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Abstract

Background Patients presenting to academic medical centers (AMC) typically receive primary care, specialty care, or
both. Resources needed for each type of care vary, requiring different levels of care coordination. We propose a novel
method to determine whether a patient primarily receives primary or specialty care to allow for optimization of care
coordination.

Objectives We aimed to define the concepts of a Lifer Patient and Destination Patient and analyze the current state
of care utilization in those groups to inform opportunities for improving care coordination.

Methods Using AMC data for a 36-month study period (FY17-19), we evaluated the number of unique patients

by residence zip code. Patients with at least one primary care visit and patients without a primary care visit were
classified as Lifer and Destination patients, respectively. Cohen'’s effect sizes were used to evaluate differences in mean
utilization of different care delivery settings.

Results The AMC saw 35,909 Lifer patients and 744,037 Destination patients during the study period. Most

patients were white, non-Hispanic females; however, the average age of a Lifer was seventy-two years whereas that
of a Destination patient was thirty-eight. On average, a Lifer had three times more ambulatory care visits than a
Destination patient. The proportion of Inpatient encounters is similar between the groups. Mean Inpatient length of
stay (LOS) is similar between the groups, but Destination patients have more variance in LOS. The rate of admission
from the emergency department (ED) for Destination patients is nearly double Lifers.

Conclusion There were differences in ED, ambulatory care, and inpatient utilization between the Lifer and
Destination patients. Furthermore, there were incongruities between rate of hospital admissions and LOS between
two groups. The Lifer and Destination patient definitions allow for identification of opportunities to tailor care
coordination to these unique groups and to allocate resources more efficiently.
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care, Patient-centered care
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Introduction

Patient-centered care and care coordination have
emerged as key areas of focus in healthcare delivery over
the last two decades as the United States has focused on
improving healthcare quality. Patient-centered care was
named by the Institute of Medicine [1] as one of six aims
to improve healthcare in the 21st century. Many hospitals
and healthcare systems have worked to improve patient
outcomes and the continuity of care patients receive.
Opportunities for clinical and operations improvement
in health systems are often based on the Triple Aim to
make care more patient-centered, cost effective, and pro-
mote a healthier population [2]. The patient-centered
medical home and population health management were
devised to optimize care coordination approaches [3, 4].

Healthcare organizations need to understand their
patients’ health status, patterns of care utilization, and
patient preferences for receiving care in a health sys-
tem [5-7]. Primary care and specialty care patients
have different clinical needs that translate into different
requirements regarding the type and intensity of care
coordination. This article proposes a novel method of
determining the type of care a patient is primarily seen
for in a health system—primary versus specialty/destina-
tion care. Additionally, there is literature to suggest that
having a primary care physician (PCP) reduces all-cause
mortality, improves health outcomes such as hospital-
izations, and reduces cost of healthcare [8]; therefore,
we explore patterns of healthcare utilization between
patients with a PCP at the academic medical center
(AMC) to patients who receive strictly specialty care to
inform investment in care coordination efforts that are
optimally responsive to patient needs.

By analyzing patients at the AMC through the Lifer
versus Destination lens proposed here, we demonstrate,
that the Lifer group will be more consistent visitors to the
AMC because they receive primary care services in this
setting. In contrast, the Destination group will have more
visits to the AMC but have a lower ratio of consistent vis-
itors due to the variable nature of follow-up care required
for specialty care patients. We anticipate these findings
to be true if tested at similar AMCs or health systems.
Further study outside this AMC is needed to confirm the
validity of these definitions in other settings.

Methods

Setting

A large AMC in the Midwest United States embarked on
an examination of primary versus specialty care utiliza-
tion among its patient population to help guide the health
system’s efforts towards improving care coordination and
patient-centered care. This AMC includes a tertiary-care
hospital, clinics, outpatient surgery centers, and inpatient
psychiatric hospital, hence the patient population served
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is a blend of patients receiving primary care, specialty
care, or both.

Data source

A population-based study was completed by collecting
patient encounter, demographics, and residence location
data over a 36-month period from FY17-19 from the hos-
pital’s build of the Epic Systems electronic health record
(EHR) through the report generator built into the soft-
ware [9]. All patients that obtained medical care at the
AMC during that time were included in the analyses. All
protocols were carried out in accordance with all relevant
AMC policies and federal regulations.

Exposure

An analysis examining the number of unique patients
by zip code of residence was performed. The patient zip
code listed at the most recent encounter was used for the
analysis. In the absence of literature defining a Lifer ver-
sus Destination patient, we defined these as follows for
the purposes of this analysis. A Lifer Patient is a patient
who had at least one primary care visit within the study’s
window. A primary care visit was defined as an ambula-
tory care visit with any of the following medical services:
internal medicine, family medicine, general pediatrics,
adolescent medicine, or the Regional Alliance for Healthy
Schools.! This definition is consistent with previous work
defining a PCP as a provider in those medical special-
ties [8, 10]. In contrast, a Destination Patient was defined
as a patient with at least one specialty care visit and no
primary care service visits in the 36-month window. A
patient visit was considered specialty care if the patient
saw any ambulatory care service or department not
included in the Lifer patient definition.

Analysis

After the initial analysis of patient origin by zip code,
additional demographic information for the Lifer and
Destination patient groups, including gender, race, eth-
nicity, and age were pulled from the EHR. The number
of unique patients and health system encounters for Lifer
and Destination patients was tabulated. Healthcare utili-
zation data for each group was collected from the EHR
to analyze the number of encounters across all healthcare
delivery settings including Emergency Department (ED),
Inpatient (IP), and Ambulatory Care (AC). AC encoun-
ters were further categorized into subgroups by visit
type. Utilization data was prepared as number of encoun-
ters by setting and as a percentage of all encounters for
Lifer and Destination patients.

!'The Regional Alliance for Healthy Schools is an initiative sponsored by the
AMC that provides a range of healthcare services, including but not limited
to primary care, nutrition counseling, dental, mental health care, and tan-
gibles to school-aged children 21 and under in select counties.
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Data was pulled from the EHR to measure the num-
ber of IP encounters for Lifer and Destination patients.
Data on 30-day readmissions was subsequently evaluated
at the encounter and patient levels, on Lifer and Desti-
nation readmissions: (1) the number of index inpatient
encounters and the number of 30-day readmissions and
(2) the number of Lifer and Destination patients that had
IP stays and number of those patients with 30-day read-
missions. Inpatient readmission rates were calculated by
dividing the number of readmission by the total inpa-
tient encounters. The number of Lifer and Destination
patients with readmissions was divided by the total num-
ber of inpatient encounters for each group to calculate
readmission rate. Mean, standard deviation, and inter-
quartile ranges for IP length of stay (LOS) were also cal-
culated to analyze differences in hospitalization between
the groups.

Statistical analysis

Cohen’s d coefficients were calculated to compare the
mean utilization in different healthcare settings (ED, IP,
AC) between the average Lifer and Destination patient.
Cohen’s d statistics are used when analyses are suffi-
ciently overpowered due to large sample sizes which
is common in EHR studies involving large number of
encounters and patients. Previously published work pro-
vided guidelines around meaningful differences when
traditional statistical testing might detect significant dif-
ferences that are not clinically meaningful [11]. Pooled
standard deviations and Bessel’s correction were used to
calculate appropriate and weighted Cohen’s d effect sizes.
Cohen’s h effect sizes were calculated to measure the dif-
ference in proportions between Lifer and Destination
patient groups.

Heat maps were created to display geographic distribu-
tion by zip code of all patients, Lifer patients, and Des-
tination patients across the state (Fig. 1). The patient
density distribution was determined by counting the
number of unique patients seen within the health system
from a zip code divided by the total population in the zip
code. These densities were divided into five quantiles.
Quantile 1 (green dots) represents areas of lowest patient
density and increase in patient density through quantile 5
(red dots). Grey dots represent zip codes with no patients
in that group. The circle represents radial distance from
the AMC, which is noted by the star on the maps.

Results

Over the 36-month study period, 35,909 unique Lifer
patients and 744,037 unique Destination patients
received care from the AMC. In both groups, majority of
the patients were white females of non-Hispanic ethnic-
ity. Of note, there was a sharp age difference between the
two groups with the mean age of Lifer patients being 72
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Table 1 Demographic characteristics of patients by Lifer vs.
Destination categories

Variable Lifer Patient Destination
Patient
n % n %
Patients 35909 100% 744,037  100%
Gender
Female 19,833 5523% 401,145 5391%
Male 16,075 44.77% 342,814 46.07%
Unknown 1 0.00% 78 0.01%
Race
American Indian or Alaska 55 0.15% 2,198 0.30%
Native
Asian 1,719 4.79% 34,626 4.65%
Black or African American 2333  650% 68043  9.15%
Native Hawaiian or Pacific 14 0.04% 561 0.08%
Islander
White or Caucasian 30,820 85.83% 581,503 78.16%
Multi-racial 114 0.32% 13,449 1.81%
Other 482 134% 23863  321%
Patient refused 101 0.28% 4,003 0.54%
Unknown 271 0.75% 15,791 2.12%
Ethnicity
Hispanic 449 1.25% 26,423 3.55%
Non-Hispanic 33213 9249% 685954 92.19%
Patient refused 296 082% 3,783 0.51%
Unknown 1,926 5.36% 19,268 2.59%
Missing 25 0.07% 8,609 1.16%
Age (years) Mean  Median Mean Median
(SD) (SD)
7198 7013 38.21 38.10
(7.19) (24.21)

Table 2 Patient and health system encounters stratified by lifer
versus destination categories (2016-2019)
Lifer Patients

Destination Patients

Fiscal Year Unique  Encounters Unique Encounters
Patients Patients

2017 31,791 214,367 419,642 1,398,148

2018 32,082 226,496 444,662 1,498,362

2019 31,853 232,052 459,952 1,580,172

FY17 contains records from October 2016 to September 2017, etc

years and the mean age of Destination patients being 38
years. Table 1 includes the breakdown of demographic
information for these groups.

Our analysis showed that the health system provides
healthcare to a greater number of Destination patients
than Lifer patients. Further, Destination patients have a
higher number of care encounters than Lifers. Over the
study period, the Lifer patients were seen across 672,915
health system encounters; compared to the Destination
patients with a total of 4,476,682 encounters. Encounters
per patient-year are included in Table 2.

In the analysis of patient origin by zip code, patients
came to the health system from across the state, with
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many patients concentrated in the same region as the
AMC. Across all patient groups, most patients resided
in the same county as the health system or came from a
neighboring county. Lifer patients had a higher propor-
tion of patients residing in or one county away from the
health system compared to Destination patients. While
many Destination patients reside in or within one county
of the health system, the number of Destination patients
outside of a two-county radius is higher compared to
Lifer patients. This distinction is best seen in Fig. 1 on
the patient density heat maps for overall patients, Lifer
patients, and Destination patients. These maps reveal
that even though the region consistently had the high-
est patient volumes, there were fewer Lifer patients and
a greater number of Destination patients outside of the
area.

For both patient groups, most patient encounters
were AC visits. A Lifer patient had an average of 17.65
AC visits compared to an average 5.36 AC visits for a
Destination patient. The difference in means for AC vis-
its is large, with Cohen’s effect size d of 1.31 Within the
AC encounter sub-groups, there was a small difference
(Cohen’s d of 0.22) in utilization of virtual care between
the two groups. Lifer patients had an average of 0.29

Fig. 1a Patient density heat map by zip code of all patients
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virtual visits over the study and all Lifers contributed a
total of 10,578 virtual visits. In comparison, a Destination
patient had an average of 0.03 virtual care visits in the
same period and all Destination patients had a combined
24,591 virtual visits.

Destination patients have a higher proportion of ED
encounters at 6.62%, whereas ED encounters comprise
3.81% of all Lifer encounters. The effect sizes for ED
encounters demonstrate a small difference (Cohen’s d
of 0.38) between the two groups and the proportion of
ED visits is lower in the Lifer group (Cohen’s h of -0.13).
Furthermore, the proportion of ED visits that resulted in
hospital admission were higher in the Destination cohort
at 4.72% in contrast to 1.98% for Lifers. The overall rate of
inpatient hospitalization (IP) between Lifer and Destina-
tion patients was relatively similar, with IP stays account-
ing for 3.05% versus 4.23% of all encounters for each
group, respectively. A Lifer patient had an average of 0.57
IP visits during the study period whereas a Destination
patient had an average of 0.25 IP visits. Cohen’s effect size
reveals a small difference (d=0.34) between the means.
Table 3 contains the complete breakdown of healthcare
utilization by setting between the patient groups and can
be found at the end of the document.

Legends
Quantile 2
® Quantile 5

®  Quantile 1 Quantile 3

Quantile 4
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Fig. 1b Patient density heat map of Lifer patients by zip code

The average IP LOS is 4.45 and 5.06 days for Lifer and
Destination groups, respectively. While the difference
between the mean LOS is negligible (Cohen’s d of 0.08),
the standard deviations vary, at 5.57 days for Lifer and
9.08 days for Destination groups. Interquartile range
and other dispersion statistics for LOS are presented in
Table 4.

The Lifer group had 18.06% case-level and 20.74%
patient-level 30-day readmission rates. In comparison,
the Destination group had 15.34% case-level and 13.35%
patient-level 30-day readmission rates. Lifer patients had
higher rate of 30-day readmissions at both levels. Table 5
displays the complete breakdown of 30-day readmissions.

Discussion

All patients seen at this health system primarily reside in
southeastern part of the state, regardless of which patient
group they belong to. However, there is a decrease in the
number of Lifer patients outside of that region and an
inversely increasing number of Destination patients from
outside of the same region. The most probable explana-
tion of this finding is that Lifer patients live or work near
the AMC. Previous work examined patients’ preferences
in receiving primary care using a five-point scale and
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recorded percent of responses that rated that character-
istic of care a 4 or 5. Travel cost was rated 68.3% and geo-
graphic proximity to the PCP office was rated 78% [12].
Qualitative work reflected similar themes in patients
favoring a PCP office close to their homes [13]. In con-
trast, this health system is one of only a few AMCs in
the state with a range of specialty care services. Conse-
quently, the AMC sees patients from across the state for
specialty care but fewer patients from outside of the one-
county radius for primary care.

The health system’s patients are predominantly Cau-
casian, females, of non-Hispanic ethnicity. These data
closely mirror demographic data for the region based on
the 2010 U.S. Census [14]. We noted a stark difference in
age between Lifer and Destination patients. The mean
age of a Lifer patient was about seventy-two years while
the mean age of a Destination patient was thirty-eight
years. This finding was not anticipated but is somewhat
supported by current literature. Younger adults are less
likely to have a PCP and only seek care when they have
a medical concern. This has been attributed to several
factors including perceived low risk for disease, finan-
cial instability or lack of insurance while transitioning
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Fig. 1c Patient density heat map of Destination patients by zip code

between life stages, and poor transitions from pediatric
to adult medical providers [15, 16].

If a patient does not have any chronic medical condi-
tions and has completed their vaccinations, they will
have fewer reasons to see a PCP. As a patient transitions
to an adult provider, they are also less likely to have ade-
quate insurance coverage. For instance, coverage under
the Children’s Health Insurance Program [CHIP] typi-
cally stops at 19, but children with disabilities or com-
plex medical needs may be eligible for Medicaid longer
[17]. For patients with complex, chronic health problems,
the opposite would likely be true. Sick, young adults will
need more access to care and may have extended insur-
ance coverage. While this population may still see a PCP,
they may also see specialists to manage these conditions.
Because younger patients may not have any primary
care visits, this group may skew towards the Destination
cohort. This age group may be at higher risk to present to
emergency care for flares of chronic medical conditions.
An example of this was demonstrated in a recent study,
which found that adolescents with sickle cell disease, a
chronic disease requiring complex care management, had
higher healthcare utilization, specifically in the ED and IP
settings [18]. Patients with multiple medical diagnoses
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were shown to have increased use of healthcare services
[19]. Thus, care coordination for Destination patients
may need to focus on reducing need for emergency care
and hospitalizations and ensuring availability of rapid
access and follow-up with appropriate healthcare provid-
ers, but more evidence is needed in this regard.

The Lifer category included 35,909 unique patients
in the study period. As illustrated by Table 2, Lifer’s
annual unique patient count for each study year is very
close to the total unique patient count. In contrast, there
were 744,037 unique Destination patients during the
study. Annual unique patient counts for the Destination
group averaged just over 50% of the total patient count.
This finding reinforces the notion that Lifer patients, as
defined in this study, are the most consistent visitors to
the health system.

Most of the health system’s patient encounters
occurred in the AC setting for both Lifers and Destina-
tion patients. Destination patients had a greater num-
ber of visits to AC offices; however, Lifer patients had a
higher number of average visits. This could be because
Lifer patients see primary care services at the AMC in
addition to medical and surgical specialties. Data for vir-
tual care appears to demonstrate Lifer patients having
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Table 3 Utilization by care delivery setting for Lifer and Destination patients

Variable Lifer Patients Destination Patients
Value n % Ptmean Stddev n % Ptmean Stddev Cohen’sd® Cohen’sh*
Encounters 672,915 100 4,476,682 100
Setting
AC 633,624  94.16% 17.65 1549 3,989,496 89.12% 5.36 8.01 1.31%* 0.18
IP 20,541 3.05% 0.57 1.36 189,547 4.23% 0.25 0.86 0.34* -0.06
Length of Stay' 445 557 5.06 9.08 0.08
Readmission? 3,710 18.06%  0.37 1.03 29,082 1534% 024 0.97 0.07
ED 25,669 3.81% 0.37 1.14 296,577 6.62% 0.11 0.61 0.38* -0.13
ED to admit 13,335 1.98% 0.34 1.03 211,161 4.72% 0.28 0.96 0.06 -0.16
ED to discharge 12,334 1.83% 0.71 1.78 85416 191% 040 127 0.23* -0.01
Psych 535 0.08% 0.01 0.44 26,757 0.60% 0.04 0.88 0.02 -0.10
Obs 3,274 0.49% 0.09 0.38 24,054 0.54% 0.03 0.24 0.23* -0.01
OP Surgery 6416 0.95% 0.18 0.83 86,478 1.93% 0.12 0.97 0.06 -0.08
OP in a bed 2,838 0.42% 0.08 0.31 25,375 0.57% 0.03 0.21 0.20* -0.02
AC Encounter Type
Clinical Support 21,957 3.26% 0.61 213 107,488 2.40% 0.14 1.01 0.37 0.05
Office 590,809 87.80% 16.45 13.98 3,802,530 84.94% 511 7.57 1.30** 0.08
Patient Outreach 7,886 1.17% 022 153 8,137 0.18% 0.01 0.28 0.19 0.13
Pre/Postnatal 1 0.00% 0.00 0.01 30,443 0.68% 0.04 0.34 012 -0.16
Initial Prenatal 1 0.00% 0.00 0.01 9,862 0.22% 0.01 0.13 0.1 -0.09
Routine Prenatal 0 0.00 0.00 7,931 0.18% 0.01 0.16 -0.08
Postpartum 0 0.00 0.00 12,650 0.28% 0.02 0.15 -0.11
Virtual 10,578 1.57% 0.29 1.96 24,591 0.55% 0.03 0.53 0.22* 0.10
Telephone 10,462 1.55% 0.29 1.96 22,156 0.49% 0.03 0.52 0.22* 0.11
Video 116 0.02% 0.00 0.06 2,435 0.05% 0.00 0.07 0.00 -0.02
Procedure 2,393 0.36% 0.07 037 16,307 0.36% 0.02 0.19 0.20* 0.00
TEncounter level (instead of patient) means and standard deviations are reported
2Percent shown as percent of inpatient cases, patient means calculated using patients with at least one inpatient encounter
3 * represents small effect size, ** represents a large effect size
“Directionality has been preserved (negative values indicate proportion is lower in Lifer group)
Table 4 Dispersion of inpatient length of stay (in days) between groups

N Min p1 p5 median Q3 p95 P99 Max
Lifer 20,541 0.01 049 0.88 2.83 5.29 13.80 27.76 115.23
Destination 189,547 0.00 042 0.88 263 525 16.72 38.78 512.50

Table 5 30-day readmission rates by Lifer Status

Encounter Readmission Rate

Patient Readmission Rate

Lifer Inpatient Encounters Readmissions Readmission Rate Total Patients Inpatient Encounters Readmissions Readmission Rate
0 189,547 29,082 15.34% 744,037 120,924 16,141 13.35%
1 20,541 3,710 18.06% 35,909 10,094 2,093 20.74%

more virtual care visits. However, Cohen’s effect size for
the means is small, so Destination use of virtual care may
just appear lower simply because there are more Destina-
tion patients. Ultimately, virtual care utilization appears
to be low in both groups; therefore, the current capacity
of virtual care should be examined and the possibility of
increasing virtual care should be considered. Investiga-
tions into patients’ choices and acceptance of virtual care
as a modality of healthcare delivery has already begun in
primary and specialty care settings [20-23]. We suggest

prioritizing expansion of virtual care services to both
groups as indicated by patient preference at this AMC.
The difference in ED utilization by Lifer versus Desti-
nation patients was small but higher among Destination
patients. It is worth investigating the higher rate of ED
encounters that result in admission amongst the Desti-
nation cohort. Admission rates for Destination patients
could be higher because the state of care coordination
and timely follow-up care may be unknown and conse-
quently considered less robust. Therefore, hospitalization
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or observation could be considered a safer choice than
outpatient follow-up care.

Inpatient hospitalization rates are comparable for
the two groups. The difference in the mean number of
IP visits was trivial between the Lifer and Destination
groups. Hospital readmission rates are measured by the
Centers for Medicare and Medicaid Services [CMS] as
a quality indicator for care coordination. CMS value-
based purchasing programs indicated a hospital read-
mission within 30 days of discharge from an IP setting,
regardless which hospital the patient is readmitted to,
is a prognosticator of suboptimal care coordination
[24]. Lifer patients had higher 30-day readmission rates
than Destination patients. While the exact cause of this
result is not clear, it is probably at least partially due to
the fact that we are using internal data and cannot know
the true readmission rate for Destination patients that
could include admission to hospitals unaffiliated with the
AMC. The same logic could be extended to ED utilization
for Destination patients. It is unlikely however, that AC
visits are impacted in a similar fashion because the spe-
cialty care follow-up appointment would be at the AMC.
Lifer patients having a higher readmission rate warrants
further investigation by the AMC. This would allow for
recognition of gaps in care coordination, thus lowering
the readmission rate for all patients.

Mean hospital LOS, measured in days, appears simi-
lar between the two groups and the effect size is small.
Dispersion data demonstrates LOS is similar amongst
the groups until the 95th percentile, at which point there
appears to be greater variation in LOS among Destina-
tion patients. While this suggests the differences in LOS
are mostly outliers, there is still potential significance to
the longer LOS in this group as prolonged hospitaliza-
tion increases the risk of developing hospital-acquired
infections, pressure injuries, and other complications. It
is unclear whether the skewed variance in LOS can be
attributed to Destination patients undergoing more com-
plex procedures such as organ transplant, thus requiring
longer monitoring or if Destination patients are sicker on
transfer, thereby requiring longer hospitalizations. Fur-
ther investigation by the AMC may be warranted.

These findings can inform decisions regarding care
coordination for both groups. A Lifer patient has more
AC visits but a lower ED utilization and IP admission
rate. In contrast, a Destination patient has fewer AC vis-
its, higher ED utilization, higher IP admission, and poten-
tially longer IP LOS. This may suggest that Lifer patients
have more robust care coordination and/or require less
intensive resources to manage their care. Care of the
Destination patient uses more resources and a higher
level of care. For Destination patients, improving care
coordination to reduce ED visits and IP hospitalizations
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is paramount as these encounters are more costly to the
patient and could increase resource strain on the AMC
[25, 26].

One limitation of this work is that obstetrics and gyne-
cology (OB/Gyn) patients were considered a specialty
care service by definition; therefore, making them Desti-
nation patients. There was only one Lifer encounter with
a pre- or post-natal care visit, which is a sharp contrast to
the 30,443 Destination OB encounters. We recognize that
at least some patients receiving OB care at the health sys-
tem are also likely receiving routine primary care. Group-
ing OB encounters in the Destination patient group could
also skew the mean age of Lifer patients upward, as most
OB patients are generally anywhere in age from early 20s
to late 30s [27].

Another potential limitation is the lack of insurance
data available for analysis. While the patient’s type of
insurance is less likely to impact access to care in the ED
or inpatient setting due to EMTALA, there may be dis-
parities in access to primary or specialty care clinicians
for uninsured patients [28, 29]. Patients who are unable
to access the specialty care they require in an outpa-
tient setting may present to the ED to receive treatment
for their health needs. Therefore, future comparisons
between these two groups should explore insurance sta-
tus as a variable impacting healthcare utilization.

One consideration for this work is the impact of the
COVID-19 pandemic on healthcare delivery, specifically
the utilization of virtual care pre- and intra-pandemic.
COVID-19 affected the ability to provide in-person
healthcare for many health systems across the globe. All
data discussed herein is reflective of the health system in
a pre-pandemic state. The reduction of face-to-face care
experienced during the pandemic meant a shift to virtual
visits for most appointments. With the pandemic wind-
ing down, there has been a return to office visits, which
has created a hybrid state of visit types. It would be
worthwhile to examine if Lifer and Destination patients’
care delivery preferences at the AMC have changed in
response to an increased virtual care capacity.

Conclusion

The novel Lifer and Destination definitions presented
in this work identify two unique patient groups, each
requiring different resources within the same AMC. For
this AMC, Lifer patients have a higher number of AC
encounters than Destination patients. Rate of admis-
sion from the ED is higher for Destination patients. Both
groups have a comparable proportion of IP encounters,
but Destination patients often have longer hospital stays.
These definitions can be used to inform care coordina-
tion resource allocation among these two groups opti-
mizing care delivery according to their preferences,
healthcare needs, and care utilization patterns. While
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this work shows promise in identifying and optimizing
patient-centered care for these patient populations, fur-
ther research surrounding these two groups is warranted.
Future study could focus on analyzing utilization patterns
in a post-pandemic era, addressing the limitations of this
work, and assessing the broader applicability of these def-
initions at other health systems and AMCs.
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AMC Academic medical center

AC Ambulatory care

CDC Centers for Disease Control and Prevention
CHIP Children’s Health Insurance Program

CMS Centers for Medicare and Medicaid Services
ED Emergency department

EHR Electronic health record
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1P Inpatient

LOS Length of stay

OB/Gyn  Obstetrics and gynecology

pCP Primary care provider

SD Standard deviation
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