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Primary care is increasingly geared toward
standardized care and decision-making for
common chronic conditions, combinations
of medical and mental health conditions,
and the behavioral aspects of care for those
conditions. Yet even with well-integrated
team-based care for health conditions in
place, some patients do not engage or re-
spond as well as clinicians would wish or
predict. This troubles patients and clini-
cians alike and is often chalked up infor-
mally to “patient complexity.” Indeed, every
clinician has encountered complex patients
and reacted with “Oh my gosh”—but not
necessarily with a patterned vocabulary for
exactly how the patient is complex and what
to do about it. Based on work in the Neth-
erlands, patient complexity is defined here
as interference with standard care and de-
cision-making by symptom severity or im-
pairments, diagnostic uncertainty, diffi-
culty engaging care, lack of social safety or

participation, disorganization of care, and
difficult patient-clinician relationships. A
blueprint for patient-centered medical
home must address patient complexity by
promoting the interplay of usual care for
conditions and individualized attention to
patient-specific sources of complexity—
across whatever diseases and conditions
the patient may have.
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USUAL CARE AND DECISION-MAKING
FOR CONDITIONS

Improving the coordination of care is es-
sential to quality, patient experience, and

ultimately cost—as shown by literature sup-
porting the continuing demonstration of Pa-
tient Centered Medical Home concepts and
principles (American Academy of Family
Physicians, American Academy of Pediat-
rics, American College of Physicians, &
American Osteopathic Association, 2008;
National Committee for Quality Assur-
ance, 2008; Patient Centered Primary Care
Collaborative, 2008; Rosenthal, 2008).
These concepts call for implementing a
more comprehensive, coordinated, team-
based, and patient-centered approach to
usual care and decision-making for impor-
tant health conditions—including mental
health conditions—and coordinating that
care in such a way that the patient under-
stands how everything fits together, exer-
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cises appropriate engagement in their
own care and decision-making, and is
confident that “the right hand knows
what the left hand is doing.”

Most evidence-based protocols are fo-
cused on establishing improved versions of
standard care and decision-making for con-
ditions—and now include behavioral health
conditions such as depression in primary
care, along with the patient self-manage-
ment and behavioral change aspects of
managing health conditions (Institute for
Clinical Systems Improvement, 2008a; In-
stitute for Clinical Systems Improvement,
2008b; Unutzer et al., 2002). The tradition-
ally dominant way of thinking about care is
through disease categories, for example, di-
abetes, depression, asthma, congestive
heart failure and so on—and coexisting
combinations of these conditions. The
Chronic Care Model (Bodenheimer, Wag-
ner, & Grumbach, 2002; Wagner, Austin,
& Von Korff, 1996) is geared to the proper
care of all these exceedingly important
conditions in the population, in part
through health system design and the
community connections that enable it.
Establishing routine, reliable care and
teamwork for any commonly occurring
combination of biomedical and psychoso-
cial health conditions is indeed very im-
portant and can become quite challenging
even before considering patient complex-
ity factors that can interfere with usual
care and decision-making.

In this paper, we intend to make a com-
pact introduction to a set of concepts for
assessing patient complexity along with an
overview of a method and tool under devel-
opment for use in fast-paced primary care
settings. We do not attempt to do an ex-
haustive survey of all conceptual work
that may be related to patient complexity
or introduce a finished, highly developed
psychometric instrument or scale. Intro-
ducing this systematic set of concepts,
vocabulary, and method for use in pri-
mary care clinics now is seen as an im-
portant step in the longer-range goal of

bringing both the concepts and tools to
full maturity.

USUAL CARE AND PATIENT
COMPLEXITY

A common clinician observation is that
for some patients, usual care isn’t working
the way it should be (even when enhanced
by teamwork or better integrated biomedi-
cal and psychosocial care). Clinicians may
exclaim, “He’s back!” and patients may feel
“I’m not getting anywhere.” Being stuck in
this way can take place even when a well-
integrated team provides evidence-based
care for common combinations of biomedi-
cal and psychosocial conditions (de Jonge,
Huyse, and Stiefel, 2006). When this hap-
pens, the factors interfering with care may
be hidden from the clinician’s view, leaving
only a clinician’s sense that the patient is
“disengaged,” “noncompliant,” or “very
complex.”

UNNAMED PATIENT COMPLEXITY AND
ITS SIGNS

Clinicians commonly sense or observe
factors in the lives of individual patients
and families that interfere with usual or
standard care for their conditions and
may respond with “Oh my gosh—very
complex,” but not necessarily with a clear
idea of exactly how the patient is complex
or what to do about it. Addressing the
patient’s context in a manageable way
(level of social support, shared language
or culture with providers, level of insur-
ance, transportation to visits) or the or-
ganization of care (sees multiple physi-
cians working episodically or has most
visits in an emergency room or in differ-
ent care systems) is a continuing chal-
lenge to providing quality care as well as
a financial challenge for the American
health care system and the surrounding
family and community resources. When
reflecting on feelings aroused by trying to
meet the needs of complex patients a phy-
sician remarked:
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“Complexity is what I feel when I don’t
have an algorithm for what’s in front of me.
And why don’t I have an algorithm for com-
plex patients? Because our algorithms are
for diseases, not persons.”

This quote illustrates that usual care
and decision-making (and evidence-based
care) is typically geared to conditions, not
persons. Person-specific factors that in-
terfere with usual care are often referred
to informally by the shorthand phrase
“patient complexity,” and while the spe-
cific factors often remain hidden in the
background, unmanaged complexity may
be accompanied by familiar outward
“signs”:

• Many doctors, diagnoses, and visits—
especially if unfocused or redundant;

• Many and/or redundant medications,
services, diagnostic tests or failed services;

• Unplanned clinic and ER visits; num-
ber and length of hospital admissions;

• Patient involvement in multiple help-
ing systems such as clinics, public health
services, and social services;

• Difficult patient/clinician relation-
ships; and

• A large gap between patient’s and cli-
nician’s view on how severe the symptoms
are—or are expected to be.

These may be signs of unmanaged pa-
tient complexity, but these do not serve as
a definition of complexity or provide a sys-
tematic way to assess it before these signs
appear. This can leave clinicians in the un-
comfortable position of wanting to do some-
thing but not being quite sure what. This
makes them vulnerable to what we call
“wishful thinking” that can take place
when not being sure what else to do—
such as ordering another test or another
scan, finding another consultant or spe-
cialist, trying a different medication or
procedure, just seeing the patient and do-
ing the same thing over again, or looking
for ways to disengage from that patient.
This pattern is captured by the maxim
“When the situation calls for you to do
something you can’t do, you do something

you can do—if you do anything at all.”
(Ossorio, 2006).

DISSATISFACTION ASSOCIATED WITH
UNNAMED AND UNMANAGED PATIENT

COMPLEXITY
Every physician, patient, payer, care sys-

tem, and medical educator has struggled
with patient complexity. Different things
matter to these different stakeholders but
patient complexity is quite important to
them all and is associated with characteristic
dissatisfaction. The contents of Table 1 have
been gathered from author conversations
with these stakeholders in the context of un-
derstanding their concerns about “complex
patients” and developing the complexity as-
sessment method that is the subject of this
paper.

THE MANY MEANINGS OF
“COMPLEXITY”

This versatile term has many applica-
tions and shadings within the domain of
health and health care. The particular
meaning for “patient complexity” chosen in
this paper was made for strategic reasons
outlined in this section, but it is important
to point out other meanings commonly en-
countered for “complexity.”

Medical clinicians commonly use the
word “complex” to mean complicated or diffi-
cult, particularly as shorthand for a difficult
patient-clinician relationship. Complexity
may also refer to multiple interacting medi-
cal conditions such as frequently encoun-
tered in care of chronic illness—sometimes
termed “medical complexity.” In nursing,
“complexity” can be a property of particular
roles (and a staffing issue), referred to as
“work complexity” or as social or mental
health factors that elevate the risk to pa-
tients and staff in hospitals (Weydt, 2009).
Others, especially those studying health care
as a system and the applications of complex-
ity science to health care, use “complexity” to
mean the many possible ways that intercon-
nected components of a health care system
and its patients and communities can inter-
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act or adapt for successful fit in the environ-
ment (Zimmerman, Plsek, & Lindberg,
2008). A specific example is a model of “Com-
plex Adaptive Chronic Care” for addressing
chronicity in chronic care models that goes
beyond disease-oriented thinking (Martin &
Sturmberg, 2009). All these meanings and
shadings of the versatile term “complexity”
are important.

A STRATEGIC CHOICE FOR THE
DEFINITION OF “PATIENT

COMPLEXITY” IN THIS PAPER

It is useful and fascinating to explore how
complexity science can help clinicians and
health care system leaders understand how
patients as part of complex interactive sys-
tems adapting well or not within their own

Table 1
Dissatisfaction Associated With Unnamed and Unmanaged Patient Complexity

Patient dissatisfaction • Patients are often confused by their own illnesses and complicating
life factors and have a hard time explaining their own complex
situation to family, friends, or even themselves. Not only is this
confusing and demoralizing, it makes it more difficult to select and
prioritize constructive self-management strategies.

• Patients and families are often confused by different, partial, or
conflicting explanations from their own doctors, may pick up and
personalize provider frustration, and may in the end feel like a
failure that no one wants to see: “I’m difficult—no one wants to see
me anymore.”

Clinician
dissatisfaction

• Standard care may not work so well—“this care should be working
better” but leaves the clinician unclear about why or what to do
differently.

• Care or patient complexity strains your ability to do it all yourself
and makes limitations in team function obvious.

• Complexity tempts one to discount the patient as “difficult” or look
for scapegoats, and wastes time and emotional energy when not
dealt with up front.

Medical educator
dissatisfaction

• Students and residents are often confused or discouraged in the
face of complex patients and because they don’t have a shared
vocabulary for it, and may begin to believe that identifying sources
of complexity is outside the scope of medical practice.

• Students, residents and preceptors need a patterned response to
patient complexity better than “Oh my gosh!” They need a
vocabulary for just how the patient is complex—and what to do
about it—as a normal part of their work.

Payer and care system
dissatisfaction

• A small number of complex patients use a large share of available
resources—which may affect affordability of health care and
premiums—and places a strain on both the mission and bottom
line of the organization.

• Patients may complain when the system is unable to meet them at
their true level of complexity—which affects patient experience,
what they say about their health plan or care system, and
potentially how pleased care systems or health plans are with
their own services.

• Disease-specific care management methods may go only so far with
complex patients because the issue isn’t so much the disease but
what is interfering with usual care for the diseases. This highlights
the limitations of disease-oriented care management benefits or
delivery design and the need for complexity-related aspects to care
management, along with suitable community linkages.
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families and communities, and how health
care systems are themselves complex adap-
tive systems. But this paper and its concept
of “patient complexity” has a far more rudi-
mentary goal: to provide a simple vocabulary
and method for clinicians to quickly articu-
late and take into account what are often
seen as diffuse and unnamed “nonmedical
factors” that interfere with delivering care,
interfere with getting expected results, and
create the sense of being “stuck.” In this pa-
per, “complexity” is narrowed down to the
term “patient complexity” which might also
be termed “care delivery complexity.” It is
defined as the person-specific factors that in-
terfere with the delivery of usual care and
decision-making for whatever conditions the
patient has. This choice was based on several
factors:

Foundational Work on Patient Complexity
in the Netherlands

Later sections reveal that the definition
of patient complexity used in this paper is
the same or similar to that used in founda-
tional research in the Netherlands, which
allowed us to adapt and build on those con-
cepts and practical experience already in
place. Other cited authors also employ this
definition.

Social Determinants of Health
Patient complexity as defined here ties

in with “social determinants of health”
(Wilkenson & Marmot, 2003; Institute of
Medicine, 2002) in which social and envi-
ronmental factors are found to create
health risks for individuals and communi-
ties. Patient complexity as defined in this
paper aims at identifying a subset of fac-
tors, patient by patient, that may interfere
with usual care and decision-making for
whatever combination of medical problems
patients seek help. These factors make the
patient’s overall picture more complex, make
delivering care more complex, and hence in
the long run are likely to affect health, re-
gardless of the particular diseases or condi-
tions involved.

Quality in Primary Care
This definition also ties into concepts of

quality in primary care, where multiple in-
teracting and compounding medical and
psychosocial problems are very common or
“complex.” Heath, Rubinstein, Stange, &
van Driel (2009) point out that “effective
primary care depends on the integration of
both vertical and horizontal care” where
vertically integrated care is about manag-
ing specific diseases from primary to ter-
tiary care and where horizontally oriented
care is about integrating care around the
particular needs and situations of individ-
uals—along with systems of care that can
take into account the needs of particular
communities and populations. These au-
thors go on to point out that measurement
of vertical integration can be done at the
level of particular diseases, but that mea-
suring the horizontal functions such as per-
sonalizing, prioritizing (among the many
potential conditions or situations), and in-
tegrating disease-oriented care accordingly
require a much broader perspective.

Patient-Centered Medical Home
Coordination of care is a hallmark of all

variations on the patient-centered medical
home (American Academy of Family Phy-
sicians et al., 2008; Rosenthal, 2008). This
means not only coordination of “vertical”
disease care, but coordination of “horizon-
tal” person-specific priorities, preferences,
and some of those “social determinants of
health.” The approach to assessing patient
complexity taken in this paper is designed
to be a practical, feasible option in the med-
ical home model when it comes to identify-
ing person-specific factors that need to be
taken into account and coordinated—along
with disease-oriented coordination. More-
over, the patient complexity assessment
checklist shown later in this paper is in-
tended to be an example of a feasible prac-
tice routine in primary care that in effect
operationalizes one aspect of “patient-
centered” in contrast to “disease-centered.”
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Keeping the Definition Patient-Centered
Rather than Provider-Centered

It is not surprising that clinicians often
become frustrated in the face of patient com-
plexity or when the “horizontal” factors make
it difficult to carry out “vertical” disease care.
But the definition of complexity used here is
not based on clinician reactions such as “un-
happy doctor” or “difficult patient.” Of
course, interference with care often leads to
unhappy doctors and patients, but as a con-
sequence, not as a definition. Put another
way, “patient complexity” as defined here is
connected to both “social determinants of
health” and “horizontal integration” in pri-
mary care—and seeks a simple common
vocabulary and method for primary care cli-
nicians to identify and act in a far more sys-
tematic and comfortable way on some of
these factors at the point of service.

In this paper, patient complexity is de-
fined by the clinician or team—and is the
professional view. Patients themselves may
or may not understand or relate to this pro-
fessional-oriented language. While the
checklist here is deliberately done in clini-
cian language, the conversations and ques-
tions clinicians employ to elicit the informa-
tion should be done in language to which
patients can relate, rather than being read
verbatim off the checklist. To speak more
directly to patients, the authors and others
on the development team are creating a pa-
tient-centered version that patients can fill
out. Creating such a “translation” for use
with a diverse patient population is challeng-
ing because it requires questions that are
parallel to the intent of the professional ver-
sion, are broadly understood, felt to be ac-
ceptable to self-report, and fall within a very
inclusive range of reading level. We hope to
share a patient-language version as soon as
we can.

TOWARD A STANDARD DEFINITION
AND VOCABULARY FOR PATIENT

COMPLEXITY
The previous section pointed at the

many meanings of “complexity” and the

reasons a particular meaning for “patient
complexity” was chosen for this paper. The
following section goes more deeply into
that definition and where it came from. A
practical need exists for a standard defini-
tion and vocabulary for the concept of “pa-
tient complexity” that allows clinicians to
do more than say “Oh my gosh.” and in-
stead incorporate complexity-linked inter-
ventions into the care plans already geared
to diseases and conditions. Here is one def-
inition of patient complexity:

“. . . [A complex patient] is one for whom
clinical decision-making and required care
processes are not routine or standard. For
complex patients, many recommendations
from evidence-based medicine are unlikely to
apply in a straightforward manner because
of “exceptions” such as: multiple interacting
chronic conditions, other comorbid condi-
tions . . . and socioeconomic factors such as
homelessness or absence of adequate fam-
ily caregivers or other support systems.”
(Weiss, 2007, p. 375)

A series of papers on “Managing com-
plexity in chronic care” based on this defi-
nition appears as a special issue of the
Journal of General Internal Medicine
(Journal of General Internal Medicine,
2007). A second group of authors from The
Netherlands (de Jonge, Huyse, Stiefel, Sla-
ets, & Gans, 2001; Huyse, 1997; Huyse et
al., 1999; Huyse et al., 2000; Stiefel et al.,
1999; Stiefel et al., 2006) also think of pa-
tient complexity as interference with stan-
dard care and offer an important distinc-
tion with a set of domains and a tool that
were first designed for use in inpatient set-
tings.

“It is appealing to distinguish between
complexity that arises from characteristics of
a patient—such has having multiple inter-
acting diseases that may complicate each
other . . . and complexity of care delivery,
such as involvement of multiple systems
and specialties that require interdiscipli-
nary communication to be effective . . .” (de
Jonge et al., 2006, p. 680)
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These authors go on to specify four do-
mains for assessment of complexity that
are embedded in their complexity assess-
ment tool called INTERMED: 1) a biologi-
cal domain that includes information about
severity, chronicity, and diagnostic uncer-
tainty, 2) a psychological domain that in-
cludes information about past coping and
psychiatric history, 3) a social domain that
includes information about social function-
ing and residential stability, and 4) a
health care domain that includes informa-
tion about intensity and organization of
care and treatment experience.

This foundational Dutch work is the ba-
sis for a U.S. outpatient adaptation, pre-
sented here, that employs similar but mod-
ified concepts and domains. In our work,
patient complexity is defined as interfer-
ence with standard care caused by symp-
tom severity/impairment or diagnostic un-
certainty, behavioral unreadiness, lack of
social safety or participation, and disorga-
nization of care or difficult clinician-patient
relationships. We modified (with permis-
sion and encouragement) the Stiefel et al.
(2006) domains for assessment of complex-
ity to specify the following:

1. An illness domain that includes diag-
nostic uncertainty and functional im-
pairment due to symptom severity;

2. A readiness domain that includes
distress, distraction, and readiness
to engage treatment;

3. A social domain that includes partic-
ipation in the social network and
home safety and stability;

4. A health system domain that includes
organization of care and patient-
clinician relationships;

5. A resources for care domain that in-
cludes the degree of shared language
with providers and the adequacy and
consistency of insurance for care.

These domains, each with two areas of
inquiry and definitions of increasing levels
of complexity, are illustrated in Figure 1 as

the current draft of the Minnesota Com-
plexity Assessment Method, an outpatient
adaptation of the original INTERMED do-
mains and questions (Stiefel et al., 2006).

Each item in Figure 1 represents a sep-
arate source of potential complexity, which
if high, flags an area to potentially address
as an interference with standard care. Al-
though in this draft the item anchors have
numbers from 0–3, these are intended only
to indicate increasing complexity and are
not at this stage of development to be
summed as if a scale with a total score. The
INTERMED (Stiefel et al., 2006) employs
colors from green to red to signify level of
complexity, but the Figure 1 illustration
has used numbers instead merely to make
the form easier to reproduce on paper.

After circling the appropriate level of
complexity for items in the five domains,
the clinician or team looks at the pattern of
high complexity and is reminded at the
bottom what level of complexity-linked ac-
tion is needed (but not the specific actions).

In the care-planning box at the right,
the clinician or team begins to formulate
the plan, taking the complexity-related fac-
tors into account. Simple reminders appear
here such as “who do I need with me in this
case” and “what are the team roles, includ-
ing the patient or family.” The reason to
include this box is to lead the clinician or
team all the way from screening for the
presence of complexity to action about it.

ASSESSMENT FOR ACTION, NOT
MERELY DESCRIPTION

Each of the domains (and the two
screening areas within) represent possible
sources of interference with usual care for
whatever conditions the patient and physi-
cian are trying to treat. The goal is to go
beyond mere description of this interfer-
ence right to decision-making about it—
especially what to do today, what to start in
motion for follow-up and what doesn’t need
to be done at all. The point of complexity
assessment is to facilitate action-based
communication that describes an individ-
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Patient: Age / gender: Problem: 
Domain Current state of affairs Complexity level 

Symptom severity / functional impairment 
0=No symptoms; or reversible w/out intense efforts 
1=Mild noticeable sx; don’t interfere w function 
2=Mod to severe symptoms that interfere w function 
3=Severe symptoms impairing all daily functions 

 
0 

 
 
1 

 
 
 
2 

 
 
 
 
3 

 
Illness  

Biomedical, 
mental health, 
and chemical 
dependency 
symptoms & 
diagnoses 

Diagnostic challenge 
0=Diagnosis(s) clear 
1=Narrow range of alternative diagnoses 
2=Multiple possibilities; clear dx expected later 
3=Multiple possibilities; no clear dx expected  

 
0 

 
 
1 

 
 
 
2 

 
 
 
 
3 

Distress, distraction, preoccupation w sx. 
0=None 
1=Mild, e.g. tense, distractible, preoccupied 
2=Moderate, e.g. anxiety, mood, confusion 
3=Severe w behavioral disturbances, e.g., harm  

 
0 

 
 
1 

 
 
 
2 

 
 
 
 
3 

 
Readiness 
to engage  

Readiness for treatment and change 
0= Ready & interested in tx; active cooperation 
1=Unsure/ambivalent but willing to cooperate 
2=Major disconnect with proposed tx; passivity 
3=Major disconnect; defiant/won’t negotiate 

 
0 

 
 
1 

 
 
 
2 

 
 
 
 
3 

Current home/residential safety, stability 
0=Safe, supportive, stable  
1=Safe, stable, but with dysfunction 
2=Safety/stability questionable; evaluate/assist 
3=Unsafe/unstable; immediate change required 

 
0 

 
 
1 

 
 
 
2 

 
 
 
 
3 

 
Social  

Participation in social network 
0=Good participation with family, work, friends 
1=Restricted participation in 1 of those domains 
2=Restricted participation in 2 of those domains 
3=Restricted participation in 3 of those domains 

 
0 

 
 
1 

 
 
 
2 

 
 
 
 
3 

Current organization of care 
0=One active main provider (medical or MH) 
1=More than or less than 1 active provider(s) 
2=Multiple medical / MH providers or services 
3=Plus major involv. with other service systems  

 
0 

 
 
1 

 
 
 
2 

 
 
 
 
3 

 
Health 
system 

Patient-clinician (or team) relationships 
0=All appear intact and cooperative 
1=Most intact; at least 1 distrustful or remote 
2=Several distrustful or remote; at least 1 intact 
3=Distrust evident in all pt/clinician relationships 

 
0 

 
 
1 

 
 
 
2 

 
 
 
 
3 

Shared language with providers 
0=Shared fluency in language with provider 
1=Some shared language / culture with provider 
2=No shared language; professional translator avail. 
3=No shared language; family or no translator 

 
0 

 
 
1 

 
 
 
2 

 
 
 
 
3 

 
 
 
Resources 
for care 

Adequacy / consistency of insurance for care 
0=Adequately insured, can pay for meds, copays 
1=Under-insured with modest other resources 
2=Under-or intermittently-insured 
3=Uninsured, no other financ. resources for care 

 
0 

 
 
1 

 
 
 
2 

 
 
 
 
3 

 
  
 
 

No complexity; only routine care needed 
No evidence of need to act (beyond routine care) 

Mildly complex; basic care planning needed 
Watch / prevent; explore interacting issues 

Moderately complex; multifaceted plan needed 
Form a well-integrated plan; set in motion 

Very complex; intensive care & planning needed 
Consider immediate, intensive, integrated action 

Instructions: 

As you gather information and listen to the 
patient, 

• Scan for sources of complexity 
(interference with usual care) on the left.  

• Ask questions  that help you understand  
what you don’t know. 

• Circle a level that reflects your 
understanding of complexity in each 
area. 

• Outline a plan of action that takes into 
account the observed pattern of 
complexity 

Plan of action:   
General goals: 

(For both complexity and diagnosis) 
 
 
 
 
Self-check: Do I need someone in this 
case with me; and who? 
 
 
 
 
Team / roles required: 

(Who does what; how it adds up) 
 
 
 
 
Patient / family role (as part of the 
team): 

 
 
 
 
What clinician / team will do today:  
(To act on both complexity & diagnosis) 

 
 
 
 

With all your ratings in view, decide what level 
and kind of action is needed in what areas; and 
incorporate that into your action plan.  

University of Minnesota Department of 
Family Medicine & Community Health 

Minnesota Complexity Assessment Method  

Figure 1. Minnesota Complexity Assessment Method.
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ual for action or service, focuses on care-
giver consensus on observations and data,
and integrates different kinds of informa-
tion across different clinicians. In other
words, complexity assessment organizes
observations into what you are going to do
about it (Lyons, 2006). The real products of
complexity assessment are complexity-
related care plans, not numbers on a scale
or in a chart. Hence the constant reminder
is to use a complexity method or checklist
as a booster for action planning, not as an
end in itself or as a measuring instrument
or form of “lab test.” A related lesson is to
avoid any temptation to make the checklist
longer or more sophisticated than needed.
Our aim is to help care teams quickly reach
consensus on the top areas of complexity
that need to be addressed. Each question
represents a different area of complexity, is
clinically meaningful, and translates into
level of action needed and ultimately spe-
cific action steps.

In the work of de Jonge, Huyse, and
Stiefel, and our own adaptation of that work,
led to the creation of the Minnesota Com-
plexity Assessment Method (see Figure 1). A
checklist is employed so that clinicians can
quickly identify factors that are likely to in-
terfere with usual care across whatever dis-
eases and conditions the patient may have
and then move directly to action. In these
approaches, assessment for diagnosis (to
identify diseases, conditions and appropriate
options for usual care and decision-making)
is combined with assessment of complexity (to
identify person-specific factors interfering
with usual care for those conditions). The
goal is to combine these approaches in a way
that reduces the number of patients whose
care plans get “stuck”—and who may come to
be regarded by their providers as disengaged
or noncompliant. One physician who began
using the complexity assessment vocabulary
with his own panel remarked, “Before, I felt
like my complex patients weren’t listening to
me or following the plan and I didn’t know
why. But now I know the ‘why.’”

Note that according to these definitions
and domains, patient complexity is not
merely “how I feel about this patient”; “how
time-consuming, frustrating, or stressful I
expect care for this person to become”; or
merely the presence of comorbid chronic
illnesses or mental health conditions.
These are important factors to be sure, but
patient complexity is not defined merely as
shorthand for a provider’s gut reaction. In-
stead, patient complexity is defined as in-
terference with usual care and decision-
making for conditions.

The adaptation used as the illustration
in Figure 1 was developed by the authors
with periodic feedback and suggestions
from groups of University of Minnesota af-
filiated family medicine faculty members
and later in smaller tests of language and
method done by individual faculty, small
care teams, and medical residents. This
was done initially using standard case vi-
gnettes drawn from the clinics and later
with real cases facing care teams at the
time. Our purpose was to arrive at an out-
patient version acceptable to Minnesota
outpatient primary care clinicians and res-
idents—something that had face validity,
appeared useful in both clinical and educa-
tional contexts, and no longer contained
language or concepts that were confusing
or raised objections.

Other colleagues then reviewed and re-
acted to this adaptation through a series of
presentations to Minnesota, regional, and
national professional audiences and through
field-testing with practices participating in a
small feasibility testing collaborative facil-
itated by the Institute for Clinical Systems
Improvement (ICSI) in Minnesota. Reac-
tions to these presentations and feasibility
tests helped us to further articulate the
concepts and the practical potential of com-
plexity assessment in ways that clinicians,
payers, care systems, health plans, and re-
searchers could relate to and value. Fur-
ther validity-oriented research on the
method is currently underway. Figure 1 is
presented as an illustration of the concepts
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and the model of complexity assessment
not as a fully tested reliable and valid as-
sessment instrument or tool.

CARE OF CONDITIONS AND
COMPLEXITY

Combining assessment for diagnosis
with assessment for complexity may lead to
priority areas to address that are neither
“medical” or “mental health” in the usual
sense, and instead are often social or com-
munity in nature—without new formal di-
agnoses involved. Moreover, complexity as-
sessment is intended to lead directly to
care team action, not just sit in a record as
a number. That is, if little or no complexity
is identified, then only routine care is
needed. As complexity factors increase, a
greater level of care team action becomes
appropriate. Table 2 illustrates this pro-
gression for hypothetical diabetes patients
described at various levels of complexity.
Note that each identified area of complex-
ity points to actions that can be taken for
that specific source of complexity.

OTHER OBSERVATIONS REGARDING
STARTING POINTS FOR COMPLEXITY-

LINKED INTERVENTIONS
• Some complexity-linked actions have

better starter potential to unblock or im-
prove the situation than others. For exam-
ple, for one person with chronic headaches
and “stress,” establishing basic rapport
with the physician and behavioral health
provider while reinforcing the connections
the patient is making between physical
symptoms and “stress” came before trying
to address the fact of a dangerous neigh-
borhood or stressful marriage.

• Not all complex patients have signif-
icant mental health diagnoses and not all
sources of complexity are mental health
related. For example, a patient who was
clearly sad and withdrawn in the context of
social isolation and dislocation as an immi-
grant, didn’t really qualify for a psychiatric

diagnosis and the starting point was begin-
ning to interact with neighbors and a con-
sistent primary care physician.

• Many factors and corresponding ac-
tions are social system or care delivery
system in nature, rather than being con-
dition-focused. For example, a person
with “frozen shoulder” who distrusted
doctors and was socially isolated had re-
jected all usual care for the shoulder and
the only avenue open was to build a pri-
mary care provider relationship, rein-
force the relationship with an ongoing
interpreter, and help the patient get out
and reconnect with neighbors. When that
was accomplished, most of the physical
complaints greatly diminished, even
without the customary musculoskeletal
medical interventions.

• Creating stable patient-clinician re-
lationships and communication within
the care system may be a starting point
for many complex patients and set the
stage for introducing other interventions
later. For example, a starting point for
one very distressed person with multiple
pain and other physical symptoms was to
coordinate the care among multiple non-
communicating providers—and quickly
establishing a principal primary care
physician linked to a behavioral health
clinician on the team.

LEVELS OF APPLICATION—FROM
CONSTANT MINDSET TO FULL

ASSESSMENT
Given the fast paced health care system

in which clinicians work, an initial reaction
to this method of assessing complexity may
be: “This will take too much time!” But this
reaction softens when all three levels of
application are seen as available options: a
constant mindset, shorthand application,
and full assessment. These represent levels
of formality in the practice routines for as-
sessing complexity and are illustrated in
Figure 2.
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Application Level 1: A Mental Model to
Always have in Mind

Complexity as a factor in care is a lens
to help clinicians more quickly discern pat-
terns in the exam room—and hence more
quickly formulate actions, especially when
standard care does not seem to be working
as expected. A vocabulary and receptivity
for detecting emerging complexity is help-
ful to have in mind all the time.

Application Level 2: Shorthand
Application in Daily Practice

While most clinical situations are
straightforward, sometimes it becomes
clear that something, perhaps unseen, is
interfering with usual care and decision-
making. As it dawns on clinicians that the
case may not be as simple as it initially
appeared, a shorthand application of com-
plexity assessment (or screening) can help
quickly focus on what makes the situation
complex and where to investigate further.
For example, the authors have developed
a small laminated “pocket card” with a
simple listing of the complexity domains
and questions along with the correspond-
ing action areas. This serves as a very
portable reminder of areas of inquiry and
can help the clinician do a preliminary
survey that may point to the need for a
fuller assessment of complexity such as
shown in Figure 1.

Application Level 3: Full Assessment
For patients known or thought to be com-

plex. The checklist outlined in Figure 1 is
designed primarily for use with teams, in
care conferences, and as a tool for collabora-

tive assessment where already-known,
tough, time-consuming, difficult, taxing,
risky, puzzling, “overserviced and under-
served,” or “stuck” cases are taken up. In this
case the questions can serve as a place to
collate the observations of multiple team
members to reach a consensus view on ar-
eas of complexity to be addressed in the
plan along with care for whatever condi-
tions the patient may have. Early demon-
strations in care teams suggests that it can
help structure the conversation and more
quickly lead to decisions about areas for
priority action. It may also potentially be
useful to care coordinators who review pan-
els of patients for progress and whether
care plans need to be revisited—whether
care coordination is focused on specific con-
ditions such as diabetes or depression, or
more general care coordination such as
called for in the patient-centered medical
home.

CARE SYSTEMS THAT RESPOND TO
COMPLEXITY AS WELL AS DIAGNOSIS

Whenever clinicians care for patients,
they will face patient complexity as defined
here. Traditional disease-focused interven-
tions alone, even when made more compre-
hensive and coordinated through team-
based care that integrates medical and
mental health care, do not automatically
address patient complexity—although
such team based care takes things further
than either the biomedical or psychosocial
clinicians could do alone. Hence, well-
coordinated and evidence-based care such
as promoted in the medical home literature
will need a patient-centered complexity-

Team meetings and case conferences with full complexity assessment 

A complexity “lens” or mindset to always have in mind 

Clinical demand: All patient presentations and situations—whether simple or complex  

Shorthand complexity assessment in daily practice 

Most 

Some 

A few 

Figure 2. Complexity Assessment: From mindset to full and formal application.

298 PEEK, BAIRD, AND COLEMAN



related vocabulary and repertoire of inter-
ventions to protect the investment in usual
care and decision-making for whatever
conditions patients present. Much com-
plexity-related care planning takes place
outside customary disease-oriented assess-
ment and even outside the clinic itself.

Level of patient complexity is poten-
tially even more relevant than diagnosis to
the kind of team structure, care manage-
ment function, and behavioral health or
community resource involvement and ex-
tended teamwork, and this is especially
important for those with significant psy-
chosocial burdens such as are often en-
countered in patients from underserved or
low-income populations who may suffer
from health disparities (Beal, Doty, Her-
nandez, Shea, & Davis, 2007; Committee
on Quality of Health Care in America &
Institute of Medicine, 2001; Mauksch et al.,
2003). A standard vocabulary and practical
method for assessing patient complexity is
arguably a core competency for the rapid
practice routines of primary care and the
patient-centered medical home. This repre-
sents a shift in thinking and daily routine
that will require further development of
complexity assessment concepts and tools
along with routine clinician and staff train-
ing in their use. Moreover, complexity as-
sessment concepts and methods may help
drive change, or become a “disruptive inno-
vation” (Christensen, Bohmer, & Kenagy,
2000). and help promote transformation of
the kinds called for in the patient-centered
medical home:

1. Complexity assessment points out
limits to disease-oriented thinking
for practice redesign and care man-
agement. It goes beyond the familiar
co-occurring disease concept of pa-
tient complexity to examine person-
specific factors that interfere with
usual care and decision-making for
the patient’s conditions. Essential to
the concept of primary care redesign
or “patient-centered medical home”

(Rosenthal, 2008; Mauer, 2008) is
planning care for persons, in all their
complexity, not only for diseases or
combinations of diseases.

2. Complexity assessment is truly a
person-centered assessment—not a
disease-centered assessment. Some
work (i.e., from the Netherlands and
Minnesota) supplies a simple prac-
tice routine that leads to patient-
centered action that corresponds
to patient-centered values. The usual
patient and provider experience of
patient complexity is not positive,
and clinics must have the capacity to
deal with patient complexity across
diseases—and make it also a positive
experience.

3. The Minnesota Complexity Assess-
ment Method domains do not divide
into physical and psychological but
instead presume integration as bio-
psychosocial. Patient complexity can
interfere with the care of any condi-
tion and reminds us that it is possi-
ble to have successful usual care and
decision-making for a mental health
condition as well as a biomedical con-
dition. Hence having a mental health
condition in the mix does not auto-
matically make the patient complex.
It became apparent in early tests of
these concepts in Minnesota that
family medicine teams did not want
to debate, for example, whether de-
pression was a psychological or phys-
ical condition and urged us not to
feature a mind-body split in the com-
plexity assessment concepts or tool.

4. Complexity assessment forces us to
get beyond solo acts to ask: “Who do I
need with me in the care of this pa-
tient?” Complexity assessment comes
with the reminder, “Most difficult pa-
tients started out merely as com-
plex.” This care management motto
(Patterson, Peek, Bischoff, Heinrich,
& Scherger, 2002; Peek & Heinrich,
1995) reminds clinicians and care
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systems that they can create difficult
patients just by underestimating
how complex they are. Person-cen-
tered assessment of complexity may
help clinicians prevent frustration
with care and relationships while
protecting everyone’s investment in
evidence-based usual care and deci-
sion-making.

5. Complexity assessment forces us to
look beyond the clinic or medical in-
terventions to practical linkages to
social and community resources and
“we can’t do it all just in clinics.” A
vocabulary with practice routines for
assessing patient complexity leads
clinicians to look not only for clinical
partners, but community partners
who may well have more leverage on
achieving health goals than individ-
ual doctors or teams acting alone in
only part of the patient’s overall pic-
ture. These linkages are also envi-
sioned in the principles of the pa-
tient-centered medical home.

CONCLUSION
Team-based care for combinations of

medical and mental health conditions can
be augmented with a complementary form
of assessment and action for patient com-
plexity—defined as interference with the
usual care and decision-making for those
conditions. A rationale, vocabulary, and
approach for identifying just how a patient
is complex and what to do about it is pre-
sented here for use in fast-paced primary
care settings. The promise of this approach
is to reduce patient and physician frustra-
tion when usual care plans don’t yield the
predicted results—even those care plans
enhanced by well-integrated clinical teams
working together and aspiring to the goals
and principles of patient-centered medical
home.

The emerging requirements of patient
centered medical home are calling for the
ability to act on patient-specific sources of
complexity that may interfere with evi-

dence-based care and decision-making for
conditions—and then to incorporate this
into practice based care coordination. Med-
ical home concepts also remind us of the
limits of disease-oriented thinking by it-
self, including the fact that patient com-
plexity is not just the presence of mental
health conditions in the mix.

At this point in its development, the Min-
nesota Complexity Assessment Method pro-
vides an organized set of field-tested con-
cepts, distinctions, and language patterns
intended to address widely held concerns
about patient complexity that affect quality
of care, patient experience and affordabil-
ity. It is presently a decision-aid, checklist,
questionnaire, or quality improvement tool
to help clinicians and care teams gather
information they may not otherwise
gather, together focus their energy, and
jointly make prioritized care manage-
ment decisions regarding patient com-
plexity that they may not otherwise
make. Future horizons include the incor-
poration of research results on its poten-
tial use as a scale or quantitative tool,
including item analyses, validity and re-
liability, and population-level applica-
tions.
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