
As providers, policymakers and advocates navigate myriad 
approaches to addressing high healthcare costs and 
uneven quality in America, special attention to meeting 
the needs of complex patients is warranted. The care these 
patients receive is often fragmented and not tailored to 
address their unique social and medical needs. 

Innovative models have been adopted around the 
country that employ new care approaches to address 
unmet social and medical needs. These approaches can 
result in lower healthcare costs, improved quality and 
may reduce disparities. Realizing these benefits can be 

challenging—program directors must surmount financing 
silos, adopt new data systems and tailor the right model to 
the right population. Nonetheless, these models deserve a 
careful look. 

Who are Complex Patients? 

Complex patients account for a large portion of healthcare 
spending in the U.S. The costliest one percent of patients 
account for 20 percent of healthcare spending and the 
costliest five percent account for 50 percent.1

Excellent work by the Commonwealth Fund2 and 
others reveals that complex patients are a very diverse 
group, including:

• people who have major complex chronic conditions;

• the nonelderly disabled; 

• frail seniors; and 

• children who have complex special healthcare needs.

This patient group lacks a precise taxonomy. Complex 
patients are also referred to as super utilizers and high-
cost, high-need patients. 

The Agency for Healthcare Research and Quality 
defines complexity as the “magnitude of mismatch 
between a patient’s needs and the services available to 
him/her in the healthcare system and community.”3 The 
Centers for Medicare & Medicaid Services defines these 
patients as those with “complex, unaddressed health issues 
and a history of frequent encounters with healthcare 
providers.”4 Research done by The Commonwealth Fund 
defines complex patients as those with three or more 
chronic conditions and a functional limitation.5

What’s critically important for realizing the gains from 
the social-medical care models  described below is to 
understand the diversity within these patients and to tailor 
the model to meet their needs. For example: 
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Addressing the Unmet Medical and Social Needs 
of Complex Patients

SUMMARY

Complex patients have multiple chronic 
conditions and often struggle to manage them. 
They may have functional limitations, or a 
combination of vulnerabilities including social 
disadvantages such as homelessness, low 
income, behavioral health issues, or being a 
racial and ethnic minority.  

Because this is a very high-cost population 
that often experiences unmet social needs and 
care coordination failures, there is tremendous 
opportunity to improve the lives of these 
patients and possibly reduce net social and 
health spending. Models of care that are data 
driven, tailored to patient needs and integrate 
care from healthcare and social service 
providers are extremely promising and deserve 
the sustained attention of policymakers and 
advocates. Implementing the models of care 
described in this paper could mean great 
progress in lowering cost, improving quality of 
care and reducing disparities. 
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• With a few exceptions, complex patients are typically 
also high-cost patients. 94 percent of people whose 
annual total healthcare expenditures were in the top 
10 percent of spending for all adults had three or more 
chronic conditions.6 

• Most complex patients have an unmet medical need. 
One in five high-need adults report having an unmet 
medical need, compared to 8 percent of total adults.7 
Another Commonwealth Fund study8 identified the top 
concerns facing complex patients: 

• Affordability: Compared to others, complex patients 
spend more than double, on average, on out-of-
pocket costs. 

• Difficulty accessing appropriate care and getting 
timely appointments. 

• Having a good relationship with their providers: Only 
40 percent report having “good” patient-provider 
communication. Good provider communication and 
regular appointments with their care coordinator are 
key to the overall management of patient care and 
patient adherence to their care plan.

• Many complex patients have an unmet social need. 
It’s clear that unmet social needs are more prevalent 
among the complex patient population, but we still lack 
standard tools for measuring these needs. A variety of 
studies find: 

• A Kaiser Permanente initiative contacts patients 
identified as being at the highest risk of becoming 
super-utilizers (i.e., in the top 1% of predicted 
utilization according to their illness burden). They 
found that 78 percent of screened members had at 
least one unmet social need, such as affording food 

or housing or lack of transportation to medical 
appointments.9

• A Commonwealth Survey found among high-need 
adults (those with two or more major chronic 
conditions), 62 percent had a material hardship 
(difficulty paying for housing, utilities or food) 
compared to 32 percent of non-high-need adults.10

• A study that screened a general patient population 
found 46 percent of patients had at least one 
unmet social need and 63 percent of those had 
multiple unmet needs.11

• A study of more than 3,000 patients seen during a 
seven-month study period found that 416 (about 
15%) indicated one or more unmet social needs.12

• Are vulnerable populations over represented? Good 
data on this is sparse, but it seems likely. On the one 
hand, whites are disproportionately represented 
among complex patients and most have insurance 
(typically public coverage).13 On the other hand, 
these patients exhibit characteristics of vulnerable 
populations: economically disadvantaged, the elderly, 
the homeless, those with human immunodeficiency 
virus (HIV), and those with other chronic health 
conditions, including severe mental illness.14

• Not all complex patients are “super-utilizers.” About 
two-thirds of complex patients had no emergency 
department (ED) visits in a year, while about 3 percent 
visited the ED four or more times. Similarly, a high 
share (68%) had no hospital discharges in a year, but 
5 percent were hospitalized at least three times in a 
year.15 

• High needs may not persist into the next year. A 
study by Denver Health found that the general belief of 
“once a super-utilizer, always a super-utilizer” isn’t 100 
percent accurate—many patients who are high need 
this year will not be high-need next year.16 While high-
need patients are more likely to be high cost compared 
to the general population, about 30 percent will not be 
in the top 10 percent of health spenders the following 
year.17 Many patients who use healthcare services 
intensely do so for a relatively brief period of time.  

It is a core responsibility of advocates and 
policymakers to look past current financing and 
practice silos to comprehensively address the 
needs of these patients across programs and 
across time.
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• Not all are at the end of life. One common 
misconception is that complex patients are at end of 
life, but this is not true. Complex patients may have 
chronic conditions that can be treated successfully for 
years.  

• Not all are dual eligibles. Many complex patients are 
“dually eligible,” meaning they are eligible for both 
Medicaid and Medicare benefits.18 Dual eligibles often 
have a significant comorbidity status influenced both 
by age and disability status. But many dual-eligibles are 
not among the highest-cost patients.  Nearly 40 percent 
of dual eligibles had lower average per capita spending 
than non-dual-eligible Medicare beneficiaries.19

Meeting the Needs of Complex Patients

Fortunately new models of care are showing success for 
these costly, yet under-served patients. Clear evidence 
is emerging that the integration of clinical care and 
behavioral healthcare and the services of community-
based organizations can consistently improve the quality 
of care and deliver better health outcomes for our most 
complex patients.  As described above, complex patients 
have a diversity of needs. Successful care models identify 
complex patients and address their specific needs.  

Addressing Unmet Medical Needs

There are various reasons for why complex patients suffer 
from poor outcomes, but research points predominantly 
to poor care coordination. While patients self-report 
comparatively low rates of unmet medical needs, 
researchers generally believe this a much more prevalent 
issue.20

Many patients with complex medical needs also 
have behavioral health and substance abuse needs. 
Like other complex patients, this subpopulation sees 
multiple providers and communication difficulties 
can lead to poor coordination of care. An estimated 
70 percent of adults with a mental health issue also 
have a physical condition that needs to be treated by a 
physician.21 Patients are often referred by their primary 
care physician to another doctor or practice to meet the 
needs of their behavioral health condition. This creates a 

chasm in the continuum of care if there is a coordination 
breakdown between providers.  

Patients with mental health diagnoses use more 
medical resources and are admitted to the hospital more 
frequently than patients from the general population. A 
study conducted by The Commonwealth Fund found that 
complex patients with behavioral health conditions have 
a greater likelihood of remaining high spenders over two 
years than those without such conditions.22

Improved care coordination will reflect: 

• A shift away from the disease-specific medical model, 
in which each clinician operates in his or her own 
specialty, to one that is more integrative and accepts 
multimorbidity and multidisciplinary care as the norm. 

• In most health systems, care coordination occurs 
sequentially, and this may be adequate for 
uncomplicated cases. However, complex cases require 
seamless concurrent coordination with the spectrum of 
providers, patient and caregivers.23
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Examples of Complex Patients with 
Unmet Needs

A 58-year-old Maryland woman breaks her ankle, 
develops a blood clot and, unable to find a doctor 
to monitor her blood-thinning drug, winds up in an 
emergency room 30 times in six months. 

A 55-year-old Mississippi man with severe 
hypertension and kidney disease is repeatedly 
hospitalized for worsening heart and kidney failure. 
Doctors don’t know that his utilities have been 
disconnected, leaving him without air conditioning or 
a refrigerator in the sweltering summer heat. 

A 42-year-old morbidly obese woman with severe 
cardiovascular problems and bipolar disorder spends 
more than 300 days in a Michigan hospital and 
nursing home because she can’t afford a special bed 
or to arrange services that would enable her to live at 
home. 

Source: http://khn.org/news/one-percent-of-costliest-patients/



Nonetheless, myriad models around the country 
have found ways to create successful medical-social 
partnerships. Common attributes of successful models 
include:29

• closely targeting patients who are most likely to benefit 
from the intervention;

• comprehensive assessment of patients’ risks and needs; 

• specially trained care managers who facilitate 
coordination and communication between patient and 
the clinical and social care team; and

• effective interdisciplinary teamwork.30

Using Data to Target At-Risk Populations—  
Hot Spotting

It is critically important to identify patterns that exist in 
the population and target these care models correctly. 
Through “hotspotting,” claims data and a variety of other 
data sources, we can begin to strategically implement 
targeted interventions to address a community’s problems. 
The Camden Coalition is an example of a successful 
model that works to gather real-time data through a 
multi-hospital collaborative. The data collected is used to 
identify “super utilizers” and then work across a spectrum 
of care providers, including those outside of traditional 
medical treatments, such as food access or housing, to 
provide care. 

Case Study Examples 

Community Health Workers

There is strong evidence that community health workers 
(CHW) within can help reduce disparities, improve 
quality of care and reduce costs. Community health 
workers are already embedded within communities 
and have a deep understanding of the population they 
serve. CHWs can leverage this information to effectively 
bridge the divide between the healthcare provider and 
the day-to-day life of a patient outside the hospital walls. 
The responsibilities of a CHW may vary, but compared 
to physicians or other healthcare workers, they are 
well situated to help complex patients navigate the 
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• The ability to manage patients in multiple settings 
because patients are at high risk of moving from 
primary care to hospital to post–acute care site or 
nursing home. 

Addressing Unmet Social Needs

Compelling research finds that social determinants 
of health have a greater influence on outcomes than 
medical factors.24 Unfortunately, as a nation, we 
spend far less on social services than other countries. 
Generally, unmet social needs are associated with higher 
rates of emergency department use, hospital admissions 
and readmissions.25 A key feature of tailoring better 
models of care for complex patients must address their 
unmet social needs:

• Poor health is closely tied to inadequate housing. For 
example, asthma is can be linked to living conditions. 
Many patients have a lack of a consistent housing and 
use the ED as an opportunity to get warm, fed and a 
good night’s sleep. 

• Poor health is closely tied to food insecurity. For 
example, diabetes-related hospital admissions have 
been shown to increase when SNAP (food stamp) 
benefits run out. 

• Poor health is closely tied to unemployment or 
underemployment.26

When these patients have significant social needs, 
partnering at the community level is of critical 
importance to improve their health outcomes. 
Successful interventions often feature social service 
investments and partnerships between healthcare 
and social services, for example, housing supports, 
nutrition assistance, case management and community 
outreach.27

Meeting social needs is often hard to do. Data 
is often missing to identify those needs, providers 
may not have avenues for addressing social needs, 
community needs may be lacking and financing 
structures oftentimes do not reimburse for needs 
assessment or social services.28 
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health system and access the community’s non-medical 
resources. Use of CHWs is growing. According to a recent 
estimate, there were 48,000 working in the U.S in 2015, an 
increase of 27 percent from three years earlier.31 Evidence 
shows that the use of CHWs can help effectively manage 
chronic care conditions that result in higher usage of the 
emergency department.32

Community Care of North Carolina

Community Care of North Carolina is a partnership 
between the state and 14 nonprofit community care 
networks located in different areas across the state.33 The 
network has local providers that deliver components 
of a patient-centered medical home for low-income 
adults on Medicaid and children on the State Children’s 
Health Insurance Plan. CCNC is funded both publicly 
and privately through the North Carolina Department 
of Health and Human Services and the North Carolina 
Division of Medical Assistance. The program has delivered 
very high cost saving results resulting from decreased 
readmission and ED utilization. Since the program has 14 
networks located across the state, it allows the program 
to assess its own needs at a local level allowing them to 
continually reevaluate the needs of their population and 
each network has its own separate composition. The 
program has delivered very promising results for patients 
with chronic conditions. The program has also paired up 
with The Commonwealth Fund to create a toolkit that 
other states use to better address low-income patients in 
their states. 

ECHO Care Complex Care Program

Project ECHO began with a grant from the Center for 
Medicare and Medicaid Innovation to target complex 
patients in New Mexico, mainly a population that has 
a combination of behavioral health conditions, poverty 
or homelessness.34 The program relies on telemedicine 
sessions and community health workers to allow clinicians 
to reach patients that live in rural areas. Results have 
been promising - hospitalizations fell by 27 percent 
and emergency department visits have decreased by 32 
percent.35

GRACE—Geriatric Resources for Assessment and      
Care of Elders

The GRACE model is an integrated care model featuring 
an interdisciplinary geriatrics team. Nurse practitioners and 
social workers assess patients in their home and develop 
care management plans based on their findings. Plans are 
presented to the full care-management team, whose members 
prioritize interventions and generate patient reports. The 
GRACE model targets low-income seniors, many of whom 
are dually eligible with multiple chronic conditions. In a two-
year randomized controlled trial, GRACE was cost neutral 
during the first year, due to program costs. But in the second 
year, there was a clear net savings of $1,500 per patient due to 
reduced hospitalizations.36

Hennepin Health Model

The Hennepin Health Model is a collaboration between 
Hennepin County and the Minnesota Department of 
Human Services. The partnering agencies work together 
to address the social determinants of health for defined 
populations. They coordinate efforts to address members’ 
medical, behavioral, and social problems through a 
network of providers and partnering social service 
agencies. Hennepin Health’s approach is to focus first on 
stabilizing members’ lives, then encourage them to take 
medications, to try counseling and addiction treatments, 
and to seek care for their neglected medical problems. 
During the first year the program resulted in a 9 percent 
drop in emergency department visits and a 3.2 percent 
reduction in inpatient hospital admissions.37

Next Steps for Advocates and         
Policymakers

Implementing these models of care broadly, yet 
still tailored to the needs of the patient, will prove 
challenging. Yet, it is a core responsibility of advocates and 
policymakers to look past current financing and practice 
silos to comprehensively address the needs of these 
patients across programs and across time. 

To that end, we recommend: 

• At the national level, more research to better 
classify subgroups of patients, to inform a common 
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taxonomy and to improve our ability to target the best 
interventions to each group.38 This research should 
build upon the disparate screening tools now in use 
around the country and incorporate socio-economic 
and demographic data that will help us learn if we are 
reducing disparities.39

• Build upon the taxonomy to develop a shared 
evaluation framework or common set of outcome 
measures (in both the private and public sectors) to 
accelerate development of a robust evidence base.40

• Continue to promote best practices such as 
multidisciplinary teams that are able to address 
medical, social and behavioral problems and build 
platforms for sharing patient information across the 
team.

• Break down financing silos and ensure that incentives 
are aligned across the types of care delivered, care 
coordination is rewarded (including with community 
partners), and the longer-term benefits to the 
community are recognized. 

Conclusion

Complex patients have multiple chronic conditions and 
often struggle to manage them. They may have functional 
limitations, or a combination of vulnerabilities including 
social disadvantages such as homelessness, low income, 
behavioral health issues, which are likely to have a 
disparate impact on racial and ethnic minorities. 

Because this is a very high-cost population that often 
experiences unmet social needs and care coordination 
failures, there is tremendous opportunity to improve 
the lives of these patients and likely reduce net social 
and health spending. Models of care that are data 
driven, tailored to the patient population and integrate 
healthcare and social service providers are extremely 
promising and deserve the sustained attention of 
policymakers and advocates. Implementing new models 
of care could lead to great progress in achieving our 
triple goal of reducing cost, improving quality of care, 
and reducing disparities. 
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