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1 = Independent, mobile, healthy.

4 = Independent, mobile (will usually 
get to clinic appointment), family 
support, 

6= Lives alone or with limited support, 
chronic disease mostly under control, 
but recent acute exacerbation/acute 
care episode, new medication

8= Chronic disease with co-
morbidities. Confusion about 
medication, diet, little family support, 
new diagnosis

10= Chronic disease with co-
morbidities.  Little or no family 
support, poly-pharmacy, mental 
confusion.  Needs intensive care and 
constant follow-up

Telephonic 
Management

Care Team & 
Coordination

Coaching & 
Education

HRAs, Stars, 
Screenings 
&sments

Medication 
Reconciliation

Extensivists, 
High-Risk 
Medical Homes

•Post-discharge
•30-day
•PCP access an issue

•Transitional
•Moving from “generally well” to 
“generally sick”
•7-9 months’ average
•New onset
•Major life change
•End of life

•High-Risk Medical Home
•Unstable, unmanaged
•Complex, chronic conditions
•Frail
•COPD, CHF, Diabetes, HTN, CAD, 
Renal



Patients •Generally well
•0-3 chronic conditions

•Generally sick
•5+ chronic, complex conditions

Care Plans •Population Based
•Self-management
•Prevention

•Individual, patient based
•Care coordination
•Condition stabilization

Volumes •2000 patients per provider •250 patients per provider

Visits •2-3 per year
•15 minutes average

•1-2 per month
•30 minutes -1 hour average

PCP Medical Home High-Risk Medical Home

Designed for the patients who “fail” in a typical PCP environment
These patients need MORE time, MORE coordination, MORE care
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