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he term “complex care management” encompasses a wide

range of health care services with some common themes.

Individuals are enrolled for intense follow-up and care
management by a provider or a team of providers over varying
periods of time. The roots of complex care management trace to
the 19th century, and increasingly sophisticated models have been
proposed for decades. Investment in and growth of complex care
has exploded in the United States since the early 2000s, driven
mainly by the aim of reducing health care costs but also motivated
by the goals of increasing the quality of care, enhancing equity, and
ultimately improving patient outcomes.

Arguably, complex care management is now at an inflection point,
as the results of recent research have shown that the prospects
of these high-value interventions leading to substantially lower
health care costs are dimmer than previously believed.! However,
new opportunities to identify and deliver the benefits of complex
care are emerging as the primary focus of complex care undergoes a
transition from cost reduction to better patient-centered outcomes.
This evolution, however, is hindered by pervasive myths that muddy
the discussion and obscure the way forward. Here we highlight
some of these myths, identify areas where research could be most
informative, and recommend best next steps in developing effective
and efficient complex care management programs.

Myths and Realities

As aroad map, we offer a 5-part statement that, while deliberately
evocative, illuminates core presumptions and elements of the
current discussion around complex care management:

“High utilization is a problem...caused by high utilizers..who can
be classified into groups using medical records...to which complex
care management is the solution to reduce unnecessary spending...
and improve patient outcomes.”

High utilization is a problem...
“Five percent of patients account for 50% of costs” is the standard
introduction to discussions of complex care programs, as if it were

prima facie evidence of their need. Consider a parallel statement:

“Less than 1% of homeowners account for 100% of the costs of
house fires.”” In a well-functioning insurance system, including
health care, a high disproportion between payers and users might
indicate success. Typically, this introductory statement is offered
to provide self-evident justification that expenditures on this small
group of high utilizers could be reduced and a “better” distribution
of spending achieved if we “fix the patient” through better manage-
ment of chronic medical and/or behavioral conditions. One might
wonder how patients and families receiving an organ transplant or
with high-cost medical conditions such as cancer, multiple sclerosis,
and rare, treatable genetic disorders might consider the desire to
more evenly allocate health care spending across a population.
Regardless of the shape of the medical expenditure distribution
curve, a 5% tail will always exist. In an ideally functioning health
care system, the allocation of health resources across the population
is necessarily highly disproportionate.

Statements of disproportion between health care users and
medical spending add nothing to the substantive discussion
while fueling misconceptions about the causes of avoidable health
care costs. Of more concern, advocating for “smoother” spending
distribution likely fosters a victim-blaming mentality that suggests
that the problem rests exclusively with high-spending individuals.
This argument holds the delivery system blameless and becomes
particularly insidious when the patient subgroups are people
whose socioeconomic circumstances and access to health care
are the results of centuries of systematic racism and oppression.?

...caused by high utilizers...

Complex care management programs are patient-focused care
models that provide support to individuals to navigate an
increasingly complex and fragmented delivery system, promote
self-management capacity, and address barriers to care. Common
case scenarios include creating stable in-home support for frail
seniors; securing provider-provider communication, funding,
and housing transitions for persons with chronic mental illness;
establishing a stable primary outpatient provider for patients

THE AMERICAN JOURNAL OF MANAGED CARE®

VOL. 28, NO. 2

47



EDITORIAL

with frequent hospitalizations from complications of medical
conditions; and securing postacute care for persons experiencing
homelessness. Although vitally important, concerns arise that
building ever-more-refined complex care systems can foster
complacency about the system-based causes of care discontinuity
and avoidable health care costs. For example, in our health system,
after nearly 15 years of program experience, chasms remain
between inpatient and outpatient settings and between primary
and specialty care. Moreover, rapid access to primary care to avoid
or follow up after emergency department visits or hospitalization
remains problematic.

Complex care management programs can and should serve as
diagnostic tools for health systems, revealing gaps in care, identifying
specific patient populations negatively affected, and providing
insight into root causes of health system dysfunction leading to
fragmented, discontinuous care and redundant health care costs.
We envision health systems that routinely integrate complex care
management as a core informant and guide to enhance continuity
and care coordination across separate clinical units and distinct
revenue centers.

...who can be classified into groups using medical records...
Experience in the past 20 years has made it abundantly clear that
patients who are likely to benefit from intensive care management
are heterogeneous and that complex care programs must be tailored
to specific individuals to function efficiently and effectively. The
range of skills and resources to address the broad needs of this
diverse patient population is unlikely to be incorporated into an
“off-the-shelf” program. Thus, grouping patients—and therefore
the structure, goals, and outcomes of different types of complex
care management programs—is essential.

Patient classification schemes to guide enrollment criteria and
program design have been proposed.*” However, nearly all are
based primarily on patients’ past health care utilization derived
from medical records. Importantly, these classification systems
often lack information on behavioral health and social factors that
influence care patterns and determine the most appropriate type
of complex care management interventions.®?

Two articles in this issue of The American Journal of Managed
Care® (AJMC®) add to our knowledge of using patient classification
to tailor complex care programs. In the first, Pourat and colleagues
use latent class analysis to examine the intersection of clinical
characteristics and utilization among adult patients aged 18 to 64
years in federally supported health centers.” By combining data
from patient surveys and medical records, the authors demonstrate
thatindividuals with and without behavioral health conditions are
in separable classes and that similar patient types based on clinical
criteria can be identified among low utilizers, high utilizers, and
superutilizers. The data did not, however, include many potentially
important factors such as precarious housing, food, or transportation
that may render the classification more useful for care management
purposes. The second article, by Arnold and colleagues, provides

a review of the literature on segmentation schemes for high-risk
patient populations." Among the key conclusions is that studies
were largely based on medical records and lacked data on patients’
function or on social conditions that critically inform complex
care management.

It is important to note, however, that although improved
classification schemes that include behavioral and social factors
are needed, data-driven eligibility criteria are insufficient to
determine whether a patient is suited for complex care. Certain
risk scoring systems will not include conditions or circumstances
that require complex care management. In contrast, providing
an untargeted, standard set of services regardless of need to all
patients deemed eligible will increase costs of care. At a deeper
level, in many cases the interactions among a varying set of physical
and behavioral health conditions and nonmedical circumstances
that differ across individuals limit the utility of most multivariate
models. To illustrate, imagine two 60-year-old patients with poorly
controlled diabetes and hypertension, both living on limited
income in stable housing with a spouse and adult child nearby.
Only an intake interview will reveal that one patient’s spouse
has dementia and is slowly declining, requiring a substantial
amount of caregiving from the patient, whereas the other patient
has a healthy, supportive spouse but is nearing the end of their
life savings. Individualized care management plans may differ
substantially for patients who may seem similar based on their
personal medical record.

...to which complex care management is the solution to reduce
unnecessary spending...

Since the early 2000s, findings from nonrandomized (pre-post
comparisons, historical control, or concurrent cohort) trials have
been routinely cited to claim that complex care management reduces
health care costs.”*"® Randomized trials, however, have produced
mixed results at best."*** As reported by many commentaries,>'® the
results of nonrandomized trials are heavily influenced by regression
to the mean, ' as the circumstances and conditions driving high
utilization for most patients subside over a few weeks to months.
Other contributing factors are that many high-utilizing patients
are already receiving high levels of care, limiting the incremental
effects of complex care management on utilization, and that for
some patients the interactions among behavioral, social, and health
system factors resist short-term fixes.

...and improve patient outcomes.

Increasingly, and appropriately, attention is turning from the cost
impact to the clinical benefits of complex care management. Among
the emerging lessons, well known to complex care providers but
seldom the subject of study, is that high-value complex care is
based on the establishment of relationships and continuity. One
of us vividly remembers a “fishbowl” exercise in which a group
of persons experiencing homelessness and their care managers
were speaking with providers not involved in their care. When the
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patients were asked to describe the value of the care management
program, none mentioned doctor visits, control of chronic medical
conditions, or self-management capacity. Instead, each patient
revealed that the value was the care manager, who was available
for and interested in addressing any problem that might arise. It
is likely that such a trusting continuity relationship with a skilled
care manager is essential to other positive effects in patients’ health
behavior, health care utilization, and well-being. Thus, elements of
trustand continuity are measurable factors that should be included
in future studies of complex care management.

Recommendations to Guide the Next Generation
of Complex Care Management Programs

First, reducing avoidable health costs will be likely driven more by
health system and finance reforms and less so by the direct impact
of complex care on utilization. It is critical that future complex
care management programs are aligned with, and promote, these
systemic reforms. For example, complex care participation could
demonstrate increases in the use of clinical services that serve as
health system metrics that are the basis for quality-driven alterna-
tive payment models.

Second, to be useful, patient classification models informing
complex care must include more information on behavioral health,
mental health and substance use disorders, functional status, and
social influences of health such as housing, income, transporta-
tion, food insecurity, and social support. Although methods to
systematically include behavioral and social factors to identify
patients most likely to benefit from complex care management
have been proposed,”” more work is needed.?

Third, even with improved data-driven classification systems,
clinical assessment of individual patients and their support systems
will remain essential. Consequently, patient classification schemes
and risk scores should be considered a starting point, not a final
determinant, of eligibility. Referral systems should be built with
flexibility at early stages of patient identification and assessment
to allow early review of patients’ individual situations to drive
matches between patients and the best-fitting programs, not just
whether a patient is appropriate for a given program.

Finally, by understanding complex care first as a patient-
centered intervention rather than a cost-saving strategy, we can
design complex care programs for purpose—such as reducing
fragmented care and promoting chronic disease self-management
through relationship-based continuity relationships—rather than
as solutions to reduce expenditures. Research should focus on
identifying the components of complex care management that are
most useful for particular patients. Hadeed and Fendrick recently
advocated in AJMC® that the effects of continuity and relationships
should be more carefully examined and should eventually become
a measure of program success.” Although there has been much
attention focused on overutilizers, substantial gaps in care exist
in underserved populations. Therefore, health systems might also
consider looking for underutilizers—community residents whose
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TEXT BOX. Working Typology of Complex Care Programs

We propose 5 “base types” of complex care programs.
Systems with more than 1 type should include the capacity to
flexibly comanage or cross-refer among programs.

1. GERIATRICS: core skills around functional assessment
and support, caregiver burden, and safe living environment.
Prototypical patient: 82-year-old with congestive heart
failure, diabetes, dementia, and hearing loss who has
progressive functional decline and a stressed caregiver.

. BEHAVIORAL HEALTH: core skills around assessment
and interventions for mental health, substance use, and
limited self-management capacity; examples of such skills
would be motivational interviewing and harm reduction.
Prototypical patient: 53-year-old with major depressive
disorder and opioid use disorder who has been seen in the
emergency department 5 times in the past 2 months.

.MULTIPLE INTERACTING CHRONIC MEDICAL CONDITIONS:
core skills are assessment and treatment of medical
conditions. Prototypical patient: 65-year-old with diabetes,
hypertension, and systemic lupus erythematosus who has a
diagnosis of stage Il lung cancer.

.ACUTE CONDITIONS: inpatient-based teams with core
skills in assessing and managing acute surgical or medical
conditions. Prototypical patient: 35-year-old hospitalized
following a motorcycle accident, who has limited income
and limited social support and is underinsured or uninsured.

.SPECIAL POPULATIONS: populations with a single,
dominant disease managed by a multidisciplinary team with
expertise. Prototypical patient: a 12-year-old with cystic
fibrosis and multiple hospitalizations.

access is limited and/or care so fragmented that they are invisible
to programs focusing on utilization-based enrollment criteria.

CONCLUSIONS

Current patient classification systems to promote tailored complex
care are based largely on medical information and are inadequate,
in and of themselves, to match patients to specific program types
thatare likely to be effective and efficient. We suggest that, based on
the current literature and our experience, 5 basic types of complex
care programs and related populations have emerged (Text Box).
Although complex care management has evolved enormously
in recent decades, the legacy of its origins in attempts to control
overall health care costs hinders our view of its potential to benefit
patients and health care systems. Priorities should include research
into ways to better tailor complex care and to more effectively
integrate complex care programs into health care systems, with goals
of reducing fragmentation, enhancing efficiency, and promoting
the health of individual patients and surrounding communities. ®
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