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I attest that, on behalf of the above named hospital(s), I am the organization representative approved to submit a Healthy Outcomes 
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proposed collaboration.

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

Edgefield County Hospital Healthy Outcomes Plan

Edgefield County Hospital

Peach Tree Medical Center Edgefield

Peach Tree Medical Center Ridge Spring

08/30/13

08/30/13           Elizabeth Gordineer, M.D.

           Brandon Clary



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

LETTER OF INTENT TO COLLABORATE BETWEEN
  and  

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:  

Name and Title:  

Date:  

Institution:  

Name and Title:  

Date:  

Institution:  

Name and Title:  

Date:  

Edgefield County Hospital Peach Tree Medical Center Edgefield/Ridge Spring
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Partner(s’) Leads
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Name of Partner(s)

HOP Implementation Sites

Clinical Lead  Telephone  Email

     

Administrative Lead  Telephone  Email

     

jquarles@myech.org

803-637-3174 Ext. 1150 bclary@myech.org

Brandon Clary, CEO Edgefield County Hospital and Elizabeth Gordineer, M.D.  Medical Director of Peach Tree Medical Center

Peach Tree Medical Center Edgefield    
Peach Tree Medical Center Ridge Spring 
Previous collaborations are from: 
BCBS Foundation 
Free Clinic 
Lakelands Cares 
Both Peach Tree Medical Centers are Rural Health Care Clinics owned by Edgefield County Hospital.  

Edgefield County Hospital 300 Ridge Medical Plaza Edgefield, SC 29824 
 
Peach Tree Medical Center 100 Ridge Medical Plaza Edgefield, SC 29824 
 
Peach Tree Medical Center 906 West Main St. Ridge Spring, SC 29129 
 

Elizabeth Gordineer, MD

Brandon Clary, CEO

803-637-3630

Edgefield County Hospital
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Background and Rationale (max. 1,000 words)

Name of Hospital  Name of HOP

   
Edgefield County Hospital Edgefield County Hospital Healthy Outcome Plan

Emergency departments (ED) are the only place in the U.S. health care system where individuals have access to a full 
range of services at any time regardless of their ability to pay or the severity of their condition. Today, the ED is 
becoming a primary resource for more and more people as the U.S. primary care system finds itself in dire need of more 
providers and nowhere to turn and foreseeably unable to meet the growing demand for care. Avoidable ED use is 
problematic from both a cost and quality standpoint. The high costs impact both patients and payers and create a drain 
on community resources. Avoidable ED use diminishes the quality of ED care; crowding, long waits and added stress on 
staff take away from patients in need of true emergency care. More fundamentally, non-emergency patients that utilize 
the ED as their primary care provider simply cannot have access to the continuity of care that the primary care system 
offers. High rates of emergency department use create a strain on the Edgefield County health care system by leading 
to overcrowding, but it is also viewed as a marker of a community systemic problem that includes poor access to primary 
health care and the failure to prevent injuries and illnesses. It has been noted that among individuals without medical 
insurance or access to primary medical care, the emergency department serves as the only available source of care. 
Currently we have three rural health clinics in our county available to our targeted population. Hours of operation for the 
clinics are 8AM to 5PM Monday through Friday. Lack of insurance source, lack of primary care availability, and long wait 
times in the primary care clinic office have been proffered as some of the rationale why our targeted population utilizes 
the ED instead of the clinics available.  
 
Rural hospitals typically are much smaller than their urban and suburban counterparts and Edgefield County Hospital is 
no exception with only 5 ED beds. Despite being a smaller size facility with a smaller base of patients to draw from, 
Edgefield County Hospital still has to maintain a broad range of basic services to meet the health care needs of our 
community. But with fewer patients over which to spread fixed expenses, costs per case tend to be higher. Smaller size 
also translates into a financial position that is much less predictable, complicating long-range financial forecasting and 
contingency planning. Edgefield county residents tend to be older, have lower incomes and are more likely to be 
uninsured than residents of our nearby urban communities. They are also are more likely to suffer from chronic illnesses 
(hypertension and/or diabetes) than their urban and suburban counterparts.  
Compounding these demographic trends, residents of our community face barriers in accessing health care services. 
Patients often have to travel long distances to seek care, made more difficult by a lack of reliable transportation. These 
factors contribute to their tendency to delay seeking care, which aggravates health problems and leads to more 
expensive interventions upon receiving care. 
 
South Carolina, as compared to the United States, has lower average income levels and education levels. The Hispanic 
and Latino populations are much smaller throughout the state than the nationwide average. South Carolina also has a 
larger population of African Americans than the United States average. Within South Carolina, there are pockets where 
these differences are more emphasized and noticeable than others. The highest mortality rates for all races are found in 
Edgefield, McCormick, Fairfield, Cherokee, Greenwood, Richland, and Spartanburg. In these counties, there are specific 
populations that have high mortality rates compared to the county as a whole. Edgefield County as compared with the 
rest of the nation ranks (according to the Trust for America's Health): 
 
• 3rd in overall diabetes prevalence. South Carolina is tied for the third highest adult diabetes rate (9.4 percent). 
 
• 5th in adult obesity. South Carolina is tied in adult obesity with 27.8 percent of the population classified as obese. The 
state is seventh in the number of overweight children from 10 to 17 (18.9 percent).  
 
• 6th in hypertension. Almost 30 percent of South Carolinians have hypertension, the sixth-highest rate in the country. 
 
With 23,461 people, Edgefield County is the 35th most populated county in the state of South Carolina out of 46 
counties. Lack of affordable care is a leading Local concern; Dating from 2007-2011, the median household income of 
Edgefield County residents was $ 44,090. Edgefield County households made slightly more than Spartanburg County 
households ($42,680) and Georgetown County households ($42,666). However, 21.2% of Edgefield County residents 
live in poverty. Adult Medicaid recipients for the county (2,825) account for 12% of the overall adult population (23,461). 
The uninsured population of Edgefield county is 23.6% compared to 20% for South Carolina overall and 11% nationally. 
 



(FORM CONTINUES ON NEXT PAGE)

Target Population and Inclusion Criteria

Name of Hospital  Name of HOP

   
Edgefield County Hospital Edgefield County Hospital Healthy Outcome Plan

Our hospital is focusing on fifty of our uninsured patients in the age range of 18 through 64 years who have a chronic 
medical condition of high blood pressure and or diabetes.  We chose these patients due to the common interest of being 
seen in our emergency department and being seen in one of our rural health care clinics.  All fifty patients live in 
Edgefield county and do not qualify for Medicaid nor any other health affordability programs. Their SADI deprivation 
class ranging from mod/low to high. Our Johnston area zip code 29832 having the highest disease prevalence of 
hypertension, while our Edgefield area zip code 29824 and our Trenton area 29847 area having a low/mod disease 
prevalence of hypertension.  All areas zip code 29832,29824, and 29847 have a low/mod disease prevalence of 
diabetes. At this point of our plan all fifty patients meet the program criteria of being uninsured with a chronic medical 
condition of diabetes and or high blood pressure.  



Strategic Objectives

Strategic Measures

(FORM CONTINUES ON NEXT PAGE)

Name of Hospital  Name of HOP

   
Edgefield County Hospital Edgefield County Hospital Healthy Outcome Plan

Our strategic objective we are trying to accomplish with this model is to reduce ED utilization by establishing a medical 
home for our uninsured patients with a chronic medical condition of high blood pressure and or diabetes.  We want to 
reduce systems fragmentation and address the social determinants of health that affect health behaviors and influence 
health outcomes by helping coordinate care based on the patient needs. We will increase provision and utilization of 
comprehensive, routine primary care within one of our rural health care clinics.

We will utilize the Triple Aim Strategic Measurement by documenting our care metrics.  We will keep a record of our fifty 
patients by contacting them and documenting their progress within the model.  Their progress will be based on 
establishment of a medical home, the results of their social determinants screening and if they are connected to 
community services based on their needs, if they are eligible for Medicaid and any of the Health Affordability Programs, 
the patient's Patient Care Program within the first 30, 60, and 90 days of being part of the model, and preventive care, 
screening and interventions. We will look at the cost metrics focusing on the ED utilization rate for diabetes and high 
blood pressure and the cost per patient vs RHC utilization rate for diabetes and high blood pressure and the cost per 
patient.  Our clinical metrics will be part of our Patient Care Plan documenting any measurements associated with the 
patient's chronic medical condition of diabetes and or high blood pressure.  We will report these measures the first thirty 
days, first sixty days and the first ninety days while also submitting quarterly reports. 
 
Priority 1: Reduce ED utilization  
Objective 1: Tracking frequent ED users and adopting electronic information systems. 
Objective 2: Distributing patient education materials at arrival or at discharge to explain where nonurgent patients should 
go for non-emergent conditions. 
Objective 3: Assign employees to review and provide feedback reports on ED utilization to monitor progress. 
Objective 4:  Assigning non-acute patients in the ED to next day care (if after hours) or see if they can be seen that 
same day in local clinic. 
 
Priority 2: Reduce systems fragmentation and address the social determinants of health that affect health behaviors and 
influence health outcomes.   
 
Objective 1: Increase investment of grant funds in non-profit organizations in the county to provide free hypertension and 
diabetes screening and diagnostic services to low income and underinsured by 10% each year. 
Objective 2: Partner with programs that can implement programs to provide access to transportation to and from 
screening, diagnostic, and treatment services every fiscal year. 
Objective 3: Unite local stakeholders in target county to organize community health programs to reach and educate the 
underserved populations by start of fiscal year 2013-2014. 
Objective 4: Evaluate long-term benefits and outcomes of allowing grant funding to be used for small amounts of 
advertising on health care assessment. 
Objective 5: Initiate conversations and relationships with local providers in order to educate on the need for quality 
follow-through with these patients. 
 
Priority 3: Establish a medical home 
 
Objective 1: Build partnerships with key organizations and individuals in target community for fundraising, granting, and 
outreach outlets. 
Objective 2: Meet with providers in the communities to develop partnerships for future funding and/or fundraising efforts 
throughout fiscal year. 
Objective 3: Seek out opportunities for grant-making with free clinics, nonprofits organizations, etc. 
Objective 4: Foster relationships with any organizations in the entire service area that may have been past recipients of 
grant funding and/or fundraising sponsors. 
 
Priority 4: Increase provisions and utilization of comprehensive, routine primary care.  
 
Reduce mortality rates by increasing hypertension and diabetes screenings for Edgefield, community through reduction 
of structural barriers and knowledge barriers. Structural barriers may include, but are not limited to, financial cost, lack of 
transportation, and limited access to the continuum of care. Knowledge barriers include, but are not limited to, Diabetes 
and hypertension health education, limited community outreach, and lack of awareness about available programs. 



Description of HOP (max. 1,000 words)

Name of Hospital  Name of HOP

   
Edgefield County Hospital Edgefield County Hospital Healthy Outcomes Plan

The triple aim approach is to take fifty uninsured patients who are utilizing our ED for their chronic medical condition of 
HBP and or DM and get them into a medical home where they can be educated and monitored for their condition. These 
patients will be screened to see if they qualify for Medicaid or for any of the health affordability programs available. Once 
the patient is considered a true non-insured patient we will direct them to start utilizing one of our RHC's in Edgefield or 
Ridge Spring.  We will focus on these patients as well as their family members by providing a case manager who will 
follow them through our model. Each patient will have a care plan that will be continuously monitored by a case 
manager. Their care plan will be specific to his or her chronic condition of diabetes and or high blood pressure keeping 
records of appropriate readings ( blood sugars vs blood pressure ) as well as to how well they are complying to their 
medication regiment.  We will also identify social determinant issues and demonstrate appropriate referrals to 
community-based resources and follow-up to make sure their needs are being identified correctly. Our hospital and RHC 
will work together to educate our patients on their chronic condition and provided needed condition specific supplies 
( glucometer vs blood pressure monitor) and medications.  They will continue to have a case manager who will call to 
check on their condition.  We will have the patient followed by their healthcare provider to manage their condition. The 
patients will be offered an opportunity to participate in training seminars related to their chronic condition to not only help 
them improve their condition but their overall health. We will start with each patient baseline measure and keep 
documenting the ongoing data reporting it at appropriate times.  In the end we will access the program, utilization, and 
monies spent.  



Resources Required for Implementation of HOP

Reporting Capacity

(END OF FORM)

Performance Period

 

Name of Hospital  Name of HOP

   
Edgefield County Hospital Edgefield County Hospital Healthy Outcomes Plan

We are a twenty five bed hospital with ED department that has 5 beds.  We have two provider based rural health care 
clinics.  To implement this plan we will need additional staff to follow our patients.   
 
Medical Providers 
Our Physicians provide medical direction and consultation related to the patient’s overall medical and health services. 
 
Medical Assistant  
Explaining medical procedure/performing venipunctures /performing EKG/checking vital signs 
 
Director of Nursing/Case Manager 
Our Director of Nursing (DON) provides overall support for each  patient’s program, ensuring that all service objectives 
are met and that all members of an individual’s team are providing the highest quality care and support.  DON/Case 
Managers also serve as liaisons between the participant, treatment team, funding representatives, and families as well 
as facilitate discharge planning. 
 
Physical Therapist 
Physical Therapists (PTs) provide functional assessments and therapeutic interventions to improve our  patients’ 
mobility, balance, strength and endurance.  PTs initiate the community integration process when appropriate. 
 
Occupational Therapist 
Occupational Therapists (OTs) provide functional assessments and therapeutic interventions to improve self-care skills, 
safe performance of activities of daily living, and the development of fine motor skills needed for independent living.  
OTs also assess and train for the use of specialized adaptive equipment needed to increase safety and independence, 
as well as address issues related to visual perceptual function and cognition. In addition, OTs initiate the community 
integration process when appropriate. 
 
Dietician 
Our Dietician evaluates nutritional status and designs a diet program to meet the medical requirements of each 
individual, providing adequate calories to facilitate participation and healing. 
 
Respiratory Therapist 
The Respiratory Therapist supports the nursing staff in the management, care and treatment for those patients with 
ventilators or other respiratory issues. 
 
Social Worker 
Our Social Worker assists with access to governmental programs (e.g. Medicare, MediCal/Caid, and disability). The 
Social Worker can also make referrals to community service and support programs. 
 
Neuropsychologist 
Our Neuropsychologists specialize in assessing brain-behavior relationships, assist in treatment planning and in 
recommending alternative higher level executive functioning and behavioral strategies to enhance one’s functional 
abilities. 
 

April 2012 through March 2013



Background and Rationale 

Added 9/20/13 

We have two providers in our Edgefield Rural Health Care facility and one provider in 

our Ridge Spring Rural Health Care facility.  Both facilities are open five days a week 

Monday through Friday 8am till 5pm.   

 

 

 

Description of HOP 

Added 9/20/13 

Currently, we are working with Edgefield Mental Health to collaborate our data to 

determine how often our chronic HBP and chronic DM patients are using their facility 

and resources already. 

We plan to bring in a Diabetic Educator to help educate our patients on their condition.  

We will be supplying our patients with educational material that will also assist in their 

understanding of their chronic condition. 

Each of our patients will be assigned a case manager who will be calling through out our 

plan to make sure their needs are being met.  If there are any concerns or questions our 

case managers will be able to assist them or direct them to follow up in our RHC’s.   

Our case managers will also be utilizing the social determinants screening to see what 

resources are available within the community to assist in their overall well being.   

In our RHC’s our health care providers will work with our patients to help them 

understand the importance of health. We will also make them aware that the RHC offices 

are available to them so that they can be treated on a continual basis. Establishing a 

medical home is a great way to keep track of their conditions to make sure that conditions 

are being met.   

 

Reporting Capacity 
Added 9/20/13 

This corporation is a member of the SC AccessHealth Network and will receive their 

technical assistance.  The hospital’s information technology services will participate in 

regular planning meetings of the partnership to identify feasible solutions for better 

electronic data capture, storing, management and reporting. We will also utilize a set of 

web-based data reporting and evaluation tools offered through The Duke Endowment.   
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