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About 
the CCA

• Established in 2015

• Rural hospital and community practitioner focused

• Three goals:

• Build a common population health services infrastructure

• Learn best practices

• Enhance ability to perform in a value-based environment

• Value-based contracting entity/clinically integrated network

• MSSP ACO

• Self-funded Employers

• Commercial Payors
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What is a Clinically 
Integrated 
Network? 

CIN

Provider 
Leadership

Participation 
Criteria

Performance 
Improvement

Information 
Technology

Performance 
Fee 

Contracting

Legal Entity & 
Waivers

Flow of Funds

CommunityCareAlliance.com

CCA Services

• Clinically Integrated Network (CIN) 
for Value-based Contracting

• Population Health Data Analytics 
Platform

• Care Coordination Education & 
Training

• Quality Improvement Coaching

• Quality Reporting Assistance

• Data Analytics Training

• Health Policy & Regulation Guidance 
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• Focused on achieving the quadruple aim
1. Engaged Providers

2. High quality care

3. Low costs

4. Healthy population

• Providers held to certain quality and cost standards and population 
health programs to ensure a specific group of patients receive better 
care and become healthier

• Shift from conventional healthcare to population health

What is 
Value-based Care

Shared Savings
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PCP/PCMH Care-
management Fees
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Climbing the Value Stairway

Time 
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Payments

Non-savings Incentive 
Payments
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CommunityCareAlliance.com

Population Health

The 

Healthcare 

Pareto
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CommunityCareAlliance.com

Data Analytics

• Access to online data analytics 
platform

– Financial & quality dashboards

• ER utilization, AWVs, risk, gaps 
in care, GPRO reporting

• Chronic condition registries

• Population health clinical 
support to augment data 
reports

• Custom ad-hoc reports & 
analysis

• Data literacy webinar series

CommunityCareAlliance.com

Roles of Rural ACOs

Build medical communities to keep care local

Expand member-driven collaboration

Develop data analytic capabilities in the hospitals & practices

Increase reimbursement to practices & outpatient clinics

Focus on prevention & chronic care management

Improve clinical capabilities & access
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CommunityCareAlliance.com©2019 Proprietary & Confidential

2018 ACO Results
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CommunityCareAlliance.com©2019 Proprietary & Confidential
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2016 2017 2018

ACO Year over Year Financial Results

78% 14%

CommunityCareAlliance.com©2019 Proprietary & Confidential

ACO Year over Year Quality Results
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Valley  
Health 

Alliance

The Valley Health Alliance (VHA) promotes the health & well-being 
of the Roaring Fork community by collaborating to provide 
healthcare that is accessible, affordable and high quality.

VHA is the collaborative effort of six local employers:
• Aspen Skiing Company
• Aspen Valley Hospital
• City of Aspen

• Mountain Family Health Centers
• Pitkin County
• Valley View Hospital
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Making the Case: 
Community Collaboration

Grant Besser

President, BCH Foundation

BCH VISION

Partnering to create and care for the healthiest community in the nation

BCH Vision x Role of Foundation x Partner Collaboration

= 

Emergency Department Reductions
(Individuals Experiencing Homelessness)
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Impetus for BCH Vision
Partnering to create and care for the healthiest community in the nation

•Address challenges from rapidly changing industry.
• Increasing competition, declining payments, volatile government 

policies, costs of care, etc. 

•Strengthen engagement and alignment behind 
partners.
• Drive Patient Value: Quality, Access, Outcomes, Cost, Experience

•Maximize our strengths as independent entity while 
being open to partnerships that help us optimize 
quality of services and improve public health.

•Exists to enhance the quality and availability of health 
care services at BCH.

•Approximately $2.6 million granted to BCH on annual 
basis.

•BCH Foundation Priorities:
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Community Collaboration Fund

• Established in 2018 in support of community partnerships.

• Focused on enhancing the treatment and care of our 
community. 

• BCH Foundation playing role as influencer, convener, funder.

• Criteria:
• Aligned to:

• BCH vision, priorities, and geographic footprint

• BCH Foundation priorities

• Community health needs

• Scale and sustainability

• Accountability: quantitative & qualitative

• BCH champion

BCHF Community Collaboration 
Partnerships To Date
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Value of Foundation Role in Driving 
Partnerships

“Health care extends well beyond care settings—into homes, schools, and 
neighborhoods. Transforming health outcomes requires a coordinated 
effort to tackle such contributing factors as socioeconomic 
conditions, transportation, housing, environmental issues, and access 
to healthy food. Partnerships among health systems, public health bodies, and 
community organizations are the most effective ways to address community 
health. However, most organizations are traveling on separate but parallel paths 
toward building healthier communities, and as a result, valuable data, 
information, and resources are often siloed. Increased collaboration among 
key stakeholders will unlock tremendous power and drive better 
health outcomes.”

Source: Building the business case for community partnership – Advisory Board

BCHF Community Collaboration Fund
Case Study: Bridge House

•BCH Challenge: Inappropriate emergency department 
utilization by individuals experiencing homelessness:
• Increase in ED visits from our homeless demographic (2016 – 2.6%, 2017 

– 3.6%, 2018 – 4.2%, Q1 and Q2 2019 – 4.9%).

• The ‘average’ homeless patient is 55 years old and visits the ED 5 times 
per year.

• 18 homeless individuals are considered our ‘highest utilizers’ making up 
15% of all homeless utilization for Q1 and Q2 2019 (visits the ED 14 
times per year).

• For Q1 and Q2 2019, Top Homeless Utilizers cost BCH and average of 
$18k per individual.
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BCHF Community 
Collaboration Fund

Case Study: Bridge House

• Solution: Partnering with Boulder Bridge House

• Provides range of programs and services to help adults experiencing 
homeless: basic needs, employment and housing resources.

• BCHF Partnership Approach:

• Better serve those experiencing homelessness through BCH integration 
into Bridge House’s Path to Home Program.

• Path to Home Navigation program provides 24/7 sheltering and case 
management services. Lead navigation provider for the City of Boulder’s 
new Homelessness Strategy and Homeless Solutions for Boulder County.

• BCH’s goal in participating is to treat patients where they are and avoid 
inappropriate emergency room utilization.

BCHF Community 
Collaboration Fund

Case Study: Bridge House

• Approach was for BCHF to fund BCH RN Case Manager 16 hours per 
week working with clients at Path to Home and collaborating with 
Path to Home staff on best practices of healthcare. Areas of focus:

➢ Conducting health assessments

➢ Scheduling primary care 
appointments

➢ Connecting patients with 
behavioral health specialists

➢ Triage of acute medical 
complaints

➢ Medication reconciliation

➢ Assisted Living and Skilled 
Nursing Facility placement

➢ Coordination of care plans 
between various healthcare 
providers
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The Results

• The pilot has enhanced the quality and availability of 
health care services for 212 homeless residents in Boulder 
County. 

•We have seen reductions in unnecessary emergency 
department visits as well as increased levels of 
engagement with primary medical and mental health 
services. 

•Organizational Impact since start of pilot July 2018 (for the 
212 homeless patients / 289 interventions): 
• 23% Decrease in Emergency Department Usage (150 visits to 115)
• 40% Decrease in Hospital Admissions (72 admits to 43)

• On-Site Medical Assessment 
& Triage (59% of total 
interventions)
• 54% Decrease in Emergency 

Department Utilization

• 57% Decrease in BCH 
Admissions

• Case Management and 
Community Care 
Coordination (21% of total 
interventions)
• 41% Decrease in Emergency 

Department Utilization

• 47% Decrease in BCH 
Admissions

HEADLINE: On-site RN led to timely care and higher likelihood of 

utilizing important community partners (ex. Clinica, Mental Health 

Partners, Salud) that ultimately improves healthcare outcomes and 

provides the right care at the right time in the right place.
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• Continuum of Care from 
Hospital Discharge (11% of 
total interventions)
• 84% Decrease in Emergency 

Department Utilization

• 96% Decrease in BCH 
Admissions

• Temporary Relief Services 
(9% of total interventions)
• 125% Increase in Emergency 

Department Utilization

• 200% Increase in BCH 
Admissions

HEADLINE: BCH inpatient case 

managers were able to collaborate with 

the Bridge House on-site RN to provide 

a superior handoff from the hospital to 

community setting in order to increase 

compliance with the discharge plan. Best 

practice to avoid 30-day readmissions.

HEADLINE: Temporary relief services 

such as taxi vouchers to Primary Care 

offices had an adverse effect on 

utilization because these services are 

superficial and not addressing the core 

issue around access.

The Future of Path To Home Integration

• Continue on-site patient assessments.

• Work inside BCH Emergency Dept. for increased access to 
homeless patients who may not be linked to Bridge House 
services.

• Forge collaborations with governmental agencies such as 
Boulder County Public Health and the City of Boulder.

• Continue to build upon our understanding of the value of 
the program (e.g., medical outcomes, financial implications).

• Amplify out what we have learned.
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Expansion of Partnership

On-site 
Medical 

Care: Path 
To Home

Catering: 
Community 

Table 
Kitchen

Job 
Training: 
Ready To 

Work

Community 
Table 

Kitchen 
Cafe

What Did the BCHF Learn?

•Redefining value of Foundation
• Convener: Driving collaboration between existing 

organizations.

• Influencer: Advocating for change; seat at the table.
• Funder: Devote resources to make collaboration possible.

•Role in investing in social determinants of health.

•BCH champion was essential to success of pilot.

•Quantify efforts, yet keep qualitative view.

•Sustainability – avoid ad hoc efforts.
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“Being able to partner with BCH to provide immediate 
access to medical care is enormously important for 
our clients so that they may get the care that they 
need to address what might be a minor issue today so 
that it’s not a major issue tomorrow.” 
-- Isabel McDevitt, CEO, Bridge House
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T h o m a s  D .  M a c K e n z i e ,  M D ,  M S P H

C h i e f  Q u a l i t y  O f f i c e r

Enhancing Value 2019

Denver Health Values

• Excellence

• Compassion

• Relentlessness

• Stewardship

• Learning
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Primary Health Care Redesign:

DH 21st Century Care Model

37

Primary Health Care Redesign:

DH 21st Century Care Model
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• Outcomes

– Modest improvement in primary care quality 

outcomes and patient experience scores

– Achieved $10.9M reduction in total cost of care for 

federal/state payers
• $8.2M savings to Medicare (FFS)

• Most savings for tier 4 patients was inpatient utilization

– DH had an addition $5M reduction in total costs of 

our Medicaid managed care patients

– Increased cost of personnel $1.8M

– DH has sustained nearly all the components of the 

program
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Target Zero: Relentlessness

OB Length of Stay: Learning
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Opioid Prescribing: Relentless 

Transparency
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