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Starting in 2015, the Centers for Medicaid and 
Medicare Services (CMS) will offer physicians 
the opportunity to submit claims for monthly 

care coordination services for Medicare fee-for-service 
(FFS) patients with 2 or more chronic medical condi-
tions.1,2 This change reflects a significant step in ongo-
ing efforts by CMS to support care for beneficiaries 
with multiple chronic medical conditions (MCC) 
and is part of a larger initiative by the Department of 
Health and Human Services focused on optimizing 
health and quality of life for individuals with MCC.3,4 
Although CMS already supports care coordination in 
the context of care transitions involving hospitaliza-
tions, home health care, and hospice care; the new care 
coordination benefit is unique in its explicit focus on 

comprehensive outpatient, longitudinal primary care 
for MCC patients.5

In contrast with disease management which seeks 
to help patients prevent adverse disease-specific health 
outcomes, care coordination is designed to “facili-
tate the appropriate delivery of health care services 
marshaling personnel and other resources to carry 
out all required patient care activities, [through] the 
exchange of information among participants respon-
sible for different aspects of care.”6 In a population in 
which the average Medicare fee-for-service (FFS) ben-
eficiary sees between 3 and 11 physicians in a given 
year, and 69% have 2 or more chronic medical condi-
tions, high quality care coordination can decrease care 
fragmentation and improve patient-centered care for 
complex patients.7-9

Stakeholders with an interest in improving care 
coordination range from patients with MCC, their 
caregivers and family members, to employers, clini-
cians, operational leaders in health care delivery 
systems, and third party payers. Patients see care 
coordination as a means to continuous care focused on 
their individual goals and priorities, while other stake-
holders seek to increase efficiency, improve high value 
care delivery, minimize unnecessary utilization, and 
reduce cost.10-13 It is unlikely that this new CMS benefit 
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will immediately meet the needs of all stakeholders. 
Certain evidence-based practices, however, should be 
systematically incorporated into MCC care coordina-
tion to optimize patient-centered outcomes:
•  Establish patient-centered goals and care priori-

ties.14-16 Patient-centered care for MCC individuals 
requires that clinicians jointly acknowledge, and clin-
ical endeavors reflect, goals articulated by patients. 
Because goals may vary over time with changes in 
health, social, and other contextual factors, care 
coordination must also include processes to periodi-
cally reassess patient priorities.

•  Optimize information transfer during care transi-
tions. Multiple studies support the value of coordi-
nating information transfer between hospital, home, 
or other care delivery settings.17-19 Because care tran-
sitions often prompt patients and families to reassess 
priorities, transferring information on these priorities 
may be as or more important as information on medi-
cation reconciliation and summaries of care.

•  Develop a mutually acceptable communication 
process between patients, primary clinicians, and 
appropriate family members. CMS strongly recom-
mends that care coordinators be embedded within 
practices, share electronic clinical data through an 
electronic health record (EHR), and follow written 
protocols implemented by midlevel practitioners.5 
When asked, patients articulate preferred commu-
nication strategies: some may prefer email, others 
telephone calls or periodic in-person visits, and 
others interpretation through family members.20 
Neglecting patient preferences for communication 
risks additional care fragmentation.

•  Manage communication between specialty and 
primary care providers. Optimal specialist input 
requires that specific clinical questions from primary 
care clinicians be supported with detailed informa-
tion (including patient goals) to accompany refer-
rals.21 Transparent and effective communication 
processes will reassure MCC patients—who are at 
particular risk for receiving conflicting instructions 
and information from different clinicians.

•  Reassess priorities frequently. Failure to discontinue 
medications, failure to reassess priorities, and persis-
tent attention to inappropriate disease-specific qual-
ity metrics increase the risk of adverse outcomes.22 
Such ‘clinical momentum’ is as much of a problem for 
MCC patients as is the clinical inertia of insufficient 
treatment intensification.23

•  Support self-management by focusing on the overall 
care needs of the patient—regardless of the type and 
number of chronic conditions. The proposed CMS 
standards for care coordination include assistance 
in self-managing at least 1 chronic condition. Tradi-

tional disease-management goals, however, may be 
inappropriate for MCC individuals.24

•  Link patients with community resources and services. 
Multimorbidity has a negative impact on quality of 
life and social support.25 Not only do community 
resources supplement health care delivery to improve 
health and well-being, they decrease isolation and 
may improve engagement for persons with MCC.

•  Be alert to changes in mood and emotional well-
being. MCC individuals are at greater risk for 
depression than individuals without multimorbidity.26  
Untreated depression risks multiple adverse out-
comes and impairs decision making.

•  Maximize in-person delivery of care coordina-
tion. Care management programs most effective in 
improving patient outcomes include in-person con-
tact, especially for patients with higher morbidity—
possibly through better integration of care coordina-
tors into care teams.19 Embedding care coordinators 
in practices and as part of medical home or other 
team-based care models increases the potential for 
face-to-face contact and relationship building.

As with other episodes of service expansion, this 
new Medicare benefit provides a natural experiment 
to investigate unanswered questions—the answers to 
which will ultimately optimize care coordination for 
patients and other stakeholders. Priority questions that 
will inform ongoing implementation efforts include:
•  Which populations and patients are likely to benefit 

from services? Although CMS inclusion criteria are 
broad (2 or more chronic conditions expected to last 
at least 12 months or more), care coordination pro-
grams are likely to be most effective when target-
ing specific populations with complex care needs.19 
To some extent, patients will answer this question 
themselves by agreeing to the Medicare monthly 
copay. This population should be described and 
we should evaluate patients’ understanding of the 
process. Specific analytic methods within rigorous 
observational studies and prospective randomized 
trials can help tease out which services work best for 
which patients.27,28

•  What resources in payer support and personnel are 
necessary to make a care coordination model sustain-
able across the practice spectrum? Medicare FFS ben-
eficiaries are a primary, but not the only, population in 
need of care coordination services. The prevalence of 
multimorbidity in adults aged <65 years is over 60% 
in some settings.29 These individuals will also benefit 
from continuous integrated care. Other third party 
payers often follow the lead of CMS in covering ser-
vices. Cost benefit and cost effectiveness analyses can 
inform broader care management reimbursement poli-
cies to meet the needs of all complex patients.
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•  Which administrative policies and procedures will 
need to be adopted in different practice settings 
to insure success? How will these policies and pro-
cedures accommodate differential uptake of care 
management services by patient subpopulations with 
different health care needs? Existing disease man-
agement programs and ongoing care coordination 
efforts will need to be effectively merged to avoid 
overwhelming patients and practices. In-depth inves-
tigations such as those used to evaluate new medical 
home initiatives and other forms of practice change 
may help us learn from the inevitably unpredictable 
process of expanding processes of care.

•  How will we measure success? Measuring success-
ful care coordination will not be easy.14,30 Current 
disease-specific quality measures are necessary but 
insufficient for the complex patient population. 
Using them to measure success may result in adverse 
outcomes. While there is broad agreement on the 
general principles that represent high quality care 
for complex patients, there are no measures that 
assess multimorbidity-specific quality.31,32 Although 
of interest to many stakeholders, utilization is not 
always a moveable target for populations that, by def-
inition, use health care services. Leveraging the new 
benefit to systematically incorporate patient-reported 
goals and outcomes into electronic documentation, 
study the validity of these outcomes, and use this 
information to facilitate shared decision making will 
improve care quality for the MCC population.33-35

•  How do we deliver effective care coordination to 
vulnerable populations? Vulnerable populations will 
require additional care management support above 
and beyond the CMS standards. Crucial elements of 
this additional support should be defined. Consider-
ations range from issues of acculturation and literacy 
to adequacy of living conditions and managing 
sequelae of substance abuse and serious mental ill-
ness. Prospective mixed-methods investigations that 
engage members of (and advocates for) vulnerable 
populations as active participants in studying care 
coordination would provide valuable evidence for 
program development and expansion.

Integrated, continuous, patient-centered care is a 
foundational principle of family medicine. This new 
benefit is a step in creating payment reform that can 
support such high quality primary care. Although 
coordination of care is one of the fundamental tenets 
of primary care, this principle has been devalued 
by an overemphasis on disease management. Effec-
tive implementation of this new CMS benefit should 
provide an opportunity to truly engage patients and 
family members in setting and meeting meaningful 
care goals. Likewise this benefit may ensure that inte-

grated and informed care teams emphasize holistic 
and patient-centered chronic disease management. It 
remains to be seen whether the specific care coordina-
tion standards recommended by CMS will be effec-
tive in promoting effective patient-centered care for 
individuals with MCC.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/content/12/6/500.
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The still new Patient-Centered Outcomes 
Research Institute (PCORI) is changing the 
world of clinical research by bringing the voice 

of patients and other stakeholders into the design, 
conduct, and interpretation of research. PCORI is both 
championing and riding the wave of movements that 
combine rigor and relevance, carefulness and openness, 
expertise and inclusive participation. These movements 
challenge entrenched oligarchies. Now PCORI is seek-
ing to add to the process of timely, accessible, trans-
parent communication of research results to increase 
the credibility of patient-centered outcomes research.

Having just completed a public comment period, 
PCORI will soon declare a process for peer review and 

public release of its sponsored research findings. The 
exact details still are being determined, but we know 
that the process must comply with the legal statutes that 
created PCORI as an independent, but federally funded 
organization. We also know that PCORI will be working 
to find the sweet spot between the needs and desires of 
researchers, scientific and lay publishers, and the diverse 
end users of patient-centered outcomes research.

The statutes call for:
•  A process for peer review of primary research to 

assess scientific integrity and adherence to method-
ological standards

•  Making research findings available to clinicians, 
patients, and the general public:
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