Strategy	2.	Disseminate	information	relevant	to	the	general	care	of	individuals	with	MCC	to	all	HHS-funded	or	-supported	

health and social service professional training programs for inclusion in required curricula, as appropriate.
•	 Strategy	3.	Ensure	that	health-care,	public	health,	and	social	services	professionals	receive	training	on	monitoring	the	health	and	

well-being of family caregivers for individuals with MCC.
•	 Strategy	4.	Develop	and	foster	training	within	both	traditional	and	nontraditional	professional	settings	that	emphasizes	

increased competency in palliative and patient-centered approaches.
Objective C: Address MCC in guidelines.
•	 Strategy	1.	Ensure	that	developers	of	guidelines	include	information	on	the	most	common	comorbidities	clustering	with	the	

incident chronic condition and on the management of risk factors to prevent the occurrence of additional chronic conditions.
•	 Strategy	2.	Ensure	that	clearinghouses	or	repositories	of	chronic	disease	guidelines	encourage	labeling	and	promotion	of	

selected guidelines that incorporate information on individuals with MCC.

Goal	4:	Facilitate	research	to	fill	knowledge	gaps	about,	and	interventions	and	systems	to	benefit,	individuals	with	MCC.
Objective A: Increase the external validity of trials. 
•	 Strategy	1.	Develop	methods	to	assess	the	inclusion	of	individuals	with	MCC	in	clinical	trials.	Such	methods	should	include	

determining (1) optimal trial designs for including MCC patients, (2) optimal approaches for recruiting MCC patients, (3) the 
potential risks of exposing some MCC patients to new interventions, and (4) the appropriate analysis of outcomes data from 
clinical trials that include individuals with MCC.

•	 Strategy	2.	Improve	the	external	validity	of	HHS-funded	community	and	clinical	intervention	trials	by	ensuring	that	individuals	
with	MCC	are	not	unnecessarily	excluded	(as	determined	by	scientific	experts	and	external	stakeholders).

•	 Strategy	3.	Ensure,	through	guidance	or	regulation,	that	individuals	with	MCC	are	not	unnecessarily	excluded	from	clinical	trials	
for the approval of prospective drugs and devices.

•	 Strategy	4.	Assess	and	strengthen	postmarketing	surveillance	for	potential	intervention-related	adverse	events	and	poor	
outcomes among individuals with MCC.

Objective B: Understand the epidemiology of MCC.
•	 Strategy	1.	Stimulate	epidemiologic	research	to	determine	the	most	common	dyads	and	triads	of	MCC.
•	 Strategy	2.	Determine	the	distribution	of	MCC	for	Medicare	and	Medicaid	beneficiaries,	as	well	as	clients	of	HRSA-funded	
community	health	centers	and	Indian	Health	Service	hospitals	and	clinics,	and	use	this	information	to	plan	interventions	and	
monitor their effectiveness.

•	 Strategy	3.	Develop	tools	to	identify	and	target	population	subgroups	of	individuals	with	MCC	who	are	at	high	risk	for	poor	
health outcomes. 

Objective C: Increase clinical, community, and patient-centered health research.
•	 Strategy	1.	Expand	research	on	the	optimal	clinical,	self-care,	and	community-based	approaches	for	health	promotion,	disease	

prevention, and health-care management of individuals with MCC, as well as on the systems to best support and sustain this 
programming.

•	 Strategy	2.	Innovate	and	strengthen	methods	for	researchers	to	improve	measurement	of	patient-centered	outcomes	of	
treatments and other interventions for individuals with MCC.

•	 Strategy	3.	Improve	knowledge	about	patient	trajectories	temporally	in	relation	to	changes	in	health	status,	functional	status,	
and health services use.

Objective D: Address disparities in MCC populations.
•	 Strategy	1.	Stimulate	research	to	more	clearly	elucidate	differences	between	and	opportunities	for	prevention	and	intervention	

in MCC among various sociodemographic groups.
•	 Strategy	2.	Use	research	findings	on	group-specific	indicators	for	MCC	risk	and	intervention	options	to	leverage	HHS	disparities	

programs and initiatives to address the MCC population.

aFor	full	text,	see:	Department	of	Health	and	Human	Services	(US).	HHS	initiative	on	multiple	chronic	conditions	[cited	2011	Mar	22].	Available	
from:	URL:	http://www.hhs.gov/ash/initiatives/mcc/index.html	

HHS 5 Department of Health and Human Services

MCC 5 multiple chronic conditions

HCBS	5	Home-	and	Community-Based	Services

HRSA	5	Health	Resources	and	Services	Administration

Figure 1 (continued). HHs strategic framework on multiple chronic conditions, including goals,  
objectives, and abridged strategiesa 
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(e.g., an increasing number of chronic conditions in 
an individual raises the risk of re-hospitalization).29 

Objective C—developing payment reform and 
incentives—recognizes the need for provider incen-
tives for care coordination, especially as limitations 
on reimbursement for many non-physician providers 
constrain multidisciplinary care delivery. Encouraging 
use of care models through financial incentives would 
support providers who need additional time to address 
the care complexities for this population.

Objective D emphasizes the roles of interoperable 
health information technology in facilitating coordi-
nated care and providing uniform information for 
providers. One important strategy will be to encour-
age the meaningful use of electronic health records, 
personal health records, patient portals, and clinical 
registries. 

Objective E focuses on preventing new chronic 
conditions through modifications to the health and 
public health systems, adoption of public policies, and 
exploration of incentives for individuals to participate 
in prevention programs. 

The final objective highlights the need for evalu-
ation of models of care and other health system 
interventions.

Goal 2: Maximize the use of proven self-care management 
and other services by individuals with MCC. Providing the 
highest quality of care to individuals will alone not guar-
antee improved health outcomes for this population. 
In addition, individuals with MCC must be informed, 
motivated, and committed to being partners in their 
own care.30 Reaching this goal may be challenging as 
many individuals with MCC (e.g., those with severe 
illness or substantial cognitive decline) may be limited 
in their ability to perform self-care. Therefore, the 
important roles played by families and other caregivers 
in the management of chronic conditions must be rec-
ognized and supported. To maximize the involvement 
of individuals and their caregivers, Goal 2 focuses on 
facilitating self-care management, as well has home- 
and community-based services, and on developing and 
providing tools for medication management.

Goal 2 comprises three objectives. Objective A 
addresses the imperative for translating and replicat-
ing the significant evidence base generated by chronic 
disease self-care management programs.31,32 Apply-
ing these programs in multiple settings (e.g., health 
care, the home, work, assisted living, and others) can 
improve the health status of those with MCC. Objective 
B focuses on actions to facilitate evidence-based home- 
and community-based services to support individuals in 
their daily activities. Examples include those programs 
that retrain Medicaid home health aides to provide 

appropriate home-based physical activity, prevent 
falls, and provide peer support to reduce the severity 
of depressive symptoms. The final objective identifies 
strategies related to tools for medication management. 
As the number of chronic conditions increases, so do 
the number of medications prescribed, as well as the 
degree of nonadherence to regimens.33 Reminders 
and patient education to improve knowledgeable use 
of medications can reduce adverse drug events and 
medication errors, and may reduce chronic disease 
progression. These needs underscore the requirement 
for developing and disseminating information about 
important medication considerations (e.g., treatment 
choices, drug-drug interactions and adverse events, 
and improving adherence to medication regimens) to 
individuals with MCC and their caregivers.

Goal 3: Provide better tools and information to health-care, 
public health, and social services workers who deliver care 
to individuals with MCC. Health-care, public health, 
and social services professionals provide care for indi-
viduals with MCC in an environment that substantially 
lacks relevant data for this population. Through three 
objectives, Goal 3 recognizes the critical need for pro-
viding relevant data to these professionals, as well as 
to family caregivers. 

Objective A centers on identifying best practices and 
tools to promote a systematic approach to the assess-
ment and management of this complex population, 
including the prevention of additional comorbidities. 
Another important example is the need for improved 
medication management with associated reductions in 
prescriptions of inappropriate medications and patient 
risks associated with polypharmacy.

Some evidence suggests that many health-care 
professional trainees feel uncomfortable with key 
chronic care competencies.34 Hence, Objective B covers 
approaches for strengthening training, improving pro-
viders’ cultural competencies, and ensuring that provid-
ers are proficient in interacting with family caregivers. 
Objective C addresses the importance of incorporating 
MCC into clinical guidelines and the need for more 
evidence-based, person-centered clinical MCC guide-
lines to assist health-care providers in providing high 
quality care. Current guidelines on specific chronic 
conditions often do not take into account the presence 
of MCC and how these comorbidities may affect the 
treatment plan.35 Moreover, guidelines for people with 
mental illness and substance abuse rarely address the 
co-occurrence of other chronic conditions.

Goal 4: Facilitate research to fill knowledge gaps about, 
and interventions and systems to benefit, individuals with 
MCC. Efforts to improve the health and quality of 
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life for individuals with MCC are severely constrained 
by gaps in foundational research. Examples include 
aspects of basic investigation of medical therapies for 
people with MCC; epidemiologic study of the impact of 
different types of comorbidities on disease trajectories; 
the efficacy, effectiveness, and comparative effective-
ness of trials of promising interventions for health 
promotion and self-management; and assessment of 
the impact of health system care management strate-
gies. Bolstering research efforts will enable improved 
characterization of the population with MCC, support 
health-care and other providers in coordinating and 
managing care for this population, and assist in track-
ing progress in improving health.36 To address these 
gaps, the objectives for Goal 4 encompass important 
issues concerning clinical trials, community, and 
patient-centered research; the epidemiology of MCC; 
and the roles of disparities among the population of 
individuals with MCC.

Increasing the external validity (i.e., the degree to 
which study results generalize to populations and con-
texts beyond the particular ones included in the studies 
themselves)37 of relevant clinical trials is the focus of 
the first objective. As the number of individuals with 
MCC continues to grow, treatment interventions (e.g., 
drugs, devices, lifestyle modifications, and alternative 
medicine) for these conditions must be safe and effec-
tive. To this end, better understanding of interactions 
between comorbidities and limiting exclusions of this 
increasingly large population from clinical trials may 
assist in preventing adverse events and poor outcomes. 
Objective B acknowledges the significant evidence base 
limitations in fully understanding the most prevalent 
constellations of conditions and disabilities that com-
prise MCC. Accordingly, this objective emphasizes 
the need for additional research—including the 
use of existing program (e.g., Medicare) and other 
datasets—to identify the most common patterns of 
MCC as an essential means to target future specific 
interventions.

Elucidation of the evidence base can advance the 
prevention, management, and treatment of individu-
als with MCC. Objective C, therefore, emphasizes the 
needs for research to enable clinicians to direct care 
toward outcomes of highest importance to individuals 
with MCC, including information on current policies 
that create disincentives for providers to adequately 
address the needs of such individuals. Feedback on 
research progress should be provided to the public 
and to key groups, including individuals, providers, 
researchers, and policy makers. Finally, because of 
numerous disparities that characterize the MCC popu-
lation (e.g., disparities involving race/ethnicity, gender, 

gender identity, disability, sexual orientation, age, geo-
graphic location, access to care, and health outcomes), 
Objective D highlights the need to address disparities, 
and the differences in risk and interventions, across 
subgroups of people with MCC.

MuLtIpLe CHrOnIC COndItIOnS  
And tHe ppACA

Several provisions of the new health reform law (the 
PPACA38) provide powerful opportunities for address-
ing MCC. Many PPACA provisions directly relate to 
elements of the HHS Strategic Framework, especially 
Goal 1 with its emphasis on strengthening the health-
care and public health systems. These provisions have 
the potential to help significantly advance the Frame-
work’s aims.

Figure 2 captures some selected provisions that 
could create a foundation for addressing MCC through 
the development and testing of new approaches to 
coordinated care and management, patient-centered 
benefits, and quality measures. For example, Section 
3021 (Establishment of Center for Medicare and 
Medicaid Innovation)39 encourages development of 
new payment and service delivery models, and thereby 
aligns with aims of the Framework’s Goal 1 to foster 
pertinent health-care system changes. Additional provi-
sions support the development of specific care man-
agement models including, for example, health homes 
and accountable care organizations, and home-based 
services. Section 2703 (State Option to Provide Health 
Homes for Enrollees with Chronic Conditions)40 pres-
ents states with the option to receive planning grants to 
design health homes for testing of care management 
models for Medicaid enrollees with MCC. 

Section 3022 (Medicare Shared Savings Program)41 
addresses the roles for accountable care organiza-
tions, defined as a set of collaborating providers that 
accept joint responsibility for the quality and cost of 
health care for a panel of patients (e.g., Medicare 
beneficiaries).42–44 Specifically, this provision calls for 
groups of providers to coordinate care for 5,000 or more 
Medicare beneficiaries and to share any appreciated 
savings resulting from reductions in hospitalizations. 
Section 3024 (Independence at Home Demonstration 
Program)45 requires the development and testing of a 
payment and service delivery model that uses physician 
and nurse practitioner/physician assistant home-based 
primary care; this model is directed toward Medicare 
beneficiaries with MCC. All of these provisions align 
with several objectives contained within the Frame-
work’s Goal 1 for health-care system changes. 

Also inherent to Goal 1 is the necessity to define 
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Figure 2. selected provisions of the PPAcA related to elements of the HHs strategic Framework on Mcc

PPACA section and title PPACA section relevant to MCC
Related section(s) of the  

Strategic Framework on MCC 

§2703:	State	Option	to	Provide	
Health	Homes	for	Enrollees	with	
Chronic Conditionsa

Provides states with option to receive planning 
grants to design Health Homes that permit 
field	testing	of	novel	care	management	
models for Medicaid enrollees with chronic 
conditions including, but not limited to, 
asthma, diabetes, heart disease, overweight, 
mental health conditions, and substance 
use disorder. The goal of Health Homes 
would be to improve care coordination with 
referrals to social services, build on family 
support, use health information technology 
for home services, and measure cost savings 
from decreased hospital readmissions. An 
independent, external evaluation would assess 
and analyze these models to derive practical 
information for the HHS Secretary to report to 
Congress.

Foster health-care and public health system 
changes (Goal 1) by identifying evidence-
supported models for people with MCC 
(Objective	A);	developing	payment	reform	and	
incentives	(Objective	C);	implementing	and	
effectively using health information technology 
(Objective	D);	and	evaluating	models	of	care,	
incentives, and other health system interventions 
(Objective	F).

§3026:	Community-Based	 
Care Transitions Programb

Allocates	$500	million	to	pilot	community-
based transition programs that would devise 
interventions (e.g., comprehensive medication 
review or more timely follow-up clinic visits) to 
minimize fragmented care between hospital 
discharges and outpatient treatment for high-
risk	Medicare	beneficiaries.	(Note:	High-risk	
beneficiaries	are	defined	as	people	who	
receive a score based on a diagnosis of MCC 
or other risk factors associated with a hospital 
readmission or substandard transition into 
post-hospitalization care.)

Foster health-care and public health system 
changes (Goal 1) by identifying evidence-
supported models for people with MCC 
(Objective	A);	defining	appropriate	health-care	
outcomes	for	individuals	with	MCC	(Objective	
B);	developing	payment	reform	and	incentives	
(Objective	C);	promoting	efforts	to	prevent	
the occurrence of new chronic conditions 
and to mitigate the consequences of existing 
conditions	(Objective	E);	and	evaluating	models	
of care, incentives, and other health system 
interventions	(Objective	F).

Maximize the use of proven self-care 
management	and	other	services	(Goal	2)	by	
facilitating	self-care	management	(Objective	A).

§3021:	Establishment	of	Center	
for Medicare and Medicaid 
Innovation	within	the	Centers	for	
Medicare & Medicaid Servicesc

Encourages	testing	of	innovative	payment	and	
service delivery models through establishment 
of the Center for Medicare and Medicaid 
Innovation	(CMI)	focusing	on	populations	for	
which	there	are	deficits	in	care	leading	to	poor	
clinical outcomes or potentially avoidable 
expenditures. Possible models include those 
using geriatric assessments and comprehensive 
care plans to coordinate the care of individuals 
with MCC and at least one of the following:  
(1) an inability to perform two or more 
activities of daily living, or (2 ) cognitive 
impairment, including dementia. Additional 
models to be considered include the 
medical home concept, team-based 
approaches, informed decision tools, self-
care management, care coordination, and 
risk-based	comprehensive	payment.	CMI	
will assist in developing best practices that 
enhance the cost-effectiveness and quality of 
care.	Best	practices	should	also	incorporate	
patient-centered concepts and health outcome 
measurements. 

Foster health-care and public health system 
changes (Goal 1) by identifying evidence-
supported models for people with MCC 
(Objective	A);	defining	appropriate	health-care	
outcomes	for	individuals	with	MCC	(Objective	
B);	developing	payment	reform	and	incentives	
(Objective	C);	promoting	efforts	to	prevent	
the occurrence of new chronic conditions 
and to mitigate the consequences of existing 
conditions	(Objective	E);	and	evaluating	models	
of care, incentives, and other health system 
interventions	(Objective	F).

Maximize the use of proven self-care 
management	and	other	services	(Goal	2)	by	
facilitating	self-care	management	(Objective	
A) and home- and community-based services 
(Objective	B).	

Provide better tools and information to health-
care, public health, and social services workers 
who	deliver	care	(Goal	3)	by	identifying	best	
practices	and	tools	(Objective	A).	

continued on p. 468
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PPACA section and title PPACA section relevant to MCC
Related section(s) of the  

Strategic Framework on MCC 

§2717:	Ensuring	the	 
Quality of Cared

Establishes	new	reporting	requirements	for	
health insurers to ensure quality with reporting 
on programs that improve health outcomes by 
decreasing readmissions, promoting wellness, 
employing chronic disease management, 
offering care coordination, and decreasing 
medical errors.

Foster health-care and public health system 
changes	(Goal	1)	by	defining	appropriate	
health-care outcomes for individuals with MCC 
(Objective	B),	and	by	promoting	efforts	to	
prevent the occurrence of new chronic conditions 
and to mitigate the consequences of existing 
conditions	(Objective	E).

§3022:	Medicare	Shared	 
Savings Programe

Calls for groups of providers to form 
Accountable	Care	Organizations	to	encourage	
joint decision-making and shared savings 
while	striving	for	quality	and	efficient	service	
delivery.

Foster health-care and public health system 
changes (Goal 1) by identifying evidence-
supported models for people with MCC 
(Objective	A);	developing	payment	reform	and	
incentives	(Objective	C);	and	evaluating	models	
of care, incentives, and other health system 
interventions	(Objective	F).

§3024:	Independence	at	Home	
Demonstration Programf

Requires	testing	of	a	variety	of	home-based	
services	for	Medicare	beneficiaries	to	allow	
chronically	ill	individuals,	specifically	those	with	
MCC, greater access to providers.

Foster health-care and public health system 
changes (Goal 1) by identifying evidence-
supported models for people with MCC 
(Objective	A);	developing	payment	reform	and	
incentives	(Objective	C);	and	evaluating	models	
of care, incentives, and other health system 
interventions	(Objective	F).

§4202:	Evaluation	of	Community-
Based	Prevention	and	Wellness	
Programs for Medicare 
Beneficiariesg

Conducts an evaluation of community-
based prevention and wellness programs 
and develops a plan for promoting healthy 
lifestyles and chronic disease self-management 
for	Medicare	beneficiaries;	$50	million	was	
provided for this purpose.

Foster health-care and public health system 
changes (Goal 1) by promoting efforts to prevent 
the occurrence of new chronic conditions and to 
mitigate the consequences of existing conditions 
(Objective	E),	and	by	evaluating	models	of	care,	
incentives, and other health system interventions 
(Objective	F).

Maximize the use of proven self-care 
management	and	other	services	(Goal	2)	by	
facilitating	self-care	management	(Objective	
A) and home and community-based services 
(Objective	B),	and	by	providing	tools	for	
medication	management	(Objective	C).

§6301:	Patient-Centered	
Outcomes	Researchh 

Establishes	a	Patient-Centered	Outcomes	
Research	Institute	to	guide	comparative	clinical	
effectiveness research, which will take into 
account the potential for differences in the 
effectiveness of health-care services for various 
subpopulations, including groups of individuals 
with	different	comorbidities.	Research	also	will	
be designed to include such subpopulations 
as subjects in the research as is feasible and 
appropriate.

Facilitate	research	to	fill	knowledge	gaps	about,	
and	interventions	and	systems	to	benefit,	
individuals	with	MCC	(Goal	4)	by	increasing	
the	external	validity	of	trials	(Objective	A),	and	
by increasing clinical, community, and patient-
centered	health	research	(Objective	C).

aPublic	Law	111-148,	§2703.	
bPublic	Law	111-148,	§3026.
cPublic	Law	111-148,	§3021.
dPublic	Law	111-148,	§2717.	
ePublic	Law	111-148,	§3022.
fPublic	Law	111-148,	§3024.
gPublic	Law	111-148,	§4202.
hPublic	Law	111-148,	§6301.

PPACA 5 Patient Protection and Affordable Care Act

HHS 5 Department of Health and Human Services

MCC 5 multiple chronic conditions

Figure 2 (continued). selected provisions of the PPAcA related to elements of the HHs strategic Framework on Mcc
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appropriate health-care outcomes for individuals with 
MCC. Avoiding hospital readmissions, an outcome with 
an occurrence that is proportionate to the number 
of chronic conditions in an individual,29 is a focus 
of Section 3026 (Community-Based Care Transitions 
Program).46 This provision allocates funding to pilot 
community-based transition programs that would 
devise interventions (e.g., comprehensive medication 
review or more timely follow-up clinic visits) to mini-
mize fragmented care between hospital discharges and 
outpatient treatment for high-risk Medicare beneficia-
ries, including those with MCC. 

A final provision supportive of the Framework’s Goal 
1 is Section 2717 (Ensuring the Quality of Care).47 
Among other requirements, this provision addresses 
the improvement of health outcomes through the 
implementation of effective case management and care 
coordination, including the use of medical homes. It 
also stresses the importance of reducing hospital read-
missions. These measures hold the potential for creat-
ing incentives for better care of those with MCC.

PPACA also supports the implementation of strate-
gies contained in the other goals of the HHS Strategic 
Framework. For example, Goal 2 emphasizes maximiz-
ing the use of proven self-care management and other 
services by facilitating self-care management. Section 
4202 (Evaluation of Community-Based Prevention 
and Wellness Programs for Medicare Beneficiaries)48 
appropriates funds for an evaluation of community-
based prevention and wellness programs and calls 
for the development of a plan for promoting healthy 
lifestyles and chronic disease self-management for 
Medicare beneficiaries. 

Goal 4 facilitates research to fill knowledge gaps 
about individuals with MCC, particularly by increas-
ing clinical, community, and patient-centered health 
research. Section 6301 (Patient-Centered Outcomes 
Research)49 establishes an institute to guide compara-
tive clinical effectiveness research, which will take into 
account the potential for differences in the effective-
ness of health-care services for various subgroups, 
including groups of individuals with different comor-
bidities. Research also will be designed to include such 
subgroups as subjects as is feasible and appropriate. 

dISCuSSIOn

Through its four distinct, but interdependent, funda-
mental goals, the HHS Strategic Framework on MCC 
helps to fill a major gap: it provides, for the first time, 
a cohesive model for strengthening coordination and 
effectiveness of efforts to improve health and quality 
of life for people with such conditions. It also builds 

on elements of the Chronic Care Model and converts 
them into specific, national-level strategies. More-
over, the PPACA can complement and accelerate the 
implementation of the Framework. In particular, the 
legislation provides opportunities to test and evalu-
ate new approaches to MCC, and may help to lower 
the barriers to taking the most successful of these 
approaches to scale.

The Framework benefited from considerable input 
from external stakeholders, reflecting a strong commit-
ment from both nongovernment as well as government 
sectors. The input reflected widespread agreement on 
several basic points, including the importance and 
urgency of addressing this issue, and the Framework’s 
potential for helping to advance efforts to improve 
health and quality of life among individuals with MCC. 
The feedback also suggested the utility of strengthening 
collaboration between the private and public sectors 
in future efforts to develop implementation plans and 
additional strategies.

HHS will look to partnering organizations to help 
implement various Framework strategies. For example, 
as part of an existing contract with the Office of the 
HHS Assistant Secretary for Planning & Evaluation, 
the National Quality Forum (NQF) will undertake a 
project to develop and endorse a performance mea-
surement model for patients with MCC.50 This model 
will establish the definitions, domains, and guiding 
principles that are instrumental for measuring and 
reporting the efficiency, quality, and cost of care for 
patients with MCC. The NQF effort is aligned with 
specific objectives in the MCC Framework to develop, 
endorse, and use key quality metrics to promote best 
practices in the care of individuals with MCC. Another 
potential area involves partnerships with professional 
societies to better address MCC in guidelines. Improved 
incorporation of relevant information, however limited, 
should enhance guidelines’ applicability to an increas-
ing number of individuals with MCC.

Considerations
While the Framework is the product of a deliberative 
and publicly vetted process, its use in addressing and 
solving the challenges posed by MCC nonetheless is 
subject to at least three additional considerations. First, 
the method for developing the Framework could not 
provide for the systematic collection of targeted input 
from those individuals who live with and experience 
MCC, nor from their caregivers. Second, even though 
the workgroup’s membership comprised critically 
important, national-level subject-matter expertise, 
its representation drew exclusively from the federal 
government and did not include other sectors (e.g., 
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nonfederal government, academia, and private sector 
providers). A final consideration involves issues of 
semantics and disease classification, and particularly 
the term “chronic.” For example, the workgroup 
examined the use of alternate terms, such as “multiple 
comorbidities” and “multiple persistent comorbidities,” 
but ultimately turned away from these terms because 
of recognition that the notion of multiple persistent 
disorders is less likely to be recognized in medicine 
than is “chronic conditions.”

COnCLuSIOnS

All agree that MCC can overwhelm individuals, their 
families, and others who care for them; health-care 
professionals and other service providers; and our 
systems of care. The number of Americans with MCC 
will continue to increase as a function of the aging of 
the population, the continued existence of chronic 
disease risk factors, and the impact of modern medi-
cine. We offer this Framework to help individuals with 
MCC, their families, health-care providers, health-care 
and public health systems, and communities to iden-
tify and implement approaches to optimizing health 
and quality of life, while also reducing the burdens of 
these conditions. Implementing the Framework will 
be a shared responsibility of the public and private 
sectors. Strengthening partnerships with and between 
these sectors will be critical to achieving the vision of 
“optimum health and quality of life for individuals with 
multiple chronic conditions.”
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