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opportunities to communicate are 
more frequent. But some changes 
in health care may be causing re-
lationships to deteriorate. EMRs 
and the use of hospitalists prob-
ably have led to fewer personal 
interactions among physicians, 
and the consolidation of physi-
cian practices and changes in in-
surance participation can affect 
referral networks.

I did not have relationships 
with most of Mr. K.’s other cli-
nicians when his care began, so 
I reached out to them early and 
often to establish connections. I 
believe these connections instilled 
a sense of mutual accountability, 
helping to mitigate the potential 
for a bystander effect.5 Part of 

my job as quarterback is to make 
sure the other players know 
where the ball is and what routes 
each player is running. But every-
one has to come to the huddle 
willingly. Fortunately, providing 
care collaboratively is more enjoy-
able than staying alone in our 
silos. I considered it a mark of 
successful teamwork when Mr. 
K.’s surgeon sent me an e-mail 
on day 80 saying, “Tumor is out!”

No one knows for sure how Mr. 
K.’s case would have played out 
without effective care coordina-
tion. But this instant replay re-
veals that there is only one way 
for physicians to confront the 
perilous nature of complex care: 
together.
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Instant Replay — a view of Care Coordination

Toward Increased Adoption of Complex Care Management
Clemens S. Hong, M.D., M.P.H., Melinda K. Abrams, M.S., and Timothy G. Ferris, M.D., M.P.H.

Many observers of U.S. health 
care are now convinced 

that improved management of the 
care of patients with complex, 
high-cost conditions is an essen-
tial part of the solution to our 
health care cost problem. Increas-
ing evidence supports the use of 
specially trained, primary care–
integrated, complex care manage-
ment (CCM) teams to improve 
outcomes and reduce costs by 
addressing the needs of the 
small proportion of patients who 
account for a majority of health 
care expenditures.1 For example, 
for successive cohorts of high-
risk patients from 2006 through 
2012, Massachusetts General Hos-
pital achieved savings of 4%, 8%, 
and 19% by pursuing a CCM ap-
proach.2 CCM is a nearly univer-
sal element of the strategies used 
by providers accepting financial 
risk under Medicare’s account-

able care organization contracts.3 
Even as the momentum builds, 
however, substantial financial 
and nonfinancial barriers to more 
widespread adoption remain.

The fee-for-service payment sys-
tem is the most significant bar-
rier to CCM adoption. CCM ser-
vices are not easily separated into 
discrete, reimbursable units. Even 
when these services are disaggre-
gated, most are not currently re-
imbursed. Providers, therefore, 
have little incentive to adopt CCM. 
In fact, when these programs are 
affiliated with hospitals, the fact 
that effective CCM reduces the 
rate of hospitalization creates a 
financial disincentive. Although 
it might be possible to pay for 
CCM on a fee-for-service basis, 
global-payment or shared-savings 
approaches that reward reduc-
tions in avoidable health care 
utilization are clearly preferable.

Providers that are reimbursed 
through contracts that hold them 
accountable for costs of care (ei-
ther total medical expenses or 
changes in total medical expens-
es) have an incentive to implement 
CCM. Many providers, however, 
remain unable to commit to such 
contracts. Fortunately, incremen-
tal payments used in conjunction 
with traditional fee-for-service 
systems can feasibly support CCM. 
In such a hybrid model, payers 
provide a care management fee 
(typically a per-member-per-month 
payment) to cover the costs of 
the CCM, and the provider is at 
risk only for the management fee. 
This approach provides an incen-
tive to reduce avoidable use of 
services without requiring the 
provider to take on risk for the 
total costs of care for its patient 
population. Contracts under which 
providers take on risk for care 
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management fees are most power-
ful when that risk is tied to suf-
ficient shared savings (if the sav-
ings exceed the fees), particularly 
for hospital-based providers seek-
ing to offset losses from reduced 
acute care utilization. Incentive-
based payment, based on stan-
dards for CCM-program opera-
tion or achievement of quality 
thresholds, further enhance this 
payment method. Greater avail-
ability of the care management–
fee approach would dramatically 
expand the pool of participating 
providers to include those un-
able to shoulder the financial 
risk of a global-payment con-
tract.

Additional financial barriers 
include lack of capital for CCM 
start-up costs (e.g., costs of in-
formation technology and staff 
training) and unrealistic expecta-
tions for a return on investment 
in less than 3 years. One-time 
supplemental payments would 
help with start-up costs, and con-
tracts of sufficient duration (3 to 
5 years) would give providers time 
to implement a CCM program 
and make the course corrections 
required to achieve a return on 
investment.

Nonfinancial barriers also im-
pede CCM adoption. A recent 
Commonwealth Fund brief de-
scribes some of the common 
characteristics of successful care 
management programs.4 CCM 
works best when care managers 
collaborate closely with all pro-
viders caring for their assigned 
patients. Integration of providers 
of behavioral health care is espe-
cially important, given that be-
havioral health problems contrib-
ute significantly to excess use of 
health care services among high-
cost patients.5

Although integrated delivery 

systems are best positioned to 
enable close collaboration, most 
primary care is still provided by 
small and medium-sized practic-
es that often operate in relative 
isolation. These small primary 
care practices (many of them lo-
cated in rural areas) rarely have 
the resources or volume of pa-
tients to justify hiring CCM staff. 
Specific incentives that encourage 
providers to share key resources 
— such as patient registries, CCM 
staff, health information tech-
nology (HIT) platforms, and ana-
lysts to support quality-improve-
ment efforts — can help practices 
to achieve economies of scale 
and reduce their costs. Govern-
ment or private organizations can 
convene regional entities and cre-
ate an organizational home for 
shared CCM resources. Real-world 
examples include Vermont’s Blue-
print for Health and Health 
Quality Partners in Pennsylvania.

CCM programs operate most 
efficiently if all the patients with 
complex conditions in a particular 
practice are eligible to participate 
in the program, regardless of pay-
er. Otherwise, practices must de-
velop different CCM programs for 
different patients on the basis of 
payer contracts instead of on the 
basis of need, which is administra-
tively unrealistic. Multipayer, multi-
stakeholder agreement on CCM 
standards, scope of service, and 
key performance metrics would 
reduce the administrative burden 
and enable high-quality CCM.

Effective CCM depends on a 
strong primary care foundation. 
Despite the national movement 
toward patient-centered medical 
homes, primary care remains un-
derresourced. Conversely, achiev-
ing the full promise of patient-
centered medical homes for cost 
savings requires effective CCM. 

Policies that provide increased 
support for primary care will di-
rectly and indirectly support more 
effective CCM.

Barriers to effective CCM also 
come from within health care 
delivery organizations. Beyond the 
resistance to change present in 
most organizations, the lack of 
experience and knowledge of op-
erational details regarding the 
best ways of designing and im-
plementing effective CCM pro-
grams is a major obstacle. The 
number of training programs 
aimed at the management and 
operation of CCM programs is 
increasing, but high-quality, stan-
dardized CCM training for care 
managers and other members of 
the CCM team needs to be more 
widely available. It is important 
for educational institutions and 
other training and technical-sup-
port organizations to develop 
greater capacity and standards to 
support this new, specialized 
workforce and train health care 
teams to collaborate effectively 
with CCM teams. Certification 
programs and professionalization 
of current paraprofessional work-
ers, such as community health 
workers, may be necessary, and 
reevaluation of scope of practice, 
interprofessional training, and 
training in team-based care will 
be important to overcome ten-
dencies of professional groups to 
protect the scope of their work.

The analytic approaches and 
HIT required for effective CCM 
remain underdeveloped. Better 
algorithms could be developed 
for identifying patients whose 
care offers the greatest opportu-
nity for reducing expenditures, 
health information exchanges 
could be created to provide real-
time data to CCM teams, and 
software for population manage-
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ment and care manager workflow 
could be improved. Organized in-
vestment in such development and 
the improved integration of avail-
able products into comprehensive 
electronic health records could 
accelerate adoption. Less ambi-
tiously, performance standards 
for these platforms might help 
providers navigate the increasing-
ly complex HIT-vendor terrain.

Finally, although the emerg-
ing research on CCM is compel-
ling, additional evidence regard-
ing net savings would accelerate 

adoption of CCM. 
We still have much 
to learn about best 
practices for im-

proving care for patients with 
complex conditions, including 
how best to identify them, risk-
stratify them into coherent clini-
cal groups, engage them and 
their families, provide CCM ser-
vices, and develop performance 

metrics that are both sensitive to 
change and meaningful to pa-
tients, families, and providers.

Achieving the widespread adop-
tion of high-performing CCM 
programs is a critical part of a 
national cost-containment and 
quality-improvement strategy. If 
CCM is to become a ubiquitous 
approach to reducing health care 
costs, we will need to overcome 
some substantial barriers. Address-
ing the financial, organization-
al, technical, and workforce bar-
riers described above will require 
new policies and practices, but 
increased adoption can be 
achieved without increasing the 
total cost of care. Successful CCM 
not only pays for itself, it also di-
rectly addresses our tripartite goal 
of lower costs, improved care, 
and improved patient experience. 
It is time to accelerate the adop-
tion of CCM within our health 
care system.
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Time Off to Care for a Sick Child — Why Family-Leave  
Policies Matter
Mark A. Schuster, M.D., Ph.D., and Paul J. Chung, M.D.

Health care providers and 
public health officials rou-

tinely recommend that acutely ill 
children stay home from school 
and, if necessary, see a clinician. 
Otherwise, their illnesses can 
worsen or spread to others, health 
care costs can increase, and small 
problems can become serious 
threats. But for many employed 
parents, taking time off to care 
for a sick child means losing in-
come or, worse, risking their job.

“A mother deserves a day off 
to care for a sick child . . . with-
out running into hardship — and 
you know what? A father does, 

too,” President Barack Obama 
said during his 2014 State of the 
Union address. The conflict be-
tween protecting personal and 
public health and paying the rent 
and the grocery bill was high-
lighted during the 2009 H1N1 
influenza pandemic, when gov-
ernment officials asked parents to 
keep their sick children home, 
only to find that millions of em-
ployed parents simply couldn’t.

Even without a pandemic, sim-
ilar stories play out throughout 
the United States every day. Con-
sider a mother who knows both 
how to assess her son’s asthma 

symptoms and when he needs to 
see a clinician. If his medicine 
doesn’t seem to be working on a 
weekend or at night, they go 
straight to the clinic, he receives 
treatment, and they avoid a hos-
pital admission. But when the boy 
has an asthma attack on a week-
day morning, his mother sends 
him to school, fearing that miss-
ing work will mean losing her 
job. Three times in 18 months, 
when she waits until after work 
to bring him to the clinic, his 
asthma worsens, and he ends up 
hospitalized. Each time, what 
should have been 3 hours in the 
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