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Project Title		 Application Date

Pickens County Community Care Coalition

August 30, 2013

Name of Hospital(s) [1]

Cannon Memorial Hospital

Name of Hospital(s) [2]

Name of Partner(s) [1]

Cannon Family Practice Eastside (Rural Health Clinic)

Name of Partner(s) [2]

Behavioral Health Services of Pickens County

I attest that, on behalf of the above named hospital(s), I am the organization representative approved to submit a Healthy Outcomes
Plan (HOP) process improvement proposal. I further attest that the partner(s) signature(s) is also the approved representative for the
respective organization(s) to request participation in the HOP with the above named hospital. Additionally, I attest that all partners
will participate in SCDHHS HOP evaluation activities. By signing this form, the representatives certify that the information contained
herein has been reviewed by all parties and all parties have had the opportunity to consult with their respective legal entity.
Hospital Representative		 Date

Hospital Representative		 Date

Hospital Representative		 Date

*Additional signature lines may be added for additional community service and primary care safety net partners participating in the
proposed collaboration.

Proviso 33.34 A(1), C, D
HEALTHY OUTCOMES PLAN

LETTER OF INTENT TO COLLABORATE BETWEEN
Cannon Memorial Hospital

and

Pickens Community Care Coalition (Listed Below)

We, the “Parties” listed above, intend to develop a Collaborative Partnership based upon the following
principles:
The Parties desire to undertake this collaboration to build on existing relationships and/or form new relationships
in order to implement a new service delivery model that aims to coordinate care for the uninsured, high utilizers of
ED services and the chronically ill, and to support the Triple Aim initiative which will lead to improved health of
the population, improved patient experience of care and reduce per capita cost of health care.
The Parties recognize that this is a general overview regarding the roles of the individual parties in this proposal,
and a formal Memorandum of Understanding between the Parties will be agreed upon and submitted by the
beginning of the Performance Period, October 1, 2013, if selected for participation.
The Parties shall enter into good faith negotiations for the purpose of establishing a Memorandum of
Understanding for each of the activities described in the Process Improvement Plan. The rights and obligations
of each Party will be contained within the Memorandum of Understanding.
Consistent with applicable law and each Party’s policies and procedures, the Collaborative Partnership may
enter into agreements to support and perform each of the activities described in the Process Improvement Plan
for the purpose of realizing any or all of the objectives of the collaboration.
The Parties agree to adhere to the highest scientific quality, values and ethical standards in their joint activities.
The Parties have designed this HOP Process Improvement Plan based upon a commitment to maintain an
equal partnership and long term sustainability in a manner which maximizes their mutual ability to: generate
and disseminate knowledge; apply that knowledge to solve priority health problems; and measure and assess
improvement plan output throughout the collaboration.
The term of this Letter of Intent to Collaborate (LOIC) shall be for the duration of the performance period, if
approved.
Either Party may terminate this LOIC without cause upon at least thirty (30) days’ prior written notice to
the other Party and agrees to notify the South Carolina Department of Health and Human Services of the
termination.
Institution:

Cannon Memorial Hospital

Name and Title:

Norman Rentz, President/CEO

Date:
Institution:

Cannon Family Practice Eastside (Rural Health Clinic)

Name and Title:

Bill Greene,Jr., Director of Physicians Practices

Date:
Institution:

Behavioral Health Services of Pickens County

Name and Title:

Robert E. Hiott, Jr., Executive Director

Date:

Healthy Outcomes Plan Application
Proviso 33.34 A(1), C, D

Name of Hospital

Cannon Memorial Hospital

Partner(s’) Leads

Cannon Family Practice Eastside (Rural Health Clinic), Samaritan Health Clinic, and United Way of Pickesns County.

Name of Partner(s)

Cannon Memorial Hospital
Cannon Family Practice Eastside (Rural Health Clinic)
Behavorial Health Services of Pickens County
United Way of Pickens County, 201 South 5th Street, Easley, SC 29641
Samaritan Health Clinic of Pickens County, 303 Dacusville Highway, Easley, SC 29640
NOTE: In negotiations to ad Heritage Essential Medical Services (FQHC) into the partnership.

HOP Implementation Sites

*Cannon Memorial Hospital, 123 WG Acker Drive, Pickens, SC 29671
*Cannon Family Practice Eastside (Rural Health Clinic), 111 West Roper Road Easley, SC 29640
*Behavioral Health Services of Pickens County, 309 East Main Street, Pickens, SC 29671
*Patrick B. Harris Psychiatric Hospital, Highway 252, Anderson, SC 29622
*United Way of Pickens County, 201 South 5th Street, Easley, SC 29641
*Samaritan Health Clinic of Pickens County, 303 Dacusville Highway, Easley, SC 29640
*Cities of Pickens (29671), Easley (29640 and 29642), Liberty (29657), Central (29630), Six Mile (29682), Sunset
(29685), and Norris (29667)
Clinical Lead		Telephone		Email

Donna Anderson, Chief Nursing Officer

864.898.1132

danderson@cmhsc.org

Administrative Lead		Telephone		Email

Steven Evans, Dir. Community Relations

864.898.1252

sevans@cmhsc.org
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Name of Hospital		 Name of HOP

Cannon Memorial Hospital

Pickens Community Care Coalition

Background and Rationale (max. 1,000 words)

Cannon Memorial Hospital (Cannon) and the Pickens Community Care Coalition (PCCC) will address the excess use
of emergency departments due to chronic diseases, behavioral health issues, need of a primary health care provider,
and socio-economic factors that promote the overuse of Cannon Memorial Hospital’s Emergency Department. The
PCCC is a community partnership comprised of Cannon Memorial Hospital, Cannon Family Practice Eastside (RHC),
Behavioral Health Services of Pickens County (Behavioral Health), the United Way of Pickens County, and Samaritan
Health Clinic (the local Free Medical Clinic and Welvista provider). Cannon Memorial Hospital will identify those patients
that have a pattern of over-utilizing the Cannon Memorial Emergency Department. After identifying the patients,
Cannon will use its Community Relations Department's Wellness Division, Emergency Department, Admissions
Department, Discharge Department, and First Source-Med Assist (the internal Medicaid eligibility resource) to help the
patients become educated of the community resources that will empower each with access to a primary medical home
and community resources to address socio-economic barriers that contribute to the over-utilization of the Emergency
Department. Cannon will implement a patient placement process to establish patients with a medical home at either the
RCH, or Samaritan Health Clinic. The PCCC is in negotiations with Heritage Essential Medical Services, the local
Federally Qualified Health Center, to serve as an additional option for a primary medical home, especially for patients
with limited income capacity for services. The United Way of Pickens County will use its network of community partners
to connect patients with resources to address the socio-economic barriers that currently impact their daily lives.
Behavioral Health will address behavior/mental health related elements of the process. Cannon will also utilize an
online behavioral health resource called Beating the Blues (www.beatingthebluesus.com) to assist with the
behavioral/mental health care plans. Beating the Blues is an eight course online resource that can be used as an
alternative to initially prescribing medication. This process will also help to reduce the use of the Emergency
Department as a source of pain or behavioral health drugs that are often abused. Regarding prescription medications,
Samaritan Health Clinic will function as the Welvista partner for the PCCC.
According to the 2012 South Carolina Health Professions Data Book, 5.8% of Pickens County have been diagnosed
with heart disease, 36.6% have been diagnosed with hypertension, and 9.0% have been diagnosed with diabetes.
Patients that do not properly manage these chronic diseases contribute to frequent emergency department use to
acquire medicines and to address truly emergent clinical needs related to symptoms related to elevated blood pressure,
strokes, angina, heart failure, and the various complications associated with diabetes. Patients are more capable of
managing their respective chronic diseases under the direction of a primary health care provider. The PCCC will assist
high utilizers of the Cannon Memorial Hospital Emergency Department to establish a primary health care provider.
According to the Environmental Scan State Analysis, the city of Pickens’ adult Medicaid population has a high
prevalence of chronic disease burden, chronic obstructive pulmonary disease (COPD), cardiovascular disease,
diabetes, and behavioral health conditions. Hypertension has a moderate to low prevalence in Pickens, but will also be
addressed by the PCCC because of its relation to cardiovascular disease. The Zip Code Tabulation Area (ZCTA) also
identified several communities within Cannon’s service area that mirror the City of Pickens’ high prevalence indicators.
Regarding chronic disease burden, Easley, Norris, and Six Mile have high prevalence. Regarding COPD, Easley,
Norris, Six Mile, and Sunset have high prevalence. Regarding cardiovascular disease, Easley, Six Mile, and Sunset
have high prevalence. Regarding diabetes, Sunset has high prevalence. Regarding behavioral health conditions,
Easley, Liberty, and Six Mile have high prevalence. The ZCTA findings are synonymous with the communities and
target health care concerns identified by Cannon Memorial Hospital’s Community Health Needs Assessment (CHNA).
Thus, in addition to contacting the targeted patients deemed high utilizers of Cannon Memorial Hospital’s Emergency
Department, education and outreach services will be coordinated throughout those respective communities to inform
residents of alternatives to Cannon Memorial Hospital’s Emergency Department; options to establish a primary health
care provider; resources to determine health care coverage eligibility; community resources for behavioral health and
substance abuse issues; and community resources to address social determinants to health care and better quality of
life.
Per Cannon Memorial Hospital’s independent research of its Emergency Department, visits from July 1, 2012 –July
31, 2013, illustrate behavioral health issues as major factors in many high utilizers of the Cannon’s Emergency
Department. The research also implies that drug abuse may also be a factor. The South Carolina Department of
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Alcohol & Other Drug Abuse Services, (DAODAS) April 2013 data states that Pickens has
seen
an increase
ofNEXT
29.2%
of
Opiates admissions by treatment agency. In 2010, there were 89 admissions; 2011, there were 130 admissions; and in

Name of Hospital		 Name of HOP

Cannon Memorial Hospital

Pickens Community Care Coalition

Target Population and Inclusion Criteria

The Target Population Table provided by the South Carolina Department of Health and Human Services indicates a
raised minimum target population of 50 patients for Cannon Memorial Hospital. The PCCC will target frequent
Emergency Department visitors as identified by the South Carolina Environmental Scan, the Cannon Memorial
Community Health Needs Assessment, and the independent research conducted by the Cannon Memorial Hospital
Emergency Department to 1) reduce ED utilization, 2) improve patient access to and utilization of quality affordable care,
3) promote adherence to clinical, evidence-based guidelines, 4) integrate the biopsychosocial (medical, behavior health,
social) approach into a comprehensive patient care planning process, 5) establish a medical home, and 6) increase
provisions and utilization of comprehensive, routine primary care. The Community Needs Assessment supports the
findings of the Environmental Scan and will address those visitors related to chronic disease management and
behavioral health concerns. The ZCTA and the CHNA zip codes have identified Pickens, Easley, Liberty, Central, Six
Mile, Norris, and Sunset. Thus, targeted marketing by the Cannon Memorial Community Relations Department will
provide information to residents regarding clinical resources, options for primary care, and the proper usage of
Emergency Departments. The research from the Cannon Memorial Emergency Department will allow admissions
systems to identify visitors that frequent the Emergency Department and provide resources to educate about community
resources for primary care, behavioral health, and social determinants such as substance abuse, transportation, safe
and affordable housing, and access to healthy foods.
The identified target populations have high rates of chronic disease burden, COPD, cardiovascular disease, diabetes,
and behavioral health conditions. Hypertension is moderate, and will also be addressed with chronic disease
management education. Per the Environmental Scan’s indication of high utilizers, 152 patients contributed to 893
chronic disease related visits for the uninsured. The uninsured also had 104 patients represent 415 behavioral health
visits; 11 patients represented 35 COPD visits; and 11 patients represented 52 hypertension visits. The 50 patient
minimum will reflect these clinical areas of high utilization at Cannon Memorial Hospital’s Emergency Department and
18% of the total population identified.
The Cannon Memorial Hospital Emergency Department research reflects that a primary issue with many high
utilizers is access to primary care to 1) manage chronic diseases; 2) to effectively refer to specialist such as the Cannon
Orthopedic Practice; 3) to refer to Behavioral Health for mental health and substance abuse related issues. The PCCC
service area has 1,908 that are currently eligible for medical coverage but that are not currently covered. 17, 908 or
20.1% of the total area is uninsured. 794 are above 400% of the Federal Poverty Level; 4,239 are 201%-400% of the
Federal Poverty Level; 3,101 are 139%-200% of the Federal Poverty Level; and 6,724 are less than 138% of the
Federal Poverty Level.
The PCCC will measure effective implantation of the plan in respect to a minimum of 50 patients of the total
population of high utilizers. The community will have a greater impact from the plan from education and outreach
opportunities. Thus, a greater percentage of the general population and the total patients identified as high utilizers may
be acclimated into the process; gain access to affordable, quality, patient-centered health care; and have the removal of
many of the social determinants serving as barriers to a higher quality of life.
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Name of Hospital		 Name of HOP

Cannon Memorial Hospital

Pickens Community Care Coalition

Strategic Objectives

The PCCC will target frequent Emergency Department visitors as identified by the South Carolina Environmental
Scan, the Cannon Memorial Community Health Needs Assessment, and the independent research conducted by the
Cannon Memorial Hospital Emergency Department to 1) reduce ED utilization, 2) improve patient access to and
utilization of quality affordable care, 3) promote adherence to clinical, evidence-based guidelines, 4) integrate the
biopsychosocial (medical, behavior health, social) approach into a comprehensive patient care planning process, 5)
establish a medical home, and 6) increase provisions and utilization of comprehensive, routine primary care. The
following statements illustrate the strategic objectives in-depth.
The PCCC will reduce Emergency Department utilization by identifying high utilizers and educating them about the
need and availability of primary care providers. Through this educational and outreach process, the identified high
utilizers will be informed about alternatives to Emergency Departments, especially the importance of chronic disease
management under the clinical guidance of a primary health care provider. Improvement of patient access to and
utilization of quality affordable care will be implemented by effectively establishing a primary medical home and tracking
Emergency Department visitors to the Cannon Memorial Hospital and its Emergency Department, Rural Health Clinic,
Family Practices, Samaritan Health Clinic, Behavioral Health, Patrick B. Harris, pain management clinics, and local
dentists. The PCCC will promote adherence to clinical, evidence-based guidelines by providing the necessary
community and clinical education to support adherence to clinical, evidence-based guidelines. The plan will integrate
the biopsychosocial (medical, behavior health, social) approach into a comprehensive patient care planning process by
using community partnerships and resources to address social determinants associated with the high frequency of
Emergency Department visits. The plan will also assist and track high Emergency Department utilizers in the
establishment of a medical home. Community partnerships and resources will address social determinants to increase
provisions and utilization of comprehensive, routine primary care.

Strategic Measures

The PCCC plans to have successfully contacted a minimum of 75-100% of the population within 30 days, 85%-100%
within 60 days, and 95%-100% within 90 days of program. The goal is to contact the entire target population within the
first 30 days. The Community Relations (Wellness Division), Emergency, Admissions, and Discharge departments will
coordinate and track the contact of the target population. Each respective department will record reason(s) for
unsuccessful contact for each contact period. The PCCC will deem success of the plan with 80%-100% of target
population establishing a primary medical home. Regarding Social Determinants Screening, 100% of all patients
successfully contacted will complete the Social Determinants Screening and be connected to a community partner or
resource within the first 60 days. The Community Relations (Wellness Division), Emergency, Admissions, and
Discharge departments will list the type of referral or service per patient. The United Way of Pickens County will help
patients navigate to the necessary community resources. The PCCC will deem the Healthy Outcomes Plan successful
with a minimum of 90% of patients having at least one primary encounter that includes preventive care, screenings,
interventions, and establishing a medical home. The goal is for 100% of the target population to have at least one
primary encounter that includes preventive care, screenings, and interventions, but the PCCC understands that there is
a possibility of some patients not being in compliance with a recommended care plan Tracking by the Community
Relations (Wellness Division), Emergency, Admissions, and Discharge departments will measure the results of this facet
of the Healthy Outcomes Plan. Services such as screenings, health fairs, and educational forums developed by the
Community Health Needs Assessment will assist to promote primary encounters.
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Name of Hospital		 Name of HOP

Cannon Memorial Hospital

Pickens Community Care Coalition

Description of HOP (max. 1,000 words)

Regarding the Triple Aim Strategic Measures, The Pickens Community Care Coalition will achieve Care Metrics by
contacting 75%-100% of the target population within 30 days, 85%-100% within 60 days, and 95%-100% within 90 days
of program. 90% of the target population will establish a primary medical home, with the PCCC working steadfastly to
have 100% of the target population established with a primary medical home. Regarding Social Determinants
Screening within the first 30 days, 100% of all patients successfully contacted will be screened, and if necessary,
connected to a community partner or resource. The PCCC will deem the Healthy Outcomes Plan successful with 90%
of patients having at least on primary encounter that includes preventive care, screenings, interventions, and
establishment of a medical home. The PCCC will work to assure that 100% of the target population has a primary
medical home and/or has a form of medical coverage.
Regarding Cost Metrics, the PCCC will measure and monitor Emergency Department utilization and rates. The
PCCC will also report the decrease in the total charges per patient once they have reduced their Emergency Room
usage and establish a primary medical home or provider.
The Patient Care plans will entail the minimum requirements of diagnoses and disease management, medications,
social needs assessment, and behavioral health and mental assessment. The Health Metrics will provide data to
support the prevalence of chronic diseases, behavioral and mental health, and social determinants. Clinical
measurements will include, but not be limited to number of Emergency Department visits, AIC levels, blood pressure
readings, and medication utilization and compliance.
After contact is established, by either Emergency Department visit or outreach correspondence, the targeted patient
will be educated and referred to the necessary PCCC resource, such as the Rural Health Clinic or Samaritan Health
Clinic to establish a primary health care provider. Negotiations are underway to include Heritage Essential Medical
Services, the local FQHC, into the PCCC. The patient’s care plan will follow to the primary care provider to assure an
effective continuation of care. Needs identified by the Social Determinants Health Assessment will be addressed with
community resources that are designed to meet those respective needs. Those community resources will be facilitated
by the United Way of Pickens County. Behavioral and mental health needs will be referred to Behavioral Health of
Pickens County. If a diagnosis deems admission, Cannon has a standing agreement with AnMed Health that provides a
minimum of five beds at Patrick B. Harris in Anderson, SC for those circumstances. Beating the Blues will also be used
as a resource to assist in the implementation of behaviora/mental health care plans.
Local organizations that utilize the Benefit Bank, outreach workers, Medicaid intake workers, and Navigators will
assist with deciding and establishing patient’s eligibility for Medicaid and other health affordability programs. Especially
with the arrival of the regional federal market and the expansion of coverage in the Affordable Care Act.
The PCCC will allow patients to establish a primary medical home, a clinical relationship with a primary health care
provider, and the ability to effectively manage chronic diseases and behavioral health issues. The plan will also remove
many of the social determinants that serve as barriers to health lifestyles and an overall better quality of life. With the
establishment of a primary medical home, Emergency Room over utilization will be reduced, because symptoms that
could be cared for by a primary health care provider will now be directed to that provider instead of the Emergency
Department. Patients will also be able to manage chronic diseases more effectively. Behavioral health issues will be
monitored and treated prior to the issues being elevated to emergent status. With the use of community resources
establishing coverage for the uninsured and the reduction of visits by high utilizers, Cannon’s Charity pay will decrease
and help with the overall reduction patient care costs.
The Cannon Emergency Room Case Management Committee monitors patient utilization of the Emergency
Department. The Committee is composed of an ER physician, a family practice physician, a case manager, the
physician risk officer, and the ER Nurse Manager, and the Chief Nursing Officer. Thus, effective internal tracking of the
target population will be facilitated by a standing committee accountable to Cannon.

Name of Hospital		 Name of HOP

Cannon Memorial Hospital

Pickens Community Care Coalition

Resources Required for Implementation of HOP

Cannon Memorial Hospital currently has the capacity to embrace a large percentage of the uninsured at its Eastside
Practice. Cannon Family Practice Eastside is deemed the Rural Health Clinic (RHC) for Pickens County. With the
proper education and outreach services, many of the uninsured may find the RHC to be a viable option for a primary
health care provider. Cannon’s Wellness Division provides community health screenings every Wednesday and
scheduled health events that would afford contact and tracking of the identified population. Cannon Memorial Hospital
also has a partnership with AnMed Health that provides health screening, education, and behavioral health
opportunities. The behavioral health partnership assures a minimum of five beds for patients diagnosed with a
behavioral health issue that would afford them admission to Patrick B. Harris Hospital in Anderson, SC. For those with
behavioral health issues that may not deem admission, Cannon’s partnership with Behavioral Health provides a
community-based resource to address the diagnosed issue. Samaritan Health Clinic, the local free medical clinic and
Welvista site,will assist with the establishment of primary medical homes for the target population. The United Way of
Pickens County will assist to address the social determinants that are identified with each patient. Per the current model
and implementation plan, no additional staff will be needed. Cannon’s staff in the Community Relations (Wellness
Division), Emergency, Admissions, Discharge, and Medical Records departments will serve as the plan’s liaisons and
data collectors during the plan’s implementation. Each community partner and resource organization affiliated with the
plan will identify the necessary staff member(s) to coordinate their areas of the Healthy Outcomes Plan.
The main capacity limitation may come from the willingness of the identified population to participate in the plan.
Patients may be given education and access to the necessary resources, but education and access do not guarantee
that a patient will accept and utilize the resources afforded to them. Thus, it will be critical to capture and report all
provisions made for each patient to establish a medical home, remove social determinants, and to enjoy a better quality
of life.

Reporting Capacity

Cannon Memorial Hospital’s Emergency Department has the capacity to identify the targeted high utilizers, via
software and the admission’s process. During the admissions process, initial education and referral of the PCCC
resources will be given. The initial contact will be cataloged. The secondary contact will be contacted either via phone,
direct mail, or at a medical related site or event. The identified target area will again be informed and educated of
resources available. A referral opportunity will again be presented to anyone not with a primary health care provider to
assist in the establishment of a primary medical home. After the referrals, and the targeted population will be tracked
and monitored by the coordinated efforts of the PCCC to monitor if, when, and where the patients decided to establish a
medical home. The necessary tracking data will come from Cannon Memorial Hospital’s Emergency Department,
Cannon Family Practice Eastside (Rural Health Clinic), the Samaritan Health Clinic, the United Way of Pickens County,
and the extensive network of the Pickens Community Care Coalition. The necessary information will be captured by the
respective organizations’ admissions and discharge departments, case managers, and medical records departments.
All information will be share, by patient consent, via electronic health records and the South Carolina Health Information
Exchange (SCHIEx), when available. The PCCC partners will keep a coordinated tracking effort of the identified
patients to assure accurate reporting in relation to each metric.
The Cannon Emergency Room Case Management Committee monitors patient utilization of the Emergency
Department. The Committee is composed of an ER physician, a family practice physician, a case manager, the
physician risk officer, and the ER Nurse Manager, and the Chief Nursing Officer. Thus, effective internal tracking of the
target population will be facilitated by a standing committee accountable to Cannon.
Performance Period

October 1, 2013-June 30, 2014
(END OF FORM)

