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Description 

The greatest gaps in quality of healthcare in the United States are in underserved populations. These 
individuals face not only the challenges of our complex health care system but also the socioeconomic barriers 
of poverty. Our clinical innovation bridges these gaps for the neediest individuals. In 2000, Virginia 
Commonwealth University Health System (VCUHS) established Virginia Coordinated Care for the Uninsured 
(VCC), a program to provide access to high-quality health care for uninsured, indigent patients in our 
community. VCC enrolls individuals below 200% of the federal poverty level who are otherwise uninsured. 
Enrollees are assigned a medical home in their community from a network of primary care providers. They can 
also receive specialty care, testing, and medication through VCUHS facilities. The VCC program reduces the 
need for acute medical services (Retchin et al. 2009) and decreases costs (Bradley et al. 2012). These benefits 
increase each year an individual is enrolled in the program. Yet, despite this success, a small percentage of 
individuals continued to struggle with a high-degree of illness. To help these people, we created the Complex 
Care Clinic. Through this clinic, the most complex patients receive care through a primary care medical home 
bolstered by additional mental health, social work, pharmacy, and nursing support. The interprofessional 
model provides intensive care coordination that engages deeply with individuals and their lives. Over the first 
year of the program, individuals reported high levels of satisfaction with the clinic, and utilization was 
decreased by half. This approach is a model for the care of the underserved, particularly as other states 
expand Medicaid coverage (Dow et al. 2013.). The Complex Care Clinic of the VCC is an innovative model that 
demonstrates how the health of the most frail, underserved individuals could be improved through 
interprofessional, patient-centered care.  

 



Goals & Objectives 

The Complex Care Clinic engages complex patients with a high degree of healthcare utilization with an 
interprofessional model of care to achieve the following goals based on the Triple Aim: 

1. Better Care – defined as decreased utilization of acute care services such as inpatient admissions, ED 
visits, and hospital readmissions 

2. Better Health – defined as improve clinical outcomes such as measures of HgbA1c, blood pressure, LDL, 
and BMI 

3. Lower Cost – defined as reduce per capita cost of care 

Relevance of Innovation Program/Intervention 

Please explain how this innovation integrates at least two of the three academic medicine areas: clinical 
care, education and/or research? 
 
The Complex Care Clinic integrates clinical care, research, and education as part of a continuously learning 
health system. The Clinic was developed on a foundation of research. Using evidence-based risk stratification 
principles, we identified our most complex patients. Then, pulling from the chronic care model, we created an 
interprofessional team of primary care providers, clinical nurses, a nurse case manager, social worker, 
pharmacist, and clinical psychologist. These health care practitioners work with the patient to establish their 
health care goals, identify barriers to care, and increase self-management of chronic conditions. The team 
provides case management in the outpatient setting and coordinates care across transitions from the 
inpatient and other post-acute settings. This model serves as a fertile setting for interprofessional education. 
Our pharmacy and psychology faculty precept post-graduate trainees. The integrated mental health services 
include counseling and motivational interviewing by psychology trainees while pharmacy residents play an 
integral role in medication reviews and the management of chronic disease such as diabetes and congestive 
heart failure. Perhaps most importantly, the model has allowed the practitioners to rethink their traditional 
professional roles and to learn to function as a transprofessional team adaptable to the needs of each patient. 
We meticulously track the outcomes of the Complex Care Clinic to improve our care and add to the medical 
literature. Our research and leadership teams regularly meet to review overall performance and adjust our 
approach to individual patients and the clinic population as a whole. In addition, the Complex Care Clinic has 
served as a setting for clinical research by pharmacy, medicine, and psychology. We are also disseminating the 
clinic model as a team. In short, the Complex Care Clinic starts with understanding the neediest patients in our 
community. We have used those insights to shape care and training. We then measure the outcomes from the 
clinic to modify our approach to achieve the best health outcomes for our patients.  
 
Methodology 
 
Please describe any resources, guidelines and/or requirements that were needed to accomplish this 
innovation, include any specific skills or processes that were used and/or needed. (limit 500 words) 
 
The Complex Care Clinic uses principles of population health management and the chronic care model to 
succeed in caring for the neediest patients. We identify the individuals enrolled in the VCC program who are 
high cost and have complex chronic diseases. To define this population, all VCC enrollees are stratified into 
one of three care management levels based on disease burden and prior pattern healthcare utilization: Level 
1: Health care services accessed “as needed” or episodically; low risk of increased healthcare needs Level 2: 
Stable chronic disease; moderate risk of disease progression or of advancing to level 3 Level 3: High risk for 
significant disease progression and/or pattern of high amount of health care utilization The Complex Care 



Clinic targets Level 3 patients. For these patients, we developed a care delivery model based on the chronic 
care model. The clinic utilizes an interprofessional team focused not only on the management of chronic 
disease but also on the psychological and social issues often impacting an indigent population. The team 
works in concert with the patient to identify interventions that are needed to improve health and well-being. 
All team members’ abilities are used to develop treatment plans, education, and support. Collaboration and 
cohesiveness are essential to succeed. We rely on following principles to support the program: 

• A patient registry to define our population, track outcomes, and ensure accountability 
• A focus on coordination for the patient across the care continuum 
• Community engagement to address social issues and provide supporting resources 
• Interventions that address social determinants of health 
• Meticulous medication management 
• Access to timely behavioral health services 
• Usable information technology 
• Measurement that drives improvements in performance  

 
Explain how you collaborated with internal and external entities on this project including how you engaged 
patients, providers and/or key partners throughout the innovation process.  
 
The Complex Care Clinic relies on partnerships within and outside our institution to be successful. As part of 
the VCC program, the Clinic falls under our institution’s Office of Health Innovation. The Office is directed by 
our vice president for health policy and community relations and has a mission of seeking new ways to 
improve the health of our community. Through partnerships, we are able to achieve that goal. When we 
identify a patient appropriate for the Clinic, if the patient already has a primary care provider, we discuss with 
the patient and the provider the possible transition to the clinic. The existing patient-provider relationship is 
respected and, if either party feels that transition to the Clinic is not appropriate, the decision is honored. To 
create the clinic, multiple internal partnerships were essential. We identified space for the clinic in conjunction 
with our existing primary care practices. Then, we developed the interprofessional team of providers from 
across organizational units including our Schools of Medicine and Pharmacy, our Department of Psychology, 
our nursing units, and our care coordination services. The Office of Health Innovation provided data analysis, 
tracked outcomes, and supported research. The Complex Care Clinic is truly a boundary-spanning innovation. 
Without the collaboration from multiple areas, we could not have been so successful.  
 
Funding 
 
How was this project funded/sponsored? Explain the successes and limitations the amount of funding had 
on the project.  
 
Our institution receives state funding to provide indigent care. This funding was used to create the VCC 
program of care management in 2000. The VCC program was successful at decreasing overall costs for this 
population (see Retchin et al. 2009 and Bradley et al. 2012). Yet, a small segment of the population continued 
to require a large amount of healthcare services (see Dow et al. 2013). To help this segment of the population, 
the institution, under the Office of Health Innovation, created the Complex Care Clinic in 2011. The model was 
initially implemented as a pilot. For example, nurse case management was initially by telephone; however, we 
realized that embedding the nurse case managers in the clinic was essential. Yet, the clinic quickly proved to 
be successful – decreasing costs by half for the patients served. The Complex Care Clinic has proven to be a 
successful and cost-effective approach to improve the health of our neediest individuals. Our approach 
requires risk-sharing by the sponsoring institution and a bundled payment model focused on decreasing high-
cost health utilization.  



 
Have you received any additional recognition/awards for this work, or published this work in the literature? 
 
Awards 2013 Virginia Health Innovators Awards Finalist Presentations Introduction of a Complex Care Program 
in an Academic Medical Center. UHC Webinar. July 16, 2014 Complex Care Management Strategies: Reigning 
in Costs While Enhancing Patient Access. Healthcare Transformation Leadership Summit. November 17 – 18, 
2014 Publications Bradley, C., Gandhi, S., Neumark, D., Garland, S., Retchin,S. (2012). Lessons for coverage 
expansion: a Virginia primary care program for the uninsured reduced utilization and cut costs. Health Affairs, 
31(2), 350 -359. Dow, A., Bohannon, A., Garland, S., Mazmanian, P., & Retchin, S. (2013). The effects of 
expanding primary care access for the uninsured: implications for the health care workforce under health 
reform. Academic Medicine, 88(12), 1855-1861. Harding, B., Bohannon, A. (2013). Preparing for Medicaid 
Expansion with High-Powered Case Management. Case in Point, 11(4), 14–15. Retchin, S., Garland, S., Anum, 
E. (2009).The transfer of uninsured patients from academic to community primary care settings. American 
Journal of Managed Care, 15(4), 245 - 252.  
 
Monitoring & Evaluation 
 
Describe the impact and measures of success of your program/intervention. The innovation should 
demonstrate a positive impact on results/outcomes (e.g. 20% improvement over baseline in cost, quality, 
data tools, clinical outcomes, patient satisfaction, provider satisfaction, etc. For multi-year 
programs/initiatives, include examples of how improvements have been achieved in the program over time. 
 
We sought to meet the goals of the Triple Aim: better care, better health, and reduced costs. We succeeded. 
In year one, we decreased hospital costs by 49% compared to the preceding year. The average hospital cost 
per patient decreased from $21,955 to $11,186. Significant reductions were also demonstrated in health care 
utilization for inpatient discharges (44% reduction) and emergency department visits (38% reduction; p < .05 
for all comparisons). Similar reductions were seen for patients enrolled in year 2. We also improved both 
blood pressure and cholesterol control among patients in year 1. At enrollment, 53% of patients had a blood 
pressure at goal. After a year, 63% of patients had blood pressure readings at goal. Almost 50% of the 
patients’ hemoglobin A1C values were at goal after a year. All of these improvements were statistically 
significant. Patient satisfaction survey was conducted from August 22nd, 2013 to February 10th, 2014. 22% of 
the total engaged population was surveyed. Overall the satisfaction rates were positive with highest scores 
received to the following three questions: Q8a: The professional manner of the physician or healthcare 
professional you saw, Q8b: The personal manner of the nursing staff, and Q8c: The personal manner of the 
reception staff. The three questions resulting in the lowest scores are Q9: Time spent talking about things in 
your life that worry you or cause you stress, Q2: Convenience of the office, and Q4: Length of time waiting at 
the office. As a result, opportunities for process improvement have been identified as the team continuously 
works to improve patient satisfaction.  
 
Describe up to four results of your program explaining the significance of this innovation including, but not 
limited to improved quality, culture change, costs, patient satisfaction. What were the lessons learned 
anticipated or unanticipated)?  
 
Our innovation provided an enhanced care coordination model to uninsured patients with multiple chronic 
illnesses and increased health care utilization. Our results show that providing these patients with this level of 
support resulted in: 

1. We decreased inpatient and ED utilization. The patients had less acute health needs through better 
access to primary and preventative care. 



2. The patients learned to self-manage their health conditions. The team is trained in health coaching and 
works diligently to support each patient’s efforts to change their health behavior. We also developed 
tangible incentives to encourage continued changes in patient’s health behavior such as identifying 
“super stars” each month. 

3. The patients require support in order to learn to use primary care appropriately for non-urgent 
conditions. Appropriate use of the emergency department is a culture change for this population. As 
we coached patients to use the clinic rather than the emergency department for non-acute health 
concerns, we saw an increase in the number of walk-in visits. Early in the clinic’s implementation, we 
had to develop an efficient triage system to accommodate our population’s care-seeking behavior. 

4. By decreasing acute health care utilization and total costs, we were able to invest in further refinement 
of our model. For example, we increased face-to-face education of patients by embedding a nurse case 
manager in the clinic. Being able to demonstrate our success allowed us the resources to enhance our 
model of care.  

 
Identify the limitations you experienced in implementing your project and strategies used to mitigate these 
challenges. Describe any "out of the box" thinking or creative approaches to meeting project goals.  
 
The neediest population can be challenging. For example, we have a high proportion of patients with 
substance abuse problems and chronic pain. Providers must balance empathy and judgment to provide 
appropriate, patient-centered care. In addition, developing this model in an academic environment presents 
specific challenges. To provide full-time physician coverage required part-time commitments from three 
medical faculty. Balancing the comprehensive care needs of this population with the other commitments of 
faculty is a challenge. Communication and cohesion are essential. Perhaps most important to the success of 
the clinic is our approach to improving our performance. We monitor our outcomes and meet regularly to 
review our results. We are supported in these efforts by data analysts and researchers. We are quick to make 
changes if necessary, and everyone contributes to our efforts to improve care.  
 
Potential for Replication 
 
Provide examples on how this proposal can be scaled/replicated within and/or across other medical 
institutions. 
 
With the appropriate funding model, leadership support, and training, this clinical model can be replicated in 
most communities. The clinic requires a payment mechanism driven by outcomes. In addition, this type of 
clinic requires a mechanism to identify the population most likely to benefit from this approach to care. Our 
enhanced case management model appears to be most effective for patients with multiple chronic medical 
problems excluding substance abuse. The providers in the clinic must then work to develop an 
interprofessional team focused on supporting patients to reach their health goals. The team needs to track 
their performance and adjust the team’s composition and expertise to tailor care to the needs of the 
population. 


