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Today, six in ten adults in the U.S. are affected by 

chronic disease1 — defined as requiring medical 

treatment, limiting activities of daily living and lasting 

one year or more. As people live longer and diseases 

become more treatable, the number of people living 

with multiple chronic conditions is increasing.

In the coming years, the polychronic patient population 

in the U.S. — those with three or more chronic 

conditions — is projected to increase significantly, 

from 30.8 million in 2015 to 83.4 million by 2030.2 The 

increase will strain an already stressed health care 

system through added complexity, capacity concerns 

and cost of care.  

This report examines the drivers behind the increasing 

polychronic population, the implications for patients 

and providers, and how care solutions are evolving.
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A complex mix of demographic, lifestyle and socioeconomic factors 
drives the increase in people living with multiple chronic diseases.

Number of Americans age 65+3

People are living longer. And diseases 
are becoming more treatable.

2/3 of adults over 65 have  
2 or more chronic conditions.4

Common chronic diseases:  
Heart disease, cancer, diabetes, 
stroke, Alzheimer’s disease,  
lung disease, kidney disease

56 million

95 million

2020:

2060:

(NEARLY 1 IN 4 AMERICANS)

What’s behind the rise  
in polychronic patients?

BY THE NUMBERS:

Share of the U.S. population 17%
IN 2020

23%
IN 2060
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Lifestyle risk factors tracked by Centers 
for Disease Control and Prevention (CDC):5 

Overweight and obesity, physical activity, 
nutrition, sleep, tobacco use,  
alcohol consumption

Americans have obesity. 
(+37% since 2000)6

4 in 10

Americans don’t meet 
minimum weekly physical 
activity guidelines.7

2 in 3

Americans is 
sleep-deprived.8

1 in 3

Poor lifestyle habits increase the risk of chronic disease 

Economic stability

Education access  
and quality

Health care access 
and quality

Neighborhood and 
built environment

Social and community 
context

Social determinants of health are responsible for 
80%-90% of a person’s long-term health outcomes9
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https://nam.edu/social-determinants-of-health-101-for-health-care-five-plus-five/
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Health care spending in 2021

$4.3 trillion, with 85% of the spending 
attributed to patients with chronic diseases. 

$4.3
TRILLION

As the number of polychronic patients increases, 
patient care and how it’s delivered are changing. While 
the need to reduce health care costs is a significant 
catalyst, the complexities of treating patients with 
multiple chronic conditions require new approaches 
beyond traditional care models. 

From a cost perspective, chronic diseases account for 
the majority of U.S. health care spending. Of the $4.3 
trillion spent on health care in 2021,10 an estimated 
85 percent can be attributed to patients with chronic 

diseases.11 Among Medicare patients, people managing 
six or more chronic diseases account for 18 percent 
of the population but 54 percent of total Medicare 
spending.12 These same patients make up 82 percent of 
hospital readmissions within 30 days, which is a notable 
cost driver.13 

Complexity, amplified by a lack of coordination of care, 
is a primary driver of the costs. Treating and managing 
multiple chronic diseases complicates care for patients 
and providers alike. 

Cost and complexity highlight 
the need for whole-person care

THE CHALLENGE:
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https://www.cms.gov/research-statistics-data-and-systems/statistics-trends-and-reports/nationalhealthexpenddata/nationalhealthaccountshistorical
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7077778/#:~:text=In%20the%20last%2020%20years,of%20health%20care%20costs%203
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Chronic-Conditions/MCC_Main
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Traditional health care models are transactional, designed 
to provide care on a fee-for-service and condition-by-
condition basis. That means polychronic patients must 
manage multiple specialist provider relationships, care 
plans and medications. Clinicians often have limited time 
to spend with patients, preventing them from having a 
complete understanding of the potential effects of the 
patient’s different conditions and treatment plans. 

A lack of coordination between primary care 
practitioners and specialists can limit care delivery and 
cause suboptimal outcomes. Nearly one in five Medicare 
patients is readmitted to the hospital within 30 days, 
often for adverse drug effects or conditions unrelated to 
the initial hospitalization.16 From a patient perspective, 
complexity and gaps in coordination can lead to stress 

and dissatisfaction. Only one in three patients with 
chronic diseases is satisfied with their care.17

In response, polychronic care models are shifting 
from transactional approaches to patient-centered, 
whole-person care. Whole-person care considers 
the whole person rather than a single condition. The 
patient becomes the center of care, with additional 
consideration given to the coordination of care 
delivery based on physical, behavioral, emotional and 
socioeconomic factors.

Most important, whole-person care allows for patient-
centered goals, including short- and long-term outcomes, 
quality of life and affordability. Patient-centered care 
can be structured to assess socioeconomic factors more 
effectively, such as the patient’s social needs, health 
literacy and barriers to access. 

By considering concurrent treatments and patient 
preferences, whole-person care addresses treatment 
priorities, helping to improve patient experiences and 
outcomes. For example, post-hospitalization transitional 
care coordination for polychronic patients has been 
shown to reduce readmission rates by 30 percent.18 
Overall, the approach helps to enhance ongoing care, 
increase efficiencies and reduce costs. 

The impact of 
care coordination
1 in 5 Medicare patients is readmitted to 
the hospital within 30 days of discharge.

Transitional care coordination reduces 
hospital readmission rates by 30% 
among high-risk patients.

Source: Making Health Care Safer II: An Updated Critical Analysis 
of the Evidence for Patient Safety Practices, National Library of 
Medicine, 2013.

Polypharmacy risks 

46% of adults 65 and older use 5 or more 
prescription medications,14 increasing the 
risk of adverse drug interactions.15
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https://www.cdc.gov/pcd/issues/2022/22_0062.htm
https://www.cdc.gov/pcd/issues/2022/22_0062.htm
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https://www.ncbi.nlm.nih.gov/books/NBK133366/
https://creakyjoints.org/living-with-arthritis/coronavirus/patient-perspectives/less-than-half-happy-with-patient-care/
https://www.ncbi.nlm.nih.gov/books/NBK133366/


Health services providers are reimagining care delivery to meet the 
needs of polychronic patients. Looking ahead, there is a growing 
recognition that medical care alone can’t ensure better health 
outcomes. In response, U.S. health care is shifting to more holistic, 
patient-centered care. Taking a relationship-based approach, 
patient-centered care establishes a partnership with patients and 
their caregivers that aligns with their needs, culture and preferences. 

The benefits of patient-centered, whole-person care are becoming 
clear. Along with better integration of care across chronic 
conditions, care can be personalized to address the patient’s 
physical, behavioral and social health needs. The individualized 
care is focused on enhancing overall health and building increased 
resilience, which help to drive better patient experiences. 

Home-based care delivery is emerging as a vital element of patient-
centered care models. With home-based health care, patients are 
able to remain in their residences where they are most comfortable 
for skilled care and therapy. For chronically ill patients, home-based 
care, paired with virtual care and digital telehealth innovations, can 
help to improve affordability, satisfaction and health outcomes.

The COVID-19 pandemic accelerated the adoption of new 
technologies and care-at-home models. Today, the home care 
ecosystem is moving beyond post-hospitalization care to also 
include primary care, hospital-at-home care, infusions, dialysis, 
diagnostic testing and ongoing monitoring.

Research shows that home-based care following a hospitalization 
or institutional post-acute care improves continuity of care and 
reduces hospital readmissions and mortality.19 An extensive study 
by the Cleveland Clinic found that when patients receive home 
health care in advance of or following a hospital stay, the average 
savings is $6,433.20

As patient-centered care continues to evolve to better integrate 
resources and services, the potential for further enhancing care, 
improving health outcomes and realizing savings is expected to 
increase. Most significantly, reimagining care for polychronic patients 
creates opportunities to better coordinate treatment and personalize 
care while delivering improved patient experiences.

19 Xiao R, Miller JA, Zafirau WJ, Gorodeski EZ, Young JB. Impact of Home Health Care on Health Care Resource Utilization Following Hospital Discharge: 
A Cohort Study, National Library of Medicine, April 2018.

20Id.

Opportunities to 
optimize the value 
of home-based care 

PATIENT EXPERIENCE

Integrated, whole-person care 
resulting in better coordination  
and quality of care

Identification of social  
determinants of health barriers 
paired with resources and 
support to address them 

Medication reconciliation

COSTS 

Shorter hospital, inpatient rehab 
and skilled nursing facility stays

Decrease in emergency  
department visits

Risk-based funding options

OUTCOMES

Reduced hospital readmission rates

Improved quality metrics for HEDIS 
and CAHPS measures

Increased patient satisfaction

The evolution 
of polychronic 
patient care  

WHAT’S NEXT:
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https://pubmed.ncbi.nlm.nih.gov/29180024/
https://pubmed.ncbi.nlm.nih.gov/29180024/


Take the next step to elevate health by 
partnering with Evernorth Home-Based Care. 
Learn more at evernorth.com
Contact us at HomeBasedCare@Evernorth.com

Evernorth Health Services creates pharmacy, care and benefits solutions that includes Home-Based Care, a suite 
of health care service solutions provided by various Evernorth affiliates. Clinical services are provided by licensed 
health care providers through medical practices managed and/or contracted with Evernorth Home-Based Care’s 
health services management organization, as well as by other network providers. Clinical services delivered through 
MDLIVE’s virtual care platform are provided by medical practices affiliated with MDLIVE, Inc. Medical management, 
utilization management/utilization review, network management, and third-party administrator services related to 
the Evernorth Home-Based Care suite of solutions are provided by eviCore healthcare MSI, LLC, an Evernorth affiliate. 

© 2023 Evernorth. All rights reserved. All products and services are provided by or through operating subsidiaries or affiliates
of Evernorth. Some content provided under license.
[Form ID# - 976004 04/23]

About Evernorth

In response to the changing tides in health care, Evernorth leverages more than 25 
years of experience providing comprehensive, in-home primary care, post-acute care 
(PAC) management and advanced analytics to provide a game-changing offering: 
Evernorth Home-Based Care. 

Today, Evernorth Home-Based Care works with 30+ clients (health plans, Medicare, 
dual eligible special needs plans, commercial and more) to solve complex challenges 
and bring care home — to the whole person — for more than 26 million members. 

Our home-centered care delivery and enablement organization focuses on 
improving each patient’s unique health journey through integrated care 
solutions, including:

NEXT IN 
EVERNORTH’S 
HEALTH 
FORWARD 
SERIES

How Modern Home-Based 
Care Is Transforming 
Polychronic Patient 
Experiences

We work closely with our clients to improve quality measures, reduce hospital 
readmissions and upgrade the patient experience and care delivery coordination.

Our flexible, evidence-based care plans produce:

Value-based care with data-driven measurable improvements
Targeted planning through early identification and proactive gap closure
Better coordination and smart utilization management optimization

In-home primary care
Home health
Post-acute care
Transition of care

Comprehensive health assessments
Sleep management
Durable medical equipment

About Evernorth Home-Based Care
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https://www.evernorth.com/our-solutions/home-based-care
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