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Project Title: 

Enrollment of Uninsured, Chronic Disease Patients into Medical Care Teams.  

Name of Hospital: 

Bon Secours St. Francis Health System (BSSFHS) 

Name of Partners: 

1. Bon Secours Family Medical Center: Dr. Johnson & Dr. Burrell 

2. Greenville Free Medical Clinic: Ms. Suzie Foley 

Letters of Intent to Collaborate (Pg 2):  

#1: Bon Secours St. Francis Health System and Bon Secours Family Medical Center. 

#2: Bon Secours St. Francis Health System and Greenville Free Medical Clinic.  

No signatures needed.  

Plan Application (Pg 3): 

Name of Hospital: 

CONTACT NAME, Bon Secours St. Francis Health System 

Partners(s’) Lead: 

Dr. Johnson & Dr. Burell, Bon Secours Family Medical Center 

Suzie Foley, Greenville Free Medical Clinic 

Name of Partner(s), Brief statement regarding collaborations; existing contractual or financial 

relationship with any of your proposed partners? 

Dr. Johnson & Dr. Burell, Bon Secours Family Medical Center 

Bon Secours Family Medical Center was formed in September 2012.  This practice is owned and 

operated by Bon Secours Medical Group, a wholly owned subsidiary of BSSFHS and assists 

with serving the community and patients.  

Suzie Foley, Greenville Free Medical Clinic 

Bon Secours St. Francis Health System recently collaborated with the Greenville Free Medical 

Center on the Center for Medical Services, Health Care Innovation Awards Round Two proposal 

submission. Mrs. Teri Ficicchy, VP, CNO of BSSFHS serves as a 2013 member of the Board of 

Directors for Greenville Free Medical Clinic. BSSFHS provides financial support for dental and 



diagnostic services for patients seen at the Greenville Free Medical Clinic. Additionally, the 

Clinic is supported by a Nurse Practitioner that is employed by BSSFHS.  

HOP Implementation Sites: 

Bon Secours Family Medical Center 

17 Memorial Medical Drive 

Greenville, SC 29605 

 

Greenville Free Medical Clinic 

600 Arlington Ave 

Greenville, SC 29601 

 

Bon Secours St. Francis Health System 

Downtown Facility, Emergency Room 

1 St. Francis Drive 

Greenville, SC 29601 

 

Bon Secours St. Francis Health System 

Eastside Facility, Emergency Room 

125 Commonwealth Drive 

Greenville, SC 29615 

 

Clinical Lead 

Teri Ficicchy, Teresa_Ficicchy@bshsi.org; 864-255-1350 

Administrative Lead 

Cheryl Fairley; Cheryl_fairley@bshsi.org; 864.605.3755 

 

Name of Hospital - Bon Secours St. Francis Health System 

Name of HOP - Enrollment of Uninsured, Chronic Disease Patients into Medical Care Teams.  

Background & Rationale (max 1,000 words) (Pg 4) 

Our health care system demonstrates substantial gaps between current practice and 

optimal care, particularly for patient suffering with chronic illnesses. Our nation’s health and 

wellness trajectory continues to move in the wrong direction with chronic diseases the leading 

cause of death and $1.5 trillion dollars spent annually in the US for management. These gaps are 

associated with preventable deaths, morbidity, cost, and consumer dissatisfaction. Various 

organizations, such as the American College of Physicians, the American Academy of Family 

Physicians, and others have promoted the redesign of organizational infrastructure and clinical 

care processes in alignment with medical care teams. This approach to care management 
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emphasizes a team-based model with a focus on continuous, coordinated care, quality 

measurement and improvement, enhanced access to care, and patient reforms.  

A hallmark of the medical care teams is emphasis on the provision of coordinated care, 

which is believed to improve health outcomes, increase patient satisfaction, and decrease costs. 

The medical care team model focuses on education related to wellness and health promotion, 

management of chronic diseases and end of life decisions. Several studies have documented 

health care-related outcomes with the implementation of medical care teams. For example, 

Ferrante et al. (2010) and Jean et al. (2010) reported increased utilization of preventive services 

while other researchers have found decreased hospitalizations and emergency room visits. More 

significantly, the medical care team model allows health care providers to go beyond mere 

collaboration into proactive approaches to managing patients. This model allows patients to 

access tools and resources to move from health care to health promotion. The teams will be able 

to conduct health risk assessment, personal plans for health, live coaching, and access to a broad 

array of online and mobile applications, including wireless biometric monitoring devices for the 

sickest patients. 

Current access to care for this patient population includes the BSSFHS which is 

comprised of two general acute care hospitals (BSSF-Downtown & BSSF-Eastside), a physician 

joint-ventured ambulatory surgery center (Upstate Surgery Center) and leased space in the 

Millennium medical office building; all of which are located in Greenville, South Carolina. 

BSSF-Downtown is located in downtown Greenville and has 245 licensed beds, 16 operating 

rooms and offers a full range of medical/surgical services. Core clinical areas of excellence 

include cardiology/CV surgery, orthopedics, and general surgery. BSSF-Eastside is located in a 

suburb of Greenville County, considered to be a fast growing area in regards to residential and 

commercial growth. This facility has 93 licensed beds (13 of which are Labor/Delivery/Recovery 

rooms), an Intermediate NICU and eight operating rooms. The health system operates two 

emergency departments at each facility to ensure that all persons, regardless of their ability to 

pay, have access to emergency care. Approximately 38,000 sq. ft. of space is leased in the 

Millennium medical office complex to support community education, cardiac rehab, and 

diagnostic services. 

BSSFHS has two joint-ventured outpatient surgery centers. The Upstate Surgery Center 

is located on the eastside of Greenville County, very close in proximity to BSSF-Eastside. This 

facility has two licensed operating rooms, focusing on ambulatory surgeries related to 

orthopedics, podiatry, oral surgery, plastic surgery, general surgery, gynecological, and ear, nose 

and throat procedures. The Bon Secours St. Francis Surgery Center, also close to BSSF-Eastside, 

has two operating suites designated for orthopedic and upper extremity surgeries. 

According to the Health System Profile for Greenville for Greenville County completed 

in 2010, the 5 top reasons for ambulatory care sensitive conditions (ACSC) resulting in hospital 

inpatient discharges for uninsured Greenville residents were related to chronic diseases. Chief 

barriers to accessing health care services included transportation, lack of knowledge by 

uninsured patients on where to receive care, cost of care received, and inconvenient hours of 



operation. Data collected through a Community Telephone Survey by Greenville Forward found 

81% of the uninsured delayed medical care because of the associated costs.  

The BSSF-Downtown Community Health Outreach Program partners with the Greenville 

community to provide community-based nursing and social work services in the community 

setting that engage and empower those in our community experiencing the harsh impact of 

poverty. The Community Health Outreach Department consists of a manager and nurse/social 

worker teams whose offices are located within San Sebastian and Triune, and assist at Mulberry 

Court Mercy Housing and Sterling Hope Center to provide health education, community 

advocacy, assistance with access to health care and a healing presence. Patients are received 

through referrals from the health system, community partners, and word of mouth. They are 

assessed by a registered nurse and/or social worker to receive a holistic plan of care including 

referrals to the social worker and/or nurse, primary and specialty care, community agencies, faith 

communities, health systems, and government agencies. Trusting relationships are established 

with clients by attending to the whole person, promoting and defending their dignity, and 

providing pastoral care. Education on disease prevention and management are provided through 

group presentations, distribution of written materials, and screenings. Through this model of 

care, outcomes include: increased and improved client-physician relationships, decreased 

inappropriate use of emergency department with increased appropriate use of primary and 

specialty care, and improved health of the community. 

“A Healthy You” was adopted by BSSF-Downtown in 2006 to provide a comprehensive 

resource manual, listing over 200 health topics including chronic disease and prevention for 

high-risk families in Greenville County. This manual is distributed to every family with a child 

in the K4 program of Greenville County Schools, a program provided to mostly low-income or 

learning delayed children. Of the approximate 1,200 families that received a copy of the manual 

in 2011, 47% reported that they were able to avoid one or more visits to the doctor in the past 6 

months because of this resource. Furthermore, 37% indicated a decrease in the number of 

emergency room visits. This powerful tool empowers families to take their health into their own 

hands, by determining when to see a doctors or when a conditions can be simply treated at home. 

The book also highlights powerful tools and prevention strategies for reducing chronic disease 

risks. 

One identified capacity limitation for our health system is the ability to ensure access to 

the medical home teams at Bon Secours Family Medical Center and Greenville Free Medical 

Clinic. While these facilities are located within the Greenville county area, the targeted patient 

population likely lacks transportation to access care. Another capacity limitation of our health 

system is the availability to assist these targeted patients with prescription medications that may 

be initiated or continued to ensure alignment with evidence based medications.   

Target Population & Inclusion Criteria (max 1,000 words) (Pg 5) 

Our proposal “Enrollment of Uninsured, Chronic Disease Patients into Medical Care 

Teams” will target specific chronic illnesses that have been associated with poor management, 

and heavy disease burden. The model of medical care teams will focus on patients with asthma, 



hypertension, diabetes, chronic obstructive pulmonary disease, and congestive heart failure. 

These ongoing, generally incurable illnesses are the leading cause of death and disability in the 

United States, 45% of the population, have at least one chronic disease. These illnesses can be 

disabling and reduce a person’s quality of life, especially if left undiagnosed or untreated. Data 

specific to Greenville county report a prevalence of hypertension, diabetes, chronic lower 

respiratory illnesses and cardiovascular diseases as 33.6%, 12.6%, 16.7% and 3.2%, respectfully.  

The clinical characteristics of the asthma, hypertension, diabetes, chronic obstructive 

pulmonary disease, and congestive heart failure are easily identified. These diseases are a result 

of complex causes, associated with multiple risk factors, experience long latency periods, 

lengthy illnesses, and result in a functional impairment or disability. Patients are not cured 

completely and require daily, intense management. In addition, the chronicity of these diseases 

leave patients with stressors including the physical effects of the illness, treatment/management 

complications, maintaining an emotional balance to cope with negative feelings, and the need to 

maintain confidence and a positive self-image.  

The population of Greenville County for 2012 was estimated at 467,605 individuals with 

6.8% under the age of 5; 23.9% between 5 – 18 year; 55.8% between 19 – 65 years; and 13.5% 

over 65 years of age. Approximately 77% of the population is Caucasian and 18.5% are African 

American. A large portion of the citizens live within the same house for a year or longer 

(82.7%). Furthermore, one third of the citizens have a Bachelor’s degree or higher with a mean 

travel time to work of 21.4 minutes. The median household income for 2007-2011 was $48,518 

and 14.7% of the citizens were below poverty level.  

Inclusion criteria for this proposal are based upon existing data supplied by Department 

of Health and Human Services. Approximately 415 patients with asthma, hypertension, 

diabetes, chronic obstructive pulmonary disease, and congestive heart failure access BSSFHS 

Emergency Department (709 visits) resulting in a total charge of $5,466,123 from April 2012-

March 2013. These patients represent 16% of the identified chronic conditions and 34% of the 

total charges listed on the South Carolina ED Uninsured spreadsheet.  

Strategic Objective (Pg 6) 

 The following strategic objective have been identified for this proposal “Enrollment of 

Uninsured, Chronic Disease Patients into Medical Care Teams”: 

1. Reduce the utilization of the ED visits by providing the medical care team needed to 

manage episodic and chronic care for asthma, hypertension, diabetes, chronic 

obstructive pulmonary disease, and congestive heart failure. 

2. Improve patient access to and utilization of quality, affordable care with assignment 

of a medical care team with Bon Secours Family Medical Center, Dr. Johnson and 

Dr. Burell as well as Greenville Free Medical Clinic.  

3. Integration of bio-psychosocial (medical, behavior health, social) approach into a 

comprehensive patient care planning process with the implementation of the 

philosophy of medical care teams.  



4. Patients will establish a medical care team with emphasis on the provision of 

coordinated care that leads to improved health outcomes, increased patient 

satisfaction, and decreased costs. 

5. Increase provision and utilization of comprehensive, routine primary care through 

enrollment of uninsured, high ED utilizers, into the medical care teams with access to 

the vast resources within the BSSFHS.  

Strategic Measures (Pg 6) 

Care Metrics  

 % of successful contact with target population within the first 30, 60 and 90 days of 

program. - Record reason(s) for unsuccessful contact for each contact period.  

 % of target population that will establish a medical home through Bon Secours 

Family Medical Center or the Greenville Free Medical Clinic. 

 % target population with Social Determinants Screening within first 30, 60 and 90 

days of program enrollment.  

 % of target population connected to one or more community services as a result of 

Social Determinants Screening. - Type of community service referral, per patient. 

Examples: housing, nutrition/food, mental health or drug and alcohol resources, etc.  

 % of target population with Health Affordability Programs Eligibility Screening. - 

Number of patients eligible and % enrolled in Medicaid as a result of the Health 

Affordability Programs Eligibility Screening. - Number of patients enrolled in a 

Health Affordability Program, other than Medicaid, as a result of the Health 

Affordability Programs Eligibility Screening. - Health Affordability Program type, 

per patient, as applicable.  

 % of target population with a Patient Care Plan within first 30, 60 and 90 days of 

program enrollment.  

 % Patients that have had at least one primary care encounter that includes preventive 

care, screenings and interventions. - Number of encounters, per patient. Encounters 

may include captured telephone, office-visit, home-visit or any face-to face visit in 

any location by any member of the patient’s care.  

 

Cost Metrics specific to BSSFHS encounters for asthma, hypertension, diabetes, chronic 

obstructive pulmonary disease, and congestive heart failure. 

 ED utilization, rate.  

 Inpatient utilization, rate.  

 Total charges per patient.  

Health Metrics 

 Prevalence of targeted condition. 

 Clinical process measurements based on Patient Care Plan clinical metrics by chronic 

disease: 

Targeted Condition Process measurements 

Asthma
1 

 
 Spirometer measurements  

 Medication utilization/compliance 

 Blood Pressure readings 



 Ht./Wt 

 BMI 

 FEB1/FVC 

 ATAQ: Asthma Therapy Assessment Questionnaire 

 Self-Report exacerbation events  

Hypertension
2 

 

 

 Risk factors & comorbidities 

 Medication utilization/compliance 

 Blood Pressure readings 

 Ht./Wt 

 BMI 

 Waist circumference 

 Urinalysis 

 Blood glucose 

 Hematocrit 

 Electrolytes & lipid panel 

 Cigarette smoking 

 Physical activity 

Diabetes
3 

 
 Risk factors & comorbidities 

 Re-admissions (uncontrolled, primary dx) 

 Medication utilization/compliance 

 Blood Pressure readings 

 Ht./Wt 

 BMI 

 Waist circumference 

 Random Blood Glucose 

 HgA1C 

 HDL; LDL; Triglycerides 

 Urine albumin 

Chronic obstructive 

pulmonary disease
4 

 

 Risk factors & comorbidities 

 Re-admissions (uncontrolled, primary dx) 

 Medication utilization/compliance 

 Blood Pressure readings 

 Ht./Wt 

 BMI 

 Smoking Cessation 

 Advanced Directives: HCOPA 

 FEV1/FVC 

 GOLD Staging 

Congestive heart 

failure
5 

 

 Risk factors & comorbidities 

 Re-admissions (uncontrolled, primary dx) 

 Medication utilization/compliance 

 Blood Pressure readings: including orthostatic 

 Pulse rate 



 Ht./Wt 

 BMI 

 Absence/Presence of peripheral edema 

 12 lead ECG 

 Serum Electrolytes & renal function 

 BNP (when applicable) 

 Advanced Directives: HCOPA 

 Seattle Heart Failure Model 

 

1
National Asthma Education & Prevention Program Expert Panel Report 3: Guidelines for the 

Diagnosis and Management of Asthma – National Institutes of Health (NIH). National Heart, 

Lung, and Blood Institute. 

2
Heart Failure Society of America Comprehensive Heart Failure Practice Guideline, 2010. 

http://www.heartfailureguideline.org/_assets/document/Guidelines.pdf 

 
3
American Diabetes Association, Clinical Practice Recommendations, 2013. 

http://www.heartfailureguideline.org/_assets/document/Guidelines.pdf 

 
4
 Institute for Clinical Systems Improvement. Diagnosis and Management of Chronic 

Obstructive Pulmonary Disease (COPD). Updated March 2013. 

https://www.icsi.org/_asset/yw83gh/COPD.pdf 

 
5
Circulation; Journal of American Heart Association. 2013 ACCF/AHA Guideline for the 

Management of Heart Failure: A Report of the American College of Cardiology 

Foundation/American Heart Association Task Force on Practice Guidelines. 

Description of HOP (Pg 7) 

The first and second objective will be achieved through patient enrollment in nearest 

medical home team in order to provide the necessary care management for these chronic 

diseases. These patients are poorly managed, require evidence based management, and structured 

pharmaceutical plan in order to reduce episodic events as well as improving quality of life with 

controlled chronicity management. The identified patients will be contacted by our organization 

and assigned a medical home team to begin care. Within our ED, the social worker will have an 

active list of the patients that are enrolled and directly interact with them to confirm enrollment. 

Ongoing communication between BSSFHS, Bon Secours Family Medical Center, and Greenville 

Free Clinic has been a primary objective to ensure that the patients receive information about 

enrollment.  

The physicians, nurse practitioners, Registered Nurses, Social Workers, and other 

medical care team members will actively assess each patient for the social determinants of health 

such as access to education, economic, and job opportunities. This assessment will address 

objective #3: Integration of bio-psychosocial (medical, behavior health, social) approach into a 

comprehensive patient care planning process with the implementation of the philosophy of 

medical care teams. Through the interaction with these patients, our teams will be able to 



identify social support, exposure to crime and violence, language and literacy issues. Assessment 

of social determinants of health is a standard practice for medical home teams.  

Lastly, the final objectives for this will addressed by the utilization of the Evidence Based 

Guidelines by national leaders such as the National Asthma Education & Prevention Program 

Expert Panel Report 3: Guidelines for the Diagnosis and Management of Asthma, Heart Failure 

Society of America Comprehensive Heart Failure Practice Guideline, and American Diabetes. 

Patients will be provided care that is scientifically supported and utilized by primary care 

providers to ensure comprehensive care management.  

The Social Determinants of Health will be evaluated by The Patient Activation 

Measure® (PAM®). This tool gauges the knowledge, skills and confidence essential to 

managing one’s own health and healthcare. The PAM assessment segments consumers into one 

of four progressively higher activation levels. Each level addresses a broad array of self-care 

behaviors and offers deep insight into the characteristics that drive health activation. A PAM 

score can also predict healthcare outcomes including medication adherence, ER utilization and 

hospitalization.  

Additionally, the 5-minute GAIN Short Screener (GAIN-SS) will be utilized. This 

screening tool allows a quick and accurate process to  identify individuals as having one or more 

behavioral health disorders (e.g., internalizing or externalizing psychiatric disorders, substance 

use disorders, or crime or violence problems), which suggests the need for referral to some part 

of the behavioral health treatment system. The GAIN-SS will be used as a common metric across 

multiple systems and as a denominator for quality assurance on the extent to which the rate of 

diagnoses/referrals are consistent with the estimated mix of problems from the GAIN-SS. It also 

serves as a periodic measure of behavioral health change over time. 

The success of the proposal model is directly related to the large numbers of resources 

available through the BSSFHS. For example, the Community Outreach program has trained 

personnel that can assist these patients with completion of Medicaid applications. Additionally, 

our organization provides diagnostic services that will allow the healthcare provider to provide 

the laboratory studies outlined within the EBP standards. Through enrollment, care management, 

and reduced ED utilization, our organization as well as the community will benefit. 

 

Added 9/20/13: 

 Bon Secours St. Francis Health System continues to pursue integration and coordination 

of care across the health care continuum for all patients. Our organization has developed a 

system wide initiative related to transitions of care that includes physician practices, long term 

care facilities, home health, and rehabilitation facilities, etc. The emphasis has been placed on 

sharing resources, integrating care, and reducing fragmentation of services for the patients within 

the health system.  

 

 In addition, an innovative approach to care management redesign is evolving within the 

Bon Secours St. Francis Health System.  This redesign includes a new generation of care 

management. The identified patient population for the Proviso 33.34 A(1) will benefit from the 



care management redesign through greater coordination, collaboration, and resource 

management.  

 

Resources Required for Implementation of HOP (Pg 8) 

The resources required for implementation of the HOP include multiple resources; 

BSSHFS, such as the Outpatient Administrative Staff, Finance Department, Community Health 

Outreach Program, ConnectCare EHR, Laboratory department, Healthcare Providers, Case 

Managers, Social workers and support staff at Bon Secours Family Medicine & Greenville Free 

Clinic.  

Outpatient administrative staff will provide professional or administrative responsibilities 

related to this proposal. They will assist with collaborative communication between the partners 

and the health system. The finance department personnel will support data collection related to 

coast metrics. The Community Health Outreach Program will provide one-on-one connection 

with the patient population. This team will be able to assist patients with access to resources for 

doctor’s appointments, pharmaceutical resources, application completion for additional financial 

services, and additional services as identified through the Social Determinants of Health 

Assessment and Behavioral/Mental Health Assessment. ConnectCare electronic health record 

system and staff will provide outpatient administrative staff and healthcare providers with vital 

information related to ED utilization and interventions.  

The BSSFHS laboratory department will complete the diagnostic studies outlined by the 

EBP guidelines. The healthcare providers at Bon Secours Family Medicine & Greenville Free 

Clinic will develop the interpersonal relationship with the patients by assessing and managing 

chronic disease. The case managers and social workers through the health system and identified 

partners will provide services related to disease management. The transportation to and from the 

healthcare providers office (capacity limitation) will be addressed through the partnership with 

Community Health Outreach Program and Greenville Transit Authority. Lastly, the availability 

of medications specific to these selected diseases will be available for patients through the 

collaboration of the BSSFHS and Greenville Free Medical Clinic.  

Reporting Capacity (Pg 8) 

A key tool for reporting capacity within the BSSFHS and Bon Secours Family Medical 

Center is the electronic health record information system, ConnectCare, The care and health 

metrics can be queried by patient population and retrieved from the ConnectCare system.  

ConnectCare is a powerful tool for engaging employees and providers to seamlessly deliver 

world-class, innovative health care while minimizing patient risks and reducing potential errors. 

It is a powerful electronic medical record system and is a critical enabler for Clinical 

Transformation. It provides a comprehensive record of care, enabling clinicians and staff to 

leverage critical clinical information to transform the way we deliver care. 

Another tool for reporting the treatment and preventive care for wellness and chronic 

disease populations is the i2iTracks, the leading Population Health Intelligence System used 



today by over 1,000 clinics, hospitals and physician private practice sites nationwide. This tool 

will allow the team to follow the entire life cycle. This system will provide reports for the 

population and segments of populations identify patients who are due for routine preventive care 

or are not up to date with nationally recognized standards of chronic disease care. Additionally, 

the tool will allow the medical care teams to proactively communicate with patients due for care, 

leverage data to guide resource allocation decisions and identify best practices. The analytics 

include recent weight gain or loss and risk measures such as the Framingham Risk Score. 

Chronic diseases that can be effectively managed include asthma, diabetes, coronary 

artery disease, CHF, and hypertension. Preventative care management includes childhood and 

adult immunizations, cancer screening (breast and cervical), depression screening, HIV / AIDS, 

and smoking status. Customers of the proposed measurement system will include: Community, 

St. Francis patients enrolled in chronic condition management, Bon Secours Medical Group 

patients enrolled in chronic condition management.  

 


