
 

Multiple Chronic Conditions:  
A Framework for Education 

and Training 

 

 

U.S. Department of Health and Human Services 

June 2015 

 



 
 

Introduction  
Persons living with multiple chronic conditions (PLWMCC) experience many challenges managing their health 
on a day-to-day basis, and must rely on a healthcare system that is not designed to adequately assess and 
meet their complex care needs.1,2 Complex care refers to health needs that are usually coupled with 
psychosocial problems, which ultimately result in higher service utilization and costs.3-5  PLWMCC usually 
require holistic healthcare that is not disease-specific, but instead addresses multiple health problems. 
However, current healthcare and research approaches focus on single diseases6, and are often fragmented in 
relation to the complexity of care that is necessary for PLWMCC.  As a result, PLWMCC must balance care 
delivered by multiple providers, including numerous medications, often in the absence of coordination of care 
within and across settings.7-9 The issue of complexity may be compounded further in the presence of 
psychosocial needs that may require referral to long term services and supports.  These challenges are difficult 
for PLWMCC across the life span.9,11,12 The population of PLWMCC is projected to grow substantially over the 
next decade9, adding to the pressures on the healthcare system to deliver high quality of care, at optimal cost, 
while improving the health10 of this complex population.  

To help address these challenges, in 2010 the U.S. Department of Health and Human Services (HHS) 
released the Strategic Framework on Multiple Chronic Conditions.12  The Strategic Framework contains goals, 
objectives, and action strategies that collectively serve as a roadmap for improving the health of PLWMCC.14,15 
One of the framework’s major goals is to equip healthcare professionals with information, tools, and enhanced 
education and training they need to better care for the growing population of PLWMCC16.  While the patient-
centered medical home and team-based care models offer new strategies to improve care for PLWMCC,1, 17, a 
recent environmental scan performed by HHS revealed a paucity of evidence-based curricula to train the 
workforce on addressing the unique needs of this population.  To help meet this essential workforce need,  the 
HHS Office of the Assistant Secretary for Health and the Health Resources and Services Administration have 
developed a new “MCC Education and Training Framework” for use in designing, developing, and delivering 
curricula for healthcare professionals.1 

The MCC Education and Training Framework identifies six domains of care with associated competencies 
needed to provide high quality care for PLWMCC.  While not unique to PLWMCC, the domains are critical in 
the provision of care for persons with complex health problems. The domains include the abilities to: 1) 
Embrace person-and family-centered approaches to care;18 2) Promote self-management support; 3) Acquire 
and use knowledge for practice in complex care for PLWMCC; 4) Foster interprofessional collaboration and 
team-based care; 5) Provide care across settings through coordinated care delivery; and 6) Participate in 
systems based practice.19,20 The domains and related competencies can be incorporated into new and existing 
curricula for teaching and training the healthcare professions workforce. 

*1 In providing care for individuals with MCC, healthcare workers should be aware of the United States’ Supreme Court’s 
Olmstead decision which states that public entities are required to provide community-based services to persons with 
disabilities when (a) such services are appropriate; (b) the affected persons do not oppose community-based treatment; 
and (c) community-based services can be reasonably accommodated, taking into account the resources available to the 
entity and the needs of others who are receiving disability services from the entity.35 As individuals with MCC are at 
particular risk of institutionalization, the healthcare workforce should focus on caring for individuals with MCC from a 
community inclusion and integration perspective. 

                                                           



 
 
What is the Purpose of the MCC Education and Training Framework? 
The purpose of the Multiple Chronic Conditions Education and Training Framework is to provide a structure for 
organizing the content of MCC-oriented education and training materials.  Domains give rise to specific 
competencies to guide the management and treatment of the complex care needs of PLWMCC.  Learning 
objectives can be developed for use according to the educational level (undergraduate, graduate, and 
continuing education). The framework’s ultimate goal is to promote increased quality of care for PLWMCC 
through essential knowledge, skills, and attitudes among the spectrum of healthcare providers who care for 
and support PLWMCC.  Expected outcomes include improved training of the interprofessional healthcare 
workforce to enable provision of high quality, comprehensive, evidence-based, person-centered, and culturally 
competent care for PLWMCC and their families and caregivers. 

Who is the Target Audience for the MCC Education and Training Framework? 
Audiences for the MCC Education and Training Framework include faculty across the educational continuum in 
academia, professional organizations, accreditation and certification organizations, and individuals from the 
healthcare workforce whose responsibilities include optimizing care for PLWMCC.  The Framework addresses 
the education and training needs of interprofessional teams and healthcare professionals from disciplines such 
as medicine, dentistry, nursing, pharmacy, social work, occupational and physical therapy, psychology, 
psychiatry, direct services, and public health. Central to the Framework and the interprofessional teams are 
PLWMCC, and their caregivers and family members. 

How to Use the MCC Education and Training Framework 
Domains of MCC Training and Care 
The MCC Education and Training Framework is composed of six key domains 21 that, in aggregate, constitute 
the critical learning areas needed for care of PLWMCC. The domains were derived from an examination of the 
literature, interviews with MCC and education experts from academia and health professional organizations, 
and consultation with a Technical Expert Workgroup (See Attachments A & B for lists of consulting experts). 

Competencies for MCC Training and Care 
Competencies21 are the observable abilities of a healthcare provider. They are empirical indicators of the 
knowledge, skills, and attitudes required to provide complex care to PLWMCC.22 The competencies may be 
modified for specific learner needs. Methods for measuring these competencies should be determined by the 
educator. 

The graphic below illustrates the six domains of care in relation to PLWMCC and the levels of health 
professional education and training for improving care of the PLWMCC.  Central to the Framework are 
PLWMCC, and their caregivers and family members.  The inner ring consists of three domains: person- and 
family-centered care; self-management support; and knowledge for practice in complex care.  The next ring 
includes the domains of coordinated care delivery and interprofessional collaboration.  The next ring includes 
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the final domain, systems based practice.  The outermost ring contains the levels of healthcare education and 
demonstrates the continuous nature of healthcare workforce education and training. 
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Person-and Family-Centered Care (PERS) 

Definition: Healthcare that involves persons living with MCC (PLWMCC) and their families in every decision, 
and that empowers them to be partners in their own care.23 

Competencies Specific to Multiple Chronic Conditions Care 

PERS 1. Participate with PLWMCC and their families and caregivers in identifying and prioritizing their 
preferences when developing a care plan.24 

PERS 2. Include life context and social and cultural determinants of health when negotiating goals and 
plans of care with PLWMCC. 

PERS 3. Assist PLWMCC in reaching their identified lifestyle, management and treatment goals. 

PERS 4. Provide care that is responsive to the preferences, needs and values of PLWMCC. 

PERS 5. Provide care that is focused on the desired outcome(s) of PLWMCC. 

PERS 6. Assist PLWMCC, as needed, with coordination of financial resources to optimize quality of care. 
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Self-Management Support (SMS) 

Definition: The systematic provision of education and supportive interventions to increase skills and 
confidence of persons living with MCC (PLWMCC) in managing their health problems, including regular 
assessment of progress and problems, and problem-solving support.25,26 

Competencies Specific to Multiple Chronic Conditions Care27,28 

SMS 1. Support PLWMCC, their families and caregivers, in setting goals, developing action plans, and 
continuously re-evaluating and revising them as needed. 

SMS 2. Assist PLWMCC in identifying and evaluating information for appropriateness to inform their 
plans of care. 

SMS 3. Assist PLWMCC to link to appropriate community-based resources to support healthy behaviors 
and learn self-management techniques. 

SMS 4. Use skill building and problem-solving strategies to support PLWMCC, their families and 
caregivers in managing MCC by adopting and maintaining health self-management behaviors, 
and in overcoming barriers to quality of life preferences. 

SMS 5. Discuss with PLWMCC and their families and caregivers how emotional responses to illness 
and mental health disorders may affect their ability to manage MCC. 

SMS 6. Incorporate evidence-based behavior management strategies, such as peer leadership and 
coaching, to encourage and support PLWMCC engagement in managing MCC. 
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Knowledge for Practice in Complex Care for PLWMCC (KNOW) 

Definition: The application of established and evolving biopsychosocial, clinical and epidemiological sciences 
to the care of persons living with MCC (PLWMCC). 

Competencies Specific to Multiple Chronic Conditions Care 

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 toward care. 

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. 
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Interprofessional Collaboration (INTER) 

Definition: The ability of healthcare and other professionals, as well as direct care workers, community health 
workers, persons living with MCC (PLWMCC), families and caregivers to work effectively within and between 
professions and with PLWMCC, families, caregivers and communities29 to provide appropriate and effective 
healthcare. 

Competencies Specific to Multiple Chronic Conditions Care30 

INTER 1. Recognize that PLWMCC are central members of their own healthcare teams. 

INTER 2. Negotiate roles and responsibilities with all team members that facilitate working within their full 
scopes of practice. 

INTER 3. Collaborate with all team members in executing the care plan to meet the complex needs of 
PLWMCC. 

INTER 4. Support culturally competent care for PLWMCC by the interprofessional team.  
Engage community partners as key members of the interprofessional team.  

INTER 5. Coordinate team-based synergistic interventions that address all person-centered goals. 
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Coordinated Care Delivery (COORD) 

Definition: The facilitation of timely, appropriate delivery of healthcare services by organizing PLWMCC’s care 
activities and sharing information among all members of the interprofessional care team involved in their 
care.28,29 

Competencies Specific to Multiple Chronic Conditions Care 

COORD 1. Coordinate the management of care, including pharmacological and behavioral interventions, 
and community resources for PLWMCCs across settings and providers. 

COORD 2. Ensure communication and patient safety across transitions of care. 

COORD 3. Integrate the acute needs into the plan of care for PLWMCC.30 

COORD 4. Include preventive care and health promotion in the plan of care for PLWMCC. 

COORD 5. Promote mental health services as essential components of the plan of care for PLWMCC. 
Facilitate effective healthcare delivery, with the consent of PLWMCC, by communicating 
information to all team members about the health of PLWMCC. 
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Systems Based Practice (SYST) 

Definition: The provision of accessible, continuous, and coordinated person-centered care for persons living 
with multiple chronic conditions (PLWMCC) through a system that incorporates a team approach, health 
information technology, and shared decision making.31 

Competencies Specific to Multiple Chronic Conditions Care18 

SYST 1. Provide care that uses evidence-based practices that optimize interactions and demonstrate 
positive outcomes for PLWMCC. 

SYST 2. Address fragmented healthcare, barriers and potential harms that may result from lack of 
population management and coordinated care services for PLWMCC. 

SYST 3. Provide opportunities for engagement and community involvement at the practice and health 
system levels for PLWMCC. 

SYST 4. Use quality improvement strategies to improve standards of practice for managing MCCs. 
Use information systems and technology to monitor health outcomes, enhance communication 
and safety of care provided to PLWMCC. 

SYST 5. Use cost-effective strategies and resource stewardship to address MCC commonalities and 
disease-specific goals in caring for PLWMCC. 

SYST 6. Enhance the level of practice of the interprofessional team through risk stratification and 
optimizing scopes of practice of all team members. 
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Attachment A 
Technical Expert Workgroup Contributors to the  

“Multiple Chronic Conditions: A Framework for Education and Training” 

Name Title Organization 
Lynette Bradley-Baker, RPh, 
PhD2* 

Vice President, Public Affairs and 
Engagement 

American Association of Colleges of 
Pharmacy (AACP) 

Ruth Ballweg, MPA, PA-C* Director, MEDEX NW PA Program School of Medicine, University of 
Washington  

Jaime Diaz-Grandos, PhD* Executive Director, Education 
Directorate 

American Psychological Association 
(APA) 

Margaret Flinter, APRN, PhD, 
FAAN* 

Senior Vice President and Clinical 
Director 

Community Health Center, Inc. 

Robyn Golden, MA, LCSW* Director, Population Health and Aging Rush Medical College, Rush 
University  

Gail Hunt, BA* President and Chief Executive Officer National Alliance for Caregiving 

MaryJoan Ladden, PhD, RN, 
FAAN* 

Senior Program Officer Robert Wood Johnson Foundation 
(RWJF)  

Christopher Langston, PhD* Program Director The John A. Hartford Foundation 

Matthew J. Holland, BA, MA* Executive Director, Public Health 
Solutions 

WebMD 

Joan Pernice, RNC, MS* Director, Clinical Affairs  Massachusetts League of Community 
Health Centers 

Susan Skochelak, MD, MPH* Group Vice President, Medical 
Education  

American Medical Association (AMA) 

Tannaz Rasouli, MPH* Director, Government Relations Association of American Medical 
Colleges (AAMC) 

Maryellen Gusic, MD* Chief Medical Education Officer  Association of American Medical 
Colleges (AAMC) 

Joan Stanley, PhD, CRNP, FAAN, 
FAANP* 

Senior Director, Education Policy American Association of Colleges of 
Nursing (AACN) 

  

* Experts who have reviewed the framework and provided feedback 
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Attachment B 
Expert Contributors to the “Multiple Chronic Conditions:  

A Framework for Education and Training” 
Key Informants 

Name Title Organization 
Brian Bixby, MSN, CRNP, CS Nurse Practitioner School of Nursing, University of 

Pennsylvania 
Lucinda Bertsinger Research Project Manager School of Nursing, University of 

Pennsylvania 
Karen Hirschman, PhD, MSW Research Associate Professor, Nursing School of Nursing, University of 

Pennsylvania 
Chandrika Kumar, MD Assistant Professor, Medicine 

(Geriatrics) 
School of Medicine, Yale University 

Emily Duffy, MSS, LCSW Behavioral Health Consultant 11th Street Health Center, Drexel 
University 

Kathleen Clanon, MD, FACP Director Pacific AIDS Education and Training 
Center (AETC)  

Kim Kuebler, DNP, APRN, 
ANP/GNP-BC 

President Advanced Disease Concepts LLC 

Monica Guillen, MA Medical Assistant and Health Coach Union Health Center 

Patricia Cuff, MS, RD, MPH Senior Program Officer Institute of Medicine 

Rishi Desai, MD Medical Educator Khan Academy 

Rita Charon, MD, PhD Professor, Clinical Medicine and 
Director, Program in Narrative Medicine 

College of Physicians and Surgeons, 
Columbia University 

Ruth Stein, MD Professor, Department of Pediatrics Albert Einstein College of Medicine, 
Yeshiva University 

Sally Okun, RN, MMHS Vice President, Advocacy, Policy and 
Patient Safety 

Patients Like Me 

Wendy Levinson, MD Professor and Chair, Department of 
Medicine 

Institute of Health Policy, 
Management and Evaluation, 
University of Toronto 

Barbara Brandt, PhD Director, National Center for 
Interprofessional Practice and 
Education and Professor, College of 
Pharmacy 

College of Pharmacy, University of 
Minnesota 

Maria Wamsley, MD Professor, Clinical Medicine School of Medicine, University of 
California San Francisco (UCSF)  

Benjamin Miller, PsyD Assistant Professor and Director, Office 
of Integrated Healthcare Research and 
Policy 

School of Medicine, University of 
Colorado Denver 

Monica Mix, MD 3rd year Medical Resident John Hopkins University 

Tom Bodenheimer, MD Professor Center for Excellence in Primary 
Care, School of Medicine, University 
of California San Francisco (UCSF) 
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Name Title Organization 
Kristen Goodell, MD* Director, Innovation in Medical 

Education and Clinical Instructor, 
Population Medicine  

Harvard Medical School Center for 
Primary Care 

Alan Glaseroff, MD Clinical Professor, Co-Director, 
Stanford Coordinated Care 

School of Medicine, Stanford 
University 

Lucinda Maine, PhD, RPh Executive Vice President and Chief 
Executive Officer 

American Association of Colleges of 
Pharmacy (AACP) 

Cynthia Reilly, BS, Pharm Director, Medication Safety and Quality 
Division 

American Society of Health System 
Pharmacists (ASHP) 

Justine Coffey, JD, LLM Director, Section of Ambulatory Care 
Practitioners 

American Society of Health System 
Pharmacists (ASHP) 

Hannah Vanderpool, PharmD, MA Vice President, Office of Member 
Relations 

American Society of Health System 
Pharmacists (ASHP) 

Darla Coffey, PhD, MSW President and Chief Executive Officer Council for Social Work Education 
(CSWE) 

Geraldine Bednash, PhD, RN, 
FAAN 

Executive Director and Chief Executive 
Officer 

American Association of Colleges of 
Nursing (AACN) 

Dina Lindenberg, MS Project Manager American Medical Association (AMA)  

Charles Godue, MD, MSc Coordinator, Human Resources for 
Health 

Pan American Health Organization 
(PAHO) 

Branka Legetic, MD, MPH, PhD Regional Adviser, Noncommunicable 
Diseases 

Pan American Health Organization 
(PAHO) 

Enrique Vega, MD Advisor, Health Aging Pan American Health Organization 
(PAHO) 

Carlos Santos, MD, MPH, PhD Senior Advisor, Violence, Injuries and 
Human Security and Coordinator, 
Urban Health and Determinants of 
Health 

Pan American Health Organization 
(PAHO) 

James Ralson, MD, MPH* Internal Medicine Physician Group Health Research Institute 

 
Federal Expert Contributors 

Name Title Organization 
Ellen Blackwell , MSW* Senior Advisor, Office of the 

Administrator, Center for Clinical 
Standards and Quality  

Centers for Medicare and Medicaid 
Services (CMS) 

Laura Lawrence, MBA, MHSA*  Director, Office of Nutrition and Health 
Promotion Program 

Administration for Community Living 
(ACL)-Administration on Aging 

Jennifer Johnson, EdD* Director , Administration on Intellectual 
and Developmental Disabilities 

Administration for Community Living 
(ACL) 

Shawn Callaway, MSW* Program Specialist, Office of Program 
Support 

Administration for Community Living 
(ACL) 

Janice Genevro, PhD, MSW* Health Scientist, Center for Evidence 
and Practice Improvement 

Agency for Healthcare Research and 
Quality (AHRQ) 

Cindy Brach, MPP Senior Health Policy Researcher Agency for Healthcare Research and 
Quality (AHRQ) 
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Name Title Organization 
Robert McNellis, MPH, PA Senior Advisor, Primary Care  Agency for Healthcare Research and 

Quality (AHRQ) 
 

Interprofessional Expert Panel (Competency Review) 

Name Title Organization 
Elyse Perweiler, MPP, RN* Associate Director, Planning, 

Development & Public Policy, 
Associate Director, New Jersey 
Geriatric Education Center (NJGEC) 
and Director, New Jersey Area Health 
Education Center (NJ AHEC) 

School of Osteopathic Medicine and 
New Jersey Institute for Successful 
Aging, Rowan University 

Linda Redford, PhD, RN* Director, Geriatric Education Center 
(GEC) & Rural Interdisciplinary Training 
Program (RIT) and Research Associate 
Professor, Department of Family 
Medicine 

Landon Center on Aging, University of 
Kansas Medical Center 

JoAnn Damron-Rodriguez, PhD, 
LCSW* 

Professor, Multicampus Program in 
Geriatric Medicine and Gerontology 

Luskin School of Public Affairs, 
University of California, Los Angeles 

Paula Friedman, DDS, MSD, MPH* Professor, Department of General 
Dentistry 

Henry M. Goldman School of Dental 
Medicine, Boston University 

David Elliott, PharmD* Professor and Associate Chair, Robert 
C. Byrd Health Sciences Center 
Charleston Division and Director, West 
Virginia Geriatric Education Center 

School of Pharmacy, West Virginia 
University 

Kristen Goodell, MD* Director, Innovation in Medical 
Education and Clinical Instructor, 
Population Medicine 

Harvard Medical School Center for 
Primary Care 
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