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Slide 1 Speaker Notes 

This is the third module of the HHS Education & Training Curriculum on Multiple Chronic Conditions (MCC)—a six-module curriculum designed 
for academic faculty, educators and trainers to inform healthcare professionals caring for persons living with multiple chronic conditions. Based 
on the MCC Education and Training Framework (http://www.hhs.gov/ash/initiatives/mcc/education-and-training/index.html), these modules 
provide knowledge and tools health professionals can use as they improve quality of care of persons living with MCC.   

Terminology used throughout this presentation: 

• Multiple chronic conditions (MCC) is defined many ways in the literature and in practice.  For the purposes of this presentation, MCC is 
defined as a person with two or more concurrent chronic conditions.  Other similar terms used are complex patient, multimorbidity and 
comorbidity for this population. 

• “Persons living with multiple chronic conditions” (PLWMCC) is used instead of “patient” to place greater emphasis on the individual 
being at the center of care.   

Each module  has  a PowerPoint® slide presentation that can be saved, modified, and used in your presentations with health professionals at any 
stage of education (undergraduate, graduate or continuing education). The notes in the presentation will help  guide your talking points during 
the presentations.   

Visit http://www.hhs.gov/ash/initiatives/mcc/education-and-training/index.html to download this and other modules—and to access 
helpful tools and resources. 

Suggested citation: 

U.S. Department of Health and Human Services. Multiple Chronic Conditions Initiative. Education and Training Curriculum on Multiple Chronic 
Conditions. Washington, DC. June 2015. 

http://www.hhs.gov/ash/initiatives/mcc/education-and-training/index.html
http://www.hhs.gov/ash/initiatives/mcc/education-and-training/index.html


Learning Objectives for this module

After completing this module, you will know how to:

 Apply Knowledge for Practice in Complex Care 

strategies for persons living with multiple chronic 

conditions (PLWMCC)

 Communicate the benefits of KNOW for PLWMCC

Knowledge for Practice in Complex Care: Module 3
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This module, “Knowledge for Practice in Complex Care for PLWMCC” of the MCC curriculum provides: 

1. An overview of knowledge for complex care as an effective mechanism for healthcare professionals to help people manage their 
multiple chronic conditions, and; 

2. Practical strategies and resources for integrating knowledge for complex care into practice. 



Overview of Contents in this module

 The basis for knowledge for practice in complex care

 Complex care evidence-based practices and treatment 
considerations

 Incorporating strategies that facilitate complex care 
treatments and supports

3
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This module is divided into three sections that address the multifaceted factors that impact knowledge for complex care when caring for persons 
living with multiple chronic conditions.  Tools and links to resources that further support integration of knowledge for complex care into your 
existing work are also discussed.  



SECTION 1
The Basis for Knowledge for Practice in Complex 
Care

Knowledge for Practice in Complex Care: Module 3
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This section defines knowledge for practice in complex care (KNOW), identifies key KNOW competencies to care for PLWMCC and discuss the 
significance of KNOW for PLWMCC.   



Knowledge for Practice in Complex Care 
(KNOW)

Definition:

The application of established and evolving biopsychosocial, 

clinical and epidemiological sciences to the care of persons 

living with multiple chronic conditions (PLWMCC).

Knowledge for Practice in Complex Care: Module 3
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Knowledge for practice in complex care is defined as the application of established and evolving biopsychosocial, clinical and epidemiological 
sciences to the care of persons living with multiple chronic conditions (PLWMCC). 

Reference: 

Englander, R., Cameron, T., Ballard, A. J., Dodge, J., Bull, J., & Aschenbrener, C. A. (2013). Toward a common taxonomy of competency domains 
for the health professions and competencies for physicians. Acad Med, 88(8), 1088-1094.  



KNOW Competencies

1 Critically evaluate emerging evidence-based practices to improve 
healthcare for PLWMCC.

2 Provide effective medication management for PLWMCC, as well as 
continuous monitoring, follow-up and reassessment.

3 Provide care that includes clinical decision-making and assessment of 
the impact of barriers to contextual considerations on health, 
disease, care seeking, and attitudes towards care.

Knowledge for Practice in Complex Care: Module 3
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Here are five competencies for Knowledge for Practice in Complex Care (KNOW) for PLWMCC.  The underpinning concepts that support these 
competencies will be discussed in greater detail in this presentation. 

The competencies are  

KNOW 1. Critically evaluate emerging evidence-based practices to improve healthcare for PLWMCC. 

KNOW 2. Provide effective medication management for PLWMCC, as well as continuous monitoring, follow-up and reassessment. 

KNOW 3. Provide care that includes clinical decision-making and assessment of the impact of barriers to contextual considerations on health, 
disease, care seeking, and attitudes towards care. 



KNOW Competencies (Continued)

4 Optimize care management by identifying treatment goals and 
management strategies that address more than one of the existing 
chronic conditions.

5 Integrate care of PLWMCC, as appropriate, with the services and 
supports provided to special populations, including persons with 
disabilities, behavioral health, cognitive disorders, and other populations 
with unique needs. 

Knowledge for Practice in Complex Care: Module 3
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KNOW 4. Optimize care management by identifying treatment goals and management strategies that address more than one of the existing 
chronic conditions. 

KNOW 5. Integrate care of PLWMCC, as appropriate, with the services and supports provided to special populations, including persons with 
disabilities, behavioral health challenges, cognitive disorders, and other populations with unique needs.  



KNOW in Complex Care

PLWMCC are 

the largest, 

fastest 

growing and 

most costly 

patient 

population.  

PLWMCC often experience:

Poor quality of life

Physical disability

High healthcare use

Multiple medication use, and

 Increased risk for adverse drug events 

and mortality

 Impaired family functioning

Knowledge for Practice in Complex Care: Module 3
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Knowledge for Practice in Complex Care (KNOW) is necessary when caring for people living with multiple chronic conditions (PLWMCC).  
PLWMCC are the largest, fastest growing, and most costly patient population.  Evidence for managing MCC is largely based on clinical trials of 
single conditions12. PLWMCC often experience poor quality of life, physical disability, high health care use, multiple medications, increased risk 
for adverse drug events and mortality3 , and impaired family functioning, e.g., financial problems or family members having to stop working.  
Understanding how to provide care for this population is a crucial aspect of healthcare4.  New research methods, such as comparative 
effectiveness research5 and new foci, such as developing guidelines for PLWMCC, patient engagement, and literacy are adding to the knowledge 
base.  

1 Fortin, M., Dionne, J., Pinho, G., Gignac, J., Almirall, J., & Lapointe, L.  (2006). Randomized controlled trials: do they have external validity for patients with 
multiple comorbidities? The Annals of Family Medicine, 4(2), 104-108. 
2 Starfield, B. (2001). New paradigms for quality in primary care. Br J Gen Pract, 51(465), 303-309. 
3 Boyd, C. M., Darer, J., Boult, C., Fried, L. P., Boult, L., & Wu, A. W. (2005). Clinical practice guidelines and quality of care for older patients with multiple 
comorbid diseases: implications for pay for performance. JAMA, 294(6), 716-724. 
4 Institute of Medicine (US). Committee on Quality of Health Care in America. (2001). Crossing the quality chasm: A new health system for the 21st century. 
National Academy Press. 
5 Agency for Healthcare Research and Quality. What is Comparative Effectiveness Research. Retrieved from 
http://effectivehealthcare.ahrq.gov/index.cfm/what-is-comparative-effectiveness-research1/. 
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Making the Case for KNOW

Chronic Care Complex Care

Knowledge for Practice in Complex Care: Module 3
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In making the case for knowledge for Practice in Complex Care (KNOW), Chronic care (caring for a health condition on an ongoing basis) does not 
always mean complex care. Persons with complex care need often have functional limitations and need assistance on a daily basis. They may 
also rely on social services and be more likely to experience serious health-related complications1. Current guidelines may offer an insufficient 
approach for caring for PLWMCC2. 

Like all people with chronic health conditions, PLWMCC generally use more health services and receive care from more and different health 
professionals than do people with one chronic condition.  Furthermore, most of these patients with complex care needs also have functional 
limitations, which means they often need assistance from family members or paid personal care assistants to perform activities of daily living, 
such as toileting, eating, and getting dressed. They also frequently rely on social services such as accessible transportation or home-delivered 
meals provided by community organizations. Furthermore, given the complexity of their health problems, they are more likely to have chronic, 
progressive illnesses or experience life-threatening complications. It is important to consider how different conditions may manifest differently 
in men and women. 

1 Rich, E., Lipson, D., Libersky, J., & Parchman, M. Coordinating Care for Adults With Complex Care Needs in the Patient-Centered Medical Home: Challenges and 
Solutions. White Paper (Prepared by Mathematica Policy Research under Contract No. HHSA290200900019I/ HHSA29032005T). AHRQ Publication No. 12-0010-
EF. Rockville, MD: Agency for Healthcare Research and Quality. January 2012. 
2 Fortin, M., Dionne, J., Pinho, G., Gignac, J., Almirall, J., & Lapointe, L.  (2006). Randomized controlled trials: do they have external validity for patients with 
multiple comorbidities? The Annals of Family Medicine, 4(2), 104-108. 

                                                           



SECTION 2
Complex Care Evidence-based Practices and 
Treatment Considerations
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This section discusses complex care evidence-based practices and treatment considerations. 



Emerging Evidence-Based Practices

Self-
monitoring of 
medications 
may improve 
medication 
use, 
adherence, 
adverse 
events and 
clinical 
outcomes for 
PLWMCC.

Interactions 
between 

conditions

Effects of 
treatments on 

overall 
outcomes      (+ 

and -)

Knowledge for Practice in Complex Care: Module 3
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Treatments have beneficial and harmful effects across conditions and health outcomes.  Self-monitoring of medication and interventions may 
improve medication use, adherence, adverse events and clinical outcomes1.  It is helpful to determine the effect of treatments (both benefits 
and harms) on overall outcomes, not merely disease-specific outcomes, to inform clinical decision making2. 

Health professionals should prioritize among treatment goals, including medication, to ensure PLWMCC can manage the regimen.  

Interprofessional teams should consider interactions between and among treatments and conditions, including concordant conditions and 
discordant conditions. Concordant versus discordant conditions (i.e., conditions with similar versus different pathophysiologic risk profiles)3 are 
important factors to consider as interventions that align concordant comorbidities can improve the likelihood of effective treatment4.  

1 Ryan, R., Santesso, N., Lowe, D., Hill, S., Grimshaw, J.,… & Taylor, M. (2014). Interventions to improve safe and effective medicines use by consumers: an 
overview of systematic reviews. Cochrane Database Syst Rev, 4, CD007768. 
2 Tinetti, M. E., McAvay, G. J., Chang, S. S., Newman, A. B., Fitzpatrick, A. L.,… & Peduzzi, P. N. (2011). Contribution of multiple chronic conditions to universal 
health outcomes. J Am Geriatr Soc, 59(9), 1686-1691. 
3 Piette, J. D., & Kerr, E. A. (2006). The impact of comorbid chronic conditions on diabetes care. Diabetes Care, 29(3), 725-731. 
4 Magnan, E. M., Palta, M., Johnson, H. M., Bartels, C. M., Schumacher, J. R., & Smith, M. A. (2015). The impact of a patient's concordant and discordant chronic 
conditions on diabetes care quality measures. J Diabetes Complications, 29(2), 288-294. 

                                                           



Emerging Medical Treatments

Contextual considerations for developing treatment 
regimens:
 Health

 Disease

 Barriers and attitudes toward care

 Care seeking

 Adherence

 Comorbidities

 The index condition
Knowledge for Practice in Complex Care: Module 3
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New medical treatments for PLWMCC are being tested and published continually.  Clinicians remain abreast of emerging medical treatments, 
medication therapy and polypharmacy for PLWMCC.  When identifying appropriate treatment regimens for PLWMCC, it is helpful to take into 
account the following contextual considerations: 

• Health; 

• Disease; 

• Care seeking; 

• Barriers and attitudes toward care; 

• Adherence; 

• Comorbidities and; 

• The index condition1.  

1 Goodman, R. A., Boyd, C., Tinetti, M. E., Von Kohorn, I., Parekh, A. K., & McGinnis, J. M. (2014). IOM and DHHS meeting on making clinical practice guidelines 
appropriate for patients with multiple chronic conditions. Ann Fam Med, 12(3), 256-259. 

                                                           



Medication Management

The 
strongest 

predictor of 
medication 

non-
adherence 

is the 
number of 

medications
.

● Prioritize which medications are most 
likely to benefit and least likely to harm 
PLWMCC

● Consider the regimen as a whole, 
including synergistic, potentiating, and 
antagonistic effects.  

● Choose medications recommended for 
more than one condition with self-care 
activities

Knowledge for Practice in Complex Care: Module 3
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Clinicians should assess current emerging medical treatments and current information regarding medication therapy and polypharmacy.  The 
strongest predictor of medication non-adherence is the number of medications1.  For PLWMCC who take multiple medications, healthcare 
teams should prioritize which medications are most likely to benefit and least likely to harm an individual with MCC, and consider the regimen as 
a whole, including synergistic, potentiating, and antagonistic effects.  In order to prioritize, clinicians can utilize the concept of time to benefit in 
addition to other measures of medication effectiveness2. 

Also recognize that multiple medications may affect cognition. 

1 CSWE Gero-Ed National Center for Gerontological Social Work Education. Polypharmacy in Older Adults Teaching Module. (2014). Retrieved 
from http://www.cswe.org/CentersInitiatives/CurriculumResources/MAC/GIG/Arizona/37498.aspx. 

2 Holmes, H. M., Min, L. C., Yee, M., Varadhan, R., Basran, J., Dale, W., & Boyd, C. M. (2013). Rationalizing prescribing for older patients with 
multimorbidity: considering time to benefit. Drugs Aging, 30(9), 655-666. 
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Emerging Medical Treatments

Changes in medication regimens can help PLWMCC by:

Increasing convenience

Reducing adverse effects 
Decreasing refill expense

Knowledge for Practice in Complex Care: Module 3
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Changes in medication regimens can help PLWMCC by: 

• Increasing convenience; 

• Reducing adverse effects; 

• Decreasing refill expense. 



Addressing Treatment Adherence

For Clinicians

 Assess the PLWMCC’s perception of treatment burden

 Discuss PLWMCC’s unique challenges that may cause  
non-adherence 

 Normalize PLWMCC’s self-care routine

 Reinforce positive aspects of PLWMCC’s health 

 Identify social supports for PLWMCC in their community

Knowledge for Practice in Complex Care: Module 3
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The combination of ongoing treatment regimens and its impact on PLWMCC’s functioning and well-being can lead to treatment burden.  
However, personal, social and healthcare factors can assist in lessening it. Clinicians may be able to ease treatment burden and increase 
adherence of PLWMCC by using the following management strategies:  

- assessing the PWLMCC’s perception of treatment burden  

- discussing the unique challenges they may experience as they adhere to prescribed treatments and care,  

- reinforcing positive aspects of PWLMCC health,  

- normalizing their self-care routine and  

- identifying social supports in their community to help them cope1.   

PLWMCC have many reasons why they do not take their medications consistently as prescribed (i.e. cost, transportation, side effects).  The best 
thing you can do is to ask the person why.  Each individual may have differing reasons for non-adherence.  Working with the PLMCC, the 
healthcare team is better able to find a viable solution that works best for the PLWMCC. 

1 Ridgeway, J. L., Egginton, J. S., Tiedje, K., Linzer, M., Boehm, D.,… & Eton, D. T. (2014). Factors that lessen the burden of treatment in complex patients with 
chronic conditions: a qualitative study. Patient Prefer Adherence, 8, 339-351. 

                                                           



Treatment Management Strategies

Solution-focused

• Pillbox/medication scheduler
• Self-care routines
• Using technology and other tools for reminders (i.e. online 

portals)

Emotion-focused

• Maintaining a positive attitude
• Focusing on other life priorities and goals
• Applying spirituality and faith

Knowledge for Practice in Complex Care: Module 3
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PLWMCC can decrease treatment burden by using solution focused and emotion-focused strategies. 

Solution-focused strategies, like the pillbox/medication scheduler, self-care routines, and online reminders, are action-oriented strategies that 
empower PLWMCC. 

PLWMCC cope with their illnesses better when they are able to maintain a positive attitude, focus on other life priorities and goals, and practice 
their faith or spirituality1. 

1 Ridgeway, J. L., Egginton, J. S., Tiedje, K., Linzer, M., Boehm, D.,… & Eton, D. T. (2014). Factors that lessen the burden of treatment in complex patients with 
chronic conditions: a qualitative study. Patient Prefer Adherence, 8, 339-351. 

                                                           



SECTION 3

Knowledge for Practice in Complex Care: Module 3

Incorporating Strategies that Facilitate Complex 
Care Treatments and Supports
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This section “Incorporating strategies that facilitate complex care treatments and supports” discusses how PLWMCC and clinicians prioritize the 
care plans, identifies the contextual factors that impact care plans, highlights strategies that facilitate complex care treatments and supports and 
addresses special populations living with MCC. 



Setting Priorities for Care

80%
The 
percentage 
of time 
PLWMCC 
and 
clinicians fail 
to agree on 
care 
priorities.

 PLWMCC are likely to prioritize 
conditions with noticeable symptoms 
over asymptomatic conditions.

 Clinicians tend to develop care 
priorities biased toward medical-
related factors, such as symptoms, 
severity and prognosis.

Knowledge for Practice in Complex Care: Module 3
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PLWMCC and clinicians fail to agree on care priorities (diagnoses, diagnostic evaluation, and treatment plans) 80% of the time1. PLWMCC are 
more likely to prioritize conditions with noticeable symptoms than asymptomatic conditions such as high blood pressure23.  Whereas, clinicians 
tend to develop care priorities biased towards medical-related factors, such as symptoms, severity and prognosis4. 

Disagreement between PLWMCC and clinicians on priorities for care can lead to worse health outcomes and loss to follow-up.  As an alternative, 
addressing particular risk factors or functional difficulties of PLWMCC may be more effective than focusing on improving outcomes5. However 
focusing on what the PLWMCC wants to accomplish is the most important priority for his/her care.  

1 Voigt, I., Wrede, J., Diederichs-Egidi, H., Dierks, M. L., & Junius-Walker, U. (2010). Priority setting in general practice: health priorities of older patients differ 
from treatment priorities of their physicians. Croat Med J, 51(6), 483-492 
2 Zulman, D. M., Kerr, E. A., Hofer, T. P., Heisler, M., & Zikmund-Fisher, B. J. (2010). Patient-provider concordance in the prioritization of health conditions 
among hypertensive diabetes patients. J Gen Intern Med, 25(5), 408-414. 
3 Junius-Walker, U., Stolberg, D., Steinke, P., Theile, G., Hummers-Pradier, E., & Dierks, M. L. (2011). Health and treatment priorities of older patients and their 
general practitioners: a cross-sectional study. Qual Prim Care, 19(2), 67-76 
4 Schoenberg, N. E., Leach, C., & Edwards, W. (2009). "It's a toss-up between my hearing, my heart, and my hip": prioritizing and accommodating multiple 
morbidities by vulnerable older adults. J Health Care Poor Underserved, 20(1), 134-151. 
5 Smith, S. M., Soubhi, H., Fortin, M., Hudon, C., & O'Dowd, T. (2012). Interventions for improving outcomes in patients with multimorbidity in primary care and 
community settings. Cochrane Database Syst Rev, 4, CD006560. 

                                                           



How do PLWMCC set care and treatment 
priorities?

Influencing Factors

Degree of 
worry about 
symptoms

Functional 
decline and 

self-care 
demands

Time needed 
to manage a 

condition

Financial 
demands of care 
and assistance 

needed

Knowledge for Practice in Complex Care: Module 3
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Factors that influence how PLWMCC set priorities for care and treatment. 

PLWMCC are likely to prioritize conditions with noticeable symptoms over asymptomatic conditions such as high blood pressure12. 

Clinicians may develop care priorities biased towards the medical aspects such as symptoms, severity and prognosis3. 

Four broad domains that influence how PLWMCC set priorities for care and treatment4: 

• The degree of worry about symptoms; 

• Functional decline and self-care demands; 

• The amount of time needed to manage a condition; 

• The financial demands of care, and the assistance or help needed. 

Clinicians should chose medications recommended for more than one condition and combined self-care activities whenever possible.  

1 Zulman, D. M., Kerr, E. A., Hofer, T. P., Heisler, M., & Zikmund-Fisher, B. J. (2010). Patient-provider concordance in the prioritization of health conditions 
among hypertensive diabetes patients. J Gen Intern Med, 25(5), 408-414. 
2 Junius-Walker, U., Stolberg, D., Steinke, P., Theile, G., Hummers-Pradier, E., & Dierks, M. L. (2011). Health and treatment priorities of older patients and their 
general practitioners: a cross-sectional study. Qual Prim Care, 19(2), 67-76 
3 Laiteerapong, N., Huang, E. S., & Chin, M. H. (2011). Prioritization of care in adults with diabetes and comorbidity. Ann N Y Acad Sci, 1243, 69-87. 
4 Schoenberg, N. E., Leach, C., & Edwards, W. (2009). "It's a toss-up between my hearing, my heart, and my hip": prioritizing and accommodating multiple 
morbidities by vulnerable older adults. J Health Care Poor Underserved, 20(1), 134-151. 

                                                           



Contextual Implications on Care

Factors that 
Impact Care:

Living conditions

Level of social 
support

Loneliness

Financial 
constraints

Knowledge for Practice in Complex Care: Module 3
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A variety of social circumstances, i.e., their living conditions, level of support, mental state and financial constraints can impact PLWMCC’s 
health, ability to seek and/or follow through with their care, and ability to perform their activities of daily living1.  Healthcare teams should elicit 
and consider PLWMCC’s social participation, functional autonomy, coping strategies, and health care seeking behavior.  Also, health literacy is 
challenged when complex regimens are put in place2. Healthcare teams should also actively monitor PLWMCC for signs and symptoms of 
psychological problems, mental disorders, cognitive dysfunction and substance abuse.  

1 Ludman, E. J., Peterson, D., Katon, W. J., Lin, E. H., Von Korff, M.,… & Gensichen, J. (2013). Improving confidence for self care in patients with depression and 
chronic illnesses. Behav Med, 39(1), 1-6. 
2 Muth, C., van den Akker, M., Blom, J. W., Mallen, C. D., Rochon, J.,… & Glasziou, P. P. (2014). The Ariadne principles: how to handle multimorbidity in primary 
care consultations. BMC Med, 12, 223. 

                                                           



Strategies that Facilitate Complex Care

1.  Shared Decision Making

2.  Self-Management Support

3.  Care Plans for PLWMCC

Knowledge for Practice in Complex Care: Module 3
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Shared decision making, self-management support and care plans are strategies that help PLWMCC manage complex care regiments1.  

1 Goodman, R. A., Boyd, C., Tinetti, M. E., Von Kohorn, I., Parekh, A. K., & McGinnis, J. M. (2014). IOM and DHHS meeting on making clinical practice guidelines 
appropriate for patients with multiple chronic conditions. Ann Fam Med, 12(3), 256-259. 

                                                           



Strategies that Facilitate Complex Care  #1

Shared Decision Making
• Offers essential tools to help PLWMCC understand their 

options

• The five-step process for shared decision making
Step 1:  Seek the PLWMCC’s participation
Step 2:  Help the PLWMCC explore and compare treatment

options.
Step 3:  Assess PLWMCC’s values and preferences
Step 4: Reach a decision with the PLWMCC
Step 5: Evaluate PLWMCC’s decision

Knowledge for Practice in Complex Care: Module 3
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PLWMCC play an essential role in decision making. Shared decision making offers effective tools to help them understand options1. 

The SHARE approach to shared decision making is a five-step process that includes exploring and comparing the benefits, harms, and risks of 
each option through meaningful dialogue about what matters most to the patient2. 

Step 1: Seek your patient's participation. 

Step 2: Help your patient explore and compare treatment options. 

Step 3: Assess your patient's values and preferences. 

Step 4: Reach a decision with your patient. 

Step 5: Evaluate your patient's decision. 

To learn more about shared decision making techniques and tools, visit AHRQ’s shared decision making review the following resource: 
http://www.ahrq.gov/professionals/education/curriculum-tools/shareddecisionmaking/index.html  

1 Barry, M. J., & Edgman-Levitan, S. (2012). Shared decision making--pinnacle of patient-centered care. N Engl J Med, 366(9), 780-781. 
2 Agency for Healthcare Research and Quality. The share approach. Retrieved from  http://www.ahrq.gov/professionals/education/curriculum-
tools/shareddecisionmaking/index.html  
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Strategies that Facilitate Complex Care  #2

Self-Management Support

• Actively engages PLWMCC and their 
families in disease management.

• Includes coaching PLWMCC by proactively 
communicating  what is important, 
enabling them to collaborate on goals and 
action plans and encouraging them to 
seek help.

Knowledge for Practice in Complex Care: Module 3
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Self-management support facilitates PLWMCC. 

It actively engages PLWMCC and their families in disease management.  Self-management includes coaching PLWMCC by proactively 
communicating  what is important, enabling them to collaborate on goals and action plans and encouraging them to seek help. 

Education delivered with self-management skills training, counseling, support, training or enhanced follow-up as part of pharmacist-delivered 
packages of care have positive effects on adherence, medicine use, clinical outcomes and knowledge1. 

To learn how to implement self-management in your practice, visit AHRQ’s self-management resources for health professionals: 
http://www.orau.gov/ahrq/sms_how.html  or http://www.orau.gov/ahrq/sms_browse_tool.html  

1 Ryan, R., Santesso, N., Lowe, D., Hill, S., Grimshaw, J.,… & Taylor, M. (2014). Interventions to improve safe and effective medicines use by consumers: an 
overview of systematic reviews. Cochrane Database Syst Rev, 4, CD007768. 
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Strategies that Facilitate Complex Care #3

Care Plans for PLWMCC

• Address the range of complex needs and 
conditions,

• Set goals and priorities, 
• Anticipate problems, 
• Support self-management, and 
• Plan the process of care, including health 

service use.

Knowledge for Practice in Complex Care: Module 3
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Care plans for PLWMCC should address the range of complex needs and conditions, set goals and priorities, anticipate problems, support self-
management and plan the process of care, including health service use1.  For PLWMCC who are children or have cognitive impairments (i.e., 
dementia or Alzheimer’s), their designated family member or POA (Power of Attorney) should be highly involved in their care plan.  Not all 
PLWMCC in this group will have the ability to review, understand, provide input and agree to a care plan because of their conditions affecting 
their cognitive abilities. 

Clinicians should  

- revisit the care plan as PLWMCC’s goals and conditions change, including whether or not treatment should continue.  

- reassess PLWMCC’s and clinician’s priorities frequently. Failure to reassess priorities or discontinue medication, and continued attention 
to inappropriate disease-specific quality metrics may increase the risk of adverse outcomes2.  

1 Barry, M. J., & Edgman-Levitan, S. (2012). Shared decision making--pinnacle of patient-centered care. N Engl J Med, 366(9), 780-781. 
2 Bayliss, E. A., Balasubramianian, B. A., Gill, J. M., & Stange, K. C. (2014). Perspectives in primary care: implementing patient-centered care coordination for 
individuals with multiple chronic medical conditions. Ann Fam Med, 12(6), 500-503. 

                                                           



Integrated Care Services for Special 
Populations Living with MCC

Tips
 Remember, when developing care plans, to address the 

specific needs of PLWMCC who may have a disability and/or a 
behavioral or cognitive disorder.

 Work with the guardians of those PLWMCC with cognitive 
and behavioral disorders who cannot represent themselves.  

 Recognize that PLMCC in socioeconomically disadvantaged 
populations may suffer more from multimorbidity because of 
related physical health conditions, unhealthy lifestyles, and 
metabolic effects of antipsychotic drug use.
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Clinicians should integrate care with services and supports for special populations, including the disabled. Persons living with disabilities account 
for more than 12% of the US population, and the number is increasing, particularly in socioeconomically disadvantaged populations1.  

To facilitate integrated care services for special populations living with MCC, keep this in mind… 

• PLWMCC who have special challenges, such as a disability and/or a behavioral and/or cognitive disorder have unique needs that should be 
identified and addressed in the care plan234. Not all PLWMCC in this group will have the ability to review, understand, provide input and 
agree to a care plan because of their conditions affecting their cognitive abilities.  

• Interprofessional teams should work with the designated family member or POA (Power of Attorney) of those PLWMCC with cognitive and 
behavioral disorders that cannot represent themselves in care planning56.  

• Individuals in socioeconomically disadvantaged populations may suffer more from multimorbidity because of intellectual disability, related 
physical health conditions, unhealthy lifestyle and metabolic effects of antipsychotic drug use78. 

1 Uijen, A. A., & van de Lisdonk, E. H. (2008). Multimorbidity in primary care: prevalence and trend over the last 20 years. Eur J Gen Pract, 14 Suppl 1, 28-32. 
2 Reichard, A., Stolzle, H., & Fox, M. H. (2011). Health disparities among adults with physical disabilities or cognitive limitations compared to individuals with no 
disabilities in the United States. Disabil Health J, 4(2), 59-67. 
3 Reichard, A., & Stolzle, H. (2011). Diabetes among adults with cognitive limitations compared to individuals with no cognitive disabilities. Intellect Dev Disabil, 
49(3), 141-154. 
4 Iezzoni, L. I., McCarthy, E. P., Davis, R. B., & Siebens, H. (2000). Mobility impairments and use of screening and preventive services. Am J Public 
Health, 90(6), 955-961. 
5 Altman B.M., B., A.B . (2008). Disability and health in the United States, 2001-200.5 
6 Parekh, A. K., Goodman, R. A., Gordon, C., & Koh, H. K. (2011). Managing multiple chronic conditions: a strategic framework for improving health outcomes 
and quality of life. Public Health Rep, 126(4), 460-471. 
7 Hermans, H., & Evenhuis, H. M. (2014). Multimorbidity in older adults with intellectual disabilities. Res Dev Disabil, 35(4), 776-783. 
8 Martinez, C. H., Richardson, C. R., Han, M. K., & Cigolle, C. T. (2014). Chronic obstructive pulmonary disease, cognitive impairment, and development of 
disability: the health and retirement study. Ann Am Thorac Soc, 11(9), 1362-1370.  

                                                           



KNOW Resources

 Polypharmacy in Older Adults Teaching Module 
http://www.cswe.org/CentersInitiatives/CurriculumResources/MAC/GIG/Arizona/37498.aspx

 Alliance for Geriatric Education in Specialties      
http://www.pogoe.org/productid/21198

 Teaching Principles of Managing Chronic Illness Using a 
Longitudinal Standardized Patient Case
www.mededportal.org/publication/7833

 HHS MCC Education and Training Repository 
http://www.hhs.gov/ash/initiatives/mcc/educationalresources
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Here are a few resources relevant to concepts discussed in this module.   

Polypharmacy in Older Adults Teaching Module gives definitions, demographics and risks associated with polypharmacy.  

The Alliance for Geriatric Education in Specialties (AGES) training program is aimed at specialties /subspecialties that commonly care for large 
numbers of older adults, but none of which currently require geriatrics’ proficiency.  

Teaching Principles of Managing Chronic Illness Using a Longitudinal Standardized Patient Case, the Jane Henderson case, is a standardized 
patient vignette to expose first- and second-year medical students to caring for a patient with several chronic illnesses and a complex 
psychosocial situation.   Other health professions might find it a useful tool for group discussions as well. 

To find more MCC related education and training resources for health professionals, visit the HHS MCC Education and Training Repository at 
http://www.hhs.gov/ash/initiatives/mcc/educationalresources. 

Teaching Principles of Managing Chronic Illness Using a Longitudinal Standardized Patient Case is a standardized patient vignette to expose first- 
and second-year medical students to caring for a patient with several chronic illnesses and a complex psychosocial situation.   Other health 
professions might find it a useful tool for group discussions as well. 

To find more MCC related education and training resources for health professionals, visit the MCC Education and Training Repository at 
http://www.hhs.gov/ash/initiatives/mcc/educationalresources.  

http://www.hhs.gov/ash/initiatives/mcc/educationalresources
http://www.hhs.gov/ash/initiatives/mcc/educationalresources
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