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St. Luke’s Care Network
9 Counties, PA & NJ

12 Acute Care Hospitals 
>1900 Physicians, 
Advanced Practitioners 
300+ Outpatient Sites
24 Urgent Care Centers
Surgical Centers
Home Health Care 
Retail Pharmacies
DME Supplier
SNF High Performing 
Network

2



 Fortune/Merative ® (formerly IBM Watson Health )100 Top Hospitals (2022 - 2015, 2003,1997)
 Fortune/Merative ® 15 Top Health Systems
 Many organizations have recognized St. Luke’s for Excellent Quality, Safety & Service

 Newsweek- Top 1000 World’s Best Hospitals
 U.S. News & World Report
 Consumer Report
 American Heart Association
 HAP Achievement Awards
 American College of Thoracic Surgeons
 Women’s Choice Awards
 Leapfrog
 CMS 5 Star Rating
 National Cancer Institute
 HIMSS Stage 7 (highest stage)
 NJHA Excellence in Quality Achievement Award

National Quality Recognition 

June 2023
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Medicare Shared Savings Program

Total Cost of Care

Achieving better health 
for the community
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St. Luke’s Medicare ACO
Average of 43,000 Medicare beneficiaries
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2018 2019 2020 2021 2022

Benchmark $461,183,921 $495,830,162 $469,880,976 $529,875,719 $524,238,608
Expenditures $461,626,450 $486,338,062 $451,269,383 $514,663,237 $485,896,939
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Value as a Care Model 
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Service

• Optimizing availability for Physicians and Advanced 
Practitioners

• Redesigning patient/practice communication pathways

• Improving accessibility to address scheduling and clinical 
triage needs
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Insights Enterprise 
Data Warehouse

Integrated, Enhanced & 
Optimized for Analysis

Payor Claims

Market, Census & SDOH

Financial Data &  
Modeled Cost

Providers

Registries

Current &
       Legacy EHRs

Clinical and Administrative Data 
Across the Continuum & 

Over Time

Patient Experience

Leveraging Data for Strategic Value

Benchmarks

M
apping and Transform

ation

Access View
s

Canonical Information  
Master Index
Governance

HLI Code sets
Accessibility

Financial
Clinical
Payer

Member
Facility

Organization
Provider
Patient

• Standardized codesets
• Attribution Models

• Geocoded Locations
• Episode Grouping &

Risk Stratification

Manage Value-Based 
Care Programs

Build New Solutions
(e.g., Care Bundles)

Improve Access

Improve Quality

Data Sources

Geo-Spatial
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Value as a Care Model 
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Patient Centered Medical Home
♥ of Our Medical Neighborhood

Community 
and Faith 

Based 
Organizations

Public 
Health

Employers
Schools

Payers
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Our Approach
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Our Approach: Identify and Manage
High-risk, High-Need populations
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Our Approach: Diverse, Empowered Care Teams
• Care coordinators
• Patient navigators
• Community Health Workers
• Health coaches
• Peer support
• Care managers
• Integrated behavioral health/Mental 

health in Primary Care
• Community supports and social 

workers
• Pharmacists
• Patients, families & caregivers
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Our Approach: Care is documented and 
shared electronically 
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Our Approach: Improved Access to Care and 
Patient Experience

• 24/7 access to care team
• Alternatives to traditional face-to-

face visits, including telemedicine, 
e-consults

• St. Luke’s MyChart
• Access to electronic health records 

and patient portals
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Our Approach: Patients, Families & Caregivers
Included in the Care Team

• Consider experience of care from 
the patient’s perspective 

• Patients with multiple chronic 
conditions (and/or their 
caregivers) often in best position 
to advise care team on 
challenges/opportunities to 
improve care

• Through their feedback, patients 
can energize and encourage team 
to provide better care
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Our Approach Results

Improved Patient 
Engagement

• 82% of Patients have an active My Chart Account
• Ability for patients to self schedule 

appointments
• Send and receive electronic messages to/ from 

Providers
• Access to medical chart including test results
• Self-refer to Community Resources
• Obtain medical education materials
• Save patients time by allowing them to pre-

register, update information prior to visit

Increased 
Preventive Services

• Over 450,000 Preventive Visits performed 
annually

• Outreach made by care team to patients 
who are overdue for services

• Control of Diabetic patient’s blood sugar 
(A1c) improved by 18%

• Eye examination for diabetic patients 
increased by 19%

• 11% increase in Breast Cancer screening
• 23% increase in Colorectal Cancer screening
• 51% increase in Osteoporosis screening 
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One the largest networks receiving 
recognition Nationwide

With 80 Patient-Centered Medical Home 
practices and 75 Patient-Centered 

Specialty Practice sites earning recognition 
by the National Committee on Quality 

Assurance (NCQA)
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Value as a Care Model 
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Cost of Healthcare in the US
  2022   2021

NHE   4.5 T   4.3 T

% GDP = Healthcare  17.3   18.3

% GDP Increase  9.2%   10.7%

Household HE Increase  6.9%   6.8%

Health Spend by Private Business 6.0%   7.6%
 

Private Health Insurance Spending 
29% of Total Healthcare Expenditure
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US Healthcare: 4.5 Trillion/17% of GDP
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Financial Toxicity: 3rd leading cause of death

MONEYWATCH
Nearly 40% of Americans skipped 
medical care in 2022 because of cost 
concerns, poll finds

KFF: Americans’ Challenges with 
Health Care Costs
About half of U.S. adults say they have 
difficulty affording health care costs

We All Need to Demand Value for Health Care Consumers  
22

https://www.cbsnews.com/moneywatch?ftag=CNM-16-10abg0d


Focused on Value

Traditional Value 
Individual Population 
Volume based Outcomes based
Reactive / Episodic/ Sick care Proactive
Not coordinated / No team leader Coordinated care team
Inadequate data Enhanced data and analytics
Reimbursement not tied to quality Quality threshold for reimbursement
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What Makes Up Health? Where Do We Spend?
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“Cost Bloomers” – Rising Risk

Predicting patient “cost blooms”……….Tamang S. BMJ Open 
2017;7:e011580

HIGHEST COST PATIENTS
I. Healthy – One time event
II. Chronic End Stage
III. Chronic – Cost Bloomer
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St. Luke’s Population Health 

Elective Surgery—Prevention of Complications

Chronic Disease – Kidney Disease

Avoiding Rehospitalizations – Keeping patients home

Behavioral Health Services
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Orthopedic Elective Surgery Acute Kidney Injury
“Healthy Cost Bloomers”

• Surgical patients = Potential “cost bloomers”

• Elective Orthopedic Acute Kidney Injury (AKI) rate = 15%

• AKI significantly increases short term and long term 
complications as well as cost

• St. Luke’s AKI rate pre-intervention = 9%  
• National Top Decile = 2%  (lower is better)
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Standardized Approach
• Surgical Optimization Clinic
• Coordinated management - Preoperative/Intraoperative and Postoperative care 
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AKI Quarterly Progress
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Chronic Kidney Disease

• 1 in 7 prevalence 

> 37 million U.S. adults have CKD 

• 90% of people living with CKD are unaware that they have CKD

Silent Killer

• CKD significantly increases cost of healthcare

High Cost
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CKD Cost of Care
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Focused Care on Chronic Disease = Results

Utilization

ER – decreased 17% 

Admissions – decreased 24% 

Re-admissions – decreased 22%  

Advanced Care Planning directives -
increased 750%

CKD Education #1 nationally for % of CKD 
patients educated
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Leveraging Technology to Impact Care
• Virtual Remote Monitoring Center 

• Staffed 24/7 with RN
• Support network hospital and home monitoring programs

Maternal Fetal Monitoring high risk post-partum patients at home

• Enterprise Virtual Visit Platform for Individual and Group Visits
• Transition of Care  - Chronic Care 
• Acute/Urgent Care
• Specialty Follow Up
• Care Navigation
• Smoking Cessation
• Diabetic Education

• Digital Education Platform
• Care pathways that will deploy education at the appropriately timed intervals 

during a patient journey

Treatment for Mild Chronic Hypertension during 
Pregnancy
•Alan T. Tita, M.D., Ph.D., eff M. Szychowski, Ph.D., Kim Boggess, .D.,
•Lorraine Dugoff, M.D., Baha Sibai, M.D., Kirsten Lawrence, M.D., Brenna L. 
Hughes, M.D., Joseph Bell, M.D., Kjersti Aagaard, M.D., Ph.D., Rodney K. Edwards, 
M.D., Kelly Gibson, M.D., David M. Haas, M.D.,
For the Chronic Hypertension and Pregnancy (CHAP) Trial Consortium*
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Heal at Home
Goal: Reduce 30-day readmission 

Advanced Practitioner Multidisciplinary team approach Primary and 
Specialty Providers, Care Managers, Home Care

Address social 
determinants Identify high risk patients
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Heal At Home
30-day Readmission Reduced by 26%

• Weekly virtual AP visits
• Medication reconciliation 
• Manage chronic and acute conditions
• Psychosocial and cognitive assessment 
• Patient and caregiver education 
• Multidisciplinary weekly clinical meetings
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Medical Withdrawal Management Unit

Inclusion Criteria

Age 18+ / Desire to 
be treated

Active or impending 
withdrawal requiring 

inpatient medical care

Management of 
withdrawal associated 
with alcohol, opioids, 

benzodiazepines

Patients at high risk of 
withdrawal while 
admitted for co-

occurring medical 
conditions 

Medical Toxicology 

Daily attending rounds, 
24/7 back-up w 24/7 in-

house AP coverage

Specialized nursing & 
social workers

Connect patients to 
subsequent services -

rehab, outpatient
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Medical Withdrawal Readmissions Index 
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Access to Behavioral Health
St. Luke’s Lehighton
• Inpatient Unit – Adult / Older 

Adult
• Acute Partial Hospital/Adult
• Outpatient Psychiatry
• Walk In Center

St. Luke’s Sacred Heart
• Adult Inpatient Unit
• Older Adult Inpatient Unit
• Extended Acute Care
• Acute Partial Hospital/Adult 

and Adolescent
• Outpatient Psychiatry
• Substance Use Disorder 

Recovery
• TMS
• ECT

St. Luke’s Easton
• Adolescent Inpatient Unit

St. Luke’s Quakertown
• Adult Inpatient Unit

St. Luke’s Penn Foundation
• Recovery Center
• Assertive Community 

Treatment
• Outpatient Psychiatry
• Outpatient SUD
• Children's Services
• Psychiatric Rehabilitation
• Community-based 

services
• Peer
• Case Management
• Navigation
• COE/MES

St. Luke’s Psychiatric 
Associates

YESS!
Integrated Behavioral Health
Moravian University
SLPA Outpatient
• Allentown
• Center Valley
• Bethlehem
• Phillipsburg, NJ

Network
Crisis Intervention located 
within Emergency Rooms
Psychiatric Consultation 
Services offered 24/7

Inpatient Unit
 Older adult
 Adult
 Adolescent
Acute Partial Hospital
Walk-in center
Extended acute care
Substance use Detox
Recovery Center
Community based services
ER Crisis Intervention
24/7 consultation
Children’s services
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Analytics and Business Intelligence / J. Kahle
Data Source:  ESRI

09/12/2022

Behavioral Service Locations- 2018

Ψ Beds - 199
Detox Beds-55

Ψ Beds – 56
Detox Beds - 0

• Psychiatric Residency Therapy Anywhere  
• Rural Residency  VA
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St. Luke’s University Health Network
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