
  

 

 

 

   
 

       
           

         
         

           
           

         
       

     
          

            
            
   

 
          

       

      

        
          

         
           

       
          

       
   

        
         

  

     

           
         

         
        

          
       

           
         

       
         

         
        

Dear Partners, 

SCL Health’s mission calls us to improve the health of the communities we serve, especially the 
poor and vulnerable. Guided by several of our core values that reflects the integrity, safety, caring 
spirit and excellence in our work, SCL Health continues to answer the call as we identify and 
pursue innovative ways to meet the evolving health care needs of our patients. SCL Health is 
committed to implementing clear and meaningful interventions in each focus area, as identified by 
the Colorado Department of Health Care Policy and Financing. The Initiatives outlined in our 
applications represent six specific state wide measures and four local measures. The measure 
interventions reaffirm that providing cost-effective, high-quality ambulatory, acute, and post-acute 
care requires a system-based, multidisciplinary approach. SCL Health’s Hospital Transformation 
work is built on five pillars critical to support a health systems’ preparedness to implement value-
based care payment models, including: (1) patient and provider engagement, (2) improved 
technology and data management, (3) patient safety and quality, (4) community engagement; and 
(5) financial stewardship. 

Below is a list of SCL Health’s selected measures and a brief description of the measure 
intervention. SCL Health eagerly solicits feedback from our community. 

SW-RAH1-All Cause Risk Adjusted Hospital Readmission 

Intervention: The recently formed SCL Health Readmission Reduction Team will lead 
development of a readmission reduction action plan to include work to support improved 
transitions of care to include timely and uniform discharge summaries. The team will evaluate 
technologies that can be leveraged to provide a predictive tool used to identify patients with higher 
risk of post-discharge complications or increased potential for readmission. The work will include 
determining which elements of a coordinated care plan shows the greatest potential to improve 
patient outcomes and reduce readmissions, identify policies and procedures that engage primary 
care providers in post-acute follow-up appointments, and improve communication between all 
providers in the patient’s care continuum. The team will identify strategies to identify innovative 
care management tactics, and ensure the coordinated care plan is consistent with the patient’s 
own care goals. 

SW-CP1-Social Needs Screening and Notification 

Intervention: The SCL Health Care Management team will work closely with each hospital site, IT, 
and the Community Benefit Team to roll out a streamlined screening and care coordination action 
plan for all SCL Health hospitals. The work includes updating a system-wide care management 
and utilization management workflow that supports evidence based and data driven decision 
making. The work will include a review of technology and the potential to leverage Electronic 
Health Record (EHR) capabilities to streamline approaches. Identifying community resources, 
especially those that can support patient needs based on race, ethnicity, language, and any other 
factors that might create inequities and pave the way for improved access and healthcare 
outcomes. SCL Health will engage in community conversations about ways to improve the 
process in referrals from Hospitals to community based organizations, government safety net 
programs, and any community resources. The Care Management team will lead partnerships with 
each Regional Accountable Entity (RAE) in Colorado to form a collaborative referral process from 



 

      
  

      
        
         

       
        

           
           

          
      

       
         

  

       
       

        
           

            
          

           
            

        
   

  

            
         

         
           

         
        
             

     
         

   

             
              

        
           

           
        
         

          

SCL Health hospitals to each RAE for ongoing and collaborative care coordination and 
management activities. 

SW-BH1-Collaboratively Develop and Implement a mutually Agreed Upon Discharge 
Planning and Notification Process with the Appropriate RAE for Eligible Patients with a 
Diagnosis of Mental Illness or Substance use Disorder Discharged from the Hospital or ED 

Intervention: A multidisciplinary team to include Care Management, Behavioral Health Teams, and 
each SCL Health hospital site will come together during HTP Implementation years to develop a 
system wide action plan. The plan will entail a coordinated workflow that identifies patients that are 
at-risk due to a behavioral health diagnosis and/or Substance Use Disorder (SUD). The goal is to 
create targeted support, provider referrals, treatment options, medication, and access to post-
acute resources. The Care Management team will lead collaborative efforts with each RAE in 
Colorado to determine the most appropriate and feasible referral process to assist patients in 
connecting with their behavioral health network and benefits, as administered under the RAEs. 

SW-BH3-Using Alternative to Opioids 

Intervention: SCL Health has recently implemented this measure work and standard across all 
SCL Health Hospitals in collaboration with the Colorado Hospital Association (CHA) and the 
Colorado Chapter of American College of Emergency Physicians. The measure intervention will 
entail the regular review of performance, review of recommended updates, and the 
implementation of a process improvement tool if any performance areas dip below the expected 
average or level. SCL Health will engage in community events with CHA to partner and share best 
practices at any organized forum. SCL Health will partner with the SCL Health Community Benefit 
team to disseminate information on the work that is being done to fight opioid addiction in our 
communities. Available technology such as CHA’s ODIN dashboard will be utilized for 
performance review. 

SW-COE1-Hospital Index 

Intervention: The Hospital Index work will be spearheaded from the SCL Health System office. 
The work will entail a deep dive into the Prometheus data during HTP Implementation years to 
identify care redesign opportunities for improvement in episodes of care. Provider engagement 
and care redesign activities will be executed under a collaborative process with other System and 
Hospital departments such as Quality, Pharmacy, IT, Finance, Care Management, and more. The 
System team will lead any internal policy and procedure updates to foster plans of continuous 
improvement. The work will entail identifying opportunities for the potential of a Navigator program 
to support at-risk patients and partnerships with community based organizations to smooth 
transitions of care from hospitals to the patients’ post-acute care setting. 

SW-PH1-Severity Adjusted Length of Stay 

Intervention: Length of Stay work will be executed under an existing Patient Flow Core Committee. 
The goal of the Patient Flow Core Committee is to ensure that patients receive the right care at 
the right time. Tactics to achieving this work in upcoming years are to create patient flow plans 
that ensure patients are matched with their most appropriate care path for their condition and 
acuity, and furthermore ensures the patients are discharged from the hospital at the most 
appropriate time to the most appropriate care setting. Additionally, the Patient Flow Core 
Committee will examine factors such as increasing timely discharges, reducing delays, improving 
patient handoffs and transfers into their post-acute space, and enhanced communication. The 



 

        
        

     
        
          

          

      

         
             

          
           

            
        

          
        

      
           

    

       
      

          
          

       
        
      

       
      

            
        

       
           

         
          

          
           

  

      
 

            
        

        
         

        
          

          

Care Management Team will partner with the Patient Flow Core Committee to examine 
opportunities to use techniques to create primary care capacity, address social determinants of 
health, and enhance post-acute communication not only between providers but between care 
managers and care coordination contacts. The Patient Flow Core Committee will leverage 
technology to track length of stay and report performance to internal stakeholders for care 
redesign engagement, feedback loops, and to target barriers in Length of Stay work. 

CP4-Screening for Transitions of Care Supports in Adults with Disabilities 

Intervention: SCL Health’s Care Management team will spearhead the work under this measure 
intervention. The Care Management team will create a system wide action plan to increase the 
continuity of care between a patient’s hospital stay and their post-acute setting and care 
continuum. The work plan entails an evaluation of technology to implement a hospital based 
screening tool to gather data and analytics that includes metrics related to a patient’s mobility, 
cognition, Activities of Daily Living, and metrics to determine a patient’s functional status. There 
will be an improvement process established around the communication along the continuum of 
care to include patient participation and feedback by patients, caregivers, family members, and 
other patient identified caregivers and a process to include this information in the patient’s 
Electronic Health Record. Work will be executed to ensure that patients racial, ethnic, and 
language needs and preferences are accommodated when and wherever possible. 

CP6-Screening and Referral for Perinatal and Postpartum Depression and Anxiety and 
Notification of Positive Screens to the RAE 

Intervention: The work under this measure will be led by the SCL Health Maternal Mental Health 
Project Advisory Committee. The work will entail a system wide initiative to ensure patients have 
access to integrated behavioral health during their perinatal period. Plans for an implementation 
and improvement work flow process for a stage-based response protocol. The goals of this work 
are to ensure that patients have access to prevention and treatment interventions, patient-
education material, coordinated care plans with integrated behavioral health services, and access 
to providers and support specialists using technology, including the potential to leverage 
telemedicine. The committee will work on the development and dissemination of educational 
materials to patient care providers, care managers, and clinicians to meet core competency goals. 
This committee alongside the Care Management team will work in a collaborative partnership with 
each RAE to build a referral process to ensure the patients are connected to their Medicaid 
benefits and resources. Screenings will be available in multi-languages to break down barriers to 
cultural health equity in health care access and health outcomes. Patients will be referred to 
community based organizations when social determinants of health needs are identified. Patients 
will be connected with community resources that best match their ethnic, cultural, or language 
needs and preferences whenever available. 

RAH4-Percentage of Patients with Ischemic Stroke who are Discharged on Statin 
Medications 

Intervention: The intervention for this measure will stem from each SCL Health hospital under the 
Stroke Directors in partnership with Quality engagement. The goal of this measure is to increase 
statin medications compliance for the Medicaid population to meet system standards. Currently, 
the data shows that the Medicaid population is below the system average for stroke compliance 
and HTP provides a good platform to pursue work to bring the Medicaid population to system 
standard goals. This work entails patient engagement from the stroke coordinators at each SCL 
Health hospital, telemedicine options, and patient follow-up from the stroke coordinators in the 



 

         
        

       

  

        
            

           
        

          
               

            
               

        
     

          

        

        

            

             

      

   

 

        

 

   

       

     

         

      

          

        

         

 

 

  

 

patients’ post-acute space. Technology will be leveraged to track compliance by site and create 
internal dashboard reporting for tracking performance. A variety of process improvement 
techniques will be ready to deploy as compliance numbers drop. 

COE2-Implementation/Expansion of Telemedicine 

Intervention: Each SCL Health hospital, with support from SCL Health System’s Virtual Health 
Department, will execute the work under this measure intervention. Each Hospital will perform a 
gap analysis with engagement from a multidisciplinary group. The goal of the gap analysis is to 
determine voids in workflow or access, including geographical gaps based on populations, and 
identify cost inefficiencies. These gaps will be compared to technological capabilities to determine 
if telemedicine could be leveraged to fill the gaps. Each hospital site will construct a process to roll 
out the expansion of telemedicine technology to address the identified gaps. The expectation is 
that by the end of the HTP Implementation period, each Hospital will know in which area they will 
expand telemedicine visits and have the technology and reporting mechanisms in place for 
performance reporting during HTP Performance years. 

Finally, considerations for health equity and disparity areas have become an essential care 

management building block when improving care coordination and health outcomes. Recent 

events have pushed social justice inequities and equity gaps into the mainstream conscience as a 

national priority. HTP provides an excellent framework to consider grass root solutions to the issue 

of equity. Health equity means ensuring that patients get the care they need when they need it, 

with no variation in quality due to characteristics such as ethnicity, gender, geographic location, 

disability or socioeconomic status. 

SCL Health will include the following equity strategies within the intervention design and 

development. 

a. Advanced language accommodations 

b. Race, ethnicity and language data (REAL) 

c. Data stratification to look at the differences in care between groups 

d. Tailored care design with attention to cultural competence in overcoming SDOH barriers 

e. Shared accountability between clinicians and community based organizations 

f. On-going CHNE efforts to include outreach and intentional inclusion of minority patients, 

caregivers, and families is essential to a participatory structure that can reduce health 

disparities 

g. Emphasis on a learning environment based on evaluation and transparency 

Thank you, 

Hospitaltransformationprogram@sclhealth.org 

mailto:Hospitaltransformationprogram@sclhealth.org
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