
DESIGNING  EFFECTIVE CO-ORDINATED  
CARE PROGRAMMES FOR PEOPLE WITH 
COMPLEX CONDITIONS:  What the 
Evidence Tells Us 

The King's Fund 
“Achieving high-quality care for people with 
complex conditions” 
London, UK, 27 June 2012 
 
 
 
 
 

Dennis L. Kodner, PhD, FGSA, International Visiting Fellow & Co-Director, Aetna               
Foundation Care Co-ordination Study, The Kings Fund  - Email: DLKodner@aol.com 



2 

“CARE CO-ORDINATION”: DEFINED 

There are numerous definitions of “care co-ordination.”   The terms are  
often confused with related terminology such as care management and  
disease management. We have adopted the following  definition for our  
Aetna  Foundation-funded study:   
 
      “Care co-ordination is a person-centred, assessment-based,   
       interdisciplinary  approach to integrating health care services in a 
      cost-effective manner in  which an individual’s needs and preferences  
      are  assessed, a comprehensive care plan developed, and services 
      managed and monitored  by an evidence-based process usually 
      involving named  care coordinators .” 
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CARE CO-ORDINATION: WHY?  

Care co-ordination is designed to address a number of difficult challenges  
found in health care and related systems (social care, behavioural health  
care, etc.) globally : 
 
 Increasing numbers of people with complex needs 
 
 Unnecessary confusion and access problems 

 
 Fragmented services and disjointed care 

 
 Less than optimum quality and outcomes 
 
 Difficult to manage costs. 
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CARE CO-ORDINATION: POTENTIAL 
IMPACTS  

Successful care co-ordination programmes  focussing on  people with  
chronic and  medically complex conditions  typically demonstrate  more  
than one  of  the following  major impacts: 
 
 Enhanced patient experience 

 
 Improved clinical and quality outcomes 

 
 Better and more efficient utilisation of services and facilities 
 
 More cost-effective care. 
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SUCCESSFUL CARE CO-ORDINATION: 
EVIDENCE-BASED DESIGN 

In addition to a number of contextual factors (e.g., universal coverage,  
care free at point of use, emphasis on primary care), evidence tells us that  
there  are a wide range of service delivery/clinical  and organisational  
characteristics  associated  with successful  care co-ordination  
programmes, but we are not sure which  combination of  the following  
elements  produces  the best results: 
 
 Service delivery/clinical level: 

 
    -Well-defined patient targeting (with/without predictive   
     risk modeling or stratification tools) 
    -Proactive case-finding 
    -Inter-professional team care 
    -Access to broad, personalized package of services 
    -Single point of entry 
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SUCCESSFUL CARE CO-ORDINATION: 
EVIDENCE-BASED DESIGN (cont’d) 

    -Case/care management 
    -Disease management 
    -Transitional care management 
 -Comprehensive medication management 
    -Co-ordination with home care service 
    -Evidence-based practice 
    -Patient registry 
    -Focus on outcomes management 
    -Active GP engagement and support 
    -Joint or co-ordinated consultations 
    -Co-location of service providers 
    -Formal case conferencing 
    -Inter-professional communications system 
    -Shared, standardised assessment 
    -Shared care planning 
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SUCCESSFUL CARE CO-ORDINATION: 
EVIDENCE-BASED DESIGN (cont’d) 

    -Extensive face-to-face patient contact 
 -Emphasis on problem recognition and early diagnosis 
    -Swift referral arrangements 
    -Patient and family carer education  
    -Patient self-management support (with/without behaviour  
     change) 
    -Community linkages   
 
  Organisational level:  

 
 -Shared  mission, vision, values and culture 
 -Strong administrative and clinical leadership 
 -Common organisational “home” and governance structure 
 -Funding flexibilities  
 -Alignment of financial incentives 
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SUCCESSFUL CARE CO-ORDINATION: 
EVIDENCE-BASED DESIGN (cont’d) 

    -Organised provider network 
    -Integrated health information system 
    -Responsibility for defined population and/or service area 
    -Continuous quality improvement 
 
 
 
 
 
      (Kodner, 2012) 
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OBJECTIVES OF AETNA PROJECT 

The Aetna Foundation-funded study is designed to help policy-makers,  
providers, and  clinicians  work together in developing  better and more  
effective  care co-ordination programmes for people with complex needs.  
Through a UK-based comparison of innovative case studies, our research  
objectives are to: 
 
      1- Understand the key components of effective models that can be 
          used to deliver care co-ordination in different contexts 
 

2- Examine the key facilitators and barriers to effective development 
 
3- Develop practical and generalisable lessons for the application of 

techniques and tools of care co-ordination that can improve patient 
health experiences, health outcomes and cost-effectiveness 
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OBJECTIVES OF AETNA PROJECT(cont’d) 

4- Identify lessons in how care co-ordination can be supported  ‘from 
above’ in terms of planning, leading, organising and incentivising 

 
5- Promote and disseminate the research to support the adoption and 

further development of care co-ordination in both the UK and US 
contexts.  
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