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T he presence of multiple chronic conditions (MCCs) is associ-

ated with increased mortality risk and functional impairment, 

along with greater use of health care resources and associated 

expenditures.1 Although MCCs increase in prevalence with age and 

occur in approximately two-thirds of Medicare beneficiaries,2 over 

the past several years, the proportion of working-age adults with 

MCCs has been steadily increasing.2 Yet, despite the employer cost 

of these individuals in relation to health benefits, illness-related 

presenteeism, absence, and disability,3 this subpopulation has 

received comparatively little attention. Notably, MCCs are more 

common among lower-income individuals,4,5 who face additional 

hurdles related to health care affordability. The goal of this paper 

is to provide insights regarding individuals with MCCs and 

evidence-based care needs as a basis for developing targeted health 

management strategies.

Background

As defined, individuals with MCCs have 2 or more concurrent 

chronic behavioral or physical conditions. Chronic conditions 

have been characterized as illnesses “that last a year or more and 

require ongoing medical attention and/or limit activities of daily 

living.”6 Although care for these individuals has been central to 

the practice of medicine, their significance was elevated with 

the release in 2001 of the landmark report Crossing the Quality 

Chasm, which highlighted the substantial costs associated with 

chronic care management and the challenges of care collabora-

tion needs, particularly for patients with comorbid conditions.7 

In 2008, HHS convened an interagency work group to develop an 

approach to improve MCC care, culminating in the 2010 release 

of a strategic framework that provides foundational manage-

ment principles for these individuals.1 The framework includes  

4 overarching goals:

• Fostering health care and public health system changes to 

improve the health of individuals with MCCs

• Maximizing the use of proven self-care management and other 

services by individuals with MCCs
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ABSTRACT

Individuals with multiple chronic conditions (MCCs) 
represent a growing proportion of the adult population 
in the United States, particularly among lower-income 
individuals and people of color. Despite ongoing efforts to 
characterize this population and develop approaches for 
effective management, individuals with MCCs continue to 
contribute substantially to health care expenditures. Based 
on a review of recent literature, several identified barriers 
limit the effectiveness of care for patients with MCCs. Health 
care delivery system structural limitations, evidence-based 
care concerns, patient-clinician relationship constraints, 
and barriers to inclusion of patient-centered priorities 
may singly or in combination negatively affect outcomes 
for individuals with MCCs. The COVID-19 pandemic has 
shed further light on inequities contributing to suboptimal 
MCC patient management. Awareness of the prevalence 
and demographic attributes of patients with MCCs and 
the identified barriers to care may help improve patient 
engagement and treatment outcomes for this high-cost 
population. This paper provides recommendations for 
enhancing MCC patient care outcomes in the current and 
post–COVID-19 health care delivery settings.
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• Providing better tools and information 

to health care, public health, and social 

services workers who deliver care to indi-

viduals with MCCs

• Facilitating research to fill knowledge gaps 

about, and interventions and systems to 

benefit, individuals with MCCs

Despite these efforts, however, the preva-

lence of MCCs has increased, particularly 

among working-age adults. The Figure2,8 shows 

the interval change from 2007 to 2017 in the 

distribution of chronic conditions within 

this population.2 As shown, the proportion of 

individuals with 0 or 1 chronic conditions has fallen during this 

time period, with a commensurate increase in the proportion of 

individuals with 4 or more chronic conditions.

Primary disease states among individuals with MCCs include 

hypertension (27.0%), hyperlipidemia (21.1%), mood disorders 

(11.9%), diabetes (10.4%), and anxiety disorders (9.7%).8 Notably, 

the list of 21 chronic conditions9 initially selected by HHS for its 

work and broadly used in MCC-related research does not include 

obesity, formally recognized as a chronic disease by the American 

Medical Association in 2013. Given the 42% nationwide prevalence 

of obesity among adults,10 if it were included as an eligible condi-

tion in the HHS list, the prevalence of MCCs in working-age adults 

would undoubtedly be substantially greater.

Health care utilization and costs associated with care of patients 

with MCCs are significant. A 2017 RAND Corporation study observed 

that increasing numbers of MCCs were associated with dispro-

portionate increases in emergency department use, inpatient 

hospitalizations, outpatient care, and medication use.8 Costs 

also increased in association with increasing number of chronic 

conditions, such that the 12% of the population with 5 or more 

chronic conditions was responsible for 41% of overall health care 

spending. Those with 3 or 4 conditions represented 16% of the 

population and 26% of total spending, whereas those with 1 or 

2 conditions represented 31% of the population, driving 23% of 

spending. Individuals with no chronic conditions represented 

40% of the population and were associated with just 10% of total 

TAKEAWAY POINTS

Individuals with multiple chronic conditions (MCCs) contribute significantly to health care 
expenditures, yet a systematic, patient-centered approach to care is uncommon. This paper 
provides a synopsis of recent insights regarding management of patients with MCCs and offers 
considerations for stakeholder actions, including:

 › characterization of the prevalence, associated conditions, and cost trend of patients with MCCs;

 › adoption of more equitable benefits offerings, recognizing that patients with MCCs are 
generally in lower-income categories;

 › use of patient-centered care management approaches that address patient priorities, 
including social needs and behavioral health concerns; and

 › enhanced use of virtual care, given increased COVID-19–related morbidity and mortality 
risk among patients with MCCs.

FIGURE. Prevalence of Multiple Chronic Conditionsa Among Adults Aged 18-64 Years (adapted from CMS2)8

aBased on chronic conditions as defined by HHS,8 which do not include obesity.
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health care spending. Given the sustained nature of MCCs and the 

risk of development of disease-specific complications, significant 

opportunities exist for improved condition management, with the 

potential for improved health and cost outcomes.

Care Management Issues

Ongoing challenges associated with care for patients with MCCs 

are well documented. Representative concerns can be separated 

into broad categories: delivery system issues, evidence-based 

care considerations, patient-clinician relationship concerns, and 

patient-centered priorities (Table11-18).

In relation to delivery systems, lack of coordination between the 

primary care practitioner and specialists may limit care delivery 

effectiveness, yielding suboptimal outcomes. Instead, integrated 

team-based care that includes as-needed specialist input can likely 

provide more efficacious management of patients with MCCs. 

Meaningful information exchange between involved specialists 

and primary care can facilitate care management, especially 

when treatment options for one condition may have potentially 

deleterious impacts on the outcomes of another. Integration of 

behavioral health services can be valuable,19 particularly given the 

prevalence of behavioral health disorders within this population.11

Additionally, evidence-based care considerations remain due 

to the fact that treatment guidelines are largely condition-centric. 

Some treatment guidelines, such as for heart disease, incorporate 

treatment for risk factors (hypertension, obesity, and hyperlipid-

emia) that themselves are chronic conditions. Other guidelines 

may include limited detail regarding management of comorbid 

conditions but may not necessarily incorporate the complexity 

of potential condition-condition interactions. Additionally, the 

risk of polypharmacy among individuals with MCCs is signifi-

cant, particularly in relation to drug-drug interactions, along 

with the complexity and cost of medication regimens among 

these individuals.20

Further, patient-clinician relationship concerns encompass an 

array of factors that ultimately affect patient adherence to recom-

mended care. Lack of trust or “connectedness”12 can undermine 

clinician effectiveness at addressing care priorities. Clinician time 

or other resource constraints may limit the ability to address the 

array of clinical and other issues that patients with MCCs may have, 

especially if social needs represent a barrier to treatment compliance.13

Finally, elucidation of patient-centered goals for treatment, 

including short- and long-term outcomes, affordability, and quality 

of life, may be inadvertently overlooked due to the complex clinical 

demands of patients with MCCs. Clarity in these areas of patient 

preference may help shift treatment priorities, ultimately improving 

patient experience.14,21 Importantly, insurance status also affects 

health outcomes. Although the majority of working-age individuals 

have employer-sponsored insurance, many working-age adults 

either are underinsured or do not have health insurance. For these 

individuals, affordability and access concerns may pose a significant 

barrier to appropriate clinical care.

In the primary care setting, these combined issues can create 

particular challenges to effective management of patients with MCCs. 

Given the greater prevalence of MCCs among individuals in lower 

socioeconomic groups, concerns related to social needs, health 

literacy, and affordability have the potential to contribute negatively 

to treatment outcomes if they are not meaningfully addressed.

Issues for Payers and Plan Sponsors

Recognition among payers and plan sponsors of the significance of 

MCCs has been slow to materialize. Traditional medical/pharmacy 

claims and health risk assessment analysis is largely condition-

focused, quantifying the occurrence and severity of specific chronic 

diseases among enrollees. Although this provides insight into condi-

tion prevalence, it fails to provide an individual-centric view of the 

number and nature of chronic conditions that individuals with MCCs 

may have. Additionally, the specific conditions included under the 

umbrella of “MCCs” have not been formally established,15,22 further 

confounding the development of a consistent analytic approach. 

As a result, few stakeholders are likely aware of the prevalence and 

cost of MCCs within their benefits-enrolled populations.

TABLE. Factors Limiting the Effectiveness of Care for Patients 
With MCCs11-18

Delivery system issues

Heterogeneity of individuals with MCCs in terms of conditions 
and severity11,16

Primary care practitioners as generalists may not have sufficient 
experience compared with coordinated input from multidisciplinary 
health care teams assembled to meet each patient’s needs.13

Evidence-based care considerations

Complexity of care and risk of potential harms in relation to compliance 
with multiple condition-specific pathways11

Complex interaction of condition-specific guidelines for care of one 
disease with other disease-specific guidelines, and lack of evidence-
based data to clarify optimal approach11

Limited data regarding evidence-based treatment for long-term care 
outcomes of patients with MCCs13

Patient-clinician relationship concerns

Lack of an ongoing relationship with a primary care provider, strong 
patient-provider communication, a coordinated approach to care 
management, and connections to support services17

Factors affecting clinician effectiveness, including complexity, time con-
straints, specialist communication, and other resource constraints12

Patient-centered priorities

Failure to incorporate patient-centered factors and values, including 
short-term and long-term objectives, measurable outcomes, affordability, 
and adherence with care management planning11,14

Multidimensional (social and economic determinants, physical and 
behavioral health) needs12,18

Factors affecting patient engagement with self-management, including 
work requirements, beliefs, and environment12

Access and affordability concerns15

MCCs, multiple chronic conditions.
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Further, treatment options for chronic conditions are typically 

disease specific and may fail to address the complexities of concur-

rent treatment of MCCs in affected individuals, particularly when 

behavioral health issues are involved. Notably, the combination of 

both behavioral health conditions and physical health disorders 

among individuals with MCCs is associated with significantly more 

lost productivity and costs for the associated nonbehavioral health 

conditions.19,23 However, identifying these individuals and providing 

targeted management is not typically an employer health care strategy.

Finally, less than 10% of employers have incorporated income-

based subsidies for health benefits,24 although some have lowered 

cost barriers to (primarily generic) medications for treatment of 

MCCs.25 With low socioeconomic status associated with a higher 

prevalence of MCCs,4 affordability concerns create challenges for 

these individuals to optimize their care. Importantly—especially for 

employers interested in addressing diversity, equity, and inclusion 

concerns—the prevalence of MCCs is disproportionately greater 

among Black and Hispanic individuals,2 representing a likely 

opportunity for intervention.

The Opportunity—and Practical Considerations

In the decade since the publication of the HHS framework for 

management of patients with MCCs,1,26 the prevalence and complexity 

rates of MCCs have increased. Health care affordability concerns 

have also increased, particularly among low-wage earners enrolled 

in increasingly popular high-deductible health plans. Additionally, 

social determinants of health are now widely recognized as 

nonclinical barriers to care for patients.

For employers, the increasing prevalence of MCCs among working-

age adults, coupled with the associated sustained high health care 

costs27 and delayed retirement,28 make focused intervention an 

opportunity that is likely of high value. Realized cost savings may 

originate in the near term from reduction in the number of chronic 

condition–related avoidable hospitalizations and emergency 

department visits. Longer-term savings may be generated from 

avoidance of complications from chronic conditions that are 

suboptimally managed. Additionally, with improved condition 

management, individuals are likely to realize improvements in 

workplace performance and have fewer illness-related absences.

Plan sponsors will benefit from first understanding the prevalence 

of MCCs and associated health care expenditures as well as the 

demographics (age, tenure, and job category) within their benefits-

enrolled population. If these data are significant, plan sponsors may 

derive benefit from more detailed claims analysis to understand 

health care utilization patterns, particularly in relation to avoidable 

costs, such as high-intensity health care services use (emergency 

department visits and condition-related hospitalizations). Focus 

groups of benefits enrollees can be engaged to understand the 

experiences of individuals with MCCs who are receiving care to 

identify and mitigate barriers to effective treatment.

Importantly, the COVID-19 pandemic has likely had a dispro-

portionately negative impact on those with MCCs. Not only is this 

subpopulation at greater risk for COVID-19–related hospitalization, 

morbidity, and mortality,16 but many individuals have delayed or forgone 

their chronic condition care,29 increasing the risk of disease-specific 

complications. The MCC population is also more likely to be at risk for 

job loss, with the concomitant loss of employer-sponsored insurance 

further complicating access to and affordability of ongoing care.

As part of the redesign of health care services delivery in the 

postpandemic setting, the needs of individuals with MCCs may be 

more meaningfully addressed by ensuring a structured and holistic 

approach to care that extends beyond a traditional clinical focus. 

Important considerations include recognition and support for 

both social needs and behavioral health concerns that may impair 

the effectiveness of care delivery. Because of COVID-19–associated 

increases in morbidity and mortality risk for this subpopulation, 

new ways to engage individuals to ensure ongoing adherence to 

care are necessary. Virtual visits can facilitate greater patient access 

and engagement, although it is important to address potential 

barriers to technology use.

From the employer perspective, increased awareness of existing 

inequities in benefits design may encourage more employers to 

incorporate benefits subsidies for lower-income individuals in 

the form of differential wage-based premium subsidies or health 

savings account contributions.24 For chronic care management, 

the adoption of value-based insurance design, with predeductible 

coverage to promote ongoing compliance with chronic care, may 

also improve engagement rates,25 particularly given the financial 

barriers to care that individuals with MCCs may face.

It is critical to recognize the level of comprehensive support 

that is needed to effect health behavior change among individuals 

with MCCs. Because factors contributing to each patient’s current 

status are often multifactorial and interrelated, a holistic and 

comprehensive solution that targets each individual’s unique needs 

is most likely to yield the greatest level of benefit.

Conclusions

Individuals with MCCs—disproportionately in lower socioeco-

nomic groups and often with behavioral health issues—represent 

a steadily growing population whose multidimensional needs 

are not being well addressed by the current health care delivery 

system. All stakeholders have an opportunity to better understand 

the prevalence and cost of individuals with MCCs. Health plans 

and delivery systems can evaluate the effectiveness of current 

approaches to comprehensive management, and plan sponsors can 

gain insights into health care utilization patterns and costs, along 

with barriers to appropriate care. Equipped with this knowledge, 

they can be empowered to more effectively meet the complex care 

management needs of this subpopulation. n
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