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Learning 
Objectives

• How to align best practices across payers to 
drive success in Accountable Care 
Organizations (ACOs) and value-based care 
(VBC) programs. 

• The importance of consistency in strategies, 
flexibility to meet payer-specific requirements, 
and collaboration to optimize outcomes for 
patients and providers. 

• How to identify shared priorities and 
leveraging payer data to streamline 
operations, improve quality, and achieve 
financial success while adapting to the unique 
nuances of individual payer contracts.
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Community Health Provider 
Alliance (CHPA)
DBA of Colorado Community Managed Care Network (CCMCN)
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CCMCN-CHPA Merger

As of January 1, 2025 Community Health Provider Alliance (CHPA) and Colorado Community Managed Care 
Collaborative (CCMCN) have merged.
Stronger Together! The Impact of our Merger | Aligning CHPA as an accountable care organization—
focused on supporting performance in value-based care contracts—with CCMCN’s expertise in community 
data integration and public health means:

Enhanced Data & Coordination – CHPA’s accountable care organization function is now powered by a stronger data infrastructure, dedicated 
data science teams, and advanced community care coordination systems.

Maximized Performance & Savings – Higher quality outcomes, greater cost savings, and increased member revenue.

Greater Impact – Improved population health, financial stability, and health equity across our communities.

Streamlined Support – Increased efficiency for members by reducing the number of organizations from three to two, with CHPA-CCMCN 
working in close alignment with Colorado Community Health Network (CCHN).
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Community Health Provider Alliance (CHPA)

CHPA was formed in 2014 as a 501(c)(3) organization and is 
focused on value-based contracts and the quintuple aim.
CHPA’s network is comprised of 20 Colorado Federally Qualified 
Health Centers (FQHCs) and one urban Indian health program:
• 243 locations and 1,000+ medical and behavioral health 

providers
• Serving 832,000+ patients with a focus on those who are 

uninsured, underinsured, and under-resourced
• All participants are fully integrated with Medical, Dental and 

Behavioral Health services
• Over 75% of population with co-morbidities and are 

struggling with the social determinants of health (SDoH)

Quintuple 
Aim
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Our Members
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Member 
Locations
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CHPA Snapshot

• Participating in Medicare Shared Savings Program (MSSP) 
since 2017

• Started in Basic track, entered Enhanced in 2025
• Started earning savings in the third performance year, 

earned for the fifth consecutive year in 2023
• Providing $70 million in total savings for CMS over the 

last five years
• Participating in six Medicare Advantage contracts
• Participating in two commercial contracts
• Eight electronic health records (EHRs) but each member 

on their own instance even if on same EHR

42.62%

33.48%

23.91%

48K Lives

Medicare Advantage
Commercial
MSSP
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CHPA MSSP Lives

Currently Enhanced Track

CHPA MSSP
End Stage Renal Disease 45 40

Disabled 2808 798

Aged/Dual 2201 504

Aged Non-Dual 6309 10,329

Total Lives 11,363 11,957

0.40%

24.71%

19.37%

-55.52%

CHPA Lives

End Stage Renal Disease
Disabled
Aged/Dual

0.33%
6.67%

4.22%

86.38%

Median MSSP ACO Lives

End Stage Renal Disease
Disabled
Aged/Dual
Aged/Non-Dual
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Aligning Measures
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Potential Measure Sets

10 measuresNational Quality Strategy – Universal 
Foundation Measures

17 measures with no tie to value-based care (VBC) incentivesUDS 2024 eCQMs

3 mandatory and 3 choice measure tied to Medicaid incentivesAlternative Payment Model 
Measures

KPIs: 6 measures tied to Medicaid incentives
Performance Pool Measures: 6 measures tied to Medicaid incentivesAccountable Care Collaborative 

Medicare: 4 measures tied to VBC incentives
Commercial: 3 Measures tied to VBC incentivesACO Distribution Measures
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Potential 
Measures to 

Focus On
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Aligned  
Measures 

with 
Financial 
Impact
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Aligned Measures with Multiple Financial Impacts
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Measure Alignment
• MSSP eCQMs align with Utilization Data Set 

(UDS) and Colorado Medicaid at-risk funding
• Focus on Full Population Performance

• Shared savings goals/distributions align
• Practice Transformation support 
• Data reporting monthly
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Practice 
Transformation/ 

Quality 
Improvement

Pilots
Care 

Management 
Learning Lab

EHR User Groups

Annual Wellness Visit 
(AWV) Learning Lab

Quarterly Performance Review 
Meetings*

Operational Excellence Webinars*

Lunch & Learn Webinars (PEC, HTN, A1c) 

Quality Action Labs (HTN, A1c)*

One-on-One Practice Transformation Meetings*

* 2025 Performance Dashboard requirement
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Questions?





Aligning best practices 
across payers to drive 

success
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130k
Surgical Visits

4,323
Patient Beds

610k
ED Visits

120k
Telehealth Visits

146k+
Admissions

Deliveries
16k

1,723 5.7M
Medical

Providers

More than
10,000
Lives touched
each day

Provider
Encounters

Consumer

A Year At Ardent



Ardent – Value-Based Care Profile

Lives ~49K ~182K ~7.2K

Contracts 45 35 1

Category 2
Payments linked to 

Quality

Category 3
Share savings and risk

Category 4
Population-based payments

>81
Total number of unique VBC arrangements

>238K
Lives managed under a VBC arrangement



Alignment to Efficiency

Efficiency

Consistency

Alignment Collaboration

Partnership

Scalability

Reduced 
Fragmentation

Uniformity in 
Data and 

Monitoring

Universal 
Priorities

Streamlined 
Workflows

Adaptable to 
Payer 

Requirements



Importance of Payer Alignment

Consistency
Standardized workflows and 
quality metrics reduce 
administrative burden and 
enhance efficiency.

Scalability
Aligning best practices creates a 
replicable framework for 
managing diverse payer 
contracts.

Outcomes
Focused alignment ensures 
high-quality care, cost savings, 
and improved patient 
satisfaction.



Identify Commonalities

Quality Measures
• HEDIS
• Star Ratings
• MIPS
• CAHPS

Universal Priorities
• Care Coordination
• Chronic Disease 

Management
• Preventive Care

Incentive Opportunities
• Utilization management
• Coding and Documentation



Strategies for Effective Payer Alignment

Data Integration
Centralized data platforms 
to track performance across 
payers.

Care Models
Develop payer-agnostic 
care models with flexibility 
to address unique contract 
requirements.

Provider Engagement
Train providers to meet common 
and payer-specific metrics through 
actionable insights.



Collaboration and Communication

Foster partnerships with payers to align 
on mutual goals (e.g., population health 
initiatives).

Use payer feedback to refine care 
delivery strategies and identify 
opportunities for improvement.

Understand individual payer contract 
nuances, including benchmarks, 
attribution methods, and bonus 
structures.

Advocate for shared data, streamlined 
metrics, and joint initiatives to reduce 
fragmentation.
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Key Takeaways for Payer Alignment

Standardize Best Practices 
Across Payers

Leverage Payer to Drive 
Success

Collaboration with Payers Measuring and Scaling 
Success



Thank You.
Eloy Sena

AVP, Value-Based Contracts and Operations
Eloy.Sena@ArdentHealth.com



Disease Management 
Protocols

Post Acute Sepsis 
Management

Joann Sciandra, MHA BSN RN CCM
Vice President, Care Coordination and Integration



33

Keystone Accountable Care Organization
• Keystone ACO, LLC formed in 2012

Geisinger serves as Convener and Participant
2025

MSSP ENHANCED  Level  Risk Track
About 45,000 Beneficiaries

11 Medical Groups
10 Participating Hospitals

5 Disparate EMRs

Twice named as TOP 
ACO in Beckers Hospital Review 
and total earned savings > $225M
since 2019. 





Geisinger: 
Integrated health 
system with
$10 billion 
in combined 
revenues

We care for patients.
• 10 hospital campuses
• 126 primary and specialty clinics
• 26,000+ employees
• 1,700+ employed physicians

We provide quality, affordable 
healthcare coverage.
• More than 550,000 Geisinger Health Plan 
  enrollees
• More than 65,000 contracted providers
 in network
• 225+ hospitals in network

We shape the future of medicine.
• 550+ MBS/MD students at Geisinger 
  College of Health Sciences
• 70 students in School of Nursing 
• 600+ residents/fellows
• 1,400+ active research projects

35
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Sepsis…

 is a serious condition in which the body responds improperly to an 
infection. The infection-fighting processes turn on the body, causing the 
organs to work poorly.

 Sepsis may progress to septic shock. This is a dramatic drop in blood 
pressure that can damage the lungs, kidneys, liver and other organs. 
When the damage is severe, it can lead to death.

 Early treatment of sepsis improves chances for survival.

Sepsis - Symptoms & causes - Mayo Clinic

https://www.mayoclinic.org/diseases-conditions/sepsis/symptoms-causes/syc-20351214
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Impact of Sepsis
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• Discharged to home.
• Home health 2 days post-discharge
• No change in wound vital signs stable, limited mobility, complains of 

still feeling weak and tired since hospital stay.
• Home Health daily wound care with goal of wife and patient 

completing
• Home Health visit, day 6, temp 99, patient asking why still not feeling 

better, decreased appetite, wife indicates he does not get up and 
move much without her help

• Day 7, home health completed wound care, no changes from prior 
day’s assessment

• Day 8, (Friday) home health preparing to discharge patient, wife and 
patient independent in wound care. Temp 99.9, wife states seems to 
be getting weaker and less active, not eating.  Home health nurse calls 
PCP, appointment moved up to Monday.

• Day 8 evening, patient complains of chills and feeling lightheaded.  
Wife calls 911, patient transported to emergency room, BP 80/60, HR 
150, temp 101.4, admitted to hospital with diagnosis of sepsis.

Comorbid Conditions
Type 2 Diabetes for 30 years.  Average Hemoglobin A1C 9.5
Hypertension
Coronary artery disease
CBGx2 5 years ago

Joseph Doe 50-year-old male, open wound on left foot

Patient  Background At Home
Background/Hospitalization Admission
• 50 year old man Lives with wife
• >5 medications, + Insulin
• Podiatry managing foot ulcer for several months
• Ambulating with a cane

• Admitted to hospital after failing outpatient treatment for a left foot wound infection/diabetic ulcer
• Ulcer is draining yellow to serosanguineous 
• Temp 100.3

Discharge Summary
• Oral antibiotics
• Ordered Home health for wound care and education for patient and family
• Follow-up appoint with podiatry in 3 weeks
• PCP appointment in 2 weeks
• No collaboration or coordination of care with outpatient 
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Earlier Identification and 
Intervention is Key

Early indicators:
• Weakness
• Tired
• Not progressing
• Limited mobility



Creating a Care Model in our Communities
Supporting those with serious & significant health conditions

Home  Embedded   Telephonic 

Coordinated 
Medical Care

• Comprehensive 
assessment

• Condition 
optimization & 
management

• Close 
coordination 
with PCP/SCPs

Integrated 
Social & BH

• Social 
determinants 
of health

• Behavioral 
health 

Acute Care

• Mobile 
paramedics

• Case 
Management

• Home Health
• AP/CHW 

Virtual Visits
• ER Case 

Managers

Advanced 
Illness

• Plan of care
• Symptom 

management
• Palliative 

care
• Timely 

transition to 
hospice



Ambulatory Care Team

• Social 
Determinants of 
Health

• Benefit 
Management

• Chronic 
Condition 
Management

• Transitions Of 
Care

Case Manager

Community 
Health 

Assistant 

Mobile Health 
Paramedic

Pharmacist

Social WorkerED Case 
Manger

Virtual 
Advanced 

Practitioner

Telemonitoring

Respiratory 
Therapist
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Sepsis Pilot

• Geisinger NE Hospitals
• Active Sepsis or Complicated Infection
• Anticipated Home DispositionWho

Sepsis continues to be the main driver of hospital admissions and 
readmissions. Why
Enhance TOC

• Defined dosing and intervention
• Remote patient monitoringHow

• To date, 110 currently enrolled or have gone through the Sepsis Pilot.
• Awaiting data on utilization and mortality ratesUpdate
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24 hours after discharge – Home Visit by CHW with the goal being CM 
virtually
• Confirmation that patient received home RPM with continuous monitoring and that it is 

transmitting.
• Medication review assuring all new medications have been received and adequate supply 

of home medications in place with escalation if new Rxs or refills needed.  
• Home environment assessment with confirmation or identification of new SDoH needs
• Set of manual vital signs with escalation of abnormal

48 hours after discharge – RNCM/CHW
• Medication review and reconciliation with focus on NEW medications (Abx adherence) and 

PTA potentially changed/held
• Patient and caregiver teach back on red flags, DME use and RPM (confirm it’s transmitting)
• SDoH barriers revisited and addressed 
• Focused Sepsis-Specific Assessments completed 

72 hours after discharge 
• Mobile labs (CBC, Renal Panel, etc) ordered and completed
• Telephonic Focused Sepsis-Specific Assessments completed 

5 business days after discharge – KACO AP Telemedicine Visit
• Medication optimization complete following review of post-D/C labs, RPM data
• Sepsis-Specific Provider Assessments completed 

End of first week after discharge
• Future red flags identified and discussed with patient/family with teach back to demonstrate 

understanding

Weekly Touches Post-Discharge for 3 weeks – Multi-modal 
• Ongoing focus on early identification of new/recurrent infection and stability of co-

morbidities such as HF, COPD, and CKD 

Comorbid Conditions
HTN,CKD3b, CAD, hyperlipidemia, Chronic systolic congestive heart failure, DM Type 
2, COPD not requiring supplemental O2

John Doe 60-year-old male KACO member and enrolled in Level 2 Complex Care Management 

Patient  Background Plan
Hospitalization Admission
• Presented to GWV ED with fever and chills with worsening right sided abdominal 

pain
• In the ED, vitals and labs consistent with sepsis ( tachycardia, tachypnea, 

hypotension, elevated lactate and leukocytosis). 
• Sepsis alert called patient received IV fluid resuscitation and broad-spectrum 

antibiotics, admitted to medicine.
• Imaging consistent with pyelonephritis and blood cultures positive for E.coli.
• Treated for sepsis with planned for home discharge in 48 hours. 

48 hours Pre-Discharge 
• Confirmation of Sepsis Dx and Collaborative D/C scheduling
• Determination of connectivity and ordering of Remote Pt Monitoring (RPM)
• Determination of need for PT/OT/Speech eval while inpt if not done and HH needs 

post-acute
• Goals of Care addressed inpt and align with previously established
• TOC Planned – Cadence and appropriate team members including Providers
• Potential SDoH barriers to discharge identified (transportation, food insecurity, 

caregiver support, etc) to be addressed at CHW follow up
• DME needs verified 



Respiration Rate Pulse Rate

Oxygen Saturation Body Temperature

Mobility +  Step Count

Current Health 
Wearable



Leveraging telehealth tools

• CHW does home visit in place of 
licensed staff

• Connects to our “Remote 
Medical Collaborator”

• High patient and provider 
satisfaction

• Some connectivity issues in rural 
areas

• Early use for acute care as well
• Use of peripherals to enhance 

visit impact 



Questions?
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Thank you
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