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INNOVATIONS IN HEALTH CARE DELIVERY

Delivery Models for High-Risk Older Patients
Back to the Future?

Current care models and delivery systems frequently fail
to meet the needs of high-risk older patients. Medicare
beneficiaries with multiple comorbid conditions often
receive poorly coordinated care, leading to frequent hos-
pital and emergency department visits, increased rates
of readmissions, and suboptimal outcomes.1

Improving care for high-risk older patients has been
an area of health care system and policy-maker atten-
tion for nearly 2 decades. Despite widespread use,
outpatient care management interventions focusing
on care coordination, medication adherence, and self-
management have produced mixed results.2,3 Within this
population, programs focusing on transitions among in-
patient, postacute, and community sites of care are of-
ten more successful. For example, the transitional care
model4 at the University of Pennsylvania successfully re-
duced inpatient utilization and improved select out-
comes, such as readmissions, hospital days, and charges
for health care services. However, replication and wide-
spread adoption of these and other related programs
have failed—adding another layer of care simultaneously

addresses and undermines time-sensitive coordination
and cooperation among hospital teams, patients,
in-home caregivers, and primary care clinicians.

But what if delivery models were redesigned to
eliminate the discontinuity between inpatient and out-
patient settings? Doing so may create a powerful new
lever for improving quality and reducing costs and po-
tentially obviate the need for additional layers of tran-
sitional and care management service. In this View-
point, we explore 2 emerging delivery models focused
on integrating inpatient and outpatient management for
high-risk older patients.

Comprehensive Care Model
The University of Chicago Health System launched the
Comprehensive Care Physician (CCP) model in 2012 to
align inpatient and outpatient care for high-risk Medi-
care beneficiaries.5 The CCP program is available to
Medicare patients with at least 1 admission to the gen-
eral medicine service at the University of Chicago Hos-
pital in the previous year. Patients who enroll are paired

with a CCP (a trained hospitalist) who assumes respon-
sibility for providing both inpatient and outpatient care.
Each CCP cares for a panel of roughly 200 high-risk older
patients and is supported by an interdisciplinary team
including advance practice nurses, registered nurses, so-
cial workers, and case coordinators.

Comprehensive Care Physician outpatient clinics
are co-located at the University of Chicago Hospital,
and CCPs round on admitted patients for several hours
each morning. In the afternoon, CCPs see other
patients in their panel in the outpatient setting, focus-
ing specifically on those who have been discharged.
Co-location also allows CCPs to visit patients who pre-
sent to the emergency department—after automatic
alert via pager—to provide initial direction on care goals
and plans and potentially avoid unnecessary inpatient
admissions.

“Extensivist” Model
CareMore Health System, a subsidiary of Anthem, is a
Southern California–based network model health main-

tenanceorganizationthatoperatesMedi-
care Advantage plans and delivery sites
across 6 states. Most CareMore patients
are cared for by primary care physicians
in a traditional medical home model.
High-risk older patients (approximately
5%) are identified through periodic risk
assessments, predictive algorithms, and
physician referral. For these patients,

trained hospitalists—referred to as “extensivists”—lead
a care team that includes nurse practitioners, case
managers, medical assistants, a social worker, and
a nutritionist.

Extensivists typically have a panel of approxi-
mately 100 patients and, along with their care team, are
responsible for providing both inpatient and outpa-
tient services for high-risk patients. When high-risk
CareMore patients are admitted to the hospital, their ex-
tensivist provides care throughout the admission. Ex-
tensivists also oversee discharge planning, either to
home or to a postacute setting. For patients discharged
to postacute sites, extensivist physicians continue to pro-
vide direct care. After returning to the community, high-
risk patients have short-term follow-up with the same
extensivist physician at an outpatient clinic.

Similarities and Differences
The CCP and extensivist programs share several simi-
larities. Both models offer intensive, team-based care for
high-risk patients and cultivate a sense of accountabil-
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ity and ownership over preventing health crises for seniors with
complex illnesses. In this sense, these models could both be classi-
fied as patient-centered medical homes or ambulatory intensive
care units. However, unlike patient-centered medical homes and
ambulatory intensive care units, these models are distinguished by
a single physician responsible for both inpatient and outpatient
care. This fundamental redesign of care delivery not only limits the
potential for discontinuity and errors as patients change sites of
care but also removes the need for supplemental care coordination
and transition management capabilities. As a result, the resources
required to develop extensivist and CCP capabilities should be sub-
stantially less than those required under past Medicare demonstra-
tion projects and pilots for high-risk elderly patients and therefore
less likely to offset long-term, downstream savings from care
improvement.1-3

There are also importance differences between the 2 models.
Based at a single institution, the CCP program benefits from the abil-
ity to co-locate outpatient and inpatient sites of care. Such an ap-
proach is not feasible at CareMore, but the distributed model al-
lows for extensivists to see patients across multiple hospitals and
postacute sites. Second, the CareMore model has been developed
in a Medicare Advantage population, in which capitated payment
allows for the freedom to experiment with new models as well as
the opportunity to benefit financially from improvements in qual-
ity and reductions in utilization. It remains to be seen whether the
same will be true for the CCP program under alternative payment
models in fee-for-service Medicare.

The effect of these programs is still being evaluated. Early
observational data (based on internal analysis of CareMore Health
System data) from 67 424 patients in 2012 points to substantial

reductions in hospital length of stay (31%, from 5.2 days to 3.7
days) and 30-day readmission rate (20%, from 18.4% to 14.7%)
compared with traditional Medicare despite caring for a higher-
acuity population. As part of a Healthcare Innovation Award from
the Center for Medicare & Medicaid Innovation, the CCP program
is being evaluated through a randomized clinical trial that will
assess outcomes, utilization, and overall costs.5 The results of this
trial—expected in 2016—will provide much-needed level I evi-
dence on the efficacy of integrated inpatient and outpatient care
for high-risk older patients. As physicians and health systems con-
tinue to experiment with these and similar models, rigorous evalu-
ation is necessary to promote evidence-based implementation
and scaling.

The extensivist and CCP models may appear to be a return to a
nostalgic, prehospitalist era when primary care physicians cared for
patients across sites of care. Indeed, for older physicians, both “new”
models of care may remind them of the practice of medicine in the
past when primary care physicians took care of their patients both
in the ambulatory setting as well as when their patients were hos-
pitalized. However, the reality is equal parts throwback and revi-
sionist history. The hospitalist movement emerged because of the
belief that primary care physicians may not be the right physicians
to care for all hospitalized patients.6 Extensivist and CCP models are
based on the concept that the converse is also true: hospitalists may
not be the right physicians to care for all hospitalized patients. Medi-
cally fragile older patients at the greatest risk of discontinuity may
be better served within a system reengineered for maximal conti-
nuity. In this sense, extensivist and CCP programs extend the logic
that launched the hospitalist movement—aligning care delivery mod-
els with the unmet needs of target populations.
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