
 

On February 21-22, 2013, the Colorado Medical Society (CMS) hosted primary 
care medical providers (PCMPs), Regional Care Collaborative Organization 
(RCCO) medical directors, and RCCO operational leadership staff to discuss 
what is working, what is not, and solutions to resolve identified issues to 
improve the effectiveness and efficiency of the Accountable Care 
Collaborative (ACC) Program.  Colorado Medical Society, the PCMPs, and 
RCCOs believe the ACC Program is the right delivery system for the State of 
Colorado.  Local is the way to go–locally operated, locally led, and locally 
delivered! The group discussed successes achieved to date and challenges 
that lay ahead.  As part of the challenges discussion, the group identified 
priority challenges for additional discussions, offered potential solutions, and 
identified actions for next steps.  The events of the two-day session are 
summarized in this report and the recommendations are essential to the 
effectiveness of the PCMPs and the RCCOs, and to the overall success of the 

ACC Program. 
 
Background on ACC program  
The Accountable Care Collaborative was created 
to address the fragmentation of health services 
that results in low value for Medicaid 
beneficiaries and the State of Colorado.  The 
program aims to transform the Medicaid program 

into a better system of integrated care for clients 
while also lowering the costs of delivering this care. The goals of the ACC 
program are to: 

1. Ensure access to a focal point of care or medical home 
2. Coordinate medical care and non-medical care 
3. Improve member and provider experiences 
4. Reduce unnecessary and costly waste 
5. Provide the necessary data to support these goals 

The core components of the ACC are the seven Regional Care Collaborative 
Organizations (RCCOs), primary care medical providers (PCMPs), and the 
statewide data and analytics contractor (SDAC).  Each RCCO serves a discrete 
geographic region and is responsible for network development, provider 
support, medical management and care coordination, and accountability and 
reporting.  The PCMPs serve as medical homes for ACC members.  Every 
member is linked with a PCMP as his or her central point of care and the 
PCMP is directly responsible for ensuring timely access to primary care.  The 
PCMP must have a willingness to use client data to achieve the goals of the 
ACC program.  The role of the SDAC is to provide the Department, RCCOs, 
and PCMPs with actionable data at both the population and client level and 
to assist with meaningful data analysis for system and care improvement. 
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Nine%areas%were%identified%as%
priority%challenges%to%be%
addressed%in%order%to%ensure%the%
ongoing%success%of%the%ACC.%%
Work%groups%discussed%these%
challenges,%identified%potential%
solutions,%and%determined%next%
steps.%The%nine%priorities%are:%
1. Attribution%
2. Behavioral%health%integration%

with%physical%health%and%social%
services%

3. Data%analytics%
4. Access%to%specialty%care%
5. Payment%reform/Gainsharing%
6. Continuous%eligibility%
7. Care%coordination/Flexibility%in%

models%and%regions%
8. Resident%training%
9. Colorado%Client%Assessment%

Record%(CCAR)%
Work%group%discussions,%including%
potential%solutions%and%next%
action%steps,%are%summarized%
below.%

Key action areas 

Continued… 
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Attribution Work Group 

Continued… 

1

The following process was identified to address the 
issue of attribution. The proposed solution is based on 
practice-based attribution through attestation: 

Step 1:  Each PCMP submits their Medicaid patient 
roster with ID numbers to their RCCO. 

Step 2:  The RCCO sends the patient roster to the 
SDAC. 

Step 3:  The SDAC reconciles the roster with the 
Department data and reports (a) those patients who 
are attributed to the PCMP and (b) those who are not, 
and why.  The reconciled list is returned to the RCCO. 

Step 4:  The RCCO and the PCMP discuss the results of 
the reconciliation.  This affords the opportunity for 
PCMP education, up-front engagement, and 
relationship building.  Three possible outcomes may 
result from the reconciliation:   

a. Patients are correctly attributed to the PCMP, in 
which case the PCMP may consider creating a 
“compact” with the patient stating their mutual 
roles;  

b. The patient is unattributed and must choose the 
PCMP; 

c. The patient is mis-attributed.  This may be due to 
being ineligible for the ACC, being ineligible for 
Medicaid (due to churn), belonging to CHP+, being 
attributed to another RCCO PCMP (in which case 
the patient must choose one PCMP), or being 
served by a non-ACC primary care provider. 

The above process has been presented by RCCOs in 
the past, but not collectively or as a top priority for 
resolution. There is some question as to how 
frequently this reconciliation can occur (e.g. every six 
months) if all RCCOs and practices in all regions 
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participate. There is recognition that SDAC resources 
may be strained. The purpose of reconciliation is not 
to just review the lists, but to gain more patients for 
the RCCOs and PCMPs. Therefore, the Department 
and RCCOs may want to discuss the pros and cons of 
limiting the number of practices participating in a 
RCCO by not including those with few Medicaid 
clients. 

Another issue is how to incentivize patients to stay 
with one PCMP and how to prevent cherry picking. 
Providers need to create the best product in order to 
attract and retain patients. In addition, providers who 
are good at what they do will want to treat the 
sickest patients if they are rewarded for improving 
their health status.  Finally, there needs to be a 
conversation with the client:  a compact or 
agreement between the client and the PCMP 
identifying their mutual roles and goals that may 
encourage the patient to stay with a specific PCMP. 

Action Items: 

1. All RCCOs must present a clear request that the 
SDAC be able to perform the reconciliation of 
PCMP patient rosters with HCPF data for each 
RCCO, initially when the PCMP is newly contracted 
with the RCCO and periodically thereafter. (every 
6 months or annually?) 

2. All RCCOs will agree to use the procedure outlined 
above.  

3. Develop new contractual language between the 
HCPF, RCCOs, and SDAC that institutionalizes 
attribution procedures so there is agreement on 
how this will be handled going forward, especially 
when new populations are added to Medicaid.  
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Currently, five Behavioral Health Organizations (BHOs) 
receive capitated payments for the delivery of 
behavioral healthcare (not including substance abuse) 
for Medicaid clients. Each of these BHOs includes a 
community mental health center within its provider 
network. There will be a rebid for BHOs in 2014; 
however, it is possible that the responsibility for 
managing behavioral health will be incorporated into 
the RCCOs in 2016. This potential restructuring raises 
the question of how RCCO management will change 
the risk-based payment model currently used by BHOs 
and community mental health centers. Will RCCOs 
take this risk in the future and will community mental 
health centers be sub-capitated? Also at issue is the 
co-location of mental health and primary care 
providers and how that impacts care coordination. 
Although some primary care practices are currently 
co-located with mental health providers, this is not 
the same as having integrated services. Even with co-
location, some worry that there will still be a need for 
mental health homes to treat the severely mentally ill 
(SMI) population. Can care coordination be the bridge 
between mental health and primary care?  

The role of prevention in care management and 
screening for early intervention of behavioral health 
services need to be addressed. Payment reform should 
support and promote integration of behavioral health 
and primary care at the point of service. This includes 
not only providing global payment or capitation, but 
also promoting screening and prevention. 
Furthermore, the concept of integrating BHOs and 
RCCOs should be supported, but it is important for 
these organizations to remain non-profit. Additionally, 
there need to be financial incentives for the BHOs to 
partner in these new arrangements. 

Several other issues were mentioned but not 
addressed in detail and require additional 
conversation and follow-up. It is unclear whether 
RCCOs may want to develop a different type of care 
home or medical home when they begin serving dual 
eligible populations, including possible partnerships 
with organizations that already serve this population 
such as Community Centered Boards. It is expected 
that the dual population may also require more 
referrals to social/human services and that stronger 
partnerships with those community groups may need 
to be formed to serve the duals.  

It is possible that substance abuse treatment for 
Medicaid clients will be included as part of the 2014 
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BHO rebid. There is heavy use of opiates in the State of 
Colorado with some patients going to multiple 
providers and pharmacies in order to abuse opiates. 
Primary care is not adequately addressing the separate 
problems of substance use disorder or pain 
management; these issues need to be integrated into 
the primary care setting. 

Other items discussed included the use of tele-video 
for mental health services and the use of “curbside” 
consultations to address opiate abuse. State and 
federal regulatory barriers that complicate the sharing 
of data with BHOs was also identified as a challenge. 
Are there settings where it would be possible to have 
an integrated electronic medical record (EMR) between 
behavioral health and primary care?  

Action items 

1. Does pain assessment need to be part of the initial 
exam/assessment? Can we reconsider pain as a 
vital sign? 

2. Behavioral health clinics should be recognized as 
potential PCMPs; as ACC evolves this may look 
different than it does now. There are behavioral 
health primary care medical homes and some 
patients are more comfortable aligning with these 
practices.  

3. The opportunity for co-location needs to be step 
one and integration step two. This will evolve over 
time. There are good evidence-based models that 
are present right now (e.g. ECHO out of New 
Mexico) that could be replicated here.  

4. This is a big, complicated area with multiple 
layers. Some of this is very dependent on what the 
state decides to do about the future of BHOs and 
whether they even need to exist with the RCCO 
infrastructure. We recommend a special group to 
work out details and present a plan to the state. 
The RCCOs and CMS should request the formation 
of a small, focused, time-limited group to identify 
all of the issues and concerns. This information will 
provide HCPF with the RCCOs’ perspective as it 
considers the future of BHOs and behavioral health 
and primary care integration. It is possible for the 
RCCOs to do this independently; however, it is 
important for everyone involved to think about 
what HCPF can and should do regarding the future 
of behavioral health services.  

Behavioral Health Integration Work Group 

Continued… 
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Behavioral Health Integration Work Group 

Continued… 

Data Analytics Work Group 

1

Do Today’s Data Today 

Work group members raised a number of suggestions 
for improving data quality and utilization. First, there 
needs to be a focus on patient administration (ADT) as 
data that has been collected is not always accessible. 
Access to data could be accelerated through the 
Colorado Regional Health Information Organization 
(CORHIO) and other vehicles. It is important to define 
everything, such as what is a data note, as well as to 
benchmark best practices and grab ADT data that now 
comes in a flat file. It is time to transition from flat 
files to CCD/CR/HL data. Getting ADT in a user-
friendlier format, such as a structured data form that 
can go into multiple EHRs, would help. Second, 
improving the master patient index (MPI) so that it 
links to attribution and enrollment data would help 
with attribution issues. Third, an identification of 
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processes to link to the PCMPs is needed. Hospitals 
need to be pushed to share data and working through 
the Colorado Hospital Association (CHA) may help to 
facilitate this. Fourth, there is a need for actionable 
reports and tools for benchmarking, like Brenner’s 
scans, and for single sign-on for data within the 
workflow. Finally, it was suggested that a case for 
information exchange applications like virtual health 
records be developed. 

HIPAA-noia 

With regard to payment, treatment, and healthcare 
operations (PTO), creating a culture that supports the 
sharing of information was discussed. Within this 
culture, using facts and sharing data would become a 
measure of performance. The following were suggested 
as strategies to enhance the sharing of information: 

“Can care 
coordination be the 

bridge between 
mental health and 

primary care?” 
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5. In the short term, RCCOs could develop guidelines 
for providers on integration of behavioral health and 
primary care, or select a model already in use 
elsewhere and promote it as a best practice for use 
by RCCOs. 

6. A well mapped out process needs to be developed 
for integrating behavioral and physical health care 
(such as how the Mental Health Center of Denver 
(MHCD) has done in their integration with Rocky 
Mountain Youth and Bruner Clinic in Regions 3 and 
5). A possible framework for integration:  

a. Create a professional referral relationship 
between the mental health provider and the PCP. 
This could include the use of virtual consults, 
telemedicine consultation for difficult cases, or 
usual referral techniques. 

b. Establish which aspects of the patient care each 
provider will be doing and how they will 
communicate with each other (akin to creating a 
compact to spell out roles and responsibilities 
between PCMP and behavioral health. Could 
RCCOs help to facilitate this initially?)  

c. Involve the care manager/coordinator for 
complex, high utilizing patients. Create an action 
plan for managing these patients with 
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accountability assigned to the PCMP, MH, CM, and 
perhaps the patient. 

d. Move toward co-location (with a series of 
operational considerations, the least of which is 
payment for MH services). 

e. Move to integrated care using the step-wise 
model created by MHCD. CMS could have a role in 
bringing together groups of MH providers and 
PCMPS. 

7. Data sharing is a significant problem and the 
creation of Business Associate Agreements or other 
agreements should be facilitated up front and early. 
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Data Analytics Work Group 

Access to Specialty Care Work Group 

1

Funding is a problem for many specialty providers. With 
low Medicaid reimbursement rates and plenty of non-
Medicaid patients to treat, specialists are not highly 
motivated to see Medicaid patients. There are also 
problems related to geography (e.g. urban vs. rural 
areas) and each specialty has its own unique issues. 
Specialty providers have not been brought together at 
the RCCO level to address access to care, but this could 
be done by RCCOs.  

In discussing potential solutions, a number of questions 
were raised: 1. Delivery system ownership 
requirements (i.e. employing versus not employing 
physicians) sometimes drive interventions. Should 
systems require their providers to see a certain 
percentage of Medicaid clients? Or, should an owner of 
a system be required to serve Medicaid and low-income 
clients? 2. Should we move away from allowing for-
profit plans to serve Medicaid so that there is a 
community benefit? 3. Should high-volume specialty 
practices be hired to be preferred providers for the 
RCCOs?  

Suggestions for improvement by work group 
participants included:  
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Educate specialty providers so that they better 
understand the role of the RCCOs and their 
responsibilities for increasing savings and improving 
outcomes; and  

Develop a care system that identifies in-state centers 
of excellence where patients are then sent to improve 
quality and efficiency. Reimbursement for these 
centers of excellence could then be increased. 

This is a big area where CMS could play a major role. 
Step 1 may be creating the professional referral 
relationship between the specialist and the PCMP. Many 
tools discussed above could be used here such as virtual 
consults, tele-medicine consultation for difficult cases, 
or the usual referral technique. There would need to be 
further discussion on how to provide financial 
incentives for both the PCMP and specialist to 
collaborate and coordinate care. For the usual referral 
pattern, step 2 is to establish which parts of the 
patient care each will be doing and how they will 
communicate with each other (akin to creating a 
compact or use Carol Greenlee’s Medical Neighborhood 
as the design). Step 3 is to bring the problem, the data, 
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1. Create a simple document for providers to use 
saying it is okay to share data so that they will take 
off their “HIPAA helmet” (works in Grand Junction). 

2. Education materials and HIPAA forms for patients 
need to be clear and consistent about what can and 
cannot be shared. 

3. Educate and survey patients and providers in order 
to understand gaps in knowledge about HIPAA. 

4. Stay as an “opt out” state for HIE. 

Sophisticated Data Analytics 

A move toward collecting more structured data and 
entering it into the data analytics tool is recommended. 
It is also important to engage health professionals 
regarding how much work is involved in getting and 
using the data, as well as the value of the data to 
them. Finally, it will be necessary to grow a workforce 
that can help to link the analytics to actionable 
information for providers and patients. 

4

Action Items 

1. RCCOs and CMS should 
formally request from 
HCPF that a small, time-
limited and focused 
workgroup be formed 
between HCPF (Joel 
Dalzell, manager of SDAC 
contract), SDAC and a couple of 
the RCCO medical directors to 
work on a specific to-do list for getting the right 
data from the right source at the right time.  

2. What do RCCOs and providers need the most and 
how soon – who can get it to them? Put timelines, 
responsibilities, and resource needs on the list. The 
more organized and specific the request is the easier 
it is for HCPF to respond and the faster they can 
provide help versus having to think through all the 
solutions themselves.  

3. Engage the SDAC to help with this as much as possible.  
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Continued… 

Access to Specialty Care Work Group (cont.) 
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and the patient to life by showcasing the “lifecycle” of 
the patient as s(he) goes from setting to setting. This 
also involves the care manager/care coordinator for 
complex, high utilizing patients and can be facilitated 
by the RCCO medical director using the patient’s 
profile, the CM data, and the medical issues from both 
the PCMP and the specialist’s point of view. Step 4 is to 
create an action plan for managing the patients 
assigning accountability to all three key providers 
(PCMP, specialist, CM) and perhaps even all four 
(include the patient). Step 5 is to put in place policies 
and procedures that ensure successful patient handoffs 
and transitions of care.  

The law that created the RCCOs calls for formal 
contracting with PCMPs and informal relationships with 
specialists. The informal approach may not be effective 
going forward. The Department should formally 
contract with specialists to provide payment incentives 
to use tools such as telemedicine. For example, David 
Kendrick of Tulsa Beacon gave witness that paying for 
case review/telemedicine to specialists reduced the 
wait time for pediatric dermatology appointments for 
Oklahoma Medicaid beneficiaries from 9 months to 85 
hours. The case reviews allowed the dermatologists to 
reduce by 90% the referrals that actually had to be 
seen in the office. The Department could pilot the idea 
for cost containment, improved efficiency, etc. 
modeled after Oklahoma. 

Action Items 

1. CMS could schedule meetings with the specialty 
groups on behalf of the RCCOs and conduct 
education and outreach as well as gather more 
input from the specialists themselves.  
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2. RCCO medical directors could work together to 
develop short fact sheets or Q&A’s to be provided 
to all of the specialty providers in the RCCOs.  

3. RCCOs with medical directors on staff for only a 
few hours per week should consider expanding this 
position to allow time for relationship and network 
building, provider relations, and problem solving 
with specialty providers. It is essential that RCCO 
medical directors have the time to devote to 
cultivating and nurturing relationships with 
specialists.  

4. Case managers should be trained to address 
specialists’ concerns regarding serving the Medicaid 
population (e.g. debunking myths, assisting with 
difficult clients, making sure the specialist knows to 
ask for help). 

5. RCCOs should be allowed to negotiate exclusive 
contracts with “best-in-breed” specialty practices 
when doing so will ensure access, improve quality, 
and reduce costs. CMS could provide assistance to 
the RCCOs in identifying these providers, gaining 
access to them through their specialty associations, 
and identifying model contractual arrangements. 

“Specialty providers have not been brought together at 
the RCCO level to address access to care,  

but this could be done. . .” 
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Payment Reform/Gainsharing Work Group 

Continued… 

“Can gainsharing be 
used to build medical 

neighborhoods…?” 

1

Gainsharing is an interim solution in the transition from 
fee-for-service to a bundled payment or global 
cap/global budget solution. To break the dependence 
on fee-for-service, we must encourage flexibility and 
foster innovation. We want to leverage the current 
solution of sharing in savings but with the intention of 
moving to a different payment model.  

Shrinking primary care panels has been positive in some 
places as it allows providers to focus on outcomes. As 
the population expands, however, it may not be 
possible to shrink panels. In exploring other solutions, 
the following questions/ideas were discussed: 

• How do you target gainsharing to practices that are 
innovative or use a team approach? It is necessary 
to move away from models that link payments to 
what the clinician is able to bill and code.  

• Is there a model in which paramedics can be used 
to provide more services in rural areas and be 
included as part of the care team?  

• Can gainsharing be used to build medical 
neighborhoods with incentives targeted to referral 
processes? 

• Scope of practice issues in rural communities need 
to be addressed, including the use of 
telemedicine/smart phones that allow providers to 
communicate more effectively. 

• Enlarge the client pool of RCCOs so that state 
employees are in the same pool as Medicaid 
populations.  

• RMHP is a model where every client is treated the 
same whether they receive Medicaid, Medicare, or 
are on a commercial plan. A single rate is paid 
across all payers. Can RCCOs do something similar – 
do they have the authority?  

• Would the state be willing to set a requirement 
that providers who accept exchange 
products/clients must accept Medicaid?  

• When serving kids, the return on investment may 
be decades down the road and not observed right 
away. 

This is another big issue that is multi- faceted and will 
take years to fix; HB1281 allows for a new payment 
model and the state expects that all of the RCCOs will 
be sending in pilot proposals. RCCOs may need to just 
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wait and see what happens with the pilots and how 
payment reforms will evolve organically.  

Since providers within the RCCO do not pay claims, they 
do not have the authority to change payments to 
providers in their network. To do this would require 
them to submit a pilot under HB1281. 

Action Items 

1. RCCOs and provider practices should be encouraged 
and incentivized to use telehealth and other 
communication technology to gain efficiencies, 
enhance access, and improve patient outcomes. 

2. CMS could gather information and provide a best 
practices paper to RCCOs with recommendations 
and suggestions. One example is the Community 
Paramedic Program, which expands the role of local 
EMS personnel. Through a standardized curriculum, 
accredited colleges and universities will train first 
responders at the appropriate level to serve 
communities more broadly in the areas of:  

a) Primary care  
b) Public health  
c) Disease management  
d) Prevention and wellness  
e) Mental health  
f) Dental care  

 
The Western Eagle County Ambulance District in 
Colorado, located in RCCO Region One, has a 
Community Paramedic Program that allows a primary 
care provider to refer a patient to emergency medical 
services (EMS) personnel that provide services in the 
home that are within their current scope of practice 
including: hospital discharge follow-up, fall prevention 
in the home, blood draws, medication reconciliation or 
wound care. The community paramedic provides care 
and communicates health records back to the referring 
physician to ensure quality of care and appropriate 
oversight. In addition they work with public health to 
provide preventative services throughout the 
community. 
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enroll in Medicaid in 2014. The 
state already has an analysis for 
children. 

2. RCCOs should apply to have 
staff as navigators to be able 
to assist people in staying 
covered and maintaining 
access to services even if 
their income changes.  

3. All RCCOs should explore the pros and cons of 
becoming a network for the plans sold on the 
exchange. The RCCOs should be meeting with health 
plans likely to sell products on the exchange, especially 
non-profit and Colorado-specific health plans.  

4. CMS and RCCO medical directors should ask for an 
opinion regarding the existence of any regulatory or 
contractual barriers to RCCOs serving clients from 
payer markets other than Medicaid. 

Continued… 

Continuous Eligibility Work Group 

Care Coordination/Flexibility Work Group 

1

The definition of care coordination varies depending on 
your focus, e.g. there are differences between 
behavioral health and primary care. There are even 
differences in how organizations refer to the individual 
(“patient” vs. “person”). Having silos of care 
coordination and multiple care coordinators is a 
problem. Multiple entities have an obligation to provide 
care coordination, including the health plans, hospitals, 
RCCOs, PCMPs, and specialists. As a result, patients 
may be receiving different information from various 
entities. There is a need for clearer definitions. Should 
the functions of care coordination be defined based on 
the purpose of the intervention? 

What is the hierarchy? Who is responsible for 
coordinating the coordinators and for the health risk 
assessment (HRA) data? This should be the RCCO. 
Furthermore, the HRA should not be solely about 
physical health. Rather it should be person-centered 
and include the psychosocial assessments. The HRA 
should provide the basis for care coordination that 
should be fluid and in real time. Home health visit 
information should also be incorporated into the record 
and used by the care coordinator. The HRA should drive 
the process of care coordination including who should 
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There needs to be 12 months of continuous eligibility 
for all populations. An actuarial analysis is 
recommended to analyze the costs of continuous 
eligibility versus the savings that would result from 
keeping people on a coverage program. In addition, it 
is important to understand why people are going on and 
off of Medicaid (income bump? incarceration?) to be 
able to address this problem.  

The lowest tier of exchange health plans (i.e. bronze 
products) may offer a solution for maintaining 
coverage. Can networks be structured so that people 
who go off of Medicaid are (1) able to get onto a 
bronze plan right away and (2) maintain the same 
providers? What role would patient navigators play in 
helping people get connected? Should the RCCOs have 
contracts with the bronze plans to help ensure 
continuity of care? Does the Colorado Health Benefit 
Exchange require insurers to offer bronze plans?  

Action Items 

1. CMS could request that HCPF analyze the costs of 
offering continuous eligibility for adults who newly 
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step in and when. In addition, there needs to be a 
client-based repository of information so when a person 
changes his RCCO or PCMH the information follows. 

Other ideas/questions raised during the workgroup 
discussion include: 

• Social services, primary care providers, and 
behavioral health providers are all spending a lot of 
time and resources on high needs clients. Is there a 
way to pool resources to coordinate care for these 
clients? 

• There are patients for whom there are diminishing 
returns as no available intervention will improve 
their status. 

• In some cases, the care model needs to be family-
centric. This is especially true with children since 
an individual’s health is impacted by the situation 
of other family members. 

• Bring the three entities (social services, PCMP, and 
BH) together now within the RCCO and design a 
plan for the rebid processes. 
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Care Coordination/Flexibility Work Group (cont.) 
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• The Colorado Community Health Alliance is using 
CORHIO as a tool for secure messaging to share 
patient information with all case managers working 
with a patient and that patient’s family. This allows 
medical, behavioral, and social service case 
managers to start sharing information in real time.  

• As we evolve with information sharing, how do we 
continue to support a person-centered model? It will 
require some high-level entity to maintain the focus 
on the goals. 

• Mesa County has brought people to the table to talk 
about sharing data. Similar discussions may need to 
happen county-by-county due to the role of county 
social services.  

• At the least, start with medical care coordination 
and bring in behavioral health and social services 
later. Is there an RCCO willing to take this on and 
develop a best practice that can be replicated by 
the other RCCOs? Colorado Access Region 2 RCCO 
has been focusing on hot-spotting in order to 
identify one or two small things that can be done 
today to increase focus on the person. As a start, 
they are talking to one another and coming together 
around the person who is a high utilizer of services.  

• Are we currently setting reasonable expectations 
about what the ACC program can do and produce in 
a short period of time while allowing us the 
opportunity to learn, evolve, and innovate? There 
needs to be innovation at the RCCO level.  What are 
the best practices at the RCCO level and how do we 
share this information? 

Action Items 

1. RCCO medical directors and operations teams need 
to have an inter-RCCO work group on care 
coordination and develop a list of best practices to 
share among one another. The recommendations 

“Having silos of care coordination and multiple care 
coordinators is a problem.” 

Continued… 
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should include (a) communication and sharing of 
data among care coordinators in the community 
and (b) giving clients an opportunity to select an 
“uber” coordinator. This coordinator may come 
from anywhere in the system and is the go-to 
person for the client, responsible for sharing 
information with other care managers. 

2. CCHA RCCO should share information with the other 
RCCOs about their secure messaging portal. If after 
following a pilot and evaluation phase the other 
RCCOs find this approach of value, they should 
work with CORHIO to replicate the model. 

3. RCCOs need to communicate with the Colorado 
Trust work group on community health workers and 
navigators to determine if that body of work can 
help inform or solve some of these issues. 
Additionally, the Trust is working with a group of 
academic institutions to think about standards for 
care coordination and care management. It is 
necessary to stay plugged into these efforts. 

4. RCCOs could host meetings in counties or limited 
catchment areas to discuss data sharing. One of the 
RCCOs could contact Mesa County to explore what 
they are doing and to determine if their approach is 
replicable in other RCCO regions.  

5. It is crucial to fully understand the complexities of 
the patient from all perspectives and share data 
and information together prior to creating 
interventions. It is suggested that the RCCO 
illuminate the resource/utilizations of the patient 
through the SDAC patient profile, the care manager 
illuminate the outreach to the patient and the 
PCMP illuminate the clinical visits. Then together, 
create an action plan with assignments to the 
PCMP, the care manager, and the patient as to 
what each will do differently to reach a different 
outcome, all the time keeping the patient in the 
driver seat (i.e. being patient centered). 
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Continued… 

Residency Program Work Group 

Colorado Client Assessment Record Work Group 

1

Although the group did not have time to address the 
CCAR at this meeting, it continues to be problematic 
and should be addressed at a later date. Some 
providers felt the CCAR is a waste of time and that the 
BHOs have stated they do not use it anymore. If RCCOs 
intend to bid on BHO contracts, it might be helpful to 
resolve the concerns with the CCAR prior to the 2014 
rebid. One RCCO medical director suggested that 
RCCOs be allowed to test whether they can reduce 

1

The residency programs are not well informed about the 
ACC Program and do not have the interactions with the 
RCCOs to educate the residents on how this delivery model 
can ultimately affect their practices. The RCCOs should 
collectively work with the residency programs to help the 
faculty and staff understand how best to use the program, 
including case management, attribution methods, etc. In 
this way, the residency program will serve as a best 
practice example for the residents in training, and the very 
large Medicaid population that it serves will benefit from 
services. 

Action Items 

1. The RCCO medical directors should develop (or select 
existing) short trainings and orientation for all 
residents engaged in residency programs that serve 
RCCOs. There should be standard education for all 
residents on the principles of an ACO model, principles 
of medical homes, state and RCCO specific 
requirements, and time for Q&A. Residency directors 
will be responsible for providing this orientation to all 
residents and RCCOs should offer to help with this 
training as much as possible. 

2. There is a huge opportunity for increasing knowledge 
and engagement in health care reform by creating an 
active program for residencies. As with other PCMPs, 
illuminating the data through actual patient stories and 
patient profiles from the SDAC will enhance the 
engagement. The approach would be the same for 
engaging anyone (MH or specialist as above) and 

2

include delivering the basic 
RCCO 101 knowledge, 
analyzing data, creating 
the patient summary as 
viewed by the RCCO, the 
patient profile (views 
resource utilization), the 
care manager, the clinicians 
(and the patient may be able to be included 
depending upon circumstances). 

3. Involving residencies should address the six core 
clinical competencies from the ACGME: patient care, 
knowledge, practice based learning, interpersonal skills 
and communication skills, professionalism and systems-
based learning (these all are well defined). It should 
also include the IOM aims of STEEEP Care (safe, timely, 
effective, efficient, equitable and patient centered).  

4. An area RCCO representative should visit the associated 
residency program clinic administrators and program 
directors every six months. Clinic administrators may 
not understand the uniqueness of this program, and the 
need for the teaching faculty and director's 
involvement.  

5. Annually, an RCCO representative should visit the 
associated residency program to meet with the 
residents and explain briefly the background, purpose, 
operation, and outcomes for the state Medicaid 
program. Regional and program specific data should be 
shared with the residents and faculty at the visit. 

2

costs and improve outcomes by truly integrating 
primary care and behavioral health in the clinic setting, 
and allowing the PCMP to be paid for services outside of 
the BHO model. This topic warrants further discussion 
and could be a task under the earlier priorities of 
behavioral health and primary care integration. 
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General comments and next steps 

1

• Make time for meetings. It IS the job. The 
ideas and connections created are like neural 
pathways: they make us of each smarter and 
more powerful in our work. There was a 
valuable brain trust gathered in the room for 
these two sessions and nearly everyone 
engaged in genuinely positive, future-directed 
thinking. 
 

• Make time and money available for writing and 
producing communications; both are also 
essential parts of the job. 
 

• Support HCPF staff, even though doing so can 
be extremely difficult at times. The more 
coordinated our efforts are in this regard, the 
better. 
 

• Vent to each other, briefly. Venting is 
therapeutic and has its place, as long as we 
keep it to a minimum. Adhere to a rule of "no 
more than five minutes of complaining at any 
given time". 
 

• Support each other’s' grants and special 
projects. Easier said than done, but the better 
we share and avoid "false competition", the 
more likely we are to attract support from the 
feds, private foundations and the General 
Assembly. 
 

• Focus: It is a huge accomplishment to have 
come out of this weekend's sessions with one 
tangible focus area. Attribution sounds like a 
pedestrian topic, but we all know that getting 
to a successful attribution future state is 
fundamental to success. If we do nothing for 
the next six months other than create an 

Perhaps the most telling comment from a participant at this meeting was the 
characterization of the session as productive because the participants represented 
“a coalition of the doing.” There was consensus that when the RCCOs better align 
ideas and express these ideas consistently and through actions everyone sees 
progress sooner. General follow-up recommendations include:  

2

actionable attribution model we will be way 
ahead. 
 

• Be honest about what we are doing. We 
defeat ourselves when we overstate the 
impact of our work to date. Collaboration to 
produce a realistic set of multi-year 
financial projections would serve us well. A 
collective message of "this is slow and hard 
because it's real"-- supported with credible 
analysis -- would remedy one of our greatest 
vulnerabilities at this time. 
 

• Insist upon rigor. If we are not feeling any 
pain, we are wasting time and not making 
any gain. 

 
RCCO medical directors could share in taking 
on these action steps by dividing them up and 
asking for administrative or operations help 
from the RCCOs. RCCOS may need to buy more 
time from their medical directors to complete 
these tasks. 
 
CMS could assess how many more resources 
they are willing and able to contribute to 
continuing this work and supporting the RCCO 
medical directors. Could they provide research 
into best practices, draft some of the 
outreach and education materials, provide 
facilitation for ongoing communication and 
work, set up the meetings with HCPF?  
 
With everyone’s “can-do” attitudes the RCCOs 
can develop solutions that make the model 
successful and keep the RCCO governance, the 
leadership and the operations at a local level. 
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At the beginning of the session the entire group brainstormed on what 
was working with the ACC program and what needed improvement. The 
lists of both are below. 
RCCO Successes  
• SDAC produces actionable data. 
• We’ve defined the concept of care coordination and have a standard 

definition.  
• There is a cohort of practices that have committed themselves to 

being leaders and early adopters and, with a clear understanding of 
what the criteria is, there is a second wave of practices that want to 
be PCMHs. We’ve educated and now they are ready.  

• The State has allowed for customization and doing things differently 
within small geo pockets, even within the region. 

• A durable evidence-based structure is taking hold; this includes a 
trans-disciplinary approach supported by local leadership. 

• We’ve engaged partners in ways that are more tangible than before. 
In many regions, behavioral health, hospitals, and other providers 
are engaged and unifying us in different conversations. 

• Having an additional window into costs, even those we are not 
generating, has opened up opportunities. We are seeing the total 
cost of care (TCOC). 

• We have touched patients in a different way and have been 
rewarded with many stories of positive patient outcomes (e.g. fewer 
readmissions). We have elevated the credibility of the concept of 
caring for the Medicaid population and raised it to another level. 
Other stakeholders are more alert and tuned into this process. 

• We are using information in new ways and creating our own internal 
data and information systems so we can better understand and 
utilize data (e.g. dashboards). 

• The ACC is the advent of developing a medical neighborhood with a 
variety of initiatives and specific problems identified. The entire 
medical community is working to achieve group health as opposed to 
practice specific efforts. 

• There is collaboration among unique entities, i.e. FQHCs, private 
practices, behavioral health, social services, hospitals and patients. 

• We have expanded the concept of medical care to include not just 
medicine but also transportation and medication management.  

• Looking beyond medicine is very important and the ACC is beginning 
to do that, although sometimes in ways we’re not quite ready for 
(i.e. dually eligible enrollees). 

• We have forced ourselves to de-medicalize a portion of this 
discussion. This is a success but also challenge. If we are going to 
generate health, there needs to be a broader conversation.  

• We are focusing on the whole person. A patient is more stable when 
he has a home, a ride to get to medical care, regular meals, etc.  

• The discussion has moved beyond the clinician to what systems need 
to be in place to generate health.  

• We are no longer viewed as “pill pushers”; we care about the whole 
environment and community. 

• We are moving away from silos of care; we are aware of what other 
services are available, what those services cost, and the system of 
care around us. 

• There is greater awareness of the social determinants of health. 
• We are able to focus on long-term savings and not just short-term 

ROI. 
• We are expanding access to care and our providers are aware of the 

resources available to help them. 
• Resources are carefully aligned to match need (e.g. the right 

employees are assigned to the right task).  
• An array of people are available to help the client – a doctor is not 

always what is needed.  
• We have engaged sectors of the workforce in innovative ways and are 

attracting different workforce assets to serve the clients within the 
delivery system. 

• We have gained a better understanding of the community and 
population and their specific needs. 

• There have been significant positive changes in the way individuals in 
the practice work and among people coming to the RCCO who want 
to be a part of the work. 

• An expanded scope of services is offered and greater flexibility 
allows staff to perform at high levels. 

• We have mainstreamed Medicaid. Medicaid patients are treated the 
same as all other patients.  

• Medication management within the practice has been improved. 

Appendix 
2

• We are utilizing patient specific data (e.g. using ED visits to identify 
individuals who require more case management). 

• For practicing physicians, having a care manager to help complicated 
patients is invaluable. 

• More resources are being provided for care management and service 
integration. 

• Residents are enthusiastic about being part of the solution and 
helping to improve the system. 

• We are having fun! 
Challenges 
• With an integrated system, early successes may be harder to identify.  
• In a newly integrated system, it can be difficult to manage 

expectations and new reporting methods. 
• There is more work to be done on engaging residency programs and 

training residents on the model. 
• More opportunities for gain-sharing are needed. 
• Providers are still using HIPAA as an excuse not to share data. HCPF 

needs to make clear to the hospitals, practices, and BHOs that 
sharing information for the purposes of care coordination, treatment, 
etc. does not require additional permission or HIPAA requirements. It 
is time to get past the fear of sharing data. 

• Lack of integration with the UM vendor; UM vendor should be able to 
share data. 

• Need more integration with the BHOs. They have insufficient staff for 
the penetration they have had and the RCCOs are finding unmet 
behavioral health needs. The BHOs are overwhelmed. 

• Access to other data sources about the patients. 
• Need different dashboards for kids for comparative data. 
• Still have billing problems – FQs cannot bill behavioral health and 

physical visits on the same data. 
• Must liberate ourselves from what is codeable; have to get away from 

code-based volume. 
• Get more real time ER and admissions/discharge data. 
• The PDMP (physician drug monitoring program) is not being used as 

much as it should be; upgrade was a downgrade. 
• Attribution is a major issue; having to use manual workarounds. 
• Abandon C-CAR assessment that is used by BHO; data is useless and 

there are other models/measures like Outcome Rating Scale. It is 
about the form and assessment, not the patient. 

• Some of the best models that are effective, i.e. team approach, are 
the most expensive and we do not get to share in the upside savings 
from quality and reducing costs. 

• Access to specialists is still a problem, i.e. NM has a good model, and 
communication with specialists needs improvement so information on 
a patient can go back and forth more easily. 

• Need workforce that helps connect patients between providers. 
• RCCOs can explore how they can better teach and coach practices. 
• Need to teach residents about the model. Is this a RCCO or state 

responsibility? 
• Do not move to standardization while we are still innovating; still 

moving too quickly to know what works or does not work; discharge 
planning has to change. 

• Hard to create a system in your own practice when relating to 3 or 4 
different RCCOs who do care coordination in a different way. 

• If an RCCO outsources care coordination, could the practice still have 
flexibility to provide in-house care coordination?  

• RCCOs should reassess the current region boundaries. Historic 
referral patterns can be a problem where people are going for 
specialty care in a different RCCO region. 

• RCCO and BHO boundaries continue to be a problem. 
• Not enough resources in the community. 
• When the attribution numbers grow slowly in the practice, you do not 

have enough critical mass to hire an in-house care coordinator; use a 
practice-based approach to attribution.  

• Need data that drills down to actual practitioners versus just the 
Medicaid provider number. With a multi-provider practice, you do 
not know which provider is doing what. 

• Having continuous eligibility for 12 months would help improve care 
and outcomes. 

• Need to hear from the state regarding the coordination between 
Medicaid and the exchange. 

• Require patient-centered medical homes to keep patients if they go 
off of Medicaid. 

• PCMH is “dinged” in the TCOC calculation by costs when a patient is 
seen by a specialist, even when the PCMH has no control over what 
the specialist does. 


