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HOP Name Hilton Head Healthy Outcomes Initiative 

Application Date 8/30/2013 

Name of Hospital(s) Hilton Head Hospital 

Name of Partner(s) 1. VIM, 2. Coastal Carolina Hospital Rural 

Health Center, 3. HHH Auxiliary Caring 

Touch Program, 4. BJHCHS 

 

 
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. 

 

Christina Koussih                                       8/30/2013                  

Hospital Representative     Date 

 

 

____________________________________   _______________ 

Partner Representative     Date 

 

 

____________________________________   _______________ 

Partner 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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LETTER OF INTENT TO COLLABORATE BETWEEN 

Hilton Head Hospital 

And  

    VIM, HHH Auxiliary Caring Touch, BJHCS, CCHRHC 

 

 
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, 2014, 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. 
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Institution:  Hilton Head Hospital 

Name and Title: Christina Koussih, Director of Care Management 

Date:   8/30/2013 

 

Institution:  Volunteers In Medicine (VIM) 

Name and Title: Linda Bloom, Director of Development 

Date:   8/30/2013 

 

Institution:  Beaufort Jasper Hampton Comprehensive Health Service (BJHCHS) 

Name and Title: Gaynelle Dantzler, Administrator 

Date:   8/30/2013 

 

Institution:  Coastal Carolina Hospital Rural Health Clinic (CCHRHC) 

Name and Title: Ryan Lee, Administrator of RHC 

Date:   8/30/2013 

 

Institution:  Hilton Head Hospital Auxiliary Caring Touch Program 

Name and Title: Dotty Gottdenker, President Hospital Auxiliary 

Date:   8/30/2013
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HOP Application Form 

Hospital Hilton Head Hospital 

Partner(s) Volunteers In Medicine (VIM)—VIM’s objective is to serve the health and wellness 

needs of the medically underserved population and their households, living and/or 

working on Hilton Head and Daufuskie Islands.  Hilton Head Hospital routinely refers 

uninsured patients to VIM for follow up care.  

Hilton Head Hospital Auxiliary Caring Touch Program—The Caring Touch Program’s 

objective is to give assistance to those persons unable to meet prescription 

medications needs upon discharge from Hilton Head Hospital until the patient can 

seek appropriate or community resources.  Hilton Head Hospital provides medications 

to uninsured/underinsured patients upon discharge utilizing this program.  

Coastal Carolina Hospital Rural Health Clinic (CCHRHC)—The CCHRHC is a federally 

recognized rural health center that provides primary care, routine diagnostic and 

laboratory services, and referrals to local hospitals for services not provided at the 

center.   

Beaufort Jasper Hampton Comprehensive Health Service (BJHCHS)-- The Mission of 

Beaufort Jasper Comprehensive Health Services, Inc. is to provide quality, affordable, 

accessible and comprehensive health care services to the South Carolina Lowcountry 

Community. 

Partner(s) Lead(s) Caring Touch--Dottie Gottdenker, VIM--Linda Bloom, CCHRHC--Ryan Lee, BJHCHS--

Gaynelle Dantzler 

HOP Implementation Sites Hilton Head Hospital 
25 Medical Center Blvd. 
Hilton Head Island, SC  29926 
 

Volunteers In Medicine 

15 Northridge Dr. 

Hilton Head Island, SC  29926 

 

Coastal Carolina Hospital Rural Health Center 

1000 Medical Center Dr. 

Hardeeville, SC  29927 
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Hospital Auxiliary Caring Touch Program 

25 Hospital Center Blvd. 

Hilton Head Island, SC  29926 

 

Beaufort Jasper Hampton Comprehensive Health Services 

721 North Okatie Highway 170 

 Ridgeland, SC   29936 

 

Clinical Lead Christina Koussih, RN, BSN, CCM 

Director of Care Management 

Hilton Head Hospital 

843-689-8387 

Christina.koussih@tenethealth.com 

 

Administrative Lead Cassie Ball, CFO 

Hilton Head Hospital 

843-689-8335 

Cassie.ball@tenethealth.com 

 

Name of HOP Hilton Head Healthy Outcomes Initiative 

Background and Rationale 

Maximum 1,000 words 

 

     Hilton Head Hospital had 23,000 Emergency department visits during 2012. Of 
these 23,000 visits, approximately 4,800 visits were self-pay or uninsured.  Lack of 
medical insurance contributed to the high utilization of the ED for medical care.  
According to a report released by the US Census Bureau, 21.6% of the residents in 
Beaufort County, SC do not have access to health insurance.  This is the 5th highest 
percentage in the state.  Lack of health insurance also limits the patient in obtaining 
appropriate follow up care with a primary health care provider for chronic health 
problems, in addition to contributing to limited access for medications, diabetic 
supplies, and needed medical equipment.  By only utilizing the ED for primary care, 
there is a gap in continuity of care for the patient.  The ED cannot provide a medical 
home and appropriate follow up for chronic conditions.  Due to the limited amount of 
time that a patient is in the ED and the lack of follow up care, the patient develops a 
knowledge deficit related to the importance of health maintenance and management 
of chronic disease. 

     There are community resources for primary care for the uninsured patients on 
Hilton Head Island and surrounding communities.  Currently, the uninsured patients 
on Hilton Head Island can utilize the Volunteers in Medicine Clinic. The Beaufort 
Jasper Hampton Comprehensive Health Services clinic is available off of the island, 
and the Coastal Carolina Hospital Rural Health Center is available in the Hardeeville 
area.  If a patient has been seen at Hilton Head Hospital and requires medication 
assistance, then the Hospital Auxiliary Caring Touch Program will provide them with 
prescription assistance.  There is public transportation available to assist the patient 

mailto:Christina.koussih@tenethealth.com
mailto:Cassie.ball@tenethealth.com
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with transportation to follow up care. 

     Although there are community resources available, there are limitations.  
Volunteers In Medicine has new patient registration only twice per week with limited 
hours.  The clinic is only open Monday through Friday with limited hours.  Both the 
Coastal Carolina Hospital Rural Health Clinic and the Beaufort Jasper Hampton Clinical 
Services Clinic do require payment for services, although the payment is a reduced 
amount.  The public transportation service also requires payment.  While the Hospital 
Auxiliary Caring Touch Program does not require payment from the patient, there is a 
monetary limit on the prescriptions.  Also, the Caring Touch Program limits the 
prescription assistance as a one-time service.  

 

Targeted Population and 

Inclusion Data 

Maximum 1,000 Words 

     Hilton Head Hospital utilized hospital data to determine the target population for 
the Healthy Outcomes Plan (HOP).  We used internal payer codes to identify the 
number of patients that were uninsured and were ED patients.  We then used ICD-9 
diagnosis codes to identify the patients that had a diagnosis of diabetes, 
hypertension, and Chronic Obstructive Pulmonary Disease (COPD).  The patients in 
the targeted population have at least one diagnosis of a chronic, medical condition.  
The patients could have been a new diagnosis or have had the condition for an 
extended period of time.  The target population lives on Hilton Head Island or the 
surrounding area.  Patients that were not in the area were excluded due to limitations 
of the HOP partners.  365 patients were identified using this methodology:  uninsured 
status and a diagnosis of diabetes, hypertension or COPD.  This is 13% of the 2950 
uninsured patients that were given care in the ED at Hilton Head Hospital.  

Strategic Objectives      The Hilton Head Healthy Outcomes Initiative has several strategic objectives that 
will attempt to be accomplished during the program.  The HOP will attempt to 
increase the number of patients that receive a social determinants screening.  The 
screening will be done on all patients where contact is established for the HOP.  The 
utilization of the Social Determinants Screening will enhance the patient experience 
by improving the quality of care through identifying appropriate referrals necessary to 
treat/manage the patient’s chronic health conditions.  The Hilton Head Hospital HOP 
will also aim to reduce ED utilization by the target population.  By reducing ED 
utilization, the cost of healthcare will be reduced.  The HOP will attempt to control 
costs by assisting the target population in utilizing the partner’s primary care service 
instead of the ED.  The HOP will also improve patient access to and utilization of 
quality, affordable primary care.  By attempting to ensure this access, the plan will 
improve the health of the participants and enhance the patient care experience as 
recommended by the IHI triple aim.   The HOP will also try to improve the 
coordination of transitions of care by attempting to contact the patient and providing 
that patient with appropriate follow up resources.  Patient satisfaction should 
increase once the patient has knowledge of available resources for the uninsured.  
The final objective the Hilton Head Hospital HOP plans to accomplish will be to refer 
all patients, where contact is established, to the Benefit Bank of South Carolina 
and/or the Beaufort Jasper Hampton Comprehensive Health Services for Health 
Insurance Exchange Screening.  If the patient qualifies for coverage, then the 
objectives of improving the patient experience, improving quality of care, and 
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reducing healthcare costs could be improved with the addition of health insurance.  
 

Strategic  Measures      The Hilton Head Hospital HOP will utilize several metrics to measure our 
objectives.  We will first identify that exact number of patients that will meet the 
contact criteria of uninsured payer status and a diagnosis of diabetes, hypertension, 
and COPD by utilizing hospital data sources provided by Hilton Head Hospital.  The 
next metric to be measured will be the percentage of the target population that 
received a Social Determinants Screening, if contact can be established, by the Clinical 
Lead Case Manager at Hilton Head Hospital, as described below.  This number of the 
target population that received a screening will be reported to the Director of Care 
Management.   The percentage of the target population that received a referral to a 
community service and who was screened for Health Affordability Programs will also 
be measured by the Director of Care Management.  All three of these metrics are 
considered Care Metrics.  The two Health Metrics that will be measured are the 
percentage of the target population that had at least one primary care encounter, 
and the percentage of the target population that readmit back to the ED after the 
appropriate screening and health referrals were made.  These metrics will be 
measured utilizing hospital supplied data and data supplied by the HOP partners to 
the Director of Care Management and/or Clinical Lead Case Manager at Hilton Head 
Hospital.  The final metric will be a Cost Metric.  This metric will analyze the ED 
utilization rate of the target population at 30, 60, and 90 days during the program 
implementation calendar.  Hospital data will be used by the Director of Care 
Management to determine this metric.   

Description of HOP 

Maximum 1,000 Words 

     The Hilton Head Hospital HOP will identify the target population utilizing payer 
codes to determine uninsured status and ICD-9 codes to determine the diagnosis of 
diabetes, hypertension, and/or COPD.  The Clinical Lead Case Manager at Hilton Head 
Hospital will attempt to contact the patient utilizing the demographics supplied by the 
patient during their ED visit.  If contact is established with the patient, the Clinical 
Lead Case Manager will administer a Social Determinants of Health Assessment to 
determine appropriate referrals for the patient.  The Clinical Lead Case Manager will 
contact the patient 30, 60, and 90 days after initial contact for follow up and to 
determine compliance with the HOP.  The guidelines used in the Social Determinants 
of Health Screening are evidenced based guidelines recommended by the National 
Patient Safety Foundation.  Based on the patient’s needs, referrals will be made to 
one or more of the participating partners.  The HOP is not targeting mental health 
diagnoses, but appropriate referrals to mental health facilities are made by the ED 
staff, as patient’s discharge from the ED.   
 
     The target population will be referred to the Benefit Bank of South Carolina or 
Beaufort Jasper Hampton Comprehensive Health Services to receive screening for 
Health Insurance Exchange programs and Medicaid.  Hilton Head Hospital also has a 
program to screen patients for Medicaid.  The HOP can utilize the services of the 
Hilton Head Hospital Medicaid Eligibility worker if needed. 
 
     If the Clinical Lead Case Manager is able to establish contact with the patients 
identified in the target population, and the patients are compliant with the 
recommendations from the HOP, then the patient will have established a medical 
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provider to treat their chronic medical condition.  By having a primary medical 
provider, the patient will have fewer acute exacerbations of their chronic illness.  This 
will lead to fewer complications from their disease process and ultimately better 
health.  Once patients have a primary care provider and better control of their chronic 
illness, then ED utilization for these issues should decrease.   If the patient has been 
compliant with referrals and should still require emergency treatment, preventative 
care will reduce co-morbidities and complications which will lower patient care costs.  
A reduction in ED utilization will reduce hospital costs through operating expense 
reductions and possible reductions in bad debt.   
 
      

Resources Required for 

Implementation of HOP 

Maximum 1,000 Words 

     Hilton Head Hospital has a 22 bed Emergency Department that operates 24 hours per 

day and 7 days per week.  Hilton Head Hospital has approximately 23,000 ED visits per 

year.  Approximately 4,800 of these visits provide care to the uninsured.  Hilton Head 

Hospital has a current affiliation agreement with VIM.  Hilton Head Hospital provides VIM 

with a $75,000 annual cash donation.   The hospital also provides VIM with a $150,000 

annual hospital allowance for laboratory and diagnostic services.  Once the $150,000 

allowance has been utilized, VIM is only charged Medicaid rates for any referred services 

to the hospital if VIM is the guarantor.  

     Hilton Head Hospital must provide a Registered Nurse (RN) to make initial calls and 

follow up calls and administer appropriate screenings, HIM data analyst to provide 

required data to the Director of Care Management, and an additional RN to review the 

data and report the HOP findings.  Hilton Head Hospital also pays one half of the salary of 

the Medicaid Eligibility Screener who will assist with screening the target population for 

Medicaid.  This cost must be absorbed by Hilton Head Hospital without any guarantee of 

reduced ED utilization after implementation.   

     The role of Volunteers in Medicine is to provide uninsured patients on Hilton Head 

Island with a primary care provider to manage the patient’s chronic disease.   This process 

is described in detail on the Volunteers in Medicine website, http://www.vimclinic.org/.  

The Coastal Carolina Hospital Rural Health Clinic provides low cost primary care, routine 

diagnostic and laboratory services, and referrals to local hospitals for services not provided 

at the center.  The Hilton Head Hospital Auxiliary Caring Touch Program provides 

prescription assistance to patients that are unable to obtain discharge medications due to 

limited financial means.  The Beaufort Jasper Hampton Comprehensive Health Services 

clinic provides low cost primary care and screenings for Medicaid and Health Insurance 

Exchanges, and these services are described at the clinic website, http://www.bjhchs.org/ .     

All Hilton Head Hospital HOP partners are advertising their services, as listed above, 

through their advertising websites on the World Wide Web.  Through verbal discussion, 

the partners have indicated that they have the resources necessary to provide needs for 

the uninsured.   If the partners reach maximum capacity to provide the services listed 

above, Hilton Head Hospital will continue to provide care and appropriate referrals to 

http://www.vimclinic.org/
http://www.bjhchs.org/
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facilities outside of the HOP partnership.   

Reporting Capacity Hilton Head Hospital will utilize internal data to identify the target population metrics.  
This information will be provided by the Health Information Management department 
at Hilton Head Hospital.  The data pertaining to the patients that are participating in 
the HOP will be collected by the Clinical Lead Case Manager and Director of Care 
Management at Hilton Head Hospital.  This data will be reported by the patients, so 
the validity cannot be verified.  The partners in the HOP will provide data to the 
Director of Care Management at Hilton Head Hospital as needed.  

Performance Period 10/1/2013-6/30/2014 


