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EDITORIAL

Simplifying Care for Complex Patients
Elizabeth A. Bayliss, MD, MSPH, Associate Editor
Institute for Health Research, Kaiser Permanente, Denver, Colorado
Ann Fam Med 2012;10:3-5. doi:10.1370/afm.1352.

T

he challenge of delivering patient-centered care
to complex patient populations is to provide the
right care for the right person at the right time.
Our ability to do so is contingent upon accurately
identifying speciﬁc populations, assessing their care
needs, and developing models to meet those needs.
In this issue of the Annals, 3 investigations illustrate

the value of targeting clinician, patient, and system
behavior as interrelated paths to improvement in
health outcomes in complex patient populations—
speciﬁcally populations with depression plus other
chronic conditions.
These articles present evidence from randomized
controlled trials to inform different aspects of caring for patients with depression plus other comorbid
conditions: Lin et al describe the positive effect of a
team-based care intervention on initiation and adjustment of pharmacotherapy for persons with depression
plus diabetes and/or coronary heart disease,1 Bogner et
al use integration care managers to improve medication adherence and subsequent disease outcomes for
persons with depression and diabetes,2 and Morris et
al show that the effectiveness and side-effect proﬁles
of different antidepressant medication regimens are
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complex patients. Conversations with seniors with a
range of multimorbidities have revealed that, for them,
ideal care would include convenient access to clinicians (including by telephone or Internet), communication of individualized care plans, and support from
a single coordinator of care who could help patients
prioritize the competing demands from their multiple
conditions.13 Other concerns of complex patients that
may be addressed through general care management
include making sense of information from multiple
sources, prioritizing self-management strategies,
navigating interactions with clinicians and systems,
improving understanding of medications, and helping
patients establish connections between different care
recommendations.14-16
The effectiveness of generalizing disease-speciﬁc
interventions for patients with comorbidities to the
broader population of patients with a range of multiple
morbidities will depend on the outcomes assessed.
For complex patients with symptomatic depression,
it is unlikely that any health outcomes will improve
without active management of the depression. Based
on the Lin et al, Bogner et al, and Morris et al articles,
depression management should include active care
management, incorporating medication adherence and
treatment intensiﬁcation strategies, broad self-management support, and enhanced communication with
patients and between patients and the other members
of the care team.
Beyond successful treatment of depression, evaluating successful care depends on our ability to identify
and assess outcomes that matter to patients as much
as outcomes that matter to their clinicians. Medication
adherence, treatment intensiﬁcation, treatment adjustment, and self-monitoring behaviors (outcomes in all 3
articles in this issue) matter (on different levels) to both
clinicians and patients—assuming that, to the patient,
the beneﬁts (such as symptom improvement and
self-efﬁcacy with condition management) outweigh
any perceived adverse effects of treatment. Other
outcomes that are likely meaningful to both patients
and clinicians include decreases in symptom burden,
improvements in functioning, and individual goal
attainment. Such outcomes should also be evaluated
as evidence of effective patient-centered care delivery.
It is likely that providing continuous, cohesive care
management would facilitate the identiﬁcation of such
outcomes that are particularly meaningful to complex
patients, as well as the shared decision making with clinicians required to attain them.
Current reimbursement structures do not encourage multidimensional care management and encourage measuring only disease-speciﬁc outcomes. This
disease-speciﬁc perspective for reimbursement may

unaffected by the number of conditions comorbid with
major depressive disorder.3
Previous interventions to reduce depression symptoms in primary care found that the most effective
interventions incorporated clinician education, nurse
care management, and integration between primary
and specialty care.4 Care managers served multiple
roles, which included patient educators (on a range of
topics from medication adherence to treatment duration), interpreters of care plans to patients, monitors
of therapy, and conduits for patient concerns to both
primary clinicians and mental health consultants.4-7
The interventions described in the articles by Lin et al
and Bogner et al expand on these models and have care
managers (I use the term loosely to include core members of care teams and integration managers, as in the
Lin et al and Bogner et al trials) provide education and
expertise on depression, as well as speciﬁc additional
comorbidities. The effectiveness of these care models
in these settings raises 2 additional questions: Can
these models of care be extended to other populations
of persons with multiple chronic medical conditions
(with and without depression), and which health outcomes would illustrate the success of such care models?
For the substantial population of persons with
depression plus a range of chronic conditions, care
models directed at treating depression alone may
beneﬁt other conditions as well. For example, Lin et
al and others have previously shown that depression
care management has the potential to improve multiple
symptom domains.8-10 Further, patient populations
with multiple morbidities and depression may be more
responsive to general self-management interventions
than are populations with no depression and fewer
medical conditions.11,12 Thus, there seems to be little
doubt that care management attending to depression
and other conditions has the potential to improve several health outcomes for both conditions.
Generalizing such care models to more heterogeneous populations of complex patients, however, will
require identifying components of interventions that
may be effective regardless of patients’ medical conditions. In the interventions described in this issue, care
managers enhance 2 elements of care infrastructure
that may be foundational for complex patient care:
communication and continuity between patients and
clinicians. Included are additional patient assessment
time, individualized patient coaching about self-care
and goal attainment, and facilitating conversations
about decision making between primary care and specialty clinicians and between clinicians and patients.
Although such enhanced communication may or
may not improve disease-speciﬁc self-care and outcomes, it may still promote patient-centered care for
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change with increased attention to a more comprehensive assessment of the process and outcomes of patientcentered care.7,17,18 With this shift, it may become not
only medically correct but also ﬁnancially feasible to
implement effective integrated and multidimensional
care management for persons with depression and
other chronic medical conditions.
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