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Venture Definition:






What we are working on:
o Connecting with people in health, not just in illness, both within hospitals, as
well as within their respective communities. Or, as the Robert Wood Johnson
Foundation (RWJF) simply stated, “Health starts where we live, learn, work
and play”.
o Implementing a Mobile Health Clinic (MHC) as part of St. Mary’s Medical
Center services where a minimal investment has potential to have a high
impact on overall community wellbeing.
o Providing a platform with the potential to deliver a wide spectrum of
services, from education, screenings and preventive care.
o Conducting community probes to determine needs, services and locations.
The problems we are having:
o Lacking sense of community, “social connectedness”, in our neighborhoods.
o Limited community capacity for mental health awareness, suicide prevention
and stigma elimination.
o Food insecurity where individuals are eligible but not enrolled (EBNE), e.g.
SNAP, WIC. In Mesa County 1 in 7 residents are food insecure in addition to 1
in 10 children and 2 in 10 adults being EBNE in health insurance.
o Inadequate transportation to receive medical care.
o Lacking access to routine health care where 1 in 4 Mesa County residents did
not visit a health care professional in the past 12 months.
The impact to the SCL Health community if we don’t find a solution to these
problems:
o Mesa County residents will continue to struggle with barriers associated with
Social Determinants Of Health (SDOH).
o Increasing suicide attempts and deaths.
o The MHC will continue to sit unutilized, parked in the garage.
o Incur high-cost, interventional care rather than low-cost, preventive care.
o Continued difficulty accessing healthcare.
o SCL Health has descreased visibility in community.

Clear, Compelling Goal:
Forward thinking organizations are leveraging resources to address social and economic
issues which have potential to change how individuals live and work. We will utilize the
MHC and community collaborations to connect with individuals by providing screenings,
awareness and guidance to community resources; meeting the Triple Aim of improving
experience, improving quality, and reducing cost of healthcare.

Metrics:






Number of days MHC is in the community, including locations (allows us to fail fast
and often)
Number of screenings administered
Number of individuals who received preventive care
Number of individuals connected with community resource information
Number of partners/collaborations

Alignment with Strategic Priorities:



Person-Centered: Keep the patient at the forefront of all that we do.
Growth: Expand the reach of our healing ministry.

Let us continue in the footsteps of our founding Sisters of Charity of Leavenworth and work
to improve the health of our community and the people we serve, especially those who are
poor and vulnerable through partnerships and collaborations where people “live, learn,
work and play”.

Scope:


In Scope:
o Educational materials
o Screenings
o Combined resources among community collaborations, e.g. flu vaccination
o Mesa County residents



Out of Scope:
o Clinical care
o Utilizing eSummit
o Communities beyond Mesa County

Anticipated Venture Start Date: October 1, 2018
Anticipated Venture End Date: March 31, 2019

Innovation Playbook


Type
o Our innovation is primarily encompassed in the Experience grouping, on
service (community partnerships alongside MHC), brand (moving SCL Health
outside the hospital walls into the community), channel (engaging patients
outside the care site) and customer engagement (MHC as the identified entity
for helping individuals connect with the resources needed to flourish in their
community).



Shift
o Customer Experience: Connects and engages with individuals at a time and
place that is convenient for them.
o The prominent aspect of our proposal is it enhances the customer experience
by influencing one’s interactions with St. Mary’s Medical Center. St. Mary’s
Medical Center will take an increased leadership role in our communities by
collaborating with many organizations and individuals for addressing SDOH.
Ambition
o Adjacent. We are are leveraging resources to address social and economic
issues which have potential to change how individuals live and work. This
approach to health care is to connect with people in their communities
outside of traditional healthcare settings.



Point Of View
Erin, a 58 year old grandmother, recently received full custody of her grandchildren. Erin’s
daughter lost custody of her children because of drug addiction.
Erin has not been a caretaker for youth in several years and is now learning what, where
and when to access resources for her grandchildren. She lives far from her place of work so
scheduling appointments is challenging because she will need to take time off of work.
When having to juggle all the competing stressors in her life, Erin and her grandchildren
may not seek the resources needed for their overall wellbeing and their health will suffer.
It would be gamechanging if screenings and community resources were available where
Erin and her grandchildren live, learn, work and play.

Concept
When we Move that Bus!, St. Mary’s Medical Center will be viewed as the trusted partner
within the community connecting people to healthcare where and when it’s convenient for
them. The MHC will foster an environment of social connectedness where individuals can

obtain information on health issues, access to care, food insecurity, housing concerns, and
safety resources.

Alignment Assessment
Based on MHC probes and the 2018-2020 Mesa County Community Health Needs
Assessment (CHNA), there is a need to connect with individuals in health in their
communities in order to address SDOH. It is a proven approach to address some of the
most persistent barriers to healthcare faced by high-risk communities.

Venture Tribe


Venture Sponsor: Peter Kung, Terri Casterton



Innovation Partner: Peter Kung, Terri Casterton



Venture Team: Move that Bus! – Bringing 360° of Care and Compassion to the
Communities We Serve

Name
Christopher Dugan
Andrew Koschel
Kevin Kuoni
Gretchen Gore
Cindy Ortiz
Stephanie Northrup
Keith Dickerson, MD

Role
Project manager
Project manager
Project manager
Mission Integration
Mission Integration
MHC insight
MHC insight

Risks








Being able to staff the bus consistently
Perception this is a continuation from 2017 innovation challenge
Assumption people will come
Assumption services are needed
Ongoing bus maintenance
Perceived territorial conflict with non-SCL providers
Reliance on community partnerships

Technical Requirements
St. Mary’s Medical Center has a MHC fully equipped and ready to provide screenings,
prevention and awareness resources to the communities of Mesa County.

Innovation Challenge:
Venture Milestones and Timing
Venture Name

Move that Bus!

Date

Venture Lead

Grethcen Gore, Cindy Ortiz, Andrew Koschel, Chris Dugan, Kevin Kuoni

6/4/2018

Location: Saint Vincent Outpatient Rehab Center
Region
Western Slope

Venture Timing:
Start Date

7/1/2018

Care
Site/Department

Target Completion Date

4/1/2019

St. Mary’s

Venture Milestones, Accountability & Schedule: Please identify milestones for 3 phases of work
Phase 1: Setup and Prepare for Venture Launch
Things to consider:
 Contract negotiations (if needed)
 Defining scope of work
 Identify stakeholders and decision makers
 Assess current state and gaps to address
 Develop goals and metrics
 Communication strategy
 Training strategy
 Define testing approach
List the Key Milestones and Activities
Responsible Lead
If applicable, include IRB milestones, including target date for IRB approval
Complete probes to obtain voice of customer
Cindy Ortiz and Gretchen
Gore
Approval for project granted
SCLHS
Review published Community Health Needs Assessment
Gretchen Gore, Cindy Ortiz
Determine initial scope of work for the project
Team
Finalize project plan
Andrew Koschel, Kevin
Kuoni, Chris Dugan
Communications strategy
Team
Finalize goals and metrics
Team
Define testing approach
Team
Recruit existing associates for staffing
Cindy Ortiz and Gretchen
Gore
Recruit volunteers for staffing
Cindy Ortiz and Gretchen
Gore
Create training plan
Team
Finalize community partnerships for scheduling
Gretchen Gore, Cindy Ortiz
Phase 2: Launch and Testing
Things to consider:
 Testing your solution
 Training those affected by the change
 Cutover from old to new processes or tools

Due Date
6/8
6/18
7/13
7/13
7/20
7/31
7/31
7/31
8/10
8/10
8/10
8/17
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Innovation Challenge:
Venture Milestones and Timing
 Measuring effectiveness of your change
 Go-live support
List the Key Milestones and Activities
Train associates
Provide SCLHS Mission direction
Launch of venture
Review day 1 results
Iniital lessons learned debrief
Weekly lessons learned calls
Review survey results of patients experience issues making appointments
Review tracking metrics for services provided (e.g. rescheduled appointments
as result of outreach, etc...)
Monthly statusing of project
Phase 3: Report Out
 Assemble performance metric data
 Summarize findings
 Define pivot and/or expansion plan
List the Key Milestones and Activities
Summarize lessons learned
Summarize survey results of patient experiences
Summarize tracking metrics for services provided (e.g. rescheduled
appointments as result of outreach, etc...)
Final compliation of lessons learned
Final compliation of survey results of patient experiences
Final compliation of tracking metrics for services provided (e.g. rescheduled
appointments as result of outreach, etc...)

Responsible Lead
Cindy Ortiz and Gretchen
Gore
Gretchen Gore, Cindy Ortiz
Team
Team
Team
Team
Team
Team

Due Date
9/14

Andrew Koschel, Kevin
Kuoni, Chris Dugan

Monthly

Responsible Lead
Andrew Koschel, Kevin
Kuoni, Chris Dugan, CHW
Andrew Koschel, Kevin
Kuoni, Chris Dugan, CHW
Andrew Koschel, Kevin
Kuoni, Chris Dugan, CHW
Andrew Koschel, Kevin
Kuoni, Chris Dugan
Andrew Koschel, Kevin
Kuoni, Chris Dugan
Andrew Koschel, Kevin
Kuoni, Chris Dugan

Due Date
Monthly – start 11/1

9/14
10/1
10/2
10/4
Weekly
Weekly
Weekly

Monthly – start 11/1
Monthly – start 11/1
04/6/2019
04/6/2019
04/6/2019
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Innovation Venture Metrics
Venture Name

Move that Bus!

Date

Venture Lead

Grethcen Gore, Cindy Ortiz, Andrew Koschel, Chris Dugan, Michael McMahon, Kevin Kuoni

Location: Saint Vincent Outpatient Rehab Center
Region
Western Slope

Venture Timing:
Start Date

7/1/2018

Care
Site/Department

Target Completion Date

4/1/2019

St. Mary’s

6/4/2018

Performance Metric Description
Identify outcome and process measure results that address the health of the individual, the care provided and/or the reduction in cost
of care. Identify the target, the quarter the target will be achieved and any baseline measurement currently available
Process (P) or
Triple Aim Metrics
Metric
Baseline
Target
Frequency
Goal Date for
Outcome (O)
Improve health (H)
Performance and Performance
Measured
Achieving
Measure
Improve care (C)
Measurement
Target
Reduce costs (RC)
Period
# of days in
O
C
None
3 days
Weekly
4/1/2019
community
# of screenings
administered

O

H, RC

None

20/week

Weekly

4/1/2019

# of individuals
provided with
education material
# of individuals
referred to some
level of care
# of community
partners/organizati
ons
# of vaccines given
by community
partners

P

H

None

20/week

Weekly

4/1/2019

P

RC, H

None

10/week

Weekly

4/1/2019

P

RC

None

10/month

Monthly

4/1/2019

O

C, H

None

20/week

Weekly

4/1/2019
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Innovation Venture: Pilot Risks
Venture Name

Date

6/4/2018

Move that Bus!
Location:
Region

Grand Junction

Care
St. Mary’s
Site/Departmen
t

Venture Timing
Start Date

10/1/2018

Target Completion Date

4/1/2019

Risks
Describe
Risk

Being able to staff the bus
consistently.
Perception this is a direct
continuation from 2017
innovation challenge

What Would Be the Potential
Probability of Happening
Impact on the Project & SCL
(Low, Med, High)
Health if the risk became an
issue?
This would prohibit venture from Medium
happening or drastically reduce
its effectiveness.
Decrease time bus could be in
community.

Medium

Under-utilization of resources

Medium

Under-utilization of resources

Medium

Decreased contact time in
community, financial risk to
SCLHS
Negative community perception
from providers in the community
of SCLHS

Medium

Assumption that people will
come

Assumption that services are
needed

Ongoing bus maintenance

Perceived territorial conflict
with other providers

Reliance on community
partnerships

Medium

Decreased effectiveness and
Low
visibility of the bus in community

Mitigation
Strategies

Create buy-in from various
managers and departments at
St. Mary’s.
Clear communication and
scope about the differences
from last year and
purpose/goals for this year.
Engage community partners to
identify desirable locations and
be willing to pivot to successful
strategies/locations
Community Health Needs
Assessment validated
community need for easier
access to screenings and that
SDOH issues exist. Will pivot
services offered as necessary.
Services could be offered from
other vehicles if necessary.
Messaging of focus on
community benefit and not
offering clinical services.
Rely on partnerships
developed through Mission
Integration at St. Mary’s
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BUDGET TEMPLATE FOR INNOVATION CHALLENGE
Venture Name:
Venture Lead
Date:

Detailed Funding Sources and Budget
Identify a detailed budget indicating how funds will be spent each quarter for the grant period.
Total funding requested by innovation
venture

Phase 1 ‐ Secure
Materials
Month 1
INNOVATION CHALLENGE
Operating Expenses
Wages and Benefits
$30 per hr for staff on bus
.3 FTE for oversight
Office Supplies
Gas
Verizon internet and phone
Medical Supplies
Screening kits and tools
Training, Training Materials
Marketing collaterals/signs/posters
SCLHS giveaway items
Contingency @ 10%
Operating Expense Subtotal
Capital Expenses
Equipment

$0

Phase 2 ‐ Live Pilot
Month 3

Month 2

Month 4

Phase 3 ‐ Wrap Up and Report
Month 6
Total

Month 5

$0
$7,250

$0
$5,760
$2,160
$100
$500
$250
$0
$200
$200
$200
$200
$0
$9,570

$0
$5,760
$2,160
$100
$500
$250
$0
$200
$200
$200
$200
$0
$9,570

$0
$5,760
$2,160
$100
$500
$250
$0
$200
$200
$200
$200
$0
$9,570

$0
$5,760
$2,160
$100
$500
$250
$0
$200
$200
$200
$200
$0
$9,570

$0
$5,760
$2,160
$100
$500
$250
$0
$200
$200
$200
$200
$0
$9,570

$0
$5,760
$2,160
$100
$500
$250
$0
$200
$200
$200
$200
$0
$9,570

$0
$34,560
$16,460
$600
$3,000
$1,750
$0
$1,200
$4,200
$1,700
$1,200
$6,000
$70,670

$0

$0

$0

$0

$0

$0

$0

$0

$3,500
$0
$250
$0
$3,000
$500

Innovation Challenge Semi‐Finalists Submission
Please fill out this submission form and return to Peter Kung (peter.kung@sclhs.net) by end of day on April
7th, 2018. Submissions received after the deadline will not be considered and will not move forward in the
challenge.

Innovation Venture Lead(s): Cindy Ortiz
Team Member Names: Andrew Koschel, Chris Dugan, Kevin Kuoni, Dr. Keith Dickerson,
Location (Care site, Department): Broomfield/Golden Hill (EPMO), St. Mary’s (Mission), St. Mary’s
(Family Practice)
Email: Northrop, Stephanie <Stephanie.Northrop@sclhs.net>; Dickerson, Keith Dr.
<Keith.Dickerson@sclhs.net>; Gore, Gretchen <Gretchen.Gore@sclhs.net>; Dugan, Christopher
<Christopher.Dugan@sclhs.net>; Kuoni, Kevin <Kevin.Kuoni@sclhs.net>; Ortiz, Cindy
<Cindy.Ortiz@sclhs.net>
Phone Number: Cindy – 970‐298‐2868
Innovation Venture Title: Move That Bus!
Innovation Intent: This is a concise articulation of your venture’s goal. Consider these two
questions as you frame your intent:
1. How is this innovation different? Assess what others have already focused on and use this to
identify types of innovation to focus on those things that are distinctive and create a shift in
the patient journey.
2. How ambitious is this venture? How much will you be able to move the needle on your goal?
Innovation intent: We want to take healthcare to the community instead of having the
community come to us. This is the only known mobile healthcare vehicle in western Colorado,
and potentially all of Colorado. This would be a very unique addition to SCL Health offerings.
The vehicle was purposefully designed with a generic layout to be utilized for a myriad of services
and specialties. Although a generic layout the Rural Mobile Health Vehicle (RMHV) has all of the
requisite components of a medical office (patient waiting area, two work desks, printer,
computer, WiFi, storage, private patient exam area with an exam table, wheelchair access, hot
and cold water sink, 12 lead EKG, otoscopes, sharps bin, etc.) so it can be easily customized for
the needs of the day.
The pilot demonstrated the vehicle could be used to help address access to care, population
health issues and provide future telehealth services. Launching telehealth services via the RMHV
would lower the vehicle’s operating cost, increase access to top tier care for our rural areas while
also increasing specialty referrals to our providers. Virtual appointments would free up access to

the limited number of local providers, lower no‐show rates, lower ED visits, improve the health of
the population and in turn lower the complexities and comorbidities in the future. It is the right
thing to do for the patient, the communities and for our organization.
Ambitious: Moderately ambitious; we need to work with community stakeholders for the RMHV
to be better‐utilized. Additional information is needed to account for proper staffing of the
vehicle, depending on the scope of the vehicle service. The team could potentially encounter
roadblocks with other community physicians, especially in terms of RVUs, and will require
partnerships inside and outside SCL Health.
Innovation Shift: What is the primary focus of the change you want to create with your venture?
Choose from one of the following three options and provide a short narrative of how your venture
fits that option:
 Business Model: configuring assets, capabilities, and other elements of the value chain to serve
our customers and generate revenue differently
 Platform: Focus on reinventing, recombining, or finding fresh connections across capabilities
and offerings to create new value for customers.
 It’s literally a platform on wheels. Expanding telehealth offerings is another distinct
feature of this platform change. The ability of the RMHV to morph into a vehicle
that meets a diverse set of needs (i.e. delivering food, potentially vision/dentist,
etc..)
 Customer Experience: Connects, serves, and engages customers in distinctive ways, influencing
their interactions with SCL health and our offerings.
Background: Identify if and how a similar solution has been tested or implemented before in either
another healthcare organization or another industry. If so, identify when, where and the results
that were achieved.
St. Mary’s Process Improvement Team, led by Josh Perrin, was a finalist in last year’s challenge
launching the RMHV. The goal of the venture was to reduce healthcare disparities for those
whose zip code played a larger role in health outcomes than their genetic code. Mobile health
delivery was intended to drastically increase the accessibility to top tier healthcare for the
traditionally underserved area of the Western Slope while also decreasing overall healthcare cost
through evidence‐based preventive practices.
The RMHV was piloted November 2017 through January 2018 with trips made to Craig, Delta,
Rifle, Nucla and Rangely. The target population during the pilot phase, due to PCMH and CPC+
constraints, consisted of recently discharged St. Mary’s patients with no PCP listed in Epic. A total
of six trips were made providing services to 6‐8 patients per visit (travel time was taken into
consideration for scheduling). Services provided included:




Routine office visit / Primary care services
Immunizations / Flu shot / Shingles / TD Booster
Ordering prescriptions and lab tests






Blood pressure / Cholesterol / BMI screenings
Disease management (diabetes/asthma)
Wound care / Minor skin care
EKG

A 26‐foot long rehabilitation bus was outfitted into a single patient medical office and was
purposefully designed with a generic layout in order for it to be utilized for a myriad of services
and specialties:












Patient waiting area
Two work desks
Printer, computer, Wi‐Fi
Storage
Private patient exam area with an exam table
Wheelchair access
Hot and cold water sink
12 lead EKG
Otoscopes
Glucometers
Sharps bin

The RMHV then traveled to outlying areas of western Colorado once a week increasing
accessibility to a multidisciplinary, person‐centered approach necessary for management of
chronic conditions. The Care Team makeup included two RNs and one MD. After the pilot it was
determined the RMHV could easily provide services with one trained RN.







Averaged 6‐8 patients per day with a 70% show rate
95% of patients would highly likely use the service again
91% were highly likely to recommend the service to a family member or friend
Maintained robust Wi‐Fi signal in all remote areas
Access and real time documentation in Epic without interruptions
Through interactions with these individuals it was not the method of care that concerned
them the most; rather it was having access to quality care

Benefits: Identify potential patient experience, health, or financial benefits associated with the
solution. Include the benefits to the patients, care givers and providers within and outside our four
walls. How can those benefits be measured? Are you already measuring those benefits?
Benefits to patients:
 Connecting patients without a doctor with a PCP. A PCP is really hard to obtain here in the
valley. If we are coming to prospective patients and telling them we are going to take
them as our patient, it might help them take ownership of their own health.
 Many of our current patients might not know about our Integrated Behavioral Health
Team. Patients might also benefit from our expanding mental health services.














If the bus was staffed with RN’s they could work under set protocols and administer
vaccines (flu, shingles, pneumovax, etc.). They could also give immunizations to
childrenthat might be behind schedule because their family doesn’t have transportation to
get to Well Child Checks.
A social worker might be able to ride along and connect our patients with resources that
they might not know are available. Let parents know about Child Find, Food Banks,
clothing and housing resources, Medicare ‘Extra Help.’ Sometimes just letting our patients
know we are here for them is a great motivator.
Above social worker would also be a HUGE help in connecting patients with Medicaid.
Many of our patients just assume they will be denied in 2018 just because they were
denied in 2017.
If we are able to connect with grocery stores and obtain their unsellable produce (i.e.
single bananas) or day old bread and get this to patients without transportation to get to
grocery stores, this might do a world of good in itself.
The benefits to SCLHS would be to use the Mobile Health Clinic that is currently parked.
We would get new patients for our outpatient clinic bringing in revenue from Medicaid or
private insurance.
If we were able to also connect with Gray Gourmet/Meals on Wheels that also brings all of
the above to our senior population and homebound population and can bring in revenue
from Medicare.
If patients do not have access to a medical provider then we should go to them.
Telehealth collaborative efforts increase access and quality, in turn lowering costs.
Fosters integrated care.
Implementation of person‐centered approach to health care delivery fosters prevention
and early intervention, which is at the heart of effective population health management.

Technology: Describe the technology that will be needed to implement the solution. Identify if the
technology already exists or needs to be created. If the technology already exists describe what
will be tested that is unique to this solution. Explain how the new technology will enable providers
or patients to create or enhance services.
The RMHV software and infrastructure investments were minimal. The original team forewent
building out a place of service in Epic by utilizing Family Medicine’s build. A specific build out for
the vehicle was too resource intensive for a pilot period and Family Medicine’s build offered the
functionality needed in the field as the vehicle’s projected ambulatory services were
commensurate with that of the Family Medicine clinics. Currently, the RMHV includes:





Cradlepoint Wi‐Fi router, which ensure that we had internet access, equipment
interoperability and for live charting in our highly remote service areas
Robust vehicle antenna, which enhances signal and virtually guarantees internet service
Firewall router to encrypt patient information while in the field
Computer, printer, phone

However, for sustainability and longevity, especially if to replicate this service at other care sites,
needs include:
 a RMHV specific build in Epic;
 iPads for developing telehealth capabilities in these remote locations by partnering with
local providers, accessing behavioral health/mental health providers, as well as providing
access to language access services;
 Potentially to collect more socioeconomic data within Epic for these patients.
 Could potentially utilize an audible jingle (i.e. ice cream truck) when in the community to
let people know the RMHV is in the area.

Funding/Resources:
Describe the time required to secure resources and launch the venture.
 Clinical staff (NP/RN)
 Nonclinical staff (Health Educator / Community Health Worker)
 Could call the RSC for financial counselling services
 Supplies
 Coordinator for community outreach efforts; determining where the van will go, etc…
 Project manager/coordinator?
 Pre/post survey specific to mobile health van; potential follow‐up based on this survey.
Describe the investment needed for this solution (people, roles, technology).
Lastly, ‘guesstimate’ and circle budget needed (the innovation project funding will not exceed a 6
month period pilot).
A) $10,000‐$25,000
B) $25,000‐$50,000
C) $50,000‐$75,000
 This is mostly labor costs + gas. Potentially Epic build. Will not need this much if
labor costs come from a different cost center).
D) $75,000‐$100,000
E) $100,000‐$150,000

