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The recognition of the interconnections among metabolic risk factors such as obesity and diabetes, 

chronic kidney disease (CKD), and cardiovascular disease (CVD) has led to the concept of cardio-

vascular-renal-metabolic (CRM) syndrome, encompassing multiple related conditions. In a recent 

AJMC Stakeholder Summit moderated by Ty J. Gluckman, MD, FACC, FAHA, medical director of the 

Center for Cardiovascular Analytics, Research, and Data Science at Providence St. Joseph Health in Tigard, 

Oregon, a panel of experts highlighted the need for coordinated care and early intervention for managing 

CRM conditions. The panel shared examples of coordinated care initiatives implemented in their insti-

tutions and recommended strategies to overcome barriers to scalable, cost-effective CRM care, with the 

ultimate goal of improving patient outcomes and reducing overall cost.

PREVALENCE AND INTERCONNECTIVITY OF CRM CONDITIONS 
IN THE UNITED STATES 

An increasing understanding of how metabolic risk factors such as obesity and diabetes inter-

play with CKD and CVD has led to the establishment of CRM syndrome, also referred to as 

cardiovascular-kidney-metabolic (CKM) syndrome.1,2 CRM syndrome is a health disorder charac-

terized by interconnected conditions such as obesity, type 2 diabetes (T2D), CKD, and CVD, including 

heart failure, atrial fibrillation, coronary artery disease, stroke, and peripheral artery disease.3,4

A substantial body of epidemiological evidence from observational and clinical studies highlights 

the significant overlap among metabolic, cardiovascular, and renal diseases, where the onset of 1 

condition increases the risk and worsens outcomes for the others.4 This relationship is illustrated by 

an analysis of National Health and Nutrition Examination Survey (NHANES) data from 2011 to 2020, 
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which stratified individuals by CKM syndrome 

stages: stage 0 (no CKM risk factors such as 

hypertension), stage 1 (excess or dysfunctional 

adiposity), stage 2 (additional metabolic risk 

factors or moderate- to high-risk CKD), stage 3 

(very high-risk CKD or high predicted 10-year 

CVD risk), and stage 4 (established CVD, such 

as coronary artery disease).5 The study data 

showed that nearly 90% of adults in the US 

met the criteria for CKM syndrome (stage 1 

or higher), and 15% were classified as being 

in advanced stages, with no improvements in 

these rates over the study period.5 

The pathophysiological consequences of 

CRM syndrome arise from complex interac-

tions among metabolic risk factors, CKD, and 

the cardiovascular system, often initiated with 

excess or dysfunctional adipose tissue.1 Visceral 

fat secretes proinflammatory and pro-oxidative 

mediators, leading to arterial, cardiac, and 

kidney damage, while impairing insulin sensi-

tivity and causing glucose intolerance.1 Once 

in circulation, these mediators worsen condi-

tions such as atherosclerosis, myocardial 

injury, glomerulosclerosis, kidney inflam-

mation, and fibrosis, while also contributing 

to metabolic risk factors.1 Ectopic fat deposits 

contribute to localized damage, promoting 

arrhythmias, myocardial dysfunction, and 

coronary atherosclerosis in heart tissue, as well 

as hypertension and blood pressure variability 

around the kidneys.1 Overall, CRM syndrome 

involves complex, multidirectional inter-

actions that result in higher morbidity and 

mortality, exceeding the combined effects 

of its individual components.1 As a key CRM 

driver, central obesity leads to conditions 

such as hypertension, CKD, heart failure, and 

diabetes, which exacerbate morbidity, hospital 

admissions, health care costs, and mortality.6 

With 41.9% of adults from the US being obese, 

population-based strategies such as lifestyle 

interventions and pharmacotherapy are crucial 

to reduce the disease burden.6,7

Screening for CRM risk factors, including 

biological factors and social determinants of 

health (SDOH), is recommended to improve 

prevention and management in both youth 

and adults.3 Biological screening encompasses 

metabolic risks, kidney function, and subclin-

ical cardiovascular disease, whereas SDOH 

screening identifies barriers to health access 

and self-care.3 Given the disproportionate 

impact of adverse SDOH, integrating these into 

risk prediction models and care is crucial for 

improving outcomes, promoting equity, and 

halting disease progression.3

Several therapies now offer significant bene-

fits beyond glycemic control for metabolic, 

cardiovascular, and renal health.4 Sodium-

glucose cotransporter-2 inhibitors (SGLT2i) 

prevent kidney failure, reduce heart failure 

hospitalizations, and lower cardiovascular 

mortality, with these benefits extending to 

individuals without diabetes and persisting 

even as renal function declines.4 Glucagon-

like peptide-1 receptor agonists (GLP-1 RAs) 

improve insulin resistance, promote weight 

loss, and reduce cardiovascular mortality.4 

Finerenone provides cardiorenal protection in 

T2D and CKD by targeting pro-inflammatory 

pathways, whereas tirzepatide, a dual receptor 

agonist, enhances glycemic and weight control.4

STAKEHOLDER INSIGHTS

The Impact of CRM Diseases 
in the US: Burden, Prevalence, 
and Obesity
Ian Neeland, MD, director of cardiovascular 

prevention and codirector of the Center for 

Integrated and Novel Approaches in Vascular-

Metabolic Disease at the University Hospitals 

Harrington Heart & Vascular Institute, discussed 

the burden of CRM conditions from both a 

morbidity and mortality perspective as well 

as from an economic standpoint. He noted 

One in 7 patients [is] at 
risk for either CKD or 
diabetes.... CVD is still the 
No. 1 killer for patients 
with T2D and CKD. It’s a big 
issue and something we 
need to tackle. 

Ian Neeland, MD
University Hospitals Harrington Heart & 

Vascular Institute
Cleveland, Ohio
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that 38 million Americans have diabetes, with 40% of them also having 

CKD, whereas 37 million people overall are affected by CKD. Neeland 

highlighted that “1 in 7 patients [is] at risk for either CKD or diabetes…. 

CVD is still the No. 1 killer for patients with T2D and CKD. It’s a big issue 

and something we need to tackle.” Neeland quantified the economic 

burden by explaining that “the costs of these conditions are extrava-

gant and huge. In fact, 25% of Medicare spending goes to CKD, even 

though it’s only about 14% of the population. Similarly, there’s a $400 

billion industry in terms of paying for diabetes, [and] $250 billion to 

pay for CVD.”

Manisha Jhamb, MD, MPH, associate professor of medicine, asso-

ciate division chief, and director of the Center for Population Health 

Management, Renal-Electrolyte Division at the University of Pittsburgh, 

discussed the changing epidemiology of CKD in the United States. 

She noted that approximately 14% of the adults in the US have CKD, 

equating to 1 in 7 adults. Projections indicate that by 2030, this figure 

will rise to 1 in 6 adults. Jhamb explained, “Part of the reason for the 

rising epidemic of CKD is the increase in the risk factors, [with] diabetes 

and hypertension being the most common.”

Jennifer B. Green, MD, professor of medicine at Duke University 

School of Medicine, emphasized the significant role of obesity in CRM, 

stating, “The relationship between excess weight and T2D is very clear in 

the United States. Essentially everyone with T2D has either overweight 

or obesity, and it’s primarily obesity. And although not every person with 

obesity develops diabetes, it is certainly a major driver of developing 

the condition, and it also contributes to the progression of diabetes and 

the development and progression of diabetes-related complications.”

Gluckman responded that in his practice, “Multimorbidity tends to 

be more the norm rather than the exception.” Neeland added that CRM 

is “a complex confluence of disease states,” primarily driven by excess 

body fat, specifically visceral and ectopic fat, leading to many down-

stream consequences. Neeland emphasized that addressing obesity is 

crucial in managing these conditions. However, “once these conditions 

develop, it becomes very difficult and complex to take care of patients 

and to prevent secondary events.”

Metabolic-associated fatty liver disease is also part of the CRM 

spectrum, as highlighted by Ken Cohen, MD, executive director of 

translational research at Optum Health. He referenced a study from 

the NHANES population whose data showed that about 75% of patients 

with T2D had fatty liver disease, with 15% showing significant fibrosis 

and 8% progressing to cirrhosis. Cohen noted the cost to manage these 

complications could reach $75 billion over the next decade, potentially 

making it the leading cause of liver transplants. Individuals with fatty 

liver disease have a 50% higher cardiovascular risk, which rises to 250% 

for those with fibrosis.

Strategies for Prevention and Screening of 
CRM Conditions
The complex interplay of conditions in CRM makes it essential to break 

down treatment silos and emphasize early screening and prevention, 

not only in adults but also in adolescent and pediatric populations, as 

Gluckman noted. Jhamb emphasized that because early-stage patients 

are primarily treated by primary care providers (PCPs), cohesive recom-

mendations and coordinated care are crucial to prevent patients from 

getting lost between specialists. “We need to work together as a team 

so that we are giving cohesive and holistic recommendations,” she 

said. Neeland stressed the importance of using artificial intelligence 

(AI)–driven strategies to screen electronic medical records (EMRs) for 

identifying patients eligible for advanced therapies, while systemwide 

protocols and leveraging electronic health records (EHRs) were recom-

mended to reduce care fragmentation. Gluckman agreed, adding that 

underdiagnosis remains a significant issue, noting, “We’re all busy, and 

this is challenging, but sometimes the information is right in front of 

us, [like] patients with routine chemistry panels showing [CKD], yet we 

haven’t officially labeled them as such, and therefore haven’t considered 

appropriate therapies.” Green added that screening for complication 

risks should improve, noting that urine albumin-creatinine ratio tests 

are underutilized by endocrinologists.

Cohen explained that to implement an effective screening and 

prevention program, “the answer is to build a sophisticated popula-

tion health management infrastructure. Now, that costs money, and 

the problem is that unless you’re in a 2-sided risk model, you don’t 

have the funding for that. Fee-for-service does not provide that model. 

It’s expensive to build, it’s expensive to maintain. The funding for that 

model involves getting upstream of disease processes…and those savings 

can then fund your population health infrastructure.” He provided 

several examples of programs, including a pharmacy-led program 

using automation to identify comorbidities in patients with diabetes 

and recommend personalized therapies, such as SGLT2i or GLP-1 RAs 

over metformin. Cohen also noted, “CMS…wants all patients in fully 

accountable models by the end of 2030. Today, only 12% of patients 

are being cared for in 2-sided risk models—fully accountable models. 

And those are almost all at the PCP level. Less than 6% of specialists 

are being paid in a true value-based care model.”

Management of Obesity in CRM Conditions
Gluckman emphasized the need to shift from managing end-stage disease 

to addressing obesity as a core issue, integrating weight management 

into routine care. Neeland explained, “The challenge has been that 

historically, we have not been set up to address and manage obesity 

The relationship between excess weight 
and T2D is very clear in the United States.... 
And although not every person with obesity 
develops diabetes, it is certainly a major 
driver of developing the condition.

Jennifer B. Green, MD
Duke University School of Medicine

Durham, North Carolina
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as a medical system…it’s only recently that [we] have new therapies for 

obesity.” He noted, “CMS does still not identify obesity as a disease…

and that creates downstream consequences for therapies, coverage, 

and our ability to manage this as a complex chronic disease.” Despite 

progress, including the American Heart Association’s (AHA) recogni-

tion of obesity in its CKM staging system, Neeland highlighted ongoing 

gaps in education and coverage. He also shared success using multi-

disciplinary care for patients with multiple comorbidities, though he 

acknowledged the “obesity paradox,” where weight loss may not benefit 

patients with advanced disease such as heart failure.

GUIDELINE RECOMMENDATIONS FROM 
MULTIPLE ORGANIZATIONS IN POPULATIONS 
WITH CRM CONDITIONS

Despite a growing recognition of the interconnectivity among cardio-

vascular, renal, and metabolic diseases, major gaps and conflicts 

persist in current clinical guidelines for the screening, prevention, 

and management of CRM syndrome.1 To address this discordance, 

an AHA science advisory group, representing broad transdisciplinary 

expertise, conducted a comprehensive review of guidelines related 

to CRM conditions, including the KDIGO Clinical Practice Guideline 

for Diabetes Management in Chronic Kidney Disease, the Standards 

of Medical Care in Diabetes, and the American College of Cardiology/

AHA Guidelines, among others.1 This analysis led to a summary of 

evidence, detailing recommended approaches and treatments for each 

stage of CRM syndrome, including therapies such as SGLT2i, GLP-1 RAs, 

statins, and bariatric surgery.1

Early detection and management of CRM risk factors are critical to 

preventing disease progression. The CRM staging framework facili-

tates early identification of at-risk individuals, allowing for timely 

intervention to prevent or delay the onset of cardiovascular disease.1 

Guidelines recommend screening for modifiable risk factors such as 

hypertension, diabetes, and dyslipidemia, and addressing obesity 

early in life due to its long-term risks.1 Collectively assessing these 

interrelated risk factors enables a more holistic prevention strategy.1

Metabolic and bariatric surgery is strongly recommended for indi-

viduals with a body mass index (BMI) of 35 or higher, regardless of the 

presence or severity of comorbidities, and should also be considered 

for individuals with metabolic disease and a BMI of 30 to 34.9.8 Long-

term data demonstrate that metabolic and bariatric surgery is both safe 

and effective in treating clinically severe obesity, leading to substan-

tial improvements or remission of comorbid conditions such as T2D, 

hypertension, and CVD.8

STAKEHOLDER INSIGHTS

Management of Comorbidities in CRM Conditions
In addressing complex CRM conditions, Green emphasized the importance 

of early diagnosis, data entry into the EHR, and effective manage-

ment of comorbidities. She stressed that “risk management is not 

some sort of hot potato that you can toss around from one provider 

to the next,” noting that traditionally, care has been fragmented, with 

different providers managing separate conditions. Green argued that 

this is an outdated approach, underscoring the need for integrated 

care, where providers address as many aspects of risk as possible or 

ensure seamless communication to avoid gaps in care. Cohen added 

that implementing a successful care model requires proper infrastruc-

ture funding, a consistent care algorithm across the continuum, and 

empowering nonphysician clinicians to take necessary actions, easing 

the burden on physicians while ensuring patient progress.

Implementation of New Evidence and Guidelines 
in Practice
The harmonization of guidelines across diabetes, kidney, and cardiovas-

cular care has made significant progress in aligning the management of 

high-risk patients, Green explained. Despite this, implementing these 

therapies remains slow due to barriers such as patient access and clin-

ical inertia. Green emphasized, “We can write all the guidelines that we 

like, but if they don’t actually change therapy, it’s for academic interest 

only,” underscoring the gap between evidence-based guidelines and 

actual clinical practice. Jhamb highlighted progress in kidney care, 

particularly with the widespread adoption of the updated estimated 

glomerular filtration rate (eGFR) equation, which removes race as a 

factor. She added, “I would love to see more cohesive messaging in part-

nership with primary care, internal medicine, and family medicine.”

Neeland discussed the challenges of implementing new evidence 

in clinical practice, noting, “One of the issues is that the generation of 

new evidence outpaces the guidelines.” Neeland emphasized the impor-

tance of educating providers and health systems about new evidence 

without waiting for formal guideline updates, acknowledging that it 

takes time for new therapies to gain acceptance in clinical practice. 

However, he praised recent efforts by professional societies to harmo-

nize guidelines, noting, “as we see the therapies…and evidence cross 

specialty, the guidelines become cross specialty, which is definitely  

a positive move.”

Cohen highlighted the misalignment between clinical and 

cost-effectiveness in guidelines, citing the cost-ineffectiveness of 

GLP-1 RAs for cardiovascular prevention, where preventing a single 

event can exceed $3 million. In contrast, he called bariatric surgery 

“the bargain in the health care system” due to its high effectiveness in 

reducing morbidity, mortality, and costs. He also pointed out adherence 

CMS does still not identify obesity as a 
disease...and that creates downstream 
consequences for therapies, coverage, 
and our ability to manage this as a complex 
chronic disease.

Ty J. Gluckman, MD, FACC, FAHA
Providence St. Joseph Health

Tigard, Oregon
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challenges, with less than 25% of eligible diabetes patients receiving 

SGLT2i, attributing this gap to the “4 C's”: cost, complexity, asymptom-

atic comorbidities, and clinical inertia. Cohen proposed solutions such 

as government negotiation of drug prices and integrating decision 

support into EMRs. Neeland added a fifth “C,” cooperation, empha-

sizing that SDOH affect adherence, and suggested remote monitoring, 

incentives, and education to improve engagement.

Jhamb discussed the significant implementation gap, noting the 

17-year delay from evidence to clinical practice. Despite groundbreaking 

evidence on therapies such as SGLT2i, which can delay end-stage kidney 

disease by 15 years, barriers persist at multiple levels. Jhamb empha-

sized that “9 of 10 patients with kidney disease don’t know they have 

[CKD],” highlighting the silent nature of the disease and the failure 

in screening. She also noted that “almost half of our patients with 

diabetes don’t have a urine albumin-creatinine ratio check,” a key diag-

nostic test, with even lower rates for hypertensive patients without 

diabetes. Jhamb stressed the need for risk stratification, multidisci-

plinary support teams, and clinical decision tools to “make it easy for 

clinicians to first take ownership…we want to make them feel that they 

can confidently prescribe it.”

Implementing guideline-based care often faces resistance, as high-

lighted by Green’s experience with American Diabetes Association 

guidelines, where many endocrinologists were reluctant to adopt the new 

recommendations. She emphasized, “It is very important in each care 

setting that there be at least 1 or 2 champions that are fully committed 

to the concept of multidisciplinary, multiaspect, guideline-based care 

for these high-risk patients.” Green also stressed the need for simplifi-

cation, noting that current guidelines are too complex, and streamlined 

versions would make it easier for clinicians to apply them in practice: 

“I could probably get the same message across with about 10 words as 

opposed to 1000…simplification should be paramount.” Additionally, 

she pointed out gaps in early intervention, such as the underutilization 

of metabolic surgery, and called for the integration of data regarding 

implementation into the guidelines to demonstrate their effectiveness.

CARE COORDINATION, PATIENT 
IDENTIFICATION, AND STRATEGIES FOR 
EARLY INTERVENTIONS FOR HIGH-RISK 
PATIENTS WITH CRM CONDITIONS

Coordinated care models show that patients with dedicated support for 

provider transitions and health care navigation achieve better outcomes.9 

A survey conducted in the US highlighted patient misunderstandings 

about the interconnection of their CRM conditions, emphasizing the 

proactive role of primary care providers in bridging communication 

gaps and empowering patients.9 To reduce therapeutic inertia—where 

treatment is not adjusted despite unmet goals—regular monitoring and 

shared decision-making between PCPs and specialists are essential.9 

As PCPs often diagnose CRM diseases first, they are well suited to coor-

dinate multidisciplinary care, manage complex therapies, and reduce 

fragmented care.9 Several coordinated care initiatives employing these 

strategies have successfully improved patient outcomes and evidence-

based therapy adoption in CRM care.10-13

The CINEMA program at University Hospitals Cleveland Medical 

Center implemented a patient-centered, team-based approach for 

managing patients with T2D at high risk for cardiovascular events.10 

The program aimed to increase evidence-based therapies and better 

control cardiovascular risk factors.10 Among 227 patients who completed 

follow-up over 2 years, SGLT2i use tripled from 21% to 57%, and GLP-1 

RA use rose from 18% to 65% (P < .001 for both).11 The intervention 

also reduced 10-year predicted atherosclerotic CVD risk by approxi-

mately 2.4% (P < .001), improving risk factors such as body weight, 

BMI, blood pressure, hemoglobin A
1C

, and cholesterol.11 Despite their 

success, CINEMA and similar programs face scaling challenges related 

to infrastructure, system cohesion, and funding.11 Broader success will 

require robust care coordination, supported by outpatient networks, 

integrated EHRs, and value-based care models.11

To evaluate the effectiveness of EHR-based population health 

management as a scalable, cost-effective method for standardizing 

CKD management and improving resource allocation, the Kidney 

CHAMP trial was conducted.12 This cluster-randomized clinical trial 

involved 101 primary care practices from May 2019 to July 2022, enrolling 

patients with an eGFR level below 60 mL/min/1.73m² and a high risk 

of CKD progression who had not consulted a nephrologist within 12 

months.12 The intervention group received nephrology e-consultations, 

pharmacist-led medication management, and patient education, 

whereas the control group received standard care.12 Among 1596 patients, 

there was no significant difference in CKD progression between the 

intervention group and the control group (HR, 0.96; 95% CI, 0.67-

1.38; P = .82).12 However, exposure to angiotensin-converting enzyme 

inhibitor/angiotensin receptor blocker (ACEi/ARB) was higher in the 

intervention group (rate ratio, 1.21; 95% CI, 1.02-1.43).12 The EHR-based 

population health management strategy addressed many barriers to 

implementing evidence-based CKD care; it did not significantly reduce 

CKD progression, likely due to late adoption of newer therapies, changes 

in screening, and COVID-19 disruptions.12

Data from a similar study, COORDINATE-Diabetes, demonstrated 

positive outcomes, likely due in part to its setting in specialized cardi-

ology clinics with active participation from diabetes care clinicians, 

contrasting with the primary care focus of Kidney CHAMP.12,13 This 

CMS...wants all patients in fully 
accountable models by the end of 2030. 
Today, only 12% of patients are being 
cared for in 2-sided risk models—full 
accountable models. And those are almost 
all at the PCP level.

Ken Cohen, MD
Optum Care

Golden, Colorado
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cluster-randomized trial, with 459 participants in the intervention 

group and 590 in the usual care group, aimed to increase prescrip-

tions of high-intensity statins, ACEIs/ARBs, and SGLT2i/GLP-1 RAs for 

adults with T2D and atherosclerotic CVD.13 The intervention addressed 

local barriers, developed care pathways, coordinated care, educated 

clinicians, and provided feedback, significantly improving prescrip-

tion rates for all 3 therapies (37.9% vs 14.5%; OR, 4.38; 95% CI, 2.49-7.71; 

P < .001).13 Although there was no notable change in cardiovascular risk 

factors, composite clinical events (all-cause death or hospitalization 

for myocardial infarction, stroke, or heart failure) occurred in 5% of 

the intervention group vs 6.8% in the usual care group (HR, 0.79; 95% 

CI, 0.46-1.33).13 This trial highlights the effectiveness and scalability of 

coordinated interventions across clinic sites.13

STAKEHOLDER INSIGHTS

Leveraging AI and Transparent Reporting to 
Enhance Care Coordination 
AI and machine learning models have become critical tools in care coor-

dination, enabling the development of predictive risk models for CKD, 

diabetes, and congestive heart failure (CHF) progression. Cohen noted 

these models reveal that only 5% of the population accounts for 85% of 

health care costs, a significant shift from the commonly taught 15%. By 

targeting case management resources to this smaller, high-risk group, 

care impact can be maximized. Transparent reporting and feedback, 

shared between PCPs and specialists, serve as powerful change agents. 

“When you begin to share that data with actionable insights, I think you 

can begin to move the needle,” Cohen noted. He also stressed the need 

for evidence-based education, explaining how his team distills research 

into concise summaries to help PCPs implement new findings within 

3 to 6 months, rather than the typical 17-year gap. Cohen explained that 

a database of 250 million lives and 500 specialty-specific metrics now 

ranks 60,000 specialists nationwide using measures such as clean cath-

eterization rates and heart failure admissions. These unblinded data 

are shared with PCPs to inform referral decisions based on evidence. 

Although some specialists welcome this transparency, others ques-

tion its relevance. However, Cohen emphasized the importance of 

embracing this approach to advance the process, stating, “You’re either 

part of the problem or part of the solution.”

Care Coordination Initiatives for Enhancing 
CRM Outcomes
The CINEMA program addresses care gaps in T2D by using a team-based, 

patient-centered model focused on evidence-based care, education, 

lifestyle management, and standardizing care. The multidisciplinary 

team, including cardiologists, nurse navigators, diabetes specialists, 

dietitians, and pharmacists, collaborate to manage both primary and 

secondary prevention. According to Neeland, “Once [patients] under-

stand the interconnectivity and the complexity of these disease states, 

it becomes easier and more acceptable to the patient to treat these 

conditions with the varieties of evidence-based therapies we have.” 

Neeland emphasized that the program also engages patients through 

Zoom classes and personalized care, fostering patient empowerment 

and active involvement in their health. He noted, “This team-based 

approach is…the future of…CRM care, because it addresses the defects, 

it makes it multidisciplinary, and it’s patient centered.” The program 

empowers the entire care team, including pharmacists and nurses, to 

prescribe, ensuring a collaborative approach to patient management.

The Kidney-CHAMP program was created to comanage high-risk CKD 

patients alongside PCPs, particularly those who are unaware of their 

kidney disease and are not seeing nephrologists. Jhamb explained that 

many patients “don’t know they have kidney disease,” leading to rapid 

disease progression and “crash start dialysis.” The program uses a CKD 

registry and risk prediction tools to target the highest-risk individuals. 

Instead of clinical alerts, it relies on automated e-consults that provide 

individualized recommendations to PCPs, taking into account patient 

factors such as functional status and affordability. Jhamb elaborated, 

“The e-consults also were our mechanism of providing education to the 

providers, trying to change provider practice and prescribing behavior, 

which is one of the hardest things in medicine. And this way, we were 

providing them [with] experiential learning while they were managing 

their patients.” A multidisciplinary team—including pharmacists, dieti-

tians, and social workers—works to address medication complexity, 

SDOH, and care fragmentation. Jhamb proudly noted, “We completed a 

5-year NIH [National Institutes of Health]–funded study, and it showed 

that we were able to successfully implement this model of care over a 

large health system...[increasing] renal protective medication, including 

ACE inhibitors and ARBs. The SGLT2i and GLP-1 RA prescription rate 

was almost 2 times higher with this kind of an intervention.”

The Coordinate Diabetes trial, explained Green, is a collabora-

tion between endocrinologists and cardiologists at the Duke Clinical 

Research Institute, aiming to improve care for patients with T2D and 

established vascular disease. Many patients are not receiving indicated 

therapies such as high-intensity statins, ACEi or ARBs, or newer agents 

like SGLT2i and GLP-1 RAs. Green noted, “We knew that endocrinologists 

were pretty comfortable with the use of these newer so-called diabetes 

medicines, but cardiologists were a bit less so.” The trial addressed this 

gap by randomizing US cardiology practices to either intervention or 

usual care and implementing educational modules, site visits with 

specialists, and regular feedback on care delivery. Feedback was empha-

sized, with Green noting, “We gave them detailed feedback...on how 

they were delivering care…and how they were comparing to the other 

sites.” The intervention successfully increased the prescription rates 
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of all 3 therapies. Green remarked, “With a fairly straightforward and 

economical intervention…in a clinical care setting, you can move the 

needle.” Green also recommended the COORDINATE-Diabetes website 

for tools used in the trial, which could be applied to other conditions 

such as CKD management. “I would encourage listeners to [explore the 

COORDINATE-Diabetes website] and see if it’s something that could 

work at your site.”

Cohen highlighted key themes for effective care coordination, 

including clinician education, pharmacist participation in care, and 

sophisticated information technology systems for population risk 

stratification, emphasizing the “easy button concept is incredibly 

important” for simplifying care processes.

Scalability
Cohen emphasized the challenge of scalability, explaining, “We have a 

total of 130,000 clinicians taking care of 23 million patients, and getting 

them to all do the same thing, as you can imagine, is a bit of a chal-

lenge. We are really focusing on scalable models.” He described how 

a scalable model, where advanced practice clinicians manage heart 

failure clinics under cardiologist supervision, has resulted in a two-

thirds reduction in CHF admissions. Cohen concluded that developing 

scalable, holistic care models is key for addressing the complexity of 

care across large populations. Jhamb echoed this sentiment, sharing 

how the Kidney-CHAMP program efficiently uses advanced practice 

providers and pharmacists to manage care due to a nephrology work-

force shortage. Neeland underscored the need for cultural shifts, noting 

that multidisciplinary care models impact health, though returns may 

take years to become visible. The success of programs such as CINEMA, 

which uses a personalized medicine approach, underscores the need 

to take small steps to demonstrate outcomes before scaling. National 

collaborations, such as the Cardiometabolic Center Alliance, are key 

to scaling across diverse populations. Jhamb further stressed that 

resource-intensive care models can scale by synergizing resources, 

suggesting that 1 multidisciplinary educator could manage multiple 

conditions instead of having separate specialists for each. “We don’t 

need a CKD educator, a diabetes educator, and a heart failure educator; 

we don’t need a pharmacist in each of our programs; we need 1 person.”

Key Takeaways
Innovation in health care brings significant costs, particularly within 

fee-for-service models that lack funding for such advancements. 

However, Cohen highlighted the potential savings in accountable 

care models, stating, “There is so much potential savings in all of the 

comorbidities and downstream costs associated with CRM that if you 

can move upstream in a fully accountable model and capture those 

savings, you can use those savings to fund an enormous infrastructure 

that can accomplish [our goals].” By focusing on early intervention, 

these savings could support the infrastructure necessary to imple-

ment comprehensive care innovations.

Green expressed optimism about improving patient outcomes by 

reconsidering health care costs, noting that many patients take costly 

medications with minimal benefit. Green suggested that “we can redis-

tribute costs, particularly when it comes to medicines, to those that 

we know may be helpful across conditions and meaningfully change 

their quality of life.”

Jhamb praised the multidisciplinary collaboration of the panel, 

calling it “a great step forward” in rethinking care delivery, particularly 

under alternative payment models. Neeland echoed this, advocating 

for truly comprehensive, multidisciplinary care teams. He expressed 

excitement about this collaborative approach, noting that “this really 

is the true future of CRM care.” •
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