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ABSTRACT

Health outcomes for patients with major chronic illnesses depend on the appropriate use of proven pharma-
ceuticals and other therapeutic technologies, and effective self-management by patients. Effective chronic ill-
ness care then bases clinical decisions on the best, rigorous scientific evidence, or evidence-based medicine.
Effective support for patient self-management includes efforts to increase patient participation in care and col-
laborative goal-setting and planning of treatment. These interventions appear somewhat consistent with recent
conceptualizations of patient-centered care. The consistent delivery of proven therapies and information and
support for self-management requires practice systems organized for that purpose. The Chronic Care Model is
a compilation of those practice system changes shown to improve chronic care. This paper explores the con-
cept of patient-centeredness and its relationship to the Chronic Care Model. We conclude that the Model is
both evidence-based and patient-centered and that these can be properties of health systems, and not just of in-
dividual practitioners.
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INTRODUCTION

Chronic illness challenges traditional medicine

The rapid increase in the prevalence of chronic illness
has altered medical care irrevocably. Sadly, much of

Western medicine struggles in antiquated practice systems
to care for growing numbers of patients with ongoing health
problems and increasingly complex treatment regimens.
Traditional practice systems and concomitant professional
attitudes developed in an era when acute, infectious diseases
and injuries were predominant. The course of illness gener-
ally played itself out over a matter of days or weeks. Med-
ical science had little to offer. Patients were to rest and re-
cuperate and, above all, follow the doctor’s orders despite
the flimsiness of the scientific justification for those orders.

This paradigm fits poorly with the care needs of people
with chronic ongoing health problems and the current state
of biomedical and behavioral science.1 We now have bio-
logical and behavioral management approaches that can re-
duce suffering, increase function, and prolong life for many

individuals with chronic physical, mental health, and be-
havioral disorders. A central tenet of modern chronic illness
care is to assure that patients be given information about and
access to the most effective treatments for their conditions.
“Most effective” is now determined by the application of
rigorous evaluation of scientific evidence, rather than the ac-
cumulated experience of an individual practitioner. One hall-
mark, then, of high-quality chronic illness care is that it be
evidence-based.2

Chronic illnesses place a different set of demands on pa-
tients and their loved ones than do acute illnesses and in-
juries. They are different in their time course and severity,
but also in their requirements for nearly continuous decision
making and adjustments to changing circumstances by pa-
tients.3 Self-management is now the accepted term used to
describe the day-to-day decisions and activities engaged in
by patients with the help of loved ones to live with and con-
trol their illnesses.4 The quality and effectiveness of these
decisions and behaviors are strong determinants of health
outcomes. Self-management is an active process, and activ-
ity restrictions and withdrawal from day-to-day life play
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only a little role in achieving optimal outcomes. In fact, ac-
tivity restrictions are often seen as counterproductive in
managing most chronic conditions. The passive and defer-
ential patients of yore are less likely to be successful in 
managing chronic illness.5 The paradigm for high-quality
chronic illness care now seeks to promote a fuller under-
standing of the patient’s life and preferences, “activation”6

or “empowerment”7 of patients, and tailoring of manage-
ment to patient preferences. These are concepts often asso-
ciated with the term patient-centered.

Mounting evidence assembled by the Institute of Medi-
cine (IOM) confirmed that large proportions of people with
chronic illness do not receive either proven biomedical or
behavioral interventions or adequate information and sup-
port for self-management.8 These deficiencies in care pro-
duce unacceptably high rates of inadequate disease control
and preventable exacerbations and complications. We and

others noted the mismatch between the needs of patients
with chronic problems and the traditional practice systems
caring for them.9 We searched the literature for studies of
practice innovations and interventions associated with im-
provements in care and outcomes.1,9–12 Although success-
ful improvement strategies were quite diverse, the changes
that improved patient outcomes fell into a limited number
of elements or areas of practice change. Key elements in-
cluded support for patient self-management, delivery sys-
tem redesign, provider decision support, and clinical infor-
mation systems, with these key elements put in place by
effective health system leadership and supported by link-
ages to relevant community resources. We organized the el-
ements of effective health care systems for chronic illness
care into a visual guide to practice change—the Chronic
Care Model (CCM) (Fig. 1). The goal is to shift the orien-
tation and design of practice in order to promote a system-
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FIG. 1. Chronic care model. Our premise is that good outcomes at the bottom of the model (clinical, satisfaction, cost, and function)
result from productive interactions. To have productive interactions, the system needs to have developed four areas at the level of the
practice (shown in the middle): self-management support (how we help patients live with their conditions), delivery system design
(who’s on the health care team and in what ways we interact with patients), decision support (what is the best care and how do we
make it happen every time), and clinical information systems (how do we capture and use critical information for clinical care). These
four aspects of care reside in a health care system, and some aspects of the greater organization influence clinical care. The health sys-
tem itself exists in a larger community. Resources and policies in the community also influence the kind of care that can be delivered.
It is not accidental that self-management support is on the edge between the health system and the community. Some programs that
support patients exist in the community. It is also not accidental that it is on the same side of the model as the patient. It is the most
visible part of care to the patient, followed by the delivery system design. They know what kind of appointments they get and who they
see. They may be unaware of the guidelines that describe best care, and we should work to change that, and they may be totally un-
aware of how we keep information to provide that care.



atic, planned approach to care for those with ongoing health
problems through productive (planned) interactions between
informed, activated patients (and families) and prepared,
proactive practice teams.13 To be productive, interactions
must assure consistent delivery of evidence-based treat-
ments in tandem with support for patient self-management.
The literature on effective self-management support, with
its emphasis on patient activation or empowerment and ac-
tive participation in setting goals and developing action
plans, appears consonant with emerging concepts of patient-
centered care.14

In response to the evidence of poor-quality care, the IOM
recommended a bold program of health care system change
in their report, “Crossing the Quality Chasm.”2 The Com-
mittee recommended that six aims guide efforts to improve
the quality of American health care. Among them, care must
be effective (defined as evidence-based) and patient-cen-
tered. Some writers have observed that evidence-based care
and patient-centered care appear to be in conflict.15 The for-
mer emanates from the culture and vocabulary of medicine,
is largely under the control of professionals, refers to dis-
eases not patients, and stresses standardization of therapy in
accord with best evidence. Most definitions of patient-cen-
tered care stress patient participation in decision making and
individualization of treatment in accord with patient prefer-
ences and circumstances. In discussing the apparent conflict
between these two paradigms, Bensing noted that they ap-
pear to belong to separate worlds.15

What is patient-centered care?

On the one hand, there is little inconsistency among de-
finitions of evidence-based as “the conscientious, explicit,
and judicious use of current best evidence in making deci-
sions.”16 David Eddy notes that “evidence-based” has been
used to describe decisions for populations of patients (poli-
cies) and decisions in the care of individual patients. We
will return to this important distinction below, but there is
little confusion in the medical community as to the mean-
ing of evidence-based medicine.

On the other hand, “patient-centered” medicine or care
means different things to different people and disciplines.
Regardless of perspective or definition, all represent reac-
tions to the perceived inadequacies of traditional medical
care, particularly its focus—some would say obsession—on
the identification and treatment of physical disease (the bio-
medical model) and the domination of the doctor.17 To some,
it means a shift from a focus on disease to the patient’s feel-
ings and experience or illness, or from the disease to the
“whole person.” A focus on the whole person means inte-
grating psychological and social factors to achieve a fuller
understanding of illness and to guide treatment, and to pay-
ing greater attention to health promotion. To understand the
patient as a whole person “affords far greater priority to the
personal relationship between doctor and patient.”17 Thus,

an emphasis on the human qualities of physicians and their
communication abilities and style figure prominently in de-
finitions of patient-centered care and its measurement.

To many, the primary issue is control over the relation-
ship, communication and decision making, and shifting con-
trol from the doctor toward a greater degree of patient in-
fluence and participation. The arguments for the promotion
of greater involvement of patients in care, and for regard-
ing this as central to the definition of patient-centered care,
fall into two major domains:

1. Sociopolitical—doctor controlled communication and re-
lationships are often demeaning to patients and ineffec-
tive in achieving desired ends,18 and

2. Clinical decision making—doctor-controlled communi-
cation and decision making is often flawed because it
fails to take into account the wisdom, preferences, readi-
ness, and experience of patients.

These ideas were advanced by Moira Stewart et al. who
described a patient-centered clinical method.19 The six com-
ponents form the basis for the most widely used definition.20

This view of patient-centered care is, in fact, very relation-
ship-centered. The method focuses on the encounter of a pa-
tient with his or her doctor, and the nature of the commu-
nication during that interaction. Critics might say that, in a
nontraditional way, this view of patient-centered care re-
mains doctor-centered. Ian McWhinney, one of the intel-
lectual leaders of this movement, states that the patient-cen-
tered model offers (among others) the following advantages:
“it defines what doctors do,” and “it simplifies the com-
plexity of the doctor’s job).”21 Despite the emphasis on pa-
tients as persons with important information, experience,
and perspectives on their illness, the patient-centered clini-
cal method says little about the patient as self-manager, or
the patient’s activities outside of the health care context.
While a change in the character of the primary doctor-pa-
tient relationship may well be an important part of moving
toward patient-centered care—in our view, the competence
of patients as self-managers of their illness is more impor-
tant to outcomes than the skills of their physicians as com-
municators. Most patients with chronic illness have rela-
tionships with several individuals and institutions helping
them manage their illness.

Is the chronic care model patient-centered?

The CCM certainly supports and promotes the major
premises of patient-centered medicine: the importance of un-
derstanding the illness and the person, not just the disease;
the need to “find common ground” and tailor care to patient
preferences, values, readiness, and experience; and the im-
portance of incorporating prevention in care. But there are
important and interesting differences. The motivations for
the development of the CCM and patient-centered medicine
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appear to differ. Various conceptualizations of patient-cen-
tered care seem centered in ideology or theories of illness
and human relationships and behavior. In other words, pa-
tient-centered care is a desired end in itself, irrespective of
its impact on health, because common sense and humanity
demand that patient concerns be heard, that patients have a
voice in what happens to them, and that they be treated as
individuals rather than as laboratory specimens. In contrast,
the CCM has its roots in evidence-based medicine, rather
than values about desirable qualities of the doctor-patient
relationship.22 The model is a visual compilation of evidence
about the determinants of effective chronic illness care and
the nature of practice systems that facilitate good care. The
focus is on what practice systems are necessary to achieve
good patient outcomes. If the evidence underlying the ef-
fectiveness of the CCM as whole, or aspects of it, change,
we will change the CCM accordingly.

There are differences in content as well. The differences
are primarily in orientation and emphasis rather than in core
principles. The relationship between a patient and his or her
physician is the central focus of most conceptualizations of
patient-centered care. The CCM defines the characteristics
of effective primary medical care systems, and the interac-
tions between the patient and family, the practice team, and
the health care organization in which the practice team
works, not just the primary care doctor. The focus on the
practice team and the health care organization reflects 
the powerful evidence that effective chronic illness care 
involves extensive involvement of nonphysician team 
members, and the organization of practice, as well as other
medical specialties.23 This added complexity presumably in-
creases the difficulty of assuring patient-centered commu-
nications and interactions with all the individuals involved
in care, although relationships with nonphysician caregivers
may mitigate the impacts of suboptimal doctor-patient com-
munication. Team care certainly makes the measurement of
patient-centeredness more difficult.

As mentioned above, patient-centered medicine focuses
heavily on the behaviors and communication style of the
professional although greater patient participation in deci-
sion making and better health outcomes are certainly promi-
nent goals. Nonetheless, evaluations of patient-centered
medicine vary widely in the selection and use of process
measures in an effort to explain any identified relationship
between patient-centeredness and better health outcomes.17

Recent reviews of interventions to make interactions more
patient-centered note that explicit mechanisms to explain
how interventions that do alter interactions could reduce
symptoms or improve outcomes were rarely made ex-
plicit.24,25 In contrast, the CCM posits that well-designed
practice systems better meet the needs of the chronically ill
through patient-team interactions that assure evidence-based
treatment and collaborative self-management support. While
productive patient-practice team interactions are the route to
effective chronic illness care, a practice system organized to

meet the needs of chronically ill patients greatly increases
the likelihood that such interactions will occur and lead to
positive outcomes. The CCM assumes that there is a causal
link between the organization of practice and patient out-
comes. Patients working with practice teams that routinely
encourage patients to be more active participants in the man-
agement of their health, work collaboratively with patients
to set self-management goals and develop action plans, and
provide surveillance and support over time are more likely
to have better health outcomes.

The CCM highlights the importance of patient activation
or empowerment, which means that patients with chronic
illness recognize that they are ultimately the primary care-
givers. As primary caregivers, they seek the information and
support they need to self-manage effectively. They ensure
that their professional caregivers understand their values, life
circumstances, needs, and expectations for care. They are
comfortable collaborating with their care team in planning
and evaluating their care and progress. Mounting evidence
suggests that efforts to activate patients result in greater ad-
herence to treatment regimens, more effective self-manage-
ment, and better disease control.5,26–29 Patient activation is
more implicit than explicit in definitions of patient-centered
care. However, a review of interventions to alter practi-
tioner-patient interactions to achieve care that was more pa-
tient-centered found that the majority of interventions used
various previsit strategies (e.g., writing down questions or
expectations) to encourage patients to take a more active
role in the interaction.24,25

Despite these subtle distinctions, we view the CCM as
fundamentally patient-centered because of the concordance
between the dimensions of patient-centered care and the fea-
tures of effective self-management support. The six charac-
teristics of patient-centered care proposed by Stewart et al.19

track well with current thinking about optimal self-man-
agement support. Both call for efforts to assess and under-
stand the patient’s life circumstances, values, behaviors, de-
finition of problems, and preferences for care and outcomes,
and to use this information to individualize treatment. Both
emphasize the importance of patient participation in prob-
lem definition, setting goals for treatment, and planning
treatment. Finally, both emphasize the necessity for “find-
ing common ground” between the scientifically (we hope)
grounded advice of the professionals, and the preferences
and life circumstances of the patient.

Patient-centered systems?

As suggested, perhaps the major difference between the
CCM and patient-centered medicine rests in one’s perspec-
tive on the determinants of quality care. Patient-centered
medicine assumes that professionals by virtue of their cul-
ture, training, social dominance, job stress, and other fac-
tors are traditionally inclined to be controlling and biomed-
ically oriented, and not inclined to explore the nondisease
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aspects of their patients’ lives or share power. From this per-
spective, the problem is professional attitudes and behaviors
that must be altered. “The patient-centered model of care
presupposes a change in the mindset of the clinician.”19 In
contrast, the CCM derives from the work of Deming and
Shewhart that emphasizes that quality is a property of sys-
tems, and that humane, competent people working in flawed
systems will struggle and often fail to provide high-quality
or safe care.30 Improvement, therefore, begins with chang-
ing care systems; in this case, to enable professionals to pro-
vide more patient-centered care. This distinction may ap-
pear merely academic, since professional training may be a
key element of system change. However, the significance of
the difference in perspective is most visible when strategies
for improvement are considered. Efforts to increase patient-
centered care have focused on changing physician and/or
patients’ attitudes and behaviors. Most often, interventions
seek to teach physicians more effective ways of communi-
cating with patients, or patients more effective ways of com-
municating with physicians.24,25 This reduces the problem
of achieving patient-centered care to a problem of doctor-
patient communication. Are deficiencies in patient-centered
care simply “failures to communicate”?

The CCM posits that deficiencies in communication may
be symptomatic of broader problems in the organization of
health care and the functioning of health care teams. The
CCM and related quality improvement strategies begin with
changes to the structure, organization, and functioning of
practice systems—including their measurement systems, in-
centives, information handling, visit design, team function,
and so on.31 Professional communication training might be
needed to ameliorate patient experience and outcomes, but
more organized interactions, involvement of a supportive
practice team, and more accessible patient information may
be sufficient.

Can patient-centeredness be a system property, or does it
only describe the attitudes and communication features of a
particular clinician? We hypothesize that a practice or health
system can be patient-centered if the characteristics of the
system promote and support the delivery of patient-centered
care. So what practice changes may contribute to better per-
ceived communication by patients? We have reexamined the
elements of the CCM in an effort to address this question.

Health care organization

Our approach to chronic illness quality improvement em-
phasizes the essential roles of an activated patient and a col-
laborative approach to self-management support. Vocal and
visible leaders promoting these concepts can help change
organizational culture and priorities. Patient involvement in
service planning and quality improvement helps keep the fo-
cus on their needs.32 A measurement system that maintains
surveillance of indicators of the presence or absence of ef-
fective self-management support has proven to be an im-

portant motivator for change, especially if augmented with
incentives based on performance. For example, some orga-
nizations routinely measure patient satisfaction and record
self-management goals in the medical record. A growing
number of organizations link financial incentives to levels
of performance on these indicators, or to improvement in
performance. Wise health care systems are identifying prac-
tices with low patient satisfaction measures. They often find
unhappy, stressed providers who are eager for guidance in
how to work with their patients more effectively. Efforts to
support, motivate, and educate such providers may lead to
more patient-centered care, as well as more satisfied patients
and practitioners.

Community resources

Time-limited self-management courses, often involving
peer support, have been shown to be effective when based
on modern principles of an activated or empowered patient
collaborating with health care professionals.14,33–37 These
programs are most often available in large institutions or in
community settings, rather than in primary care settings
where most patients are seen. Practices may improve their
patients’ self-management competence by forging linkages
with these programs and by routinely referring patients to
community-based programs. Similarly, most practices do
not have trained health or nurse educators who can provide
the information and support for patients struggling with their
chronic illness. Such individuals are more likely to work in
hospitals, specialty practices, or community-based programs
and can play an important supportive role to patients if rea-
sonable business and professional arrangements for access
to these services can be developed.

Self-management support

The features of an effective systematic approach to the
provision of self-management support are becoming clearer
as evidence accrues.14,38 The core is the routine application
of the behavioral change strategy first studied with smok-
ing cessation. This well-tested strategy involves five steps,
each named by a word beginning with A. Practices should
routinely assess patient behaviors, attitudes, and goals; ad-
vise patients based on science; agree on the problem, goal,
and plan of action; assist patients in developing realistic
goals, and identify barriers to and strategies for reaching a
goal; and arrange for additional resources, support, and so
on. The 5 As can be, and in most cases should be, distrib-
uted among the various members of a practice team rather
than depending upon the doctor for their execution. This
may require additional training for staff. Assessment can be
enhanced and routinized through the use of questionnaires
or designation of key issues as a “vital sign” to be assessed
as part of check-in. Other office tools, such as templates for
action plans or referrals to community programs, can facil-
itate other steps in the process.
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Delivery system design

Practices can be organized to provide more patient-cen-
tered care. As mentioned above, effective chronic illness
care is a team sport.23 But effective team care requires role
definition, coordination, and communication. These do not
happen spontaneously in busy practice and need to be
planned. Visit time is frequently implicated as a fundamen-
tal barrier to more patient-centered interactions. Longer,
more structured (planned) visits are an important feature of
effective chronic care and provide greater opportunity for
assessment of patient concerns and progress, collaborative
support for self-management, and treatment planning. Sim-
ilarly, group visits may enhance patient-centered care de-
spite the presence of others in the room.39–41 For instance,
they furnish patients with opportunities to interact with their
care team over a longer period of time in a different, po-
tentially less intimidating setting than an examination room.
It also gives patients the opportunity to interact with their
peers and exert greater control over educational opportuni-
ties and other aspects of care. A period of more intensive
surveillance and involvement by a nurse or other clinical
care manager has been shown to improve outcomes for more
complex patients with chronic illness.42–44 Coordinated care
management can enhance the doctor’s understanding of the
patient’s illness, life, and care experience in addition to as-
suring effective clinical management and self-management
support.

Decision support

Decision support refers to efforts by a system to assure
that providers have the expertise and memory aids to rou-
tinely provide evidence-based care. Providers can be re-
minded by computer, flow sheet, or patient-completed in-
formation to review patient concerns and self-management
progress and goals. Patients can be encouraged to state their
concerns, expectations for the visit, or other needs prior to
the interaction.25 Making patients aware of evidence-based
guidelines for the care of their illness, and urging that they
demand it, may be an important strategy.

Clinical information systems

Patient-centered care requires that the care team: (1) col-
lect a richer array of information about patients; (2) orga-
nize it in a useful way; and (3) have ready access to it. Clin-
ical information system enhancements can facilitate all three
steps. They can assist in the routine collection of data con-
cerning patient experience, illness, and expectations and
make it available at visits.45 Clinic information systems can
provide reminders, as well as feedback to practices on their
performance and the success of their improvement efforts.

In our work supporting chronic care improvement with
hundreds of health care organizations, making practice
changes guided by the CCM has improved measures of the

processes of care, outcomes, and patient satisfaction in the
majority of participating organizations.46–49 These quality
improvement results are being confirmed by more rigorous
external evaluations.50–54 In the largest and most compre-
hensive evaluation of CCM-based improvement programs,
investigators from the RAND Corporation found signifi-
cantly better patient satisfaction with communication among
heart failure and asthma patients in practices involved in
system change.51,54 This occurred despite the fact that very
few practices conducted communication training of their
professionals as part of their improvement activities.

Are evidence-based and patient-centered 
medicine contradictory?

The best chronic illness outcomes are likely to occur
when competent self-managers receive and are supported in
carrying out the most effective biomedical treatments. Sys-
tematic reliance on evidence (evidence-based medicine) pro-
vides the soundest strategy to select the most effective treat-
ments and offers guidance on how to support patients in
implementing effective treatments as well. Patient-centered
medicine that is responsive to patient needs, preferences,
readiness, abilities, and knowledge supports the develop-
ment of competent self-managers. It increases the likelihood
that treatment plans will be appropriate, understood, and fol-
lowed. These two ideas seem so complementary—melding
the art and science of medicine. Why would anyone suggest
that they are in conflict? Bensing suggests two questions
that must be addressed.15

How patient-centered is evidence-based medicine

While some ideologues argue that a disease focus and
randomized trials are inherently not patient-centered, a more
cogent concern is whether evidence-based medicine’s im-
petus to standardize care conflicts with patient-centered
medicine’s emphasis on individualizing treatment. Eddy ad-
dresses this concern by differentiating “two different ap-
proaches to using evidence to solve clinical problems”—ev-
idence-based guidelines and evidence-based individual
decision making.16 The former is the work of teams engaged
in a rigorous, formal process. The goal is to produce generic
clinical policies affecting groups of patients for clinical im-
provement, education, coverage decisions, and other deci-
sions related to clinical care.

Evidence-based individual decision making, by contrast,
is done by physicians and other clinicians in the care of in-
dividual patients. Evidence-based medicine’s central thesis
is that clinical decisions should be based as much as possi-
ble on evidence of clinical safety and effectiveness. “As
much as possible” makes explicit the appreciation that rig-
orous evidence must be interpreted and adapted to each pa-
tient’s unique set of demographic, social, psychological, and
clinical characteristics. Eddy argues that these two views
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should be integrated. Evidence-based guidelines provide the
foundation for individual patient-centered clinical decision
making, not a demand for slavish adherence to a standard
regimen. Wise use of the most effective treatments in most
major chronic conditions has prolonged life, improved func-
tional status, prevented complications, and reduced suffer-
ing. The systematic application of the best science to policy
making and clinical care is in the best interests of patients,
and, therefore, patient-centered.

How evidence-based is patient-centered medicine

The concepts of patient-centered medicine did not emerge
from rigorous studies of clinical effectiveness. It grew out
of negative reactions to traditional paternalistic medicine
and the biomedical model’s fixation on the disease rather
than the patient with the illness. The evidence base is mea-
ger for two major reasons. First and foremost, a consensus
definition and related set of measures remain elusive.
Broader acceptance of a standard definition should acceler-
ate the pace of research.

The importance to patients of satisfying communication
with their practitioner is well documented. It is among the
major predictors of patient satisfaction. Much of the research
on patient-centered care to date has focused on assessments
of communication style by experts or by patients, and the
evaluation of professional and patient interventions to alter
communication in ways assumed to be more “patient-cen-
tered.” These studies have raised more questions than they
have answered.17,55,56 Overall, it appears that interventions
directed at professionals and patients to encourage greater
patient involvement in the dialogue and in decision making
do alter the interaction in that direction, increase patient sat-
isfaction, and may positively impact health behaviors and
outcomes. But the findings are mixed and the effects disap-
pointingly small. The evidence is neither consistent nor
strong enough to recommend major efforts to train or retrain
physicians in communication. Encouragement to patients to
ask questions or write down expectations and questions for
their clinicians was often effective and never harmful in a
number of studies.

The mixed effects of provider communication training
may be a consequence of the content rather than the qual-
ity or intensity of the training. Some studies suggest that pa-
tients may not value the patient-centered communication
style developed and taught by experts in the field as much
as the experts do.57 Stewart et al. found that measures of pa-
tient-centered communication based on analysis of audio-
tapes were not associated with improvements in outcomes
like symptom relief.58 But, patients perceiving that their visit
was patient-centered and that they and their doctor had
reached agreement had significantly better outcomes.
Plainly, we still have much to learn about what patients value
and benefit from, but evidence to date is sufficiently promis-
ing to warrant efforts to make care more patient-centered.

CONCLUSIONS

Optimizing outcomes among most patients with chronic
illness requires an engaged, competent patient receiving the
most effective care and treatment. The most humane, egal-
itarian interactions will not protect a complex diabetic pa-
tient from stroke or heart attack without ACE inhibitors,
statins, and effective glucose control. Conversely, prescrib-
ing the right medications and ordering the right tests will
not prevent complications if diabetic patients don’t take their
drugs appropriately or undiagnosed depression undermines
self-management. Effective chronic illness care must be ev-
idence-based and patient-centered. The CCM seeks to en-
compass both perspectives. It views both as system proper-
ties, not just skills or attitudes of individual providers.
Evidence-based guidelines become organizational policy to
be integrated at every available point in decisions that af-
fect patient care. But they pertain to populations of patients
and, as a result, must be adapted to the unique characteris-
tics of each individual patient. Such characteristics extend
beyond allergies, renal function, and the other biological
characteristics that usually influence treatment selection and
dosing to include patient values, preferences, readiness,
skills, and knowledge. Encouraging active patient partici-
pation in care and increasing patient self-management com-
petence and confidence become organizational priorities by
assuring that patients have access to proven self-manage-
ment programs, and practice teams have skilled individuals
who can collaboratively manage patients through employ-
ment of the five As.

Mitigating the consequences of chronic illnesses requires
active, competent management by patients and their health
care providers. Since they share responsibility for manage-
ment, they must share control of clinical interactions and de-
cisions. Both common sense and mounting evidence sug-
gests that such collaboration will result in management goals
and plans that are more rational, more likely to be adhered
to, and more likely to improve health. Whether this is evi-
dence-based medicine or patient-centered medicine is irrel-
evant. It works! 
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