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Pueblo Triple Aim Coalition 
 

SNAPSHOT 

 

Name of initiative Pueblo Triple Aim Coalition 

Location Pueblo County, Colorado (pop. 161,451) 

Leadership Structure The collaboration is coordinated by the Pueblo Triple Aim 
Corporation, a 501(c)(3) governed by a board of directors that 
includes CEO-level representation from the various organizations 
that sit on the collaborative. These include the health department, 
local hospital systems and FQHCs, Colorado State University 
Pueblo, and groups like Pueblo United Way, Pueblo Latino 
Chamber of Commerce, and Pueblo Economic Development 
Corporation. The CEOs on the board and the organizations they 
represent are guided by the Pueblo Triple Aim Corporation’s 
bylaws. 

Partnership structure The Pueblo Triple Aim Coalition serves as a neutral convener 
bringing county stakeholders to the table. Its board creates the 
policy and governance decisions for the coalition. The coalition 
is also supported by the Pueblo Triple Aim Steering Committee, 
which serves in an advisory capacity and represents more 
grassroots-level participation. Ad-hoc committees are also 
formed to work on specific issue areas. 

Number of staff 2.5 FTE 

Stated goal To make Pueblo County the healthiest county in Colorado based 
on county health rankings. 

Population served The entire population of Pueblo County, Colorado. 

Issues addressed Obesity, teen and unintended pregnancy, tobacco, and emergency 
department use and hospital readmissions. 

Scope of services  The Pueblo Triple Aim Coalition works across a spectrum of 
strategies to implement their plan. They strengthen individual 
knowledge and skills through activities such as training young 
parents to talk to high school and college-age youth about 
parenthood, for example, while also working on policy and 
systems change work such as improving zoning laws to 
encourage cycling and pushing for a Health in All Policies 
ordinance to ensure that health impacts are taken into 
consideration in all major policy decisions.  

Link to other healthcare 
payment or delivery reform 

The Pueblo Triple Aim Coalition works with the regional 
Medicaid ACO on a variety of efforts in care coordination, 



 

 

efforts readmissions, and Emergency Department use. 

Policy changes The collaboration has yielded new policies on zoning and land 
use to promote active living. 

Funding sources/ budget  The Pueblo Triple Aim Coalition is largely supported through 
philanthropic grant funds, though it also works on a contractual 
basis to help local and state entities perform assessment, 
planning, and data analysis.  

Key reported successes Improved partnership process, reductions in teen pregnancy, 
policy change on the county level. 

Notable Feature The Pueblo Triple Aim Coalition serves as an interesting 
example of how partners representing hospitals, FQHCs, the 
public health department, and other key players can create an 
external coordinating organization to serve as a neutral convener 
of collaborative work, conduct data collection and analysis, lead 
all activities in the community directed at achieving the Triple 
Aim, and provide a governance structure for the collaborative. 
Also notable is the specific inclusion of changes to county policy 
in the collaborative’s work plan.  

 
 

PROFILE 
 
Background 
 
The convergence of several factors in Pueblo County, Colorado led to the creation of the Pueblo 
Triple Aim Coalition. Pueblo County had been recognized for some time as a hot spot for 
collaboration in the health field. In 2010, a number of organizations, including Kaiser 
Permanente’s new medical offices, began investigating the frameworks of collective impact and 
ReThink Health. At the same time, the Institute for Healthcare Improvement was seeking local 
partners to advance the Triple Aim Framework. Finally, the passage of the Affordable Care Act 
meant that local hospitals would be required to conduct community health needs assessments, in 
addition to the needs assessment that the county health department was required to carry out 
under state law.  
 
The environment was ripe for collaboration, and several local groups had already achieved some 
collaborative successes, including the passage of the toughest tobacco ordinance in Colorado, 
which prohibits smoking in enclosed public places and places of employment. It was determined 
that an independent “neutral convener” should be formed to facilitate the future partnership. The 
Pueblo Triple Aim Corporation was founded as a 501(c)(3) specifically to serve as the 
coordinating organization for collaborative efforts intended to improve the health of Pueblo 
County, and was assigned four tasks: (1) Serve as the neutral convener of coalition work; (2) 
conduct data collection and analysis; (3) Lead all activities in the community directed at 
achieving the Triple Aim; and (4) provide a governance structure for the collaborative. 
 



 

 

When the Pueblo Triple Aim Coalition was founded, according to County Health Rankings, 
Pueblo County ranked in the bottom five of all 64 counties in Colorado with regards to behaviors 
directly impacting health, including nutrition, physical activity, tobacco usage, and sexual 
activity. The Pueblo Triple Aim Coalition was specifically created to improve these metrics. 
 
Population Served 
 
The Pueblo Triple Aim Coalition seeks to improve the health of the entire population of Pueblo 
County, Colorado. Its stated aim is “to make Pueblo County the healthiest county in Colorado 
based on county health rankings.” Much of its work is dedicated to improving health equity in 
the county. 
 
Partnership Structure 
 
Pueblo Triple Aim Corporation is the coordinating organization for the collaborative, and is 
staffed by 2.5 full-time equivalent employees. The Pueblo Triple Aim Corporation’s governing 
board is comprised of CEO-level representatives from the various organizations that sit on the 
collaborative. These include the health department, local hospital systems and FQHCs, Colorado 
State University Pueblo, and groups like Pueblo United Way, Pueblo Latino Chamber of 
Commerce, and Pueblo Economic Development Corporation. The CEOs on the board and the 
collaborating organizations they represent are guided by the Pueblo Triple Aim Corporation’s 
bylaws, and they make formal commitments on behalf of their organizations. Of the nine seats 
on the board, five are specifically reserved for the CEOs of each of the two local hospitals, the 
county Public Health Director, the CEO of the local federally qualified health center, and the 
State Director of Kaiser Permanente. 
 
The coalition is also supported by the Pueblo Triple Aim Steering Committee, which serves in an 
advisory capacity and represents more grassroots-level participation. Ad-hoc committees are also 
formed to work on specific issue areas. Some of the groups that make up the ad-hoc committees 
include groups that exist outside of the realm of the Triple Aim effort.  
 
Planning 
 
The Pueblo Triple Aim Coalition’s work is largely guided through a Community Health 
Improvement Plan that was developed with the participation of all the coalition members, 
particularly the Pueblo City-County Health Department. This plan began with a health needs 
assessment conducted by the Pueblo City-County Health Department. Members of the coalition 
described the assessment process as “highly collaborative,” with regards to both the 
organizations doing the assessing, and overall community involvement. The assessment involved 
the analysis of 200 indicators and the collection of detailed information on 60 indicators. During 
the analysis process, community members provided feedback on the data produced and 
contributed their perspective on what the status of health was in the county. A Community 
Health Assessment Steering Committee was established to engage in a formal weighting process 
to identify key areas of strength and concern within Pueblo County. This committee was 
composed of representatives from the Pueblo County hospitals, community-based organizations, 
and other key stakeholders. At the end of the assessment process, four issues were identified as 
community priorities: (1) Obesity prevention; (2) Teen and unintended pregnancy prevention; (3) 
tobacco prevention; and (4) Improvements in emergency department use and hospital 
readmissions. The Pueblo Triple Aim Coalition adopted these as its primary issues. 



 

 

 
Following the assessment, the Pueblo City-County Health Department worked with the 
collaborative to develop a planning process for creating strategies to address the identified 
community needs. The same collaborative that developed the Community Health Assessment 
divided into work teams to write a Community Health Improvement Plan. Taking a collective 
impact approach, work teams involved organizations in the process by directly engaging them in 
the implementation of the plan. The plan detailed goals, objectives, and specific activities that 
the organizations involved have committed to. It was ultimately approved by both the Pueblo 
Triple Aim Steering Committee and the Pueblo Triple Aim Corporation Board of Directors.   
 
These plans were then ushered to the implementation phase for actualizing the strategies and 
objectives outlined in the Community Health Improvement Plan. The work team members and 
representatives of different organizations involved united to support a variety of identified issues 
and signed written commitments to complete specific tasks. 
 
Implementation 
 
The Pueblo Triple Aim Coalition works across a spectrum of strategies to implement their plan. 
They strengthen individual knowledge and skills through activities such as training young 
parents to talk to high school and college-age youth about parenthood, and providing outreach on 
reproductive health and health services to Spanish-speaking populations. They promote 
community education by conducting community outreach campaigns to increase knowledge 
about healthy choices for reproductive health care, and identify gaps in the community where 
parenting groups are needed. To educate providers, they conduct focus groups with high- and 
low-risk individuals and community members to identify barriers and solutions to accessing 
medical care and health information, and provide outreach to elected officials, community 
leaders, and medical providers informing them of the results of the focus groups. The Pueblo 
Triple Aim Coalition fosters coalitions and networks through its partnership structure consisting 
of a variety of county stakeholders, as well as its collaboration with Pueblo County agencies and 
organizations that currently work on Positive Youth Development to maximize resources. To 
work towards changing organizational practices, the coalition works with school districts to 
implement policies in accordance with state laws on reproductive education, and to implement 
comprehensive reproductive and health education in schools. Finally, to influence policy and 
legislation, the coalition has worked improve zoning laws to encourage cycling, and are working 
with the Pueblo City Manager to implement a Health in All Policies ordinance to ensure that 
health impacts are taken into consideration in all major policy decisions.  
 
 
Funding and Sustainability 
 
Pueblo Triple Aim Corporation’s current budget is supported primarily through grant funding 
offered by the Colorado Health Foundation. The individual organizations in the collaborative it 
coordinates have a more diverse portfolio of funding sources, and they contribute in-kind staff 
time to Pueblo Triple Aim Corporation’s efforts. Pueblo Triple Aim Corporation also works on a 
contractual basis to help local and state entities perform assessment, planning, and data analysis, 
which supplements their funding. Beginning in June of 2015, in an effort to further diversify its 
funding, Pueblo Triple Aim Corporation is entering talks with state and local officials to develop 
processes to capture savings, including Medicaid savings from reductions in teen pregnancies, 
and state tobacco tax revenues tied to decreased smoking in the county. 



 

 

 
Community Resident Engagement 
 
Pueblo Triple Aim Corporation and its associated collaborative efforts involve the community in 
several ways. The collaborative developed a community advisory team that represents 
populations most affected by obesity. The initial members were recruited by Pueblo City-County 
Health Department Employees; ongoing membership recruitment has been taken over by the 
team itself. The members of this team advise the coalition work on an ongoing basis. The 
collaborative also works to build community resident engagement by hosting Community 
Engagement Nights to collect community-driven data. Regular meetings are also scheduled to 
involve community stakeholders and discuss progress, hurdles, and identify new strategies.  
 
Additionally, to build partnership and expand buy-in, the collaborative hosts meetings with faith-
based community organizations, schools, clinics, hospitals, at-risk families and prevention 
groups. In doing so, they work to build community alliances, strengthen partnerships and identify 
champions.  
 
Data Sharing Capability 
 
The Pueblo Triple Aim Coalition has established a common measurement tool to ensure that all 
participating organizations and individuals are tracking their progress in the same way so that 
data can be accurately compared. The coalition uses a management software called ClearPoint to 
organize and track the activities and objectives of the individuals and organizations participating 
as well as the community overall. For example, they track both teen pregnancy rates in the 
county and the progress they are making in their plan to reduce teen pregnancy rates. On the 
community level, they track years of potential life lost (YPLL), uninsured rates, and residents 
reporting fair or poor health. 
 
Accountability 
 
The Pueblo Triple Aim Coalition measures numerous data points that they use to evaluate 
themselves. There is no formal accountability structure in place with incentives or disincentives. 
In June of 2015 they will begin discussions with state and local officials to develop processes to 
capture savings, which has the potential to build more accountability into their work. 
 
To evaluate their progress, the Pueblo Triple Aim Coalition uses multiple measures related to 
teen pregnancy. Measures include teen pregnancy rates, the number of teens receiving mentoring 
from adults, and the number of adults and organizations offering mentoring.  
 
Successes and Challenges 
 
Additionally, the coalition has achieved multiple successes related to county policy change and 
community improvement. Reported successes include establishing a strong network of 
community partnerships, engaging leaders in making health a priority, creating a stricter tobacco 
ordinance, helping organizations come up with their own health assessments based on 
community data, promoting improved health education in schools, creating new policies on 
zoning and land use to promote active living, reducing teen pregnancy, and identifying savings.  
 



 

 

Reported challenges include engaging the business community, K-12 education, the public and 
private insurance community and the faith community; improving a short-term mentality around 
change; addressing the issue of “we don’t know what we don’t know”; and “finding the right 
place to “plug in.” 
 
Lessons Learned for Implementing Accountable Communities for Health 
 
Pueblo Triple Aim Coalition staff have pointed to the time and patience needed to build strong 
partnerships as being important in implementing Accountable Communities for Health. Viewing 
challenges through the lens of each participating organization was described as an important 
approach to this process. Additionally, Pueblo Triple Aim Corporation Managing Director Matt 
Guy explained that the best way that the state could help implement an Accountable Community 
for Health is by providing funding for innovation, while allowing the community to set 
regulations and metrics. Ideally, seed money would be provided to hire two to four FTE core 
staff members. 



 

 

Live Well San Diego 
 

SNAPSHOT 
 
Name of initiative Live Well San Diego 

Location San Diego County, CA (pop. 3,211,000) 

Coordinating organization County of San Diego Health and Human Services Agency 

Leadership structure In 2010, the San Diego County Board of Supervisors 
adopted Live Well San Diego as the 10‐year plan to improve 
the well‐being of the county. In 2014, the Board took action 
to align its $6 billion budget with Live Well San Diego as its 
long term vision for the region and for the operations of the 
County. Health and Human Services Agency coordinates the 
work at a county level and through its Regional Planning 
Areas. 

Partnership structure Live Well San Diego includes more than one hundred 
partnering entities working across the county. Each partner 
formally joins the collaborative effort by passing a 
resolution expressing their commitment to the Live Well 
San Diego vision and their willingness to share best 
practices. Partners meet regularly as Community Leadership 
Teams and at external collaboratives that exist to address 
specific issue areas. 

Number of staff At the county-level, nine FTE staff support partnership 
development, communication, and data. An additional three 
FTEs support the partnership component of the work in the 
North Counties Regions, one of five regions in the county. 

Stated goal To advance the health, safety and overall well-being of the  
whole county 

Population served The entire population of San Diego County 

Issues addressed Building better health (access to quality care; increased 
physical activity; healthy eating; stop tobacco use), living 
safely (residents are protected from crime and abuse; 
neighborhoods are safe to live work, and play; communities 
are resilient to disaster and emergencies), and thriving (built 
and natural environment; enrichment; prosperity, economy, 
and education) 

Scope of services Live Well San Diego addresses issues ranging from 



 

 

individual services and referrals to changes in the built 
environment and policy. 

Link to other healthcare 
payment or delivery 
reform efforts 

Many hospitals and clinics work in various capacities under 
the Live Well San Diego effort. The “Be There San Diego” 
initiative focuses on more effectively managing 
hypertension and preventing heart disease and stroke by 
building better service delivery systems through partnerships 
with medical groups, hospitals, clinics, and other healthcare 
providers and improving standard clinical care interventions 
to increase control of high blood pressure and high 
cholesterol. The San Diego Care Transitions Partnership 
established under CMMI’s Community-Based Care 
Transitions Program has linked the county and four health 
systems (13 hospitals) to provide comprehensive hospital- 
and community-based care transition support to medically 
and socially complex patients and has reduced the 30-day 
all-cause readmission rate and Medicare costs for more than 
32,000 fee-for-service Medicare beneficiaries since it began 
in January 2013. 

Policy changes The initiative has worked to encourage localities to improve 
city pedestrian laws, school wellness policies, procurement 
policies, and other local policies. 

Funding sources/ budget Existing County resources from general funds; state and 
federal sources are leveraged to achieve desired results. For 
example, federal SNAP-Ed nutrition education and obesity 
prevention funds are used to support improvement in 
nutrition and physical activity policies and behaviors. These 
efforts have attracted additional support l (e.g., CDC’s 
CPPW, CTG, and Prevention grants), state, and 
philanthropic  sources. 

Key reported successes Deaths in San Diego attributable to cancer, heart disease and 
stroke, diabetes, and respiratory conditions have decreased. 
The partnership structure and work itself is reported as a 
critical success, creating a shared agenda and commitment to 
a common goal. 

Notable features Highly coordinated government collaboration; integration of 
health with safety and standard of living; robust 
communications systems. 

 
  



 

 

PROFILE 
 
Background 

 
Live Well San Diego is built upon a strong history of partnership in San Diego County that 
stretches back to the county’s Communities Putting Prevention to Work grant, the Community 
Transformation Grant, and many earlier efforts. In 2010, the San Diego County Board of 
Supervisors officially adopted Live Well San Diego as the county’s 10‐year plan to advance the 
health, safety, and overall well-being of the county.  
 
San Diego County has a population of over three million people and a geographic area 
approximately the size of Connecticut. To best serve this large and diverse area, the county 
Health and Human Services Agency is divided into five Regional Planning Areas (there are 
technically six areas, but – for the purposes of Live Well San Diego – the North Coastal and 
North Inland regions are generally treated as one region, known as the North County Regions). 
As the initiative launched in 2010, these service regions began involving themselves in 
comprehensive community planning processes. This produced Community Health Needs 
Assessments, which in turn informed the Live Well San Diego Community Health Improvement 
Plans. Both the needs assessments and the plans operate on a regional level. 
 
Live Well San Diego first involved county Health and Human Services Agency staff at all levels 
in the “Building Better Health” component.  It then expanded to the other four branches of 
county government with the addition of the “Living Safely” component in 2012 and “Thriving” 
in 2014. Community partners first joined in 2013 and now number more than one hundred. 
Health and Human Services Agency has provided the critical coordinating role, developing 
partnerships with agencies, organizations, and businesses across the county.    
 
Population Served 
 
Live Well San Diego aims to improve the health of the entire geographic population of San 
Diego County, California. San Diego County is currently home to 3,211,000 residents. This 
profile uses the North County Regions as an example of the regional work taking place in San 
Diego; the North County Regions has a population of approximately one million, one-third of the 
county total. 
 
Partnership Structure  
 
San Diego County Health and Human Services Agency serves as the coordinating organization 
for Live Well San Diego on both the county level and the regional level. It should be considered 
an “internal” coordinating organization; it provides a wealth of services within the county 
beyond its facilitating role, including public health, behavioral health, aging and independent 
services, children’s services, and others. Health and Human Services Agency sponsors the 
“Building Better Health” agenda; the County’s Public Safety Group sponsors the “Living Safely” 
agenda and the Land Use and Environment and Community Services Groups co-sponsor the 
“Thriving” agenda. 
 



 

 

The list of partner organizations outside of county government now numbers more than one 
hundred, including hospitals and clinics, school districts, the military, social service 
organizations, community-based organizations, the business community, and faith-based 
organizations. 
 
Much of the partnership collaboration occurs on a regional level. In the North County Regions, 
partners convene at monthly Community Leadership Team  meetings. The Community 
Leadership Team includes key representatives from throughout the North County Regions, 
where the stakeholders use the regional Community Health Improvement Plan as a guiding 
document to identify common goals and ways to collaboratively move forward to achieve the 
regional goals. Data provided by the county helps inform this work by allowing the teams to 
identify priority areas for intervention and track their progress. In addition to the Community 
Leadership Team meetings, existing workgroups and coalitions within the region address 
specific issues (e.g., preventing violence). These efforts are also considered part of Live Well 
San Diego. 
 
No formal governance structure or memoranda of understanding bind the various partners in the 
collaborative. However, organizations that wish to join Live Well San Diego as recognized 
partners do go through a process that involves their governing board passing a resolution 
expressing their commitment to the Live Well San Diego vision and their willingness to share 
best practices. This is to build organizational buy-in amongst the partner organizations, rather 
than potentially relying upon a single champion within the partnering organization to maintain 
the collaboration. 
 
Planning 
 
Live Well San Diego’s guiding strategic framework is a pyramid model outlining “ten indicators 
that measure progress in achieving the vision for healthy, safe, and thriving communities; five 
areas of influence that capture overall well-being; four strategies that encompass a 
comprehensive approach; three components to be rolled out over the long-term initiative; and 
one vision of a healthy, safe, and thriving San Diego County.” 
 
This strategic framework is reflected in San Diego County’s Community Health Assessment 
(CHA) and Community Health Improvement Plan (CHIP), both of which were conducted 
through extensive regional and county processes. San Diego County developed both its CHA and 
CHIP through a community health improvement planning model adapted from the National 
Association of County and City Health Officials and the Centers for Disease Control and 
Prevention, called Mobilizing for Action through Planning and Partnerships (MAPP). Because of 
the size and diversity of the county, each region participates in its own CHA and CHIP 
processes. Health and Human Services Agency Community Health Statistics staff  provide data 
on demographics, community health indicators, and additional countywide and regional health 
data to the five regional Community Leadership Teams through the development stages. Final 
documents are produced by Health and Human Services Agency, which weaves the regional 
CHAs and CHIPs into complete, county-wide documents. 
 



 

 

In the North County Regions, 
the CHIP was developed 
through quarterly community 
forums over a two-year 
period that brought 
community partners together 
to discuss priority health 
issues. Surveys and 
assessments were also used to 
inform this process. North 
County Community 
Leadership Team members 
used the MAPP planning 
model in bimonthly meetings 
to help determine priority 
areas. Under the Building 
Better Health component of 
Live Well San Diego, three 
priority areas were selected: 
(1) Physical Activity; (2) 
Nutrition; and (3) Behavioral 
Health. Success in each 
priority area is linked to 
objectives and performance 
measures, some of which 
relate to policy, systems, and 
environmental change and 
others that relate to individual 
behaviors. For example, in 
the Physical Activity priority 
area, one of the objectives is to “Increase the number of community stakeholders that adopted 
Live Well San Diego to utilize joint use policies by December 2018,” using  “number of schools 
with joint use agreements” as the performance measure. In the Behavioral Health priority area, 
one of the objectives is to “Increase the percentage of residents who needed a mental health 
service and who sought out a service by 1% by December 2018,” using data from the California 
Health Interview Survey as the performance measure.  
 
Implementation  
 
Live Well San Diego has three key components and four basic strategies that guide efforts to 
achieve its vision of a healthy, safe, and thriving county.  The “Building Better Health” 
component includes the development of better service delivery systems through strong 
partnerships with hospitals, clinics, and other healthcare providers. As an example, Be There San 
Diego – an initiative of local medical groups, hospitals, health plans, Naval Medical Center San 
Diego, community clinics, the local medical society, and the county – has a shared goal to make 
San Diego the nation’s first heart attack and stroke-free zone. The collaboration has established 



 

 

regional standards of care and treatment protocols for more effectively managing hypertension 
and preventing heart disease and stroke and has designed technology-supported tools to assist 
physicians in managing the health of their whole practice population and helping patients 
manage their own health outcomes.  
 
In the North County Regions, Palomar Hospital has a community liaison who sits on the 
Community Leadership Team and works to address community health issues through such 
efforts as diabetes screenings at schools and health education programming for students and 
families.   
 
Live Well San Diego works to provide county residents with individual knowledge and skills to 
support healthy behaviors. For example, the 5-2-0 messaging campaign aims to increase 
knowledge about childhood obesity prevention by recommending to children five servings of 
fruits and vegetables daily, two hours of exercise per week, only one hour of non-instructional 
screen time daily, and zero sugary beverages daily. The message is disseminated through 
schools, community fairs, brochures, and posters. Live Well San Diego also works to educate 
providers of medical and other services on prevention. For example, over 600 county employees 
received violence prevention training through the Risk Awareness, Violence Prevention and 
Crisis Response Training. 
 
Changing organizational practices is another area where Live Well San Diego is active. In North 
County Regions, the partnership works closely with school districts to update their wellness 
policies to better support health, as well as creating specific organizational policies to support 
safe routes to schools. Live Well San Diego also promotes policy change. In North County 
Regions, members of the Community Leadership Team, partner organizations, and local resident 
leaders have worked with cities to improve pedestrian safety laws to encourage active 
transportation. For example, this collaborative work in one North County city resulted in an 
agreement by city staff to update their crosswalk policies, which date back to the mid-1970s, as 
well as create new sidewalks at a critical intersection near two local schools. 
 
Funding and Sustainability 
 
Live Well San Diego is primarily funded  by leveraging and optimizing existing resources – 
county general funds, state, and federal support. Because Live Well San Diego has been so 
successfully integrated into the overall mission of the county, it provides a basis for coordinating 
efforts that serve the same clients, working with community partners, and attracting new funding 
sources from government and foundations. The Affordable Care Act has been a major source of 
such resources, from CDC’s CTG and Prevention grants to the CMMI award to the San Diego 
Care Transition Partnership and to Medicaid funding for increased community outreach to enroll 
the newly eligible childless adult population.  Health and Human Services Agency’s role as 
coordinating organization is funded through its annual county budget.   
 
Community Resident Engagement 
 
The Community Health Assessment and Community Health Improvement Plan that guide Live 
Well San Diego were both developed with broad community participation through the 
Mobilizing for Action through Planning and Partnerships (MAPP). In the North County Regions, 



 

 

the collaborative work that takes place in the Community Leadership Team meetings is informed 
by community partners, which are largely organizations that aim to represent residents. 
 
Data Sharing Capability 
 
At the county-level, the Community Health Statistics Unit and the Office of Business 
Intelligence are responsible for gathering, analyzing, managing, and improving data. The 
Community Health Statistics Units provides health statistics that describe health behaviors, 
diseases, and injuries for specific populations, health trends and comparisons to national targets, 
as well as linking to available local, state and national statistics. The Office of Business 
Intelligence provides information, risk analysis, and predictive analytics to support Live Well 
San Diego, identifying opportunities for service integration through the use of data reporting and 
business process analysis. The Office of Business Intelligence employs tools such as integrated 
dashboards, data visualization, data mining, and predictive analytics.  
 
These data are provided from the county to the regions to support regional planning and 
implementation of activities. 
 
Evaluation 
 
Live Well San Diego relies upon a shared measurement system to collectively focus its activities 
and track the progress of its collaborative effort. With input from local, state, and national 
experts, Health and Human Services Agency developed the Live Well San Diego Indicator 
framework to highlight the top ten indicators and allow for progress assessment. The framework 
encompasses the range of factors that impact how individuals live and recognizes the influence 
of social and environmental factors on overall health and wellbeing. By drawing a link between 
living condition and overall health, the Live Well San Diego Indicator Framework includes 
measures for assessing health outcomes as well as those that address social determinants of 
health. 
 
Live Well San Diego top ten indicators and associated measures: 
 

INDICATOR MEASURE 
HEALTH - Enjoying good health and expecting to live a full life 

Life Expectancy Measure of  length  of life expected at birth and 
describes overall health status 

Quality of Life Percent of population that is sufficiently healthy to be 
able to live independently 

KNOWLEDGE - Learning throughout the lifespan 

Education: High School Diploma or 
Equivalent 

Percent of population with at least a High School 
Diploma or equivalent 

STANDARD OF LIVING - Having enough resources for a quality life 

Unemployment Rate Percent of the total labor force that is unemployed 
Income: Spending Less Than 1/3 of 
Income on Housing 

Percent of population spending less than 1/3 of 
household income on housing  

COMMUNITY - Living in a clean and safe neighborhood 



 

 

Security: Crime Rate Number of crimes per 100,000 people 
Physical Environment: Air Quality Percent of days that air quality was rated as unhealthy 
Built Environment: Distance To Park Percent of population living within a half mile of a 

park 
SOCIAL - Helping each other to live well 

Vulnerable Populations: Food Insecurity Percent of population with income of 200 percent of 
poverty or less, who have experienced food insecurity 

Community Involvement: Volunteerism Percent of population who volunteer 
 
Successes and Challenges 
 
The sheer size and magnitude of Live Well San Diego is identified as a challenge of this effort. 
Despite the obstacles put forward by creating a program to serve a diverse county of more than 
three million, the leadership of Live Well San Diego takes great pride in “the momentum that has 
been created where partners are recruiting partners, embracing the goals and vision, and 
organizations genuinely want to be a part of Live Well San Diego.” 
 
Another challenge was that, in the early stages of Live Well San Diego, the work advanced more 
quickly than the processes and infrastructure could keep pace with. Additionally, the ability to 
sustain meaningful regional engagement of the partners as they come on, and in the long term, is 
seen as a challenge. 
 
Lessons Learned for Implementing Accountable Communities for Health 
 

Keep it simple. From messaging to measurement, “potent simplicity” is the rule. In reaching 
across political jurisdictions, disciplines, programs and geographic and cultural lines, it is 
necessary to communicate very clearly and simply the issues, the proposed solutions, the 
measurements and the opportunities to engage.  
 
Keep it local. In a large, diverse region like San Diego County (which has a population of 3.2 
million filled with complex societal dynamics, 18 incorporated cities, 18 tribal organizations and 
43 school districts), information, engagement and action must occur at the sub-regional level in 
order to be effective and sustained. A one-size-fits-all approach to community health 
improvement does not always work.  
 
Keep it real. Large population wellness initiatives require goal and resource alignment, changing 
the business culture to be more data-driven and evidence-based and addressing workforce 
wellness concurrent with population health—“walking the talk.” Initially, progress is slow and 
steady, but it accelerates with time.  



 

 

Live Healthy Summit County 
 

SNAPSHOT 
 

Name of initiative Live Healthy Summit County 

Location Summit County, OH (pop. 541,824) 

Leadership structure Coordinated by Summit County Public Health, overseen by an 
Executive Committee, and informed by a soon-to-be-merged 
Advisory Committee and Wellness Council that represent 
external organizations and the community 

Partnership structure  Summit County Public Health coordinates efforts with external 
partners participating on a voluntary basis 

Number of staff Live Healthy Summit County is fairly well-integrated into 
Summit County Public Health, making it difficult to determine 
the exact number of staff members involved. It is estimated that 
nine staff members, including the Assistant Director, are 
involved in the initiative. 

Stated goal Live Healthy Summit County seeks to strengthen the local 
community by promoting healthier lifestyles and reducing 
chronic diseases and health disparities. 

Population served The entire population of Summit County 

Issues addressed (1) Tobacco-free living; (2) active living and healthy eating; (3) 
high-impact quality clinical and other preventive services; (4) 
social and emotional wellness; and (5) healthy and safe physical 
environments. 

Scope of services From preventative services to policy and built environment 
change 

Link to other healthcare 
payment or delivery 
reform efforts 

Bidirectional referrals between the medical sector and public 
health 

Policy changes Currently advancing a Health in All Policies platform at the 
county level 

Funding sources/ budget Funding comes through grant opportunities for different areas of 
work that the county places under the umbrella of Live Healthy 
Summit County, as well as general fund dollars dedicated to the 
public health department.  

Key reported  
successes  

Process accomplishments include increased Wellness Council 
membership from 60 to 70 organizations; implementation of 



 

 

software to track health and wellness programs, along with 
participation from the county’s four major health systems; a 
completed policy scan of the county; and the identification and 
adoption of key individual and population-wide indicators to 
evaluate progress. 
 
Outcome accomplishments include the adoption of smoke-free 
policies in public housing; changes in road structure to calm 
traffic along routes to school; launching a “green cart” program 
to create business opportunities for vendors to sell fruits and 
vegetables in food deserts; launching a program in collaboration 
with two large community health systems to implement 
enhanced quality of care protocols that support the control of 
high blood pressure and high cholesterol at 34 sites; and 
implementing The Million Hearts Project in Summit County, 
which included assisting local physician providers to develop a 
screening tool specific to their practices on assessing 
psychosocial supports that may be needed by hypertensive 
clients to maintain compliance in managing their hypertension 
diagnosis. 

Notable Feature Summit County was the genesis of the ACC/ACH concept. It 
has created a structure that involves the three largest regional 
healthcare systems on its Executive Committee. Additionally, its 
strategies work along the full spectrum of the socio-ecological 
model, and it is pursuing a Health in All Policies review for all 
county policies. 

 
 

PROFILE 
 

Background 
 
In 2012, the publication of “Healthier by Design: Creating Accountable Care Communities” 
garnered national attention for the Live Healthy Summit County initiative. Live Healthy Summit 
County is a community-level initiative that promotes healthier lifestyles among residents of 
Summit County, Ohio. The work began in 2008, when the Knight Foundation provided funding 
to create the Austen BioInnovation Institute in Akron (ABIA) with the support of the local 
university and hospitals. ABIA’s Center for Clinical and Community Health Improvement 
secured financial commitments from the hospitals to assess county health and document gaps in 
existing policies, environments, programs, and infrastructure.  
 
In 2011, ABIA’s Center for Clinical and Community Health Improvement received a federal 
Community Transformation Grant (CTG) for capacity building to continue this work. With the 
support of CTG funds, ABIA organized a coalition of more than 70 community organizations 
with a range of missions to form the Summit Partners for Accountable Care Community 
Transformation (Summit PACCT). The coalition was designed to promote healthy lifestyles and 
reduce chronic disease prevalence and health disparities. However, sustainable funding for this 



 

 

work proved elusive, and as the foundation funds and federal grant funds receded, stewardship of 
the project transferred to Summit County Public Health, the current coordinating organization for 
Live Healthy Summit County. 
 
Population Served 
 
Live Healthy Summit County serves the entire geographic population of Summit County, Ohio. 
Summit County is currently home to 541,284 residents. 
 
Partnership Structure 
 
Summit County Public Health (SCPH) serves as the coordinating organization for this effort and 
sponsors all Live Healthy Summit County activities. Approximately nine Summit County Public 
Health staff members are engaged in the initiative.  
 
Live Healthy Summit County has an Executive Committee composed of executive-level 
representatives from 10 key institutions: three research universities, three health systems, one 
federally qualified health center, one payer, the Akron city government, and the Summit County 
government. In addition, an Advisory Committee and a Wellness Committee work to shape 
overarching strategy, goals, and collaboration. As of May 2015, these two committees are 
scheduled to merge into one. These committees work on an advisory basis – the collaboration 
and partnerships involved in Live Well Summit County do not involve a formal governance 
structure, memoranda of understanding between the various partners, or formal decision-making 
process. 
 
Notable partners that serve on the various committees include Summit County Public Health, the 
three major hospitals within Summit County, the Akron Mayor’s office, and county government 
agencies working on social services, housing, and transportation. Other key members of Live 
Healthy Summit County include substance abuse and mental health providers, the local national 
park, the United Way, the YMCA, several faith-based organizations, community service 
providers such as Asian Services in Action, and higher learning institutions such as the 
University of Akron and Kent State University. 
 
Planning and Implementation 
 
Summit County is moving toward a model of shared community health assessment, but is 
challenged by legal requirements and timelines. For instance, the Affordable Care Act requires 
each of the three hospital systems that serves as a partner in the collaborative to conduct a 
community health assessment. Using data provided by sources like SCPH, each hospital 
conducted its own assessment and wrote an implementation process for the actualization of its 
plans. After analyzing themes that arose in each of their Community Health Assessments, two 
priorities areas were identified and the three hospitals agreed to pursue a shared effort to address 
diabetes and prioritize Health in All Policies. As the coordinating organization, SCPH will 
continue to play a facilitating role throughout the development process of the second Community 
Health Assessment that the hospitals must produce in 2016.  
 
Live Healthy Summit County strives to improve population health by achieving tobacco-free 
living, promoting active living and healthy eating, advancing high-impact quality clinical and 
other preventative services, supporting social and emotional wellness, and fostering healthy and 



 

 

safe physical environments. Through its Million Hearts project, Live Healthy Summit County is 
improving the connection between community health resources and healthcare providers by 
utilizing a referral network to address issues related to social determinants of health.  
 
The initiative also involves partners from a diverse realm of sectors and invites both service 
providers and higher level policy influencers into the network of members working together to 
serve the community in a wide range of capacities. At the health department, an organization that 
serves as a partner in the Live Healthy Summit County initiative, there is a system of care 
coordination in place to allow staff to call social service providers on their patients’ behalf. The 
collaborative is also involved in educational and training activities. For example, through the 
Million Hearts Project, training was provided for physicians on how to interact with public 
health in their communities. As a result of this training physician officers were able to conduct 
blood pressure referrals for patients who seemed not to be compliant with their medication 
regimen or had other social needs. Physician office staff learned how to make referrals to public 
health and public health, in turn, learned how to make referrals back to physician offices.  
 
The collaborative also works to change organizational practices as they were involved in getting 
local employers to introduce worksite wellness practices to their business model. Similarly, 
SCPH works to influence larger policies and legislation. A Health in All Policies work group 
was established under the Live Healthy Summit County initiative in an effort to integrate a 
health framework into all decisions made by county government. This group was able to 
complete a large community engagement phase of Health in All Policies, host a community 
event, and send out a survey to collect information about what the community thought should be 
included in the Health in All Policies charter and what policies would have the most effect on the 
community. The end goal is to develop a Health in All Policies charter for the county, which will 
then be presented to various governing bodies, both public and private, to garner support.  
 
Funding and Sustainability 
 
Summit County Public Health works with approximately 80 organizations and holds open 
meetings to encourage community participation. The collaborative activities are funded by 
leveraging financial resources to support the initiative’s priorities. Live Healthy Summit County 
is funded primarily through grants, which means that the availability of grant-funded 
opportunities often determines which activities are carried out. Outside of grants, the 
organization receives funding from the general fund. The overall budget amount ranges from 
$900,000 to $1,000,000, but the general revenue is about $200,000. SCPH uses grant funding to 
offset the costs that remain after general revenue funds are spent. At this time, SCPH does not 
have any healthcare payment innovations in place to support the initiative, nor does it have any 
mechanisms in place for realized savings to be reinvested back into the effort.  
 
Community Resident Engagement 
 
Live Healthy Summit County encourages community participation, particularly through its 
Health in All Policies work. The project has contracted with Project Ujima, an organization that 
specializes in community engagement and facilitated community dialogue.  
 
Furthermore, SCPH has identified community engagement as an area for improvement. To this 
end, it distributed an online survey to the community, and received over 600 responses from 
community members. SCPH has also made plans to involve more community members on its 



 

 

soon-to-be merged Advisory/Wellness Committee. The goal moving forward will be to generate 
broad input on the community health needs assessment in 2016. 
 
Data Sharing Capability 
 
SCPH has implemented some data sharing practices to enable the distribution of relevant 
information. For example, it runs the Access to Care Program, which has collected years of data 
on diabetes and hypertension. Additionally, its Healthy Summit 2020 project tracks key quality 
of life indicators among Summit County residents over time. Data for Healthy Summit 2020 
comes from a wide array of partners, mainly the large levy-funded agencies within the county 
and other government organizations.  
 
School data is organized by the Summit Education Initiative, which receives data from almost 
every district (public and private) in the county and analyzes key readiness indicators to track 
educational progress over time. Furthermore, SCPH tracks data on school readiness and child 
development. Medicaid HMOs share data with SCPH on children that are behind on child visits. 
The Maternal Depression Project allows for screening in OB offices, and has established a 
system has been to connect at-risk patients with immediate referrals after the screenings are 
complete.  
 
With all of these data tracking practices in place, SCPH hopes to build an equity database to help 
improve the quality of health disparity information gathered. 
 
Accountability 
 
Beyond the Healthy Summit 2020 metrics, SCPH does not evaluate Live Healthy Summit 
County using one single framework. Evaluation measures for the initiative as a whole are closely 
tied to the Community Transformation Grant, and individual activities within the initiative are 
evaluated separately. Live Healthy Summit County does not currently have any accountability 
measures in place tied to financial incentives or disincentives. 
 
Successes and Challenges 
 
Through the Community Transformation Grant experience, ABIA’s Center for Clinical and 
Community Health Improvement was able to improve environmental and policy scans in the 
community. These improvements laid the foundation for current work.  Today, Summit County 
reports that it can successfully demonstrate a new, emerging governance structure with public 
health at the hub of the wheel.  It has engaged diverse, multi-sectorial community partners who 
are highly involved in both “upstream” and “downstream” strategies.   
 
Even with this momentum, challenges still exist.  Regional adult hospital systems are 
experiencing significant changes under national health reform, which has impacted their level of 
engagement at times. Additionally, Summit County still seeks a long-term financial model that 
can provide sustainable funding for Live Healthy Summit County.    
 
Lessons Learned for Implementing Accountable Communities for Health 
 



 

 

SCPH staff and others involved in the initiative all pointed to the importance of communication 
to facilitate successful collaboration. James Hardy, Assistant Director of Community Health at 
SCPH, described this: 
 
“It may seem like an over simplification, but communication really is key.  It is necessary to 
have a lead organization whose responsibility includes ensuring communication pathways 
between activities and stakeholders.  In a resource-rich environment like Summit County, 
funding hasn’t been the major challenge, but rather coordination of resources and activities has 
been the focus of our efforts in recent times.  The extent to which you can ensure effective 
governance structures at the outset the more likely you’ll be to steer clear of such issues.” 



 

 

Trillium Community Health Plan 
 

SNAPSHOT 
 
Name of initiative Trillium Community Health Plan  

Location Lane County, Oregon (pop. 356,212) 

Leadership Structure Trillium is governed by a board of 22 directors that includes 
senior Trillium employees, representatives from hospitals, 
primary care and specialty care physicians, county government, 
the county public health department, and others, as well as 
representatives from its Community Advisory Council and its 
Rural Community Advisory Council. As a Coordinated Care 
Organization, Trillium is ultimately accountable to the Oregon 
Health Authority.  

Partnership structure  Trillium partners with its Community Advisory Council, its 
Rural Community Advisory Council, Lane County Public 
Health, and several other workgroups to invest in population 
health improvement efforts. 

Number of staff As the county Medicaid provider, Trillium has a number of 
employees providing the services of a medical payer. In 
addition, Trillium funds three prevention employees at Lane 
County Public Health through a financial set-aside, as well as an 
additional prevention FTE to interface with schools. 

Stated goal Trillium Community Health Plan is dedicated to transforming 
healthcare for Lane County’s Medicaid beneficiaries into a 
system that makes substantial and sustainable advancement 
toward achieving the triple aim. 

Population served Trillium serves the approximately 92,000 Medicaid beneficiaries 
in Lane County, constituting 26 percent of the total population. 
In addition, specific collaborative prevention activities they have 
engaged in have been targeted at the broader population of Lane 
County.  

Issues addressed Medicaid services, healthcare and behavioral health integration, 
health equity, tobacco, obesity, substance abuse and behavioral 
health, access to health care. 

Scope of services Trillium pays for a range of medical services including doctor 
visits, prescriptions, medical equipment, hospital stays, dental 
care, mental health services, tobacco cessation, substance abuse 
treatment, vision, home healthcare, and transportation to 
healthcare appointments. In addition, Trillium’s community 



 

 

partnerships have brought tobacco prevention programs into 
schools, created interventions for pregnant mothers who smoke, 
and engaged in a range of other population health-focused 
activities. 

Link to other healthcare 
payment or delivery 
reform efforts 

Trillium is closely linked to healthcare payment and delivery 
reform efforts in Oregon, including (1) improving care 
coordination; (2) implementing alternative payment methods; (3) 
integrating physical, behavioral, and oral health; (4) increased 
efficiency through administrative simplification; (5) use of 
flexible services to improve care; and (6) spreading effective 
innovations and best practices. 

Policy changes Trillium endorsed a tobacco prevention policy that recently took 
effect in Lane County, which was backed by Lane County Public 
Health, the Community Advisory Council, and the Rural 
Community Advisory Council. While Lane County Public 
Health has embraced a policy, systems, and environmental 
approach to public health, Trillium has played less of a central 
role in these efforts thus far. 

Funding sources/ budget As a Coordinated Care Organization, Trillium receives a 
capitated per-member per-month budget from Oregon’s 
Medicaid program. Trillium has approximately 92,000 members 
as of April 2015. In addition, Trillium is eligible to receive 
incentivized funds from Oregon’s CCO Performance and 
Quality Pool for achieving key quality benchmarks. CCO 
collaborative prevention activities are funded through a specific 
per-member per-month set aside that Trillium provides from its 
global budget; those funds go to staffing and program support 
for Lane County Public Health. 

Key reported successes Successfully met key statewide quality metrics for service 
delivery, created a smoking cessation incentive program for 
pregnant women, trained 200 teachers in an evidence-based 
tobacco prevention program for seven-year-olds, integrated 
behavioral health providers and medical providers in eight 
different clinics in the county, supported the successful passage 
of a county cigarette regulation ordinance. 

Notable Feature Trillium serves as an example of successful integration between 
physical and behavioral health services. It is also quite notable 
that Trillium and Lane County have created a structure to invest 
Medicaid dollars in prevention activities that extend significantly 
beyond the scope of services that are normally billable (e.g., 
tobacco prevention programs in county schools). 

 
  



 

 

 
PROFILE 

 
Background 
 
Oregon Health Plan, the state’s Medicaid program, underwent significant reform in 2012. Under 
a waiver from the federal government, Oregon embarked upon a program that allowed the state 
greater flexibility in how it spends its Medicaid dollars, with the provision that it must meet 
quality metrics while growing at a rate that is 2 percent slower than the rest of the United States. 
The state began implementing its new program through Coordinated Care Organizations (CCOs). 
These are local managed care entities, selected through a competitive process, that receive 
capitated budgets from the state to provide Medicaid beneficiaries with integrated physical, 
behavioral, and dental care.  
 
In Lane County, Trillium Community Health Plan launched as the county’s CCO in the summer 
of 2012. It took on the portfolios of both Lane Individual Practice Association, the local 
Medicaid managed care plan, and LaneCare, the division of the county Department of Health and 
Human Services responsible for behavioral health services. Trillium was also the recipient of 
Transformation Award funds from the state government – a one-time award that allowed them to 
launch the Shared Care Plan, which focuses on care coordination and quality, patient activation, 
and health information exchange work. 
 
Lane County was also the site of an innovation in integration between service delivery and 
public health that has its roots in a collaboration between Lane County Public Health and 
Trillium’s parent company through a United Way initiative called the 100% Access Coalition. 
The Lane County Public Health administrator and the CEO of Trillium sat on the Steering 
Committee and worked together to foster a community-wide initiative to increase the uninsured 
population’s access to health care. When Trillium launched as a CCO, there was already a 
collaborative relationship between the two organizations. This led to an arrangement where 
Trillium dedicates a per-member per-month set aside of its funds to pay the salaries of three FTE 
Lane County Public Health Department employees and support their prevention programs. This 
collaboration is unique in the state of Oregon. 
 
Population Served 
 
Trillium’s primary population is the approximately 92,000 Medicaid beneficiaries in Lane 
County, who comprise about one quarter of the county population. By definition, this group is 
low-income. Trillium has also partnered with Lane County Public Health to engage in prevention 
activities that benefit the broader population of the county. 
 
Lane County contains the small cities of Eugene, Springfield, and Cottage Grove, and is 
otherwise quite rural. 
 
Partnership Structure 
 
Trillium has its roots in its founding partnership between Lane Individual Practice Association, 
the previous Medicaid managed care plan, and LaneCare, the division of the county Department 
of Health and Human Services that was responsible for behavioral health services. During the 



 

 

merger process that founded Trillium as a CCO, internal planning teams from each organization 
met regularly to integrate their systems and ensure that Trillium would have a unified approach 
to referring to both physical healthcare and behavioral and mental health. 
 
Trillium is governed by a board of 22 directors that includes senior Trillium employees, 
representatives from hospitals, primary care and specialty care physicians, county government, 
Lane County Public Health, and others, as well as representatives from its Community Advisory 
Council and its Rural Community Advisory Council. As a Coordinated Care Organization, 
Trillium is ultimately accountable to the Oregon Health Authority. 
 
Under the CCO charter with the state, Trillium is also required to have a Community Advisory 
Council (CAC), a board of Trillium consumers and Lane County community members. The 
CAC is charged with engaging Trillium members and the community as a whole to advise and 
make recommendations to the Trillium Board on the strategic direction of the organization, 
ensure that Trillium remains responsive to consumer and community health needs, and advise on 
the design and priorities of Trillium in achieving the Triple Aim. Two CAC members serve as 
representatives on the Trillium Board, fulfilling a state requirement of the CCO. Lane County 
also has a Rural Community Advisory Council to more specifically represent the rural interests 
of the county. 
 
Trillium also works collaboratively to advance prevention. Under a formal arrangement with the 
county, Trillium sets aside $1.33 per member per month to underwrite staffing and program 
support for Lane County Public Health. The health priorities and strategies that are employed are 
selected through a prescribed partnership process. A Prevention Committee – made up mostly of 
CAC members but not solely – identifies a challenge that they would like to address. Lane 
County Public Health staff then provide information on which evidence-based programs could 
address that particular need. Based on this intelligence, the Prevention Committee creates a 
proposal that is then sent for feedback and approval to the CAC, the Rural Community Advisory 
Council, a Clinical Advisory Panel, and the Trillium Finance Committee. Once each of these 
committees has endorsed the proposal, it is then heard by the Trillium Board, which has the final 
authority to approve. Examples of prevention programs that have been approved in the past 
include a cash incentive smoking cessation program for pregnant women, a school-based tobacco 
prevention program for seven-year-olds, and a plan for Trillium membership cards to provide 
children with access to public pools. 
 
Finally, Trillium works in a grant-making capacity to develop partnerships and increase 
coordination in Lane County. For example, through the Trillium Integration Incubator Project, 
Trillium funded eight clinics in the county to promote service integration by bringing physical 
health providers and behavioral health providers to the same location.  
 
Planning and Implementation 
 
Trillium was required to submit a Transformation Plan to the Oregon Health Authority as part of 
its certification process for becoming a CCO. The Transformation Plan outlined initiatives that 
Trillium planned to roll out to fulfill state requirements. These are shown below. 
 
 
 
 



 

 

 
 
Trillium engaged in a Community Health Assessment (CHA) process and a Community Health 
Needs Assessment (CHIP) process in a collaborative that also included Lane County Public 
Health, the United Way of Lane County, and PeaceHealth, a non-profit hospital system with 
several medical centers in Lane County. The CHA looked across a range of data, both clinical 
and environmental, to assess the health of the county and identify strengths and challenges. After 
this process was complete, the collaborative then developed a CHIP that articulated a series of 
strategies to address the health challenges faced by Lane County. The collaborative identified 
five key areas of intervention: 
 

1) Advance and Improve Health Equity  
2) Prevent and Reduce Tobacco Use  
3) Slow the Increase of Obesity  
4) Prevent and Reduce Substance Abuse and Mental Illness  
5) Improve Access to Health Care 

 
Along with improvement strategies, the CHIP details performance measures, target benchmarks, 
and “responsible parties” for achieving its objectives. Trillium was among the group of 
organizations responsible for addressing the health priority related to preventing and reducing 
tobacco use. Trillium was involved in the strategy to increase the number of environments where 

 
Oregon Health Authority Initiatives for Transformation 

 
1) Developing and implementing a health care delivery model that 

integrates mental health and physical health care and addictions. 
 

2) Continuing implementation and development of Patient‐Centered 
Primary Care Home. 

 
3) Implementing consistent alternative payment methodologies that align 

payment with health outcomes. 
 

4) Preparing a strategy for developing a Community Health Assessment 
and adopting an annual Community Health Improvement Plan. 

 
5) Developing electronic health records, health information exchange, 

and meaningful use. 
 

6) Assuring communications, outreach, member engagement, and 
services are tailored to cultural, health literacy, and linguistic needs.  

 
7) Assuring provider network and staff ability to meet cultural diverse 

needs of community. 
 

8) Developing a quality improvement plan focused on eliminating racial, 
ethnic and linguistic disparities in access, quality of care, experience 
of care, and outcomes. 

 



 

 

tobacco use is prohibited so that it included more city and community campuses, parks and 
recreational spaces, physical and mental health support centers and worksites. The plan for 
addressing this health priority includes improvement strategies, and specified target dates for 
outlined goals. Trillium CCO was also listed as a responsible party under the plan for addressing 
the health priority related to preventing and reducing substance abuse and mental illness. The 
outlines implementation strategies for this priority area include supporting the adoption and 
implementation of mental health-friendly workplace environments as a means to encourage 
mental health and reduce substance abuse. Additionally the team was responsible for strategizing 
ways to implement policies that work to restrict access to lethal means of self-harm and reduce 
the availability of alcohol and other drugs in the retail and social markets. Lastly, Trillium and 
the other organizations represented in the CHIP worked with healthcare and social service 
providers to improve support for providers as they adopt evidence-based and trauma-informed 
screening assessments and referral policies to improve services for mental health and substance 
abuse patients. 
 
Funding and Sustainability 
 
As a CCO, Trillium receives a capitated per-member per-month budget from Oregon’s Medicaid 
program, 36 percent of which comes from the state and 64 percent of which comes from the 
federal government. In 2015, that budget is approximately $400 per member per month. Trillium 
has approximately 92,000 members as of April 2015. In addition, Trillium is eligible to receive 
incentivized funds from Oregon’s CCO Performance and Quality Pool for achieving key quality 
benchmarks – in 2013 that equaled approximately $5 million dollars. CCO collaborative 
prevention activities are funded through a specific per-member per-month set aside that Trillium 
provides from its global budget; those funds go to staffing and program support for Lane County 
Public Health. 
 
The sustainability of these funds largely depends upon Trillium’s ability to control costs while 
meeting quality measures, as well as the state’s continued agreement with the federal 
government to allow the CCO model. 
 
Community Resident Engagement 
 
The CAC and the Rural Community Advisory Council serve as the primary vehicles for 
Trillium’s engagement with the community. Each of these councils – which have representatives 
on the Trillium Board – is designed to represent community residents and Trillium members. 
The CHA and the CHIP processes are also designed to involve the community. 
 
Data Sharing Capability 
 
Trillium has in place a fairly well adopted electronic medical record system. In its 
Transformation Plan, Trillium reports that “approximately 90 percent of providers already have 
an EMR that meets meaningful use criteria. The small number of providers who do not use an 
EMR are not likely to convert as many plan to retire in the near future.” 
 
Trillium is pursuing a robust Health Information Exchange (HIE) that will mobilize relevant 
healthcare information between users to offer more effective patient‐centered care. This “smart 
“HIE” will enable all healthcare‐related providers in Lane County to have timely access to 



 

 

relevant, actionable information about Trillium members for coordination and delivery of 
integrated patient‐centered care, and assist members in self‐managing their care through 
electronic connections with their care teams, as well as available healthcare data that is presented 
in an easily understood format. 
 
Accountability 
 
The state evaluates Trillium’s success according to 17 measures. These range from clinical 
(controlling high blood pressure) to screening tests (colorectal cancer screening) to 
administrative (Patient-Centered Primary Care Home enrollment). Trillium is provided with 
financial incentives when it meets key benchmarks. It was awarded approximately $5 million – 
equaling the largest award for the state’s 16 CCOs – for meeting benchmarks related to diabetes, 
depression, and Patient-Centered Primary Care Homes in 2013. 
 
The CHIP also has evaluation measures built into it, such as “Increase the number of cities in 
Lane County that adopt and implement tobacco-free campus policies” from a baseline of zero 
and ensure that “all school districts in Lane County are on track to meet minimum PE 
requirements” according to state data. 
 
Successes and Challenges 
 
The cross-sectoral work between Trillium and Lane County Public Health is reported to have 
been both “challenging” and “transformational.” Though differing cultures were described as an 
initial obstacle, Public Health staff report that they are challenged to think in much more 
concrete financial terms about issues such as hospital readmissions, while Trillium staff are 
becoming more familiar with the public health approach. 
 
Lessons Learned for Implementing Accountable Communities for Health 
 
Staff involved in the collaboration between Trillium and Lane County Public Health offer the 
following advice: 
 
“Be very clear on your processes, and make sure that the entities involved are clear on process 
and comfortable with it.” 
 
“Understand the different perspectives. Public health and insurance companies have very 
different views. You need to understand each other to move the agenda forward.” 
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Pathways to a Healthy Bernalillo County 

 
SNAPSHOT 

 
Name of initiative Pathways to a Healthy Bernalillo County 

Location Bernalillo County, New Mexico (pop. 674,221) 

Leadership structure The Office for Community Health of the University of New 
Mexico Health Sciences Center staffs Pathways to a Healthy 
Bernalillo County, the “Hub” of the effort. The Program 
Manager is an employee of UNM Health Services Center, and 
oversees all programmatic aspects of Pathways and reports to the 
CEO of UNM Hospital (funding source), UNMH Board of 
Trustees, Health, and Pathways Community Advisory Group. 
The Program Manager is supervised by the Director of the Office 
of Community Health Worker Initiatives, which is under the 
Office of Community Health in the Health Sciences Center. 
Provides technical support and coordinates standing monthly 
meetings or training for the navigators, assist the partner 
organizations, and evaluate the program. Navigators are 
employees of their respective organizations, who are contracted 
by the program. 

Partnership structure The collaborative is coordinated by the central hub that contracts 
with various partner organizations, selected through a 
competitive RFP process, to provide services known as 
“pathways” to the clients.  

Number of staff The Hub is allocated a 1.0 FTE, staffed by a full-time Program 
Manager, and 0.2 FTE in administrative support.  The 
“pathways” organizations have their own, separate staffing, and 
employ community health workers, called navigators, to carry 
out HUB activities. 

Stated goal Through a comprehensive participatory planning process, the 
community participants identified the four primary goals of the 
program as:  (1) People in Bernalillo County will self-report 
better health; (2) People in Bernalillo County will have a 
healthcare home; (3) Health and social service networks in 
Bernalillo County will be strengthened and user-friendly; (4) 
Advocacy and collaboration will lead to improved health 
systems. 

Population served The entire population of Bernalillo County, with a broad focus on 
low income, uninsured adults.  Serves between 350-400 residents 
at any point in time. 
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Issues addressed Access to healthcare, housing, education, social isolation, and 
systemic barriers inhibiting access to all of the above. 

Scope of services Medical care, behavioral health, employment, social services, 
establishing health homes. 

Link to other healthcare 
payment or delivery 
reform efforts 

HUB Pathways leverages Community Health Navigators (CHNs) 
to identify and connect vulnerable County residents to 
community-based and social service resources based on their 
individual unmet need(s). 
 
The HUB Model is “service-oriented”, in that a bulk of the effort 
is in identifying and connecting clients to participating pathways 
resources, and establishing a health care home. In addition to 
working with individual clients, standing monthly community 
meetings with all navigators and 5-10 additional interested 
community partners provide a platform for Community Health 
Navigators and other community collaborators to offer social 
service administrators feedback on service access barriers that 
clients face. Meetings are organized by the Program Manager, 
but each agenda is decided upon in the prior meeting with input 
from the navigators. This feedback, in turn, has motivated 
improved processes and policies to make services more efficient 
and accessible  (e.g. I.D. cards) 

Policy changes Because Pathways to a Healthy Bernalillo County is a service 
organization, policy change is not a big part of their work. That 
said, political and organizational leaders are often brought to 
monthly meetings so that navigators may share their thoughts on 
systemic barriers. Navigators have been able to bring up repeated 
barriers to organizational leaders in order to change 
organizational practices.  

Funding sources/budget Funded through a county mill levy tax. Slightly less than 1% of 
the tax, approximately $800,000 each year, is dedicated to 
funding Pathways to a Healthy Bernalillo County. The tax is 
renewed every eight years (next cycle starts in 2017). The 
“pathways” partner organizations are guaranteed 30% of their 
funding from the Hub to cover administrative costs; the other 
70% is based upon the incentive structure paid to the partner 
organizations for successfully achieving outcomes for the clients 
served.  

Key reported successes 76% of Pathways clients report better health at the time they 
complete their participation in the program.  
20% of participants (630 individuals) have established a 
healthcare home.  
Strengthened processes and procedures related to services 
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provided through community-based and social service (e.g. 
County) networks. 
The quality assurance manual developed by the program has 
been distributed and shared with interested individuals from 
across the country. 

Notable feature Pathways to a Healthy Bernalillo County uses a dedicated, 
tax-based funding structure, which promotes sustainability.  
It is also significant that the majority of the “pathways” funding 
is spent on payment incentives paid to community partners, and 
is dependent upon their ability to successfully achieve specific 
outcomes. 
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PROFILE 

Background 
 
In December 2005 the University of New Mexico (UNM) Health Sciences Center, at the request 
of the Governor, held a statewide summit to discuss its public mission and address concerns 
about the costs of uncompensated care for indigent residents.  The Health Sciences Center 
leadership, including UNM Hospital, were receiving a lot of pressure from a large community 
group, Community Coalition for Healthcare Access (CCHA), to be more transparent and 
accountable for the more than $80 million (at the time) that they received each year through the 
County mill levy fund. CCHA consists of leaders from non-profits, frontline community 
members, and health workers. CCHA combined efforts with the All Indian Pueblo Council 
(AIPC), who had been challenging the hospital for not fulfilling their agreement in the 1952 
Treaty. After the summit, County stakeholders and the public taxpayers wanted to detail a 
strategy for fostering financial accountability. The County Commission convinced the UNM 
Hospital (UNMH) to commit a small portion (~1%) of the mill-levy tax to support a program 
that would “improve access for the underserved of the County in collaboration with community 
resources”. No less than $800,000 per year for an eight-year period (duration of mill-levy 
funding) was committed for this newly created Pathways Program.  
 
Early in the program’s tenure, office leaders became aware of the Pathways Model developed by 
Dr. Mark Redding and Dr. Sarah Redding, and were attracted to its emphasis on leveraging 
community health workers (CHNs) and its ability to track each client’s needs and progress to 
accessing appropriate “pathways” to services offered through participating health and social 
service agencies and community-based organizations. Program leaders felt that a similar 
approach could help at-risk county residents, including those with limited English proficiency, 
Native Americans living on and off reservations, returning citizens, immigrants, and other at-risk 
populations. 
 
Following a community workshop by Dr. Redding in October 2007, a workgroup was formed to 
define the program’s mission and to explore the Pathways Model for use in Bernalillo County.  
The work group included representatives from community-based social service organizations, 
the New Mexico Department of Health, the University of New Mexico Health Sciences Center, 
the University of New Mexico Hospital, the Bernalillo County Community Health Council, 
community advocates, and others. Additional planning took place at a “kickoff” community 
meeting in September 2008 and at five half-day planning meetings with community-based 
organizations. In November 2008, passage of a mill-levy bond issue ensured that funding would 
be available through 2017.  The workgroup then developed specific community outcomes as 
programmatic goals.  
 
Population served  
 
While the overarching mission of Pathways to a Healthy Bernalillo County is to improve the 
health of the entire county, the program focuses on low-income, uninsured adults with risk 
factors including multiple or complex unmet needs, self-reporting fair to poor health, lacking 
stable employment, feeling unhealthy, being unemployed, having had at least one ED visit 
during the previous year, being homeless and not receiving services, or averaging fewer than two 
full meals per day. 
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The target population also includes individuals parenting young children; urban off-reservation 
Native Americans not connected to community resources; formerly incarcerated people 
experiencing difficulty obtaining employment and stable housing, among other needs; and 
undocumented immigrants or residents with limited-English proficiency. 
 
Clients are identified and referred through a variety of sources, including friends and family 
members (who referred nearly 30 percent of clients in the program's first 4 years), community 
health navigators, and interagency referrals.  
 
The program’s goals and priorities were jointly set by community representatives and HUB staff, 
and include:   
 
(1)  People in Bernalillo County will self-report better health;  
(2)  People in Bernalillo County will have a healthcare home;  
(3)  Health and social service networks in Bernalillo County will be strengthened and user-

friendly;  
(4)  Advocacy and collaboration will lead to improved health systems. 
 
Partnership Structure 
 
1.2 FTE staff in the Hub provide technical support and coordinate standing monthly meetings or 
training for the navigators, assist the partner organizations, and evaluate the program.  
 
The Office for Community Health organizes an RFP process to identify the community 
organizations that house the community health navigators; the selected organizations are referred 
to as community partners, each has a minimum of one (1.0 FTE) community health worker 
engaged in the pathways program. The Pathways Community Advisory Group, comprised of 
non-UNM community representatives (i.e. Bernalillo County, NM Dept. of Health, Albuquerque 
Area Indian Health Board, Presbyterian Healthcare Services, private consultants, New Mexico 
Health Connections, the NM Community Health Workers Association, etc.) meets quarterly and 
serves the Hub in an advisory capacity, plays a major role in the development and review of the 
Request for Proposals, advocates on systems issues, and serves as a “sounding board” for the 
Hub.  Funding for Pathways is written into both a Memorandum of Understanding (MOU) that 
the Bernalillo County Commission has with UNM Hospital, and in an MOU between the Hub’s 
office and UNMH.   
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Planning and Implementation 
 
Twenty community health workers, called navigators, are employed by community partner 
organizations to assess the immediate needs of the person referred, determine whether the 
individual would be an appropriate candidate for Pathways participation (i.e., has multiple 
needs), and then conduct an approximate 45-minute risk score assessment. The navigators obtain 
written consent from the individual prior to collecting any information, including the risk score 
instrument, and for individuals deemed eligible, the navigator obtains consent before enrolling 
them in the program.  
 
The navigator works to build the client’s trust in the system of care, coordinates the services 
provided by participating community agencies, reports any system barriers encountered, and 
documents all activities in the program’s database.  

 
Funding and Sustainability 
 
Pathways to a Healthy Bernalillo County is funded through a county mill levy tax. Slightly less 
than 1 percent of the tax, approximately $800,000 each year, is dedicated to funding Pathways to 
a Healthy Bernalillo County. The tax is renewed every eight years (next cycle starts in 2017). 



 

7 
 

The “pathways” partner organizations are guaranteed 30 percent of their funding from the Hub to 
cover administrative costs; the other 70 percent is based upon the incentive structure paid to the 
partner organizations for successfully achieving outcomes for the clients served. 
 
The pathways are paid through financial incentives, and payments are based on milestones. The 
partner organizations receive incentive-based payments at three stages:  
 
a) After the initial risk assessment/enrollment in the program; 
b) After confirmation that the client has received some level of necessary services, and  
c) After verification that pathways have been completed. 
 
Each partner organization can be reimbursed for up to three completed pathways per individual, 
with the total payment limited to $1,550 per client1.  Incentive payments are weighted based on 
the average time it takes clients to complete a pathway. Examples of outcomes associated with a 
completed pathway include the following2:  
o Behavioral health: The client has appropriate health coverage or a financial assistance 

program in place to establish a behavioral healthcare home and has seen a behavioral health 
specialist a minimum of three times. The client reports that he or she is no longer 
experiencing the negative symptoms that previously interfered with his or her quality of life. 

o Employment: The client has found consistent source(s) of steady income and is gainfully 
employed over a period of 3 months. 

o Food security: The client has achieved food security, including access to at least two hot 
meals per day during the last 3 months. 

o Healthcare home: The navigator confirms that the client has seen a provider a minimum of 
two times and that client has established a comfortable relationship with the provider 
(CAHPS survey), has confidence in asking questions (CTM survey), is treated respectfully 
(CAHPS survey), has received whole-person care, and understands follow-up treatment plan 
(CTM survey), if applicable. 

 
Community Resident Engagement  
 
Pathways interfaces with the community largely through its navigators, who are closely 
connected to grassroots efforts themselves. Additionally, community members are welcome to 
attend monthly meetings with navigators, and most community members attending meetings are 
“grass tops.” There has been outreach to grassroots organizers, but the program has faced 
challenges in getting additional community involvement at meetings. 
 

Data Sharing Capability 
 
A database maintained by the hub allows navigators to avoid duplication of services, confirm 
that care pathways have been completed, and collect data for reporting purposes.3  
 
Accountability 

                                                      
1 The program is based on a capitated-plus payment structure per referred client. 
2 To Note: Partners are incentivized based on both process outcomes AND “health/care outcomes” (e.g. clinical quality, community health).  
Outcomes are NOT based on cost or healthcare cost proxies (e.g. readmission rates) 
3
 Integrator maintains internal database with updates from CHNs. Thus, no data “sharing” activities between partners occurs.  Instead, HUB 

reports out to partners and community based on outcomes reported to the Hub. 
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Pathways are held accountable for their work through their pay structure, where they receive 
incentivized payments based on their ability to achieve milestones. Incentive payments for each 
pathway are weighted differently, and depend on the amount of time and effort that is required to 
complete each. The average time period that a CHN works with their clients and completes 3 
pathways is eight to nine months, but in some cases, particularly with the housing pathway, it 
can be well more than a year. This structure initially created a potential for CHNs to favor, and 
actively enroll, clients in certain “low hanging fruit” pathways, while avoiding those that were 
harder to complete (e.g. have more administrative hurdles).  For example, one outcome measure 
of the housing pathway - “client has stable housing for greater than 3 months.” - is required for 
clients to complete before CHNs can receive a final incentive payment.  However, many clients 
do not have State-issued I.D.s, which is a requirement to apply for public housing.  State-issued 
I.D.’s can take up to 6 months to process, while public housing wait lists can be one year or 
more.  Thus, the 18-month timeframe was often too short to successfully complete the housing 
pathway.  
 
Aligning evaluation measures (especially those tied to incentive-based payments) with 
administrative timelines, processes and procedures, will promote “buy-in” (among CHNs) and 
ensure that outcomes-based incentive rewards are achievable.   
 
Successes and Challenges 
 
The most recent long-term evaluation of Pathways to a Healthy Bernalillo County measured 
outcomes from 2009-2013. Key data held up by the HUB as successes include: 
 

 2,129 individuals participated in the program during the four-year reporting period 
 

 3,058 separate pathways were successfully completed 
 

 92 percent of participants assessed during exit interviews reported being either 
“completely satisfied,” “mostly satisfied,” or “satisfied” with the help that they received  

 
 86 percent reported that what they did with the navigator on specific pathways will 

continue to help them 
 

 84 percent have been able to help others with information and resources/services that 
they had learned about from participation in Pathways. 

 
 76 percent reported having a better understanding of how to access health and social 

services as a result of their participation in Pathways 
 

 70 percent reported that their overall health has either “greatly improved” or “improved” 
since they began participating in the program 

 
 68 percent of participants remained active participants in the program available for 

follow-up, a figure the Hub prides itself on given the transient nature of the population 
served. 
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One challenge faced by Pathways to a Healthy Bernalillo County has been the evaluation of 
long-term outcomes. This struggle has occurred both due to the lack of funding put towards 
program evaluation (when the focus is on putting funding back into the community), as well as 
challenges in contacting participants to conduct a six month follow-up when many of them have 
relocated and/or changed their contact information. An exit interview has now been instituted 
asking participants to update their contact information and to provide information about their 
experiences, but data supporting the long-term efficacy of the program has not yet been 
collected. 
 
An additional challenge posed by the Pathways model is that its reach – both in terms of how 
many participants it is able to enroll and how many services it is able to provide – is limited by 
its funding constraints.  
 
The Bernalillo County program experienced an unexpectedly high turnover rate among its 
navigators during the first 2 years, primarily because navigators found better paying positions 
elsewhere. In response, program leaders have taken steps to improve retention rates. One 
example includes the development of a training program for new navigators. In spring 2013, the 
program provided a 2-day nationally certified training on mental health/first aid and another 
mini-workshop on time management/organizational skills. Additionally, it is required in the most 
recent RFP that the organizations must pay their navigators no less than $14/hour. 
Standing monthly navigator meetings are held to address topics of interest, learn about additional 
community resources, provide mini-workshops, and allow the navigators to mingle, network, and 
support one another, and the program manager regularly informs the navigators about 
opportunities for continuing education and encourages their employers to support them in these 
efforts. The program contracted with a consultant to develop training materials on service 
coordination and advocacy skills, community knowledge, and assessment as part of the statewide 
efforts to establish a voluntary Community Health Worker Certification Program (Updated 
December 2014). 
 
Lessons Learned from Implementing Accountable Communities for Health 
 
Ongoing support from the community can be maintained by hosting an annual Report-to-the-
Community, providing leadership opportunities for the Navigators, working with a community 
advisory board, and issuing annual public reports 
 

 


