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Name of Hospital(s) [1] 

Name of Hospital(s) [2] 

Name of Partner(s) [1]  

 

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. 

 
Fairfield Memorial Hospital Representative      Date 

               

Partner - Blue Granite Medical Center Representative    Date 

               

Partner – Eau Claire Cooperative Health Care Centers, Inc. Representative  Date 

               

Partner – Fairfield Medical Associates Representative    Date 

               

Partner – Martin Primary Health Care Center Representative    Date 

               

*Additional signature lines may be added for additional community service and primary care safety net partners participating in the 
proposed collaboration.
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Eau Claire Cooperative Health Centers, Inc. (ECCHC)   

Fairfield Medical Associates       

Martin Primary Health Care Center (MPHCC)   
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LETTER OF INTENT TO COLLABORATE BETWEEN 

 

 
 
 

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: Fairfield Memorial Hospital   

Name and Title: Michael Williams, CEO   Date: August 30, 2013  
 

Institution:  Blue Granite Medical Center  

Name and Title: Wendy Lykes, FNP, Director   Date: August 30, 2013 
 

Institution: Eau Claire Cooperative Health Centers, Inc. 

Name and Title: Stuart A. Hamilton, MD, CEO    Date: August 30, 2013 
 

Institution:  Fairfield Medical Associates 

Name and Title: Harmon Patrick, MD, Medical Director  Date: August 30, 2013 
 

Institution: Martin Primary Health Care Center  

Name and Title: Charles McElmurray, MD, Director  Date: August 30, 2013 

Fairfield Memorial Hospital, Blue Granite Medical Center, Eau Claire Cooperative Health Centers, Inc., 

Fairfield Medical Associates, and Martin Primary Health Care Center 



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

(FORM CONTINUES ON NEXT PAGE) 

 

 

 

 
Name of Hospital 

 
 
 
 
 

Partner(s’) Leads 
 
 
 
 
 

Name of Partner(s) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

HOP Implementation Sites 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Clinical Lead  Telephone  Email 
 

 
            Barbara Brentlinger, RN, CDE 803-712-0364  barbara.brentlinger@fairfieldmemorial.com 
 
 

Administrative Lead  Telephone  Email 

 Mary Sas, RN 803-635-5548 mary.sas@fairfieldmemorial.com

Fairfield Memorial Hospital (FMH) 

Direct services will be provided at the following locations: 

 

Diabetes Education Center, Fairfield Memorial Hospital, Winnsboro, SC 

Eau Claire Cooperative Health Centers, Inc. 

 Lake Monticello Family Practice, Blair, SC 

 Ridgeway Family Practice, Ridgeway, SC 

 

Wendy Lykes, FNP, Blue Granite Medical Center; Lynn Douglas, FNP, ECCHC – Lake Monticello; Jandrette 

Rhoe, MD, ECCHC – Ridgeway Family Practice; Latoya Mickel, FNP, ECCHC – Winnsboro; Sandy 

Kammermann, CHES, MPHCC; Susan Grosslight, FNP – Fairfield Medical Associates 

Blue Granite Medical Center – A subsidiary of FMH developed to provide a medical home for the uninsured and 

underinsured in Fairfield County to reduce the usage of the Emergency Department as a primary care physician. 

Eau Claire Cooperative Health Centers, Inc. – No history of prior formal relationships between the hospital and 

the center, although both organizations are looking forward to partnering on this proposed initiative to bring 

highly needed diabetic education and coaching services to Fairfield County. 

Fairfield Medical Associates – Serve as on-call physicians for FMH. Two of the physician partners serve as 

Medical Directors for various hospital departments. 

Martin Primary Health Care Center – Serve as on-call physicians for FMH. Physician partners serve as Medical 

Directors for various hospital departments and chair numerous committees. 

Add brief statement regarding previous collaborations with proposed partners, if applicable  
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Fairfield Memorial Hospital Diabetes Patient Education Plan 
 

Background and  Rationale (max.  1,000 words) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Fairfield Memorial Hospital (FMH), a non-profit critical access hospital serving Fairfield County, submits 

this plan to address the problem of high utilization of uninsured adults seeking treatment for diabetes in the 

Emergency Department (ED). According to the Center for Chronic Disease, the 2009 diabetes rate in 

Fairfield is 16.1% of the adult population. Residents living in Fairfield have high rates of death due to 

diabetes and face many barriers such as poverty, low education rates, and poor self-management skills.  

Given the prevalence of diabetes and limited support for preventing and managing chronic conditions in the 

primary care setting, FMH seeks to develop a systematic approach to track and improve outcomes of people 

with diabetes. According to the U.S. Department of Labor, the unemployment rate in Fairfield as of June 

2013 is 10.1%. U.S. Census Bureau statistics for Fairfield indicate the median household income for 2011 

was $34,117 compared to the state average of $44,587. Additionally, the number of persons living below 

poverty level is 21.4%, compared to 17.0% for the state. The SC Department of Education reports Fairfield 

has an on-time graduation rate of only 76.9%. U.S. Census Bureau reports that only 14.8% of residents have 

a Bachelor’s degree.  

According to the SC Department of Health and Environmental Control (SCDHEC), diabetes is a statewide 

public health issue of epidemic proportions. A 2011 diabetes fact sheet published by SCDHEC reveals the 

following statistics: 

 SC ranks 8
th

 highest in the nation in the percent of population with diabetes 

 Approximately 1 in 8 African-Americans in SC has diabetes – the 21
st
 highest rate among African-

Americans in the nation 

 Diabetes is the 7
th

 leading cause of death in SC 

 The prevalence of diabetes increases with age – a dramatic increase can be witnessed among those 

aged 45 years and older 

 Uncontrolled diabetes can lead to many complications including blindness, kidney failure, health 

attacks, strokes and amputations 

 In 2009, the total amount for hospital charges related to diabetes diagnosis in SC was $240 million 

 Diabetes hospital costs have increased by 37% in the past 5 years in SC 

The overall expected impact of the model is the demonstration of improved health measures with the core 

Healthy People 2020 targets for diabetes as the accepted goals. Patients with diabetes who are “at goals” 

have fewer and less severe complications from diabetes. 

Provider # Patients Served 

Annually 

# Patients with Diabetes 

Diabetes Educations Center FMH 200 200 

Blue Granite Medical Center 1,350 190 

ECCHC 49,000 2,100 

Fairfield Medical Associates 7,314 1,500 

MPHCC 3,500 356 
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Fairfield Memorial Hospital Diabetes Patient Education Plan 

One of the key findings of 2012 report entitled “Burden of Diabetes in South Carolina”, published 

SCDHEC’s Office of Chronic Disease Epidemiology and Evaluation, is that ED visit rates for diabetes in 

African Americans was 4x that of Whites in 2011.   

It is recognized in clinical practice that the time constraint of the routine fifteen to twenty minute physician 

office visit is too restrictive to fully track, assess, and effectively intervene in the total care of a patient with 

diabetes. The disease burden for patients, families and communities is high and often concentrated in low-

income populations. The disparity in the prevalence of diabetes and its complications represents a major 

public health challenge and opportunity. The cost of care for managing its varied comorbidities continues to 

climb and stress the nation’s health care budget.   

Perhaps the greatest challenge to successful implementation of any new model is patient participation.  

Community health centers traditionally have appointment no-show rates of 30% to 50%. Patients in rural 

areas have transportation issues such as poor bus service, few personal cars, expensive taxi fees, and often 

long distances between clinics. The barrier of multiple visits during the year increases the likelihood of 

missed visits. Consequently, multiple co-payments present an additional obstacle. Patients are often in the 

dark regarding the frequency and nature of health maintenance visits and need more information and 

guidance to better manage chronic conditions such as diabetes. As the Environmental Scan illustrates, 

currently in Fairfield there is 1 FQHC, 2 RHC, and 1 non-trauma rated hospital for an adult population of 

20,391.  The county has 0 free medical clinics, 0 Welvista clinics, and 0 trauma level I, II, or III hospitals.  

The county’s SC Primary Care Provider (PCP) adequacy is categorized as moderate (1500-3000:1) with a 

mean distance of 3.1-3.3 miles to a PCP. The mean distance to a trauma level I hospital is 12.7-20.0 miles 

and the mean distance to any trauma hospital is 20.1-35.0 miles.   

Through utilization of a Certified Diabetes Educator (CDE) and Registered Dietitian, the proposed initiative 

is designed to address the challenges and issues of access to care, individual health maintenance 

(prevention/wellness), affordability of care, and cost of care that many diabetic patients are presented with. 

These positions are designed to assist diabetic patients in their efforts to achieve improved health and 

clinical outcomes through self-management, education, training, and coaching. FMH currently employs a 

CDE. ECCHC does not have a CDE on staff at this present time. 

The 2012 Burden of Disease report referenced previously further illustrates: 
 

 Number of physicians who treat diabetic patients have increased dramatically in the past 5 years but 

has not kept pace with the increase in the number of people with diabetes 

 CDEs are located in counties with the lowest prevalence of diabetes and ED utilization.  As of 2012, 

there were 314 CDEs in the state.  Supply is not keeping pace with demand (refer to Figure 2.1a.). 

Fairfield is home to only 1 CDE. 

 More than 50% of people with diabetes in the state have participated in a diabetes self-management 

class 
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(FORM CONTINUES ON NEXT PAGE) 

Name of Hospital Name of HOP  

 

 
Background Rational continued (max. 1,000) 
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Fairfield Memorial Hospital Diabetes Education Plan 

 

 
 

With regard to health care costs, the report also reveals: 
 

 The total charges for diabetes and diabetes related inpatient and emergency department visits in 2010 was 

$4.2B. 

 Annual loss of productivity due to diabetes is approximately $16.8B. 

 Inflation-adjusted charges for diabetes ED visits have increased five-fold since 1996 (refer to Figure 4.8.). 

 Inflation-adjusted hospitalization charges for diabetes as a primary diagnosis has nearly doubled in 20 years 

(refer to Figure 4.1.). 
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Fairfield Memorial Hospital Diabetes Patient Education Plan 

As determined utilizing the Targeted Population Table, the patient panel for the proposed initiative will be 

limited to 50 uninsured individuals with diabetes who have been documented to be the highest utilizers of 

emergency department services over a recent one year period of time. The proposed initiative assumes that a 

percentage of the targeted patients are not enrolled in a current medical home, have no regular primary care 

provider, have unmet medical needs, engage in unhealthy lifestyles, and lack effective insurance coverage.  

The model assumes that once these individuals are located and repeatedly interact with a dedicated health 

worker who presents and encourages a variety of health and wellness options, that they will consider 

positive lifestyle changes and appropriately access locally available and affordable primary care.      

The hospital performed an analysis of internal data to identify potential program participants. The Diabetes 

Education Center, FMH will initiate contact with all identified and eligible participants within the first 30, 

60 and 90 days of the performance period. A report validating contact will be submitted within 30 days of 

each of the stated monthly performance periods. According to the Environmental Scan, a total of 3,487 

(≤19.8%) individuals in Fairfield County are uninsured. The targeted services areas of Winnsboro (29180), 

Blair (29015), and Ridgeway (29130) account for approximately 93%, or 3,241, of the county’s total 

uninsured population. Fairfield County has a high rate of uninsured ED visits resulting in hospital 

admission, a high rate of uninsured ED visits discharged without hospital admission, and a high rate of 

inpatient hospitalizations. Additionally, the rate for ED visits per 1,000 uninsured is (1) without admission – 

1218.5; (2) with admission – 1262.5; and (3) inpatient hospitalization – 79.8.  The Medicaid adult diabetes 

prevalence and chronic disease burden in the towns of both Winnsboro and Ridgeway are high while the 

disease burden in the town of Blair is categorized as moderate/low. The county’s diabetes mortality rate per 

100,000 for 2008-2010 was >28 (refer to figure 5.3). According to a 2013 County Health rankings study 

commissioned by the Robert Wood Johnson Foundation, Fairfield County ranks #30 in health outcomes and 

#33 in health factors.  Health outcomes are defined as how healthy a county is while health factors represent 

what factors influences the health of the county. 
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Fairfield Memorial Hospital Diabetes Patient Education Plan 

From July 2012 to June 2013, Fairfield Memorial Hospital had a total of 11,190 emergency department 

visits of which 3,448 were uninsured. These 3,448 visits were made by 1,738 unduplicated uninsured 

persons. Of these uninsured patients, 95 had a diagnosis of diabetes accounting for 193 total visits. The total 

charges for these uninsured ED visits for diabetes were $310,707.00. The targeted sample selected for this 

program make up 53% of the estimated total population of uninsured patients who visited the ED with a 

diagnosis of diabetes. 

Characteristics of the target population include: 

 82% are from zip code 29180 – Winnsboro 

 12% are from zip code 29130 – Ridgeway 

 6% are from zip code 29015 – Blair 

 56% female, 44% male 

 82.3% African American, 17.7% White 

 82% unemployed, 18% employed either full or part-time 

 85% identify a medical home 

 52% single, 30% married, 6% divorced, 3% widowed, 10% unknown 

 81% have additional diagnosis of hypertension 
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Strategic Objectives  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  Strategic Measures 

 Reduce ED utilization. 

 Reduce systems fragmentation and address the social determinants of health that affect health behaviors 

and influence health outcomes. 

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

 Promote adherence to evidence-based guidelines. 

 Establish a medical home. 

 Increase provision and utilization of comprehensive, routine primary care. 

 Cost savings. 

 

 

 

 

The proposed initiative will document the following Triple Aim strategic measures for evaluation and reporting 

purposes: 
 

1. Participants achieve measureable improvements in personal health and diabetes disease management and 

wellness (Improvements in Health). 

 % of diabetic patients whose HbA1c levels are <7% 

 % of diabetic patients receiving medication management education and coaching 

 % of patients receiving a foot exam  

2. Participants have access to timely, quality, affordable, primary care and assessments leading to a permanent 

medical home and management of diabetes (Improvements in Health Care). 

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

 % of target population linked to secure a permanent medical home 

 % of population with Social Determinants Screening within the first 30,60 and 90 days of program 

enrollment 

 % of target population with Health Affordability Programs Eligibility Screening 

 % of patients with a Patient Care Plan within the first 30, 60 and 90 days of program enrollment 

 % of patients that have had at least one primary care visit that includes preventive care, screenings and 

interventions 

 # of education and coaching sessions 

3. Cost savings are achieved through reductions in inappropriate ED utilization and appropriate and timely care for 

diabetic patients (Cost Savings). 

 Baseline rates and costs per 1,000 for inappropriate ED admissions are established for the target population 

 Inappropriate utilization of participants is tracked to establish actual as compared to historically probable 

rates and costs per 1,000 

 Total charges per patient are tracked (i.e., historic ER usage vs. post-program enrollment) 

 

 

Fairfield Memorial Hospital Diabetes Patient Education Plan 
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Fairfield Memorial Hospital Diabetes Patient Education Plan 

Fairfield Memorial Hospital, a critical access rural hospital, and local primary care providers to include Blue 

Granite Medical Center, ECCHC, Fairfield Medical Associates, and MPHCC propose to make diabetes 

education and coaching available to a minimum of fifty patients with diabetes that are high utilizers of the 

emergency department. Consistent with the Triple Aim model of achieving better health and health care at 

reduced costs, this proposed initiative is designed to demonstrate measureable improvements in the chronic 

management of diabetes through participation in preventative and wellness services. With improved health 

care, participants will show measurable improvements in health and reduce the number of preventable and 

inappropriate visits to the ED and the number and length of admissions. 

The patient panel will be limited to uninsured individuals with diabetes who have been documented to be the 

highest utilizers of emergency department services over a recent one year period of time. The patients will 

be enrolled in small groups for diabetes education and coaching taught by a Certified Diabetes Educator and 

a Registered Dietitian with classes offered at the FMH Diabetes Education Center and two Fairfield County 

offices of the Eau Claire Cooperative. The teaching team is stationed at the FMH Diabetes Education Center 

and will conduct weekly visits to the two ECCHC sites. This intensive patient contact experience will lead 

to improved self-care and understanding of the diabetes condition. Additionally, it will produce improved 

markers of care quality and will reduce the number of non-urgent ED visits and hospitalizations for diabetes 

related complaints, thus reducing the hospital’s overall patient health care costs. Strategies include but are 

not limited to: 

 Engage individuals to become active partners in their health and health care.   

 Equip the patient population to participate as a partner in health decisions, in determining needs, and 

to support self-selected health, lifestyle and health literacy needs by providing access to health and 

wellness services. 

 Establish a covenant with the patient to engage in appropriate health and wellness activities to further 

reduce the burden of disease, to change behaviors when possible, and to volunteer to help others.  

The patients resolve to participate in collective decision making, to attend personal and group 

educational sessions, and to interact with the hospital’s and health center’s current system of 

community based care and satellite health outreach teams.   

 Improve community and patient access to, and use of locally available primary care.  

The Environmental Scan shows that 581 individuals in Fairfield County are currently eligible but not 

enrolled in health care coverage. FMH continues to engage in and enhance collaborative efforts with other 

local, community-based, regional and state organizations in its service area to facilitate enrollment of 

eligible community members. Screening for Health Affordability Programs Eligibility through the SC 

Benefit Bank will occur for the target population within the performance period. 

Description of HOP (max. 1,000 words) 
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Performance Period 

Fairfield Memorial Hospital Diabetes Patient Education Plan 

To effectively and efficiently implement and operate this strategy, a Certified Diabetes Educator and a 

Registered Dietitian will be required. The teaching team will provide evidence-based education and coaching 

services at the FMH Diabetes Education Center and two ECCHC sites. Basic requirements and resources 

include office space for the staff and classroom space for the small group education and coaching class 

offerings. 

The hospital currently employs a Certified Diabetes Educator and Registered Dietitian; however, the 

Certified Diabetes Educator funding is set to expire shortly. The HOP funding opportunity will allow for 

continued education and coaching activities without any gaps in service delivery. ECCHC does not currently 

employ a Certified Diabetes Educator nor Registered Dietitian in Fairfield County. 

The FMH Diabetes Education Center has received approval to expand their services to the ECCHC Lake 

Monticello site. However, steps are required to apply for expansion to include the ECCHC Ridgeway site. 

The two sites will be required to follow guidelines from the American Diabetes Association for referral and 

admission of patients to the FMH Diabetes Education Center. 

Outcome improvements will be quantified utilizing electronic patient registry and cooperative relationships 

with local primary care providers. The Chronic Diseases Electronic Management System (CDEMS) has the 

ability to track and monitor patients’ diabetes medical and wellness care standards. Provider electronic 

medical records will allow the project access to both accurate and timely clinical and programmatic data.  

Data collection will be ongoing. The patient care team will utilize CDEMS for all patient encounters.  

Receipt of baseline data and an analysis of patients with a diagnosis description of diabetes mellitus shared 

by local provider partners and Fairfield Memorial Hospital will prove beneficial. This ED baseline data (the 

number of unique patients, total discharges, total charges and average length of stay) can serve as a starting 

point for savings documentation. This baseline utilization will be compared to the annual counts and 

experience produced during the project performance period. 

October 1, 2013 – June 30, 2014 

 Resources Required for Implementation of HOP 

 


