Introduction
HealthSpan Partners (HSP), the Respondent, is affiliated with Bon Secours Mercy Health, Inc. (BSMH)
one of the 20 largest health care systems in the United States, with more than 1,000 sites of care across
seven states and Ireland and more than 60,000 associates with $10 Billion in proforma net operating
revenue. The graphic below illustrates our geographic and enterprise scope of the Health System.

Together, HSP and BSMH (“the Health System”) are governed by a senior leadership team and boards that
share a number of overlapping directors. The Health System provides more than $2 million each day in
charity care, community benefits and government program services.
The Health System is a tax-exempt, 501(c)(3), not-for-profit corporation that exists to promote the health
of the communities it serves through the provision and support of integrated health care services in a
manner that promotes high-quality care at reduced costs, including provision and support of charity care
to the poor, uninsured and underinsured.
HSP’s facilities are considered non-Catholic and generally not subject to the restrictions applicable to
Catholic facilities. HSP hospitals are operated in accordance with a Statement of Common Values, which
requires that HSP facilities provide charity care and prohibits direct abortions, assisted suicide,
euthanasia. We have provided our Statement of Common Values and our HSP/BSMH partnership
documents as attachments (Please note that HSP is currently the sole corporate member of several nonCatholic hospitals).
This response is an expression of intent by the Health System to propose an acquisition and to outline the
key terms and conditions that would enable further discussion with New Hanover Regional Medical
Center (NHRMC), including the trustees, county representatives, and the PAG, leading to an agreement
between the parties. The terms and conditions set forth below are not intended and shall not be binding
upon the parties and shall be subject in all respects to further due diligence as well as the negotiation,
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execution and delivery of a definitive agreement between the parties, and the approval by their respective
governing boards.

1. Improving Access to Care and Wellness Programs
1.1.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to further develop ambulatory and other outpatient and
wellness program access points in the communities it serves. Also address how and
whether Respondent’s Proposed Strategic Partnership will facilitate capitalization and
growth of care and wellness sites across the Service Area, including beyond New
Hanover County, understanding the current debt limitations for NHRMC that
preclude this regional health care system from borrowing to build outside of the
County.
Realizing the importance of a comprehensive ambulatory network and embracing
the shift of sites of service to provide high quality and low-cost alternatives, the
Health System has a portfolio company and dedicated team that focuses on the
ambulatory growth and development, as well as high-value network creation for
each of its markets. The ambulatory group identifies new and existing markets as
well as aligned geographies for expansion of ambulatory and outpatient services,
enhancing access and expanding the care continuum to these communities,
including free standing emergency departments, urgent care centers, retail imaging
and ambulatory surgery centers. These areas of growth, development and expansion
are coordinated in strategic alignment with both our Medical Group providers as
well as through partnerships and JV opportunities with independent providers in
market. Our ambulatory development group has a significant system allocation of
dedicated capital that is coordinated across the health system.
We also have a dedicated team focused on the development and operations of our
wellness centers that serve both our communities and associates. The centers focus
on total health and well-being and align clinically with our providers to enhance the
care continuum. Programs like cardiac step-up programs and physician-prescribed
exercise programs to help reverse risk for chronic condition development and/or
assist with disease management are examples of our center’s offerings.
As we will discuss further in Section 8, our capital commitments for cash and
investments will need to be in accordance with governance provisions of the
transaction. We would want to ensure the structure optimizes the ability to bring
NHRMC into our credit group for improved cost of capital. However, our Health
System is committed to capitalize our markets for growth within our ambulatory and
wellness strategies, and we believe we can achieve our common goals together.

1.1.1.

Discuss Respondent’s position on NHRMC’s current plans to expand
ambulatory and other outpatient and wellness program access points in the
Service Area.
We would be supportive of NHRMC’s ambulatory and wellness growth and
development plans and welcome the opportunity to evaluate further.
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Expansion and development of ambulatory services align directly with our
goal of creating additional access points across the high-value network
continuum of care.
1.1.2.

Describe the scope and timing of Respondent’s commitment to adding
ambulatory and other outpatient access points in the Service Area.
Upon closing, the ambulatory team will initiate a comprehensive ambulatory
plan for the market that is consistent with our data-driven analysis provided
for all markets. The scope will evaluate overall market attractiveness and
opportunities to succeed, including ambulatory network access and
adequacy. Key provider alignment strategies (including employed and
affiliated providers) will be coordinated within the ambulatory planning. It is
anticipated that the ambulatory assessment and capital allocation priorities
are completed within 120 days of closing.

1.1.3.

Describe how Respondent and/or any of Respondent’s strategic partners used
the same or similar strategic partnership to improve ambulatory and other
access points in the communities served by Respondent and its affiliate or
partner hospitals.
When Mercy Health and Bon Secours merged in 2018, the ambulatory team
performed a strategic assessment of all markets and identified key
opportunities, priorities and capital allocation necessary for the growth and
development of the ambulatory network. This included an assessment of
comprehensive community centers (aligning providers and ambulatory
services ranging from 25,000 to 100,000+ square feet centers), retail
imaging centers, urgent care network development and key provider
partnerships around ambulatory surgery centers. To meet the priority needs
of NHRMC, the Health System may use national third-party development
and management companies through system wide JV partnerships for speed
of execution, development and management expertise.

1.2.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on improving access to primary care services in NHRMC’s Service Area.
We are committed to improving access to primary care in our service areas. This
commitment would be demonstrated by:
1) The implementation of a robust planning process in which a multi-disciplinary
team would consider the community needs assessment, succession plan for
providers nearing retirement, geographic reach, remaining capacity for existing
primary care providers, and other key variables in an effort to inform its provider
workforce plan for primary care.
2) The implementation of the Advanced Care Transformation (ACT) practice model
for system-owned and managed primary care practices. Through achievement of
the four levels of success (i.e. Bronze, Silver, Gold, and Diamond) in the ACT
program, practices are transforming their care delivery model and are recognized
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for their work in pursuing the quadruple aim: better outcomes, lower costs,
improved patient experience, and an improved clinician experience.
There are six specific pathways that characterize the ACT transformation journey
including:
• Team-based Care
• Know Your Patient Panel
• Access and Utilization
• Transitions and Coordination of Care
• Patient Engagement and Commitment, and
• Quality
3) The implementation of many patient-facing tools aimed at improving access to
care includes our online scheduling platform, e-visit program, video visit program,
among others.
1.2.1.

Discuss your organization’s approach to staffing primary care clinics,
including leveraging providers with team-based care.
As a core cultural attribute of the Health System, empowerment is a
competency that enables our team to thrive. The Health System’s Medical
Group is focused on advancing a team-based model of care within its
primary care network and through team-based care, team members are
encouraged and enabled to contribute at their highest level. Additionally, we
utilize the Medical Group Management Association’s national staffing
benchmarks as a guide to plan a care team staffing model that supports our
physicians and advanced practice providers on a volume-adjusted basis. As
such, we work to ensure effective, top-of-license work for all staff through a
mix of administrative and clinical support staff including, but not limited to,
Medical Assistants (MAs), Licensed Practical Nurses and Registered Nurses
(RNs) as appropriate and clinically necessary. We partner physicians with
other Advanced Practice Clinicians (APCs) including Nurse Practitioners,
Physician Assistants, Licensed Independent Social Workers, Psychologists,
and Diabetic Educators to meet the specific needs of each practice and
patient population being served. We continually work to identify
opportunities to reduce the burden of work required at the point of care so
that practice staff can devote as much of their time to direct patient care
related activities as possible. We leverage the size and scale of our Health
System to streamline work processes to the greatest extent possible.

1.2.2.

Describe how Respondent would identify and resolve any gaps in primary
care coverage in the Service Area.
We would identify and resolve any gaps in primary care through the
implementation of a robust planning process. Through this process, a multidisciplinary team would consider the community needs assessment,
succession plan for providers nearing retirement, geographic reach, remaining
capacity for existing primary care providers and other key variables in an
effort to inform its provider workforce plan for primary care. Given the
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growing need for primary care as the U.S. population ages and the physician
shortage continues to increase, the provider workforce planning process helps
to identify gaps well ahead of the anticipated timing of the need in order to
allow for a longer recruitment cycle. This longer recruitment cycle best
positions the Health System to identify and attract top talent who can provide
the highest level of care to the patients and communities we are fortunate to
serve.
1.2.3.

Provide examples of how Respondent improved both primary care access and
operational efficacy (improved quality, improved patient safety, improved
patient satisfaction, lower cost) in communities served by Respondent and its
affiliate or partner hospitals.
Quality. The Medical Group has a robust clinical quality committee that meets
monthly. Representation on the committee includes primary care physicians,
advanced practice clinicians, and operational leaders from each of the markets
we serve. Discussion focuses on our established and aligned quality metrics
which serve as key performance indicators for our medical group and system.
Best practices are shared from our markets with the highest achievements in
quality of care, and other markets are able to benefit from these learnings as
they work to adopt proven strategies aimed at improving quality of care. As a
result of our focus on quality, we have seen improved performance in blood
pressure control, diabetes control, breast and colon cancer screening rates,
depression screening rates and pneumonia vaccination rates. Overall quality
performance in our largest accountable care organization (Mercy Health Select)
demonstrates that our providers continue to perform above the 80th percentile
on quality metrics associated with the Medicare Shared Savings Program
(MSSP).
Access. In 2019, the Health System initiated a multi-year project that
fundamentally changes how we interact and serve patients and health care
consumers. This groundbreaking access strategy includes communication via
phone, web, email, text and mobile app. Some key elements of the project
include:
• Consistent access standards such as wait times for appointments
• System-wide oversight of unified access services to create a connected
patient experience
• Continuous communication channels and interactions throughout the
entire continuum of care
• Ability to efficiently identify patient background and needs, determine
the severity of the condition and quickly connect patients with
information or appointments addressing those needs
The Medical Group has a robust Patient Accessibility Council (PAC) which
includes physicians, advanced practice clinicians and operational leaders from
each of the markets we serve. The PAC focuses on system and Medical Group
access-related key performance indicators. With regard to traditional, in-office
care, our average provider productivity significantly exceeds the national mean
and suggests that our care teams are focused on increasing the size of the patient
panel they serve. As one of many access-related initiatives, we are actively
partnering with primary care physicians and providers to redesign and optimize
their scheduling templates in an effort to enhance access to care. The template
redesign and optimization work is focused on providing the right care to the
right patient at the right time. This process, part of a groundbreaking initiative
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designed to more effectively manage schedules and provide greater access to
patients is called Design Your Day. To accomplish this work, significant care
is being placed on matching patient appointment demand with template
appointment supply. These optimized templates enhance our ability to
adequately report on supply and demand for appointments (by type of
appointment, by geography, etc.) which will further enable us to forecast our
provider workforce needs in the future. Of key importance, our scheduling
template redesign and optimization initiative is being implemented in such a
way that our care providers realize greater levels of control and autonomy over
their schedules, allowing their day to be more satisfying and predictable while
improving patient satisfaction.
Virtual Access. We also focus on improving access to primary care through
virtual care and telehealth such as offering our patients the opportunity to
engage in an e-visit for low-acuity and chronic health condition visits. We have
developed a tele-psych program for mental health access in areas where there
is a pronounced shortage of mental health providers. Finally, we encourage all
of our patients to sign-up for electronic access to an online patient portal which
allows them to schedule visits online, review test results and send messages to
their providers – all of which are strategies focused on improving access to care.
Patient Experience. The Medical Group has a robust Experience of Care
Council (EOCC) that includes physicians, advanced practice clinicians and
operational leaders from each of the markets we serve. Throughout 2019,
significant focus was placed on the Care Provider-to-Patient interaction and
relationship. We are pleased that a number of our markets achieved significant
improvement in overall patient satisfaction in 2019 during a period of
significant change following the merger between Bon Secours and Mercy
Health. Beginning in 2020, the Medical Group is introducing new provider-topatient communication model to provide our clinicians with additional training
and skill in using a language of caring.
1.3.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to further develop and enhance NHRMC’s home care
services within the Service Area.
Post-acute care is a critical component of health care for our communities, hence the
need to strategically define and identify the optimum services. A careful analysis
will be conducted to review the quality and the dependency by the acute care
hospitals on the services for appropriate care management, as well as the efficiency,
productivity and financial strength of the programs. Valuable partnerships can be
created by using key metrics and clearly defining expectations, even if the service is
not directly owned.

1.4.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC providing care for the elderly in both urban and rural settings in the
Service Area. Describe any programs that could be introduced at NHRMC (e.g., adult
day care, geriatric urgent care services).
As previously mentioned in 1.3, post-acute care is a critical component of health care
for the communities we serve, hence the need to strategically define and identify
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optimum services. In order to provide the appropriate level of post-acute care, a
careful analysis will be conducted to review the quality and the dependency by the
acute care hospitals in order to establish appropriate care management, and create
efficiency, productivity and financial strength of our programs. Valuable
partnerships can be created using key metrics and clearly defining expectations, even
if the service is not directly owned.
1.5.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on further developing access to service lines at NHRMC, existing or new,
including but not limited to:
1.5.1.

Pediatric specialties and sub-specialties

1.5.2.

Adult specialties and sub-specialties (e.g. cardiovascular, neurosciences,
geriatrics, orthopedics, oncology, etc.)

1.5.3.

Women’s specialties and sub-specialties

1.5.4.

Psychiatric specialties and sub-specialties
A hallmark of the Health System is the organic growth of service lines and
sub-specialties within each market. We follow an integrated, comprehensive
approach to service line development which focuses on uncovering and
realizing each facility’s opportunities for growth. A description of this
approach is outlined in Section 7, “Improving the Level and Scope of Care.”
For NHFRMC, we see service lines as means of differentiation and retention
of patients who are currently migrating out of the New Hanover area to seek
care and services not currently offered locally.
As referenced in question 1.2.3, our access strategy includes communication
via phone, web, email, text and mobile app. Some key elements of the project
include:
•
•
•
•

Consistent access standards such as wait times for appointments
System-wide oversight of unified access services to create a connected
patient experience
Continuous communication channels and interactions throughout the
entire continuum of care
Ability to efficiently identify patient background and needs, determine
the severity of the condition and quickly connect patients with
information or appointments addressing those needs.

This seamless, connected consumer experience will improve access to care
and provide ongoing engagement for NHRMC’s patients and consumers.
This approach would also allow NHRMC to expand its geographic footprint
by innovatively supporting growth across all key service lines and meeting
your market’s consumers wherever they are, with technology that meets their
needs.
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1.6.

NHRMC’s most recent provider needs assessment has been provided to Respondent
in the Data Room. Describe what impact, if any, Respondent’s Proposed Strategic
Partnership would have on further developing access by addressing key provider
needs (e.g., geriatricians, psychiatrists) as indicated in the assessment.
The physician needs assessment reflected in the Provider Develop Plan (PDP) made
available for our review provided significant and revealing insight of the physician
recruitment needs over the next three years. Specifically, the PDP indicated a targeted
recruitment need of 92.0 physician FTEs to meet
a.) the existing current specialist gaps (34.0 FTEs or 37.0%);
b.) the succession planning needs (34.0 FTEs or 37.0%);
c.) the primary care growth needs (12.0 FTEs or 13.0%); and,
d.) the specialist growth (12.0 FTEs or 13.0%) needs over a targeted three-year
period.
Accordingly, we concluded that a very deliberate focus on the PDP effort will be an
important and immediate focus of our joint leadership teams during the initial and
ongoing partnership between our respective organizations.
Based upon the size, scale and scope of the physician need as summarized in the PDP
and Exhibit 1.6 attached, we have preliminarily determined the following course of
action would be appropriate:
•

Our Physician and Provider Recruit Team will assess the current status of
NHRMC’s recruitment efforts since the PDP completion and begin to supplement
those efforts by the use and utility of assigned recruitment personnel, specialized
electronic and personal recruitment sourcing, supportive use of locum firms for
interim and urgent coverage situation, an onboarding team, and affiliate recruiting
firm partners on the PDP targets.
As will be further clarified in response to RFP Question 5.1 and by way of brief
background, our current Physician and Provider Recruitment team currently
consists of market-based teams as well as a centralized team. The market-based
teams include recruiters, whose primary focus is to own a physician or provider
need from when it is first opened to signing. Thus, a coordinated and deliberate
focus on the NHRMC market and health system need will be a continuous effort
and priority for and during our Partnership.

•

Simultaneously, based on our preliminary assessment, we would begin extensive
recruitment efforts in collaboration with the NHRMC recruitment team by
immediately sourcing and targeting the following specific recruitment priorities:
•

Priority 1 – Current Hospital and Community Gap Needs (34.0 FTEs):
•

Neurology, Pain Medicine, Physical Medicine and Rehabilitation,
Psychiatry, Rheumatology, Breast Surgery, Maternal Fetal Medicine and
Otolaryngology; and,

•

Allergy & Immunology, Dermatology, Sports Medicine and Podiatry.

•

Pediatric Specialties: With an understanding of the unique and special
requirements, we would develop a very deliberate recruitment effort to
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focus on current specialty gaps and needs associated with the NHRMC
pediatric service lines during our priority one efforts.
•

Subsequent Priorities (58.0 FTEs): Once we have engaged and initiated
our Priority 1 efforts on the listed high-priority specialties above, we would
then begin to sequence and co-manage the additional primary care and
specialty needs across all categories as part of our ongoing community
service and growth, retirement and demographic response collaboratively
with NHRMC senior leadership and recruitment team.

Alternative and Supplementary Provider Development: Finally, it is
commonly recognized by all health systems and hospitals across the United
States that additional provider service and accessible capabilities through use of
Advanced Practice Clinicians and Licensed Professional will be required to
supplement the physician accessibility, availability, capacities and capabilities
in the future. Physician shortages have already impacted the physician
recruitment, replacement, alignment and deployment of many organizations and
markets. As part of our concerted effort with NHRMC, we will begin to assess,
evaluate and deploy a focused development effort to address physician
shortages as part of our Partnership.
1.7.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC aligning with employers in the Service Area to provide wellness
and health care services to local employees (e.g., occupational health programs; walkin occ-health services at urgent care center; health clinics located on-site at
employers).
We are committed to population health as demonstrated through our employer-facing
solutions company Harness Health Partners. Partnering with employers who share
the same passion for and interest in well-being is the ultimate way to demonstrate
unique and innovative practices to provide health care and promote wellness
opportunities for their employees. Our proven solutions help companies improve the
health of their employees. Innovative community focused programs and services
include: Occupational Health, On- and Near-site Health Centers, Executive Health,
Well-being Solutions, Nurse Access Line, Virtual/Telehealth, Pharmacy Services and
more. We have provided our Current Capabilities List as an attachment.
1.7.1.

Discuss Respondent’s position on developing NHRMC’s programs to align
with local employers.
Harness Health Partners provides a full-service offering for the employer.
Through a consultative sales process, we identify employer pain points and
identify solutions that positively impact the well-being of their associates and
business. Common pain points include employee recruitment and retention,
reducing absenteeism, reducing employee stress, improved access to care,
reducing the total cost of care, controlling pharmacy costs and encouraging
healthy behaviors, all of which can be addressed directly by Harness Health
Partners solutions. For services beyond those provided by Harness, care is
coordinated with the affiliated health system to help ensure seamless care.
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We are dedicated to meeting the needs of employers, and our approach is
intended to help employees become healthier within a culture of well-being,
while controlling total cost for employers.
1.7.2.

Describe the scope and timing of Respondent’s commitment to expanding and
improving upon NHRMC’s programs with local employers.
Harness Health Partners will work with your programs and local employers to
develop an extensive needs identification and action plan. A competitor
analysis will be conducted to determine areas and services that have the
strongest opportunity for growth. In addition, we will ask key NHRMC
leaders/stakeholders what is important to them when addressing the needs of
the community, local employers and their employees. We will utilize this
information to develop an action plan that identifies how Harness Health can
partner with NHRMC and the community to meet these needs.

1.7.3.

Provide examples of the successful implementation of occupational health or
other employer-based programs with employers in communities served by
Respondent and its affiliate or partner hospitals.
We have extensive experience in providing occupational health and other
employer-based programs, which is demonstrated though the occupational
health services we provide in Ohio and Virginia, serving 38 sites and nearly
18,000 unique employers.
In addition, we have more than 20 health center clinics located on employer
sites, several initiatives surrounding school-based health centers and student
athlete programs, and our Industrial Athlete program which helps prevent
injuries from happening at employer worksites.
A unique example of our focus on occupational health is evident through our
relationship with MLS team FC Cincinnati. Through our strategic
partnership, our team physician provides care to the team, the club and its
network. In addition, specific occupational health services are provided to
Turner Construction’s extensive team during the construction of a multimillion-dollar state of the art facility in downtown Cincinnati.

1.8.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to add patient-friendly, consumer-facing programs that
provide added convenience (e.g., call centers, online scheduling, other digital
offerings) and that anticipate a continued transition to value-based care and
population health management along with increased patient engagement in
understanding the financial costs of health care (e.g., pricing transparency).
The Health System is well “down the path” of a patient access and engagement
initiative, “Access 360”, aimed at making health care easier, more seamless, and
more personalized for patients and consumers across our markets. This includes the
establishment of a robust set of technical platforms, processes, and operating models
that support ease of access like never before.
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Leveraging a combination of CRM and EMR technology, complimentary efforts
around scheduling template optimization and detailed booking guidelines and
scripts, the initiative involves the creation of an enterprise wide contact center
model that surfaces a true 360-degree view of our patients and consumers, and
allows contact center reps to seamlessly personalize their communication with
patients and the avenues they take to schedule and coordinate their care. These
efforts are combined with innovative self-service capabilities, including the
development of a consumer facing mobile app that brings together patient portal
functionality with modern consumer-centric features such as personalized content
libraries, messaging, calls to action, resources like wayfinding and ride share
capabilities, and much, much more. Forthcoming iterative launches include
functionality aimed at supporting population health initiatives and chronic disease
populations to help coordinate care. These capabilities provide patient and caregiver
communities functionality, and proactive outbound outreach to ensure adherence to
care plans and increased health and wellness of all those we serve.

1.8.1.

Discuss how Respondent supports and engages patients to make informed
health care decisions (e.g., using cost transparency tools, providing patient
education, etc.).
Both the self-service capabilities referenced above, as well as innate contact
center functionality folds in capabilities that enhance the patient’s
experience with access, engagement and understanding of their care. This
includes the dissemination of patient education materials, cost transparency
tools, real time eligibility checks and a host of other features that create
person-specific transparency around the care they need, the content they
need to support it, and the cost associated with receiving it.

1.8.2.

Describe the scope and timing of implementing any of Respondent’s
initiatives at NHRMC and/or within the Service Area.
While the platforms we have architected are built with future scale and a
system-agnostic approach in mind, in order provide true clarity around
specific timing, discovery conversations will need to occur to help us
understand the current systems and processes in use at NHRMC. These
conversations will help inform the timeline around change and system
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management, including the transition of scheduling functions and
deployment of self-service tools.
1.8.3.

Provide examples of the successful implementation of such initiatives in
communities served by Respondent.
A detailed case for change and a business case aimed at proving the future
success of the work being developed created the foundation of our planning
process. We have seen great success with Access 360 with early rollouts of
the enterprise contact center model and supporting technology. As we
continue to iteratively build in functionality over the remaining portion of
our roadmap, we expect to see substantive jumps over historical trends in
areas like first call resolution, call deflection as a result of enhanced selfservice capabilities, increased patient satisfaction and loyalty, increased
provider satisfaction, growth in net new patients, advanced analytics driven
via the creation of a true customer 360, and many more. The system-wide
rollout has remained on-track and hit all early goals related to key metrics
planned for as part of the business case.
Access 360 is following in the footsteps of the successful development and
rollout of Conduit Health Partners. Conduit Health Partners, a fully owned
subsidiary of Bon Secours Mercy Health, is a patient access company aimed
at developing strategies to mitigate risk and help health systems maximize
growth. Services are focused on process efficiency as well as the acquisition
and retention of patients within their client's system, ultimately resulting in
the best care and outcomes. Conduit serves as a partner for over 24 hospitals
and has managed over 42,000 inbound and outbound transfers through a
functionality known as the Transfer Center.

1.9.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to further enhance telehealth programs (e-visits and
consults; remote specialty monitoring such as eICU) and similar digital health
platforms and capabilities.
The Health System has a robust deployment of virtual health (telehealth) programs.
Some of the core programs include acute tele-stroke, acute tele-psych, tele-sitter,
remote monitoring of in-house sepsis patients, 24/7 primary care video visits and evisits (asynchronous messaging). We use virtual health to extend specialty services
to rural populations and extend primary care to patients and consumers in a location
that is most convenient for them, i.e. home, office, dorm room, etc. Operational
workflows, provider engagement strategies and lessons learned from all programs
are available to accelerate growth and enhance NHRMC’s offerings.
1.9.1.

Discuss Respondent’s strategy to receive a reasonable reimbursement for
these services.
Increasing direct fee-for-service (FFS) reimbursement for virtual health
services is a major focus for us, but our reimbursement strategy extends
beyond traditional FFS reimbursement to include:
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1. Ensure consistent and accurate charge capture and accurate billing,
including (CPT, modifier, place of service assignment, etc.) as
required by Medicare, Medicaid and Managed Care plans.
2. Perform ongoing monitoring of program-specific revenue and
reimbursement
3. Engage with Managed Care payers to negotiate reimbursement
specific to virtual services
4. Engage in advocacy work at local, state and federal levels to
address legislative and regulatory opportunities to promote the
growth of virtual health programs and provide for appropriate
and/or improved reimbursement
5. Engage in cash-based, business-to-business and value-based
arrangements, as appropriate
1.9.2.

Describe the scope and timing of implementing any of Respondent’s
initiatives (for both urban and rural populations) at NHRMC and/or within the
Service Area.
Scope and timing of implementation varies by program/initiative. Additional
information is needed to appropriately address this question.

1.10. Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to establish a Command Center to monitor data from the
health system and use it to improve efficiency, quality and safety and to manage
inpatient referrals for advanced care.
Transfer Center
Conduit Health Partners, a fully owned subsidiary of Bon Secours Mercy Health, is a
patient access company aimed at developing strategies to mitigate risk and help
health systems maximize growth. Services are focused on process efficiency as well
as the acquisition and retention of patients within their client's system, ultimately
resulting in the best care and outcomes. Conduit serves as a partner for over 24
hospitals and has managed over 42,000 inbound and outbound transfers through a
functionality known as the Transfer Center. As this strategy focuses squarely on the
patient, our services will find the appropriate point of care even if outside our
system’s current capabilities. This centralized contact center manages all:
• Inbound and outbound transfers
(including behavioral health)
• Direct admissions
• Physician to physician consultations
• EMS coordination
Features of this service include:
• Patient access assessment and Custom protocol development
• Centralized outsource partner
• Nurse First Model: 24/7/365 contact center
• Final destination placement (acute care)
• Supports the health system’s brand
• Operational improvement escalation
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*The results data are detailed on the following chart for same-store hospitals. We
continue to expand this strategy across all Bon Secours Mercy Health markets as we
further integrate as one health system.

Nurse Triage
Making sure employees get the care they need, when it is needed, is a key driver
in lowering health care costs while improving employee engagement and
experience.
• Conduit provides access to health care advice 24 hours a day, avoiding
unnecessary trips to the doctor, or worse, the emergency room. Conduit offers
alternative care modalities, including at-home remedy, virtual visits,
same/next-day appointment with a provider, clinics, urgent care, and other
convenience care sites as appropriate.
1.10.1.

Briefly discuss Respondent’s experience fostering collaborative relationships
that establish regional and national systems.
•
•
•

Conduit’s relationship model focuses on collaborative partnerships
through oversight council development to drive business strategy and
operational improvements.
Conduit Health Partners is the preferred outsource partner for a nationally
recognized transfer center software company.
Conduit’s key differentiator is the leveraging of hospital operations
experience and data analytics to build business intelligence for our
customers.
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1.10.2.

Describe the scope and timing of implementing a Command Center at
NHRMC.
Conduit Health Partners’ detailed project plan enables the implementation of a
transfer command center within 120 days. This includes everything from
discovery, operational and technical implementation, to go-live support.

1.11. Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to facilitate care delivery and wellness services in rural
areas.
The Health System continues to solidify its presence and strengthen its commitment
to improving the health and overall well-being of the rural communities it
serves. There are five critical access hospitals and seven other rural community
hospitals throughout the system, with many of these hospitals receiving significant
capital investment, including expanded replacement facilities. In addition to facility
infrastructure improvements, the critical access and rural hospitals have received
significant investments in telemedicine technology, surgical robots, and the latest
patient care equipment that furthers the Health System’s journey to becoming a high
reliability organization.
It is essential to the Health System’s mission that we continue to provide high quality,
accessible care directly to rural communities. Throughout the footprint, there are
various rural communities that are struggling with opioid addiction and behavioral
health issues, and we are committed to providing addiction and telepsychiatry
services.
We are expanding our geographic footprint in rural areas by adding ambulatory
campuses and employing physicians that offer convenient access and broad
geographic coverage. This expansion creates opportunities to strengthen our
geographic footprint through affiliations with hospitals and physicians in the region.
We have built various relationships with independent hospitals as part of the overall
strategic plan, and these relationships are vital to serving patients in the surrounding
communities and providing access to care at system tertiary facilities. These
relationships have been built by focusing on the following principles and initiatives:
Principles:
•
•
•
•
•

Delivering sustainable community health care
Proving care close to home
Access to care when patients need it
Care that is coordinated horizontally and vertically
Fostering ongoing economic stability in rural communities

Initiatives:
•

Increase Medical Staff
o Key specialists have been placed in rural outreach communities such
as:
 General Surgery
 Cardiology
 Urology
 Oncology
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•

•

•

 Orthopedics
 Nephrology
 Neurology
 Pediatric specialties
 Vascular
o Recruit Primary Care in provider shortage areas, potentially employed
by the Health System
Operations improvement and sustainability
o Revenue Cycle Management Services
o Supply Chain Management Services
o Legal Services
o Risk Management Services
o Quality Management Services
o Finance Services
Clinical Performance
o Participation in our system’s Clinically Integrated Network and/or
ACO
o Participate in various system quality and leadership development
committees and educational opportunities
Information Technology
o EHR Connectivity – Access to Epic through the community
connectors program

1.12. Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to prepare for, respond to and recover from natural
disasters with specific detail on hurricane, tropical storm and storm surge
preparedness, response and recovery.
The Health System has a dedicated Director of Infrastructure that manages a large
annual infrastructure budget for all hospitals and non-acute facilities. Items that
involve preparation for, responding to and recovering from natural disasters receive
very high priority. We have several existing facilities that require natural disaster
readiness, so this will not be anything new for our system. We would engage an
engineering firm that specializes in resiliency to review all existing
facilities/disaster plans and make recommendations for improvement.
Strengths:
•
•
•

•
•

History of building strong relationships with local, state and federal agencies
within Health care Coalitions, Universities, Health Departments and Law
Enforcement agencies.
24/7 access to subject matter experts to assist with planning, responding and
recovery capabilities to include staffing and virtual technical assistance in
support of onsite Incident Management teams.
Supply Chain redundancy to include both contracted and emergency
management vendor options. Established contracts with NorthStar Recovery
Services, (Austin Stone, https://recovery.northstar.com/), a Recovery
Assistance Company for power, water and infrastructure needs.
Real world tested Business Recovery Plans and templates that build on existing
strengths to focus mitigation efforts with great efficiency.
Contractual understandings with all contracted medical service lines that
outline disaster roles and responsibilities.
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Utilities:
-

-

-

Power
o
o
o
Water
o
o

Primary
Backup
Emergency Connection Point
Primary (two point of access)
Alternate
 Well
 Water Storage
 Filtration Systems

Sewer
Internet
o Communications
 Phones
• VOIP
• Separate Back up
• HAM
• UHF and VHF
 Server Access

Emergency Preparedness:
-

Coalition Involvement
HVA Mitigation Efforts / Local Area Threat Awareness
Recovery Plans
Flood Zone and Evacuation Routes
Family Assistance Center
Contractual understandings with all contracted medical services that
includes disaster roles and responsibilities

2. Advancing the Value of Care
2.1.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to maintain and improve high-quality care while
controlling the cost of health care delivery.
The Health System provides significant infrastructure, governance and experience
across its clinical disciplines including care coordination, analytics, project
management / performance improvement, quality outcomes, pharmacy, utilization
management, physician practices and operations to address the Institute for Health
care Improvements (IHI) triple aim: to improve the health of populations, the patient
experience, and the cost of care. We have proven success for managing patient
outcomes, as well as substantial experience with government and commercial valuebased programs.
A Strategic Partnership between the Health System and NHRMC would have both
short term and long-term positive impacts on NHRMC’s ability to maintain and
improve high-quality care while also controlling the cost of health care in
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NHRMC’s service area. Once the Strategic Partnership was initiated, there would
be opportunities to take advantage of the increased scale and scope that would result
in areas such as supply chain/purchasing, information technology, revenue cycle and
other shared services that would help to meaningfully reduce the fixed and variable
cost of care provided by taking underlying support costs out of the system. Clinical
collaboration and integration would identify the most effective clinical pathways
and modes of care that would have direct, measurable impact on the quality of
health care delivered.
2.1.1.

Describe Respondent’s innovative strategies to help control out-of-pocket
costs, including those for patients with high-deductibles and copays as well as
self-pay patients.
Through partnership, revenue cycle would work very closely with the
NHRMC’S associates and leaders to create a customized approach for
improvement plans and initiatives that provide solutions for patient’s cost
exposure from care. Leveraging a combination of patient and associate
education, as well as routine collaboration with multi-disciplinary teams,
strategies around patient self-service scheduling and estimates, pre-service
patient contact and collections, and creative programs that provide flat-rate
fees with a consumerism approach can be developed. Innovative use of
technology can include pre-service notifications and post-service contact via
email, text, calls and paper, leveraging analytics to adapt go-forward contact
strategies that tailor and improve each patient’s customer experience.

2.1.2.

Describe any health plan owned or joint ventured by Respondent. Discuss the
rationale for this “vertical” strategy and how it furthers the goals and
objectives of Respondent’s organization.
We do not currently own or have a joint venture relationship with a health
plan. Recognizing there are diverse needs by market, our strategy is to
identify key strategic payer partners in our markets that share our goal of
providing access to high-quality, cost-effective care and then working with
them to develop managed care plans that meet the needs of employer and
individuals in our communities. This approach has resulted in narrow
network health plans across our markets that are targeted toward employer
groups, individual exchange patients and Medicare Advantage patients. All
of these plans have value-based contract terms in effect to more closely align
the goals and objectives of our system with the health plan to deliver datadriven, high-quality care. This also allows us to share in the savings generated
by being more efficient. Partnering and working with these strategic payer
partners enables us to gain the advantages of having a “virtual” health plan
built and centered around our hospitals and physicians that allows us to
leverage the expertise, systems and processes that the payer possesses without
the capital investments needed to run a health plan.
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2.1.2.1.

Comment on Respondent’s position on continuing NHRMC’s
efforts to establish, own and operate a Medicare Advantage health
plan.
As noted above, we do not currently own or have a joint venture
relationship with a Medicare Advantage health plan. We previously
owned and operated health plans in Ohio, providing coverage to
commercial group, individual and Medicare customers. That
expertise combined with our sales and marketing experience gained
from our strategic payer partnerships around broad access and
narrow network plans would provide a solid base to support
NHRMC’s efforts. We firmly believe having multiple channels to
provide access for patients, especially the growing Medicare
Advantage patient population, is important and key to ongoing
future success.

2.1.2.2.

Describe how any health plan affiliated or partnered with
Respondent could enhance NHRMC’s efforts to lower cost and
improve access in the Service Area.
We have established strong working relationships with the major
health plans in its markets. These health plans cover the entire
patient spectrum---commercial, individual exchange, Medicare and
Medicaid. Through our Clinically Integrated Network (comprised
of both employed and affiliated physicians) we have established
value-based programs that through data exchange and reporting
measure our performance against defined quality and cost metrics
and provide our system with the opportunity to share in the savings
generated by providing the right care at the right time in the right
setting. We also work closely with these health plans to ensure
access in the markets we serve by monitoring the needs of the
patients to ensure there are no gaps from a geographic and/or
physician specialty perspective. If a need is identified, we work
together to fill the gap, by potentially adding providers to our
employed medical group or reaching out to independent physicians
to add them as affiliates to our Clinically Integrated Network.

2.1.3.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership
would have on NHRMC’s ability to establish and further participate in valuebased provider networks (e.g., ACO and CIN) and/or value-based care
initiatives.
The Health System has established a population health services organization
(PHSO) and governance which includes a managed care team that provides
support for value-based contracts, negotiations and payer relations; network
development functions, an integration and management team; analytics
support; Clinical services support; Care coordination across the continuum;
an integrated medical group; practice transformation strategy; and post-acute
network development and maintenance.
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These teams have established five Medicare ACOs and four Clinically
Integrated Networks (CINs) that have Medicare Advantage, Commercial and
self-funded payer contracts. It is not the size of the Health System that
commands the contracts, but rather the skill level from experience in
negotiating numerous value-based contracts.

2.1.3.1.

Discuss Respondent’s approach to NHRMC’s existing value-based
networks, including any opportunities to expand or improve upon
these networks.
Our system’s expansive footprint and number of existing multistate
payer contracts would provide opportunity to add to NHRMC’s
existing contracts via the Partnership. The recent merger of two large
health systems to create Bon Secours Mercy Health provided
significant experience when renegotiating existing contracts and
negotiating new ones. Leveraging the expertise from many local
markets provided insight for seeking out new contracts or reevaluating existing contracts. With dedicated Directors of Network,
Physician Provider Relationship managers, Clinical Outcomes
managers and Care Coordinators in every market, the infrastructure
to manage and strengthen already existing contracts and
relationships is in place. Engaging providers, both employed and
affiliated, is a key strength that would be incorporated into the
Partnership.

2.1.3.2.

Describe any operational or strategic synergies that may be captured
by combining Respondent’s value-based networks with NHRMC
affiliated or partnered networks.
Scalability of infrastructure is a critical element of the population
health strategy within the Health System. Using local market insight
and knowledge to develop a system wide strategy for contract
negotiations, we have been able to optimize all strengths to be more
efficient and effective. Understanding NHRMCs local market needs
while providing system wide support and knowledge, increases the
ability to operationalize and perform in contracts more successfully,
and offer larger and more valuable networks to payers. Geographic
expansion of network offerings has been attractive to payers.

2.1.4.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership
would have on NHRMC’s capabilities in value-based care contracting models
(e.g., bundles, shared savings, capitation, etc.) with commercial insurers,
employers and governmental health programs.
We have a very deep and strong track record of managing the needs of a
population from a value-based care point of view. We have experience in all
levels of value-based care tied to our performance on quality and cost
efficiency metrics - from simple care coordination fees through bundled
specialty arrangements with employers to shared savings all the way through
and including upside and downside risk. We currently have the privilege and
responsibility of taking care of more than 700,000 patients in the communities
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we serve under some form of value-based care arrangement. These
arrangements cover the spectrum of our payer mix, including commercial,
exchange, managed Medicare and managed Medicaid. We have developed
very detailed analytics and algorithms that allow us to collect and synthesize
the claims and clinical data we receive from our payer partners and, for
example, parse the more than 300 individual quality metrics in our valuebased contracts into a much smaller, more manageable number of groupings.
This allows us to understand how we can get the maximum improvement in
care delivery by focusing resources on the highest impactful clinical
group. The use of informatics and data to produce timely, actionable
information allows our clinicians to stop or reverse the production of disease
in the people under our care. This is something we are very proud of and
would be pleased to share and integrate with NHRMC’s capabilities. Our
goal would be to compare capabilities, quickly identify best practices and put
them in place across all markets to continually improve the quality and
efficiency of the care we deliver.
2.1.4.1.

Discuss Respondent’s outlook on the timing and materiality of
future value-based arrangements.
We are committed to value-based care and proactively seeks
opportunities to expand our reach with these programs. We believe
that the managed government programs, Medicaid and especially
Medicare, will continue to see significant interest and growth in
alternative types of payment that links value and reward with
performance. These opportunities exist today and will continue
into the future. In the commercial space, we see a range of interest
and opportunities. While the majority of employer sponsored
health plans are self-funded and not fully insured/risk based, there
is increasing interest from employers to “blur the line” between the
old, fee-for-service system and a more value-based approach that
rewards performance. This approach can take different forms; we
have worked with self-funded employers and their health plans in
areas as diverse as direct contracting, bundled/packaged
arrangements, and shared savings programs. We see interest in
these alternate funding approaches growing over time. In terms of
materiality, value-based arrangements are still smaller than
traditional fee-for-service arrangements (whether it is traditional
Medicare, Medicare Shared Savings Program, or commercial
insurance), but the gap will continue to close. More and more of
our base commercial fee-for-service contracts are introducing “pay
for performance” or “earn your trend” components. We believe
that the Health System needs to operate in both a fee-for-service
and value-based environment, developing the skills and capabilities
to succeed in both and subsequently prepare for significant market
and/or payer changes.

2.1.4.2.

Discuss how Respondent could help NHRMC enhance value-based
care contracting efforts. Describe specific programs and plans that
Respondent would implement at NHRMC.
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Our Value Based Payment (VBP) success is driven by both our
inpatient/ED efforts and specific population health initiatives. We
received no VBP penalties for 2020 and we are projected to earn
$3.6 M in 2021. We have no Hospital-Acquired Condition (HAC)
penalties projected for 2022. More than half of our system hospitals
earned more than 50% of potential incentive earnings from
Anthem’s pay-for-value contracts (referred to as Q-HIP).
Working together, we would work together with NHRMC to
rapidly evaluate the capabilities and needs of both organizations
with an eye toward determining best-in-class processes, tools and
practices. As noted, our system currently serves more than 700,000
patients under our value-based contracts. Our data analytics
capabilities are acknowledged and recognized by health care
industry experts as advanced and comprehensive and allow us to
identify and outreach to those patients needing more immediate
clinical intervention. We have multiple value-based contracts with
many of the payers in the markets we serve, from the national plans
to locally based narrow network Medicare Advantage plans. We
can utilize these existing relationships to determine if they can be
expanded to the NHRMC service area to bring new options to area
residents. By knowing what does and does not work with a
specific payer, we can cut down on the amount of time it can take
to launch a value-based contract. We work with government plans,
commercial payers and employers directly in the value-based care
area; once chosen we will be able to evaluate together the actual
programs and plans side by side and quickly identify together
which should be considered for rapid implementation with
NHRMC to help augment and enhance what is in place today.
2.1.5.

Provide detail on how cost and quality and patient safety were impacted at
hospitals and health systems that have recently affiliated or partnered with the
Respondent. Please rely on the examples provided in response to section 6.
Driving Quality of Care Throughout the Continuum and 8. Ensuring LongTerm Financial Security.
In 2018, Mercy Health and Bon Secours merged, forming one of the 20
largest health systems in the nation. 2019 marked the first full year of
integration. The newly formed Health System demonstrated across-the-board
improvements despite a year of rapid change and reorganization. Notable
improvements achieved under the clinical transformation structure include:
• 10% reduction in all-cause mortality,
• 11% reduction in heart failure readmissions,
• 13% reduction in Acute Myocardial Infarctions (AMI) readmissions,
• 23% reduction in Catheter-Associated Urinary Tract Infections
(CAUTIs),
• 36% reduction in Surgical Site Infection-Colon,
• 2019 Hospital-Acquired Infection (HAI) performance outranked the
industry benchmarks,
• C-diff performance is in the top 21%,
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•
•
•

2.2.

Total C. difficile standardized infection ratio (C-diff SIR) improved
34%,
Outperformed average rankings in national rating programs, and
Demonstrated long-term reduction in opioid prescribing over 4 years
(burden is down 60%).
Note: These metrics are internal, and calculations are compared to
BSMH-specific benchmarks

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have in developing and/or enhancing NHRMC’s patient satisfaction programs,
including monitoring and using feedback to make improvements in the patient
experience.
Our robust Experience of Care (EOC) plan for 2020 uses high reliability and proven
principles to drive actions that operationalize our "Health Care for the Universe of
You" brand campaign. This approach focuses on personalized care that recognizes our
world revolves around our patients, their families, and our communities. Our
analytics team has created agile drill down reports that allow us to analyze and
present our data in a way that identifies patterns and trends in care. Using data to
better understand setting-specific patient care, we recognize three unique settings
within the continuum of care: inpatient, ED and physician practice. For each setting,
care bundles have been developed based on analysis of patient surveys. Partners and
affiliates can replicate all or some the 2020 EOC roadmap to drive performance.
2.2.1.

Discuss how Respondent could help NHRMC enhance patient satisfaction.
Describe specific programs and plans that Respondent would implement at
NHRMC.
The model for EOC collaboration is similar to a consultative engagement in
which partners and affiliates have the opportunity to benefit from advanced
analytic models for applied data as well as implementation plans to drive
change.

2.2.2.

Provide detail on patient satisfaction for hospitals and health systems that have
recently affiliated or partnered with the Respondent.
Following the merger of two health systems in 2018, as part of our
integration, the system streamlined and harmonized all surveys in 2019. As a
system, we performed above the 90th percentile for all three harmonized
quarters for "nurse communication" and " Staff kept patient informed of new
medication.” As a system, we performed above the 75th percentile for all
three harmonized quarters in response to the survey questions (1) "Provider
treated patient with courtesy and respect”, (2) “Written information provided
about symptoms or health problems to watch for during recovery”, and (3) "Patient clearly understood purpose of taking each medication".

2.3.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have in developing and/or enhancing how NHRMC coordinates patients within the
continuum of care, both within the system (e.g., using patient care coordinators) and
outside the system.
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We approach care management and care coordination with a multi-disciplinary
approach involving subject matter experts from Pharmacy, Medical Groups,
Community Physicians, Hospitalist Groups, Post-Acute Networks, Payor Provided
Care Coordination, Community Health and Behavioral Health in the discussion and
plans to ensure a smooth continuity of care.
Current efforts are underway to create a cross-continuum model under the guidance
of a care management shared governance counsel that encompasses acute and
ambulatory/population health, aligned with community health strategies. The health
system is currently engaged in practice transformation with the medical groups and
utilizes interdisciplinary partners at each point of care delivery. Care coordination for
the medical group and affiliate physician partners is also provided, with an increasing
emphasis on longitudinal care planning.
The Health System is an active participant in CMS’s BPCI Advanced program
(Bundled Payments for Care Improvement Advanced). The Health System has a
partnership with naviHealth and has elected to accept bundled payments for several
clinical episodes across seven Health System markets. The partnership provides
guidance to clinicians on the appropriate post-acute setting after acute care discharge
and manages the patient’s care coordination for length of stay and to reduce
avoidable readmissions.
2.3.1.

Describe any current or planned initiatives by the Respondent that would
improve patient care coordination in the communities it serves.
The Health System has invested in and worked with other providers to
establish health information exchange (HIE) capabilities to access patient
information at the site of care, as well as the Patient Ping application to
connect providers in coordinating care. Promoting a holistic approach to
care coordination, we engage a coordinated team that includes provider,
nurse, social work, community health and dietary teams to focus on social
determinants of health (SDOH), chronic care / advanced illness
management, disease-specific management, behavioral health, and
community care. There is increased focus on advanced care planning
between care coordination and the medical group, as well as training for all
physician practices and care coordinators related to advanced care planning.
The Care Transitions nurse program continues to evolve, refine and grow its
services. Our health coaches, social workers and community health workers
address each patient's mental and behavioral health needs with the intent to
be further integrated into future models. We utilize risk stratification tools
(along with qualitative data) to identify patients who would benefit from
care coordination. High opportunity patients are identified in both acute
care and ambulatory practice settings. Our patient engagement rates are
above the national average for ambulatory care management.

2.3.2.

Describe any enhancements to patient care coordination that Respondent can
introduce to NHRMC.
The Health System uses a risk stratification model to identify patients who
would most benefit from care management and coordination. The
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interdisciplinary care team develops patient longitudinal plans of care,
exercises Milliman capabilities, provides point of care data availability and
analytics claim-based Key Performance Indicators (KPI), utilizes evidencebased care pathways (including heart failure, COPD, diabetes), and readily
and consistently shares customized clinical and claims information to care
teams to support optimal clinical and financial outcomes.
2.3.3.

Discuss how Respondent could help NHRMC establish or further develop
partnerships with public and private social service organizations in the Service
Area to drive value (e.g., Department of Health).
We are designing and implementing a robust shared services function which
includes Community Health initiatives focused on addressing SDOH. This is
complemented by our Community Health Needs Assessment (CHNA) process
during which we work with private and governmental agencies to identify
community health priorities, partners and key stakeholders. The relationship
developed through this process often form a basis for closer alignment with
the participating public and private agencies. We would replicate this process
at NHRMC to further public-private cooperation.
Our organizational structure assigns a Community Health leader (usually
director or manager) who has the responsibility to oversee the CHNA plan
and implementation and community health initiatives as well as identify and
establishing key collaborations and partnerships with public and private
entities. This individual leads efforts in the market to develop relationships
with potential collaborators.
There would be an inventory of current state for social services organizations
to establish the need for alignment to achieve our strategic goals that address
social determinants of health.
In addition, Health System continues to be a leader within the Healthcare
Anchor Network (HAN), a network of 45+ hospitals and health systems
dedicated to addressing social determinants of health. For example, combined
with 13 other HAN members, we have committed to providing $700 million
for place-based investing in support of strong and healthy communities. More
information on HAN is provided in 3.2.2.

2.3.4.

Discuss how the Respondent would help NHRMC establish or further develop
partnerships with community providers to coordinate care (e.g., independent
physicians, post-acute care providers, etc.).
Care coordination and transitions of care support are provided to patients of
community providers, who participate via in network or VBC. We have
developed preferred post-acute networks which are based on the quality and
cost scores of each post-acute facility. We offer performance and outcome
improvement services to providers and post-acute facilities in network. We
maintain resource guides of local market community service referral sources
for care coordinators and medical groups to access.
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3. Achieving Health Equity
3.1.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to maintain and enhance charity care and financial
assistance in the communities it serves and to expand coverage for uninsured and
underinsured individuals.
In light of our mission to improve the health of its communities, with special
emphasis on the poor and underserved, the Health System is committed to providing
financial assistance to our patients.
Eligibility for financial assistance is determined by the ability of the patient or his/her
guarantor to pay after all available resources have been utilized and all available
assistance programs have been assessed. Financial assistance is available for
emergency and other medically necessary care provided by the Health System’s
hospitals (and certain other providers) to uninsured and underinsured patients who
live in the community served by the Organization’s hospital, and whose family
income does not exceed four times the Federal Poverty Guidelines (FPG). We use
200% of the Federal Poverty Guidelines for 100% adjustment and up to 400% for
sliding scale adjustments.
Compared to NHRMC who qualifies patients at 200% of the Federal Poverty
Guidelines (FPG) for 100% adjustment and up to 300% for sliding scale adjustments,
our financial assistance policy would expand the coverage of uninsured and
underinsured individuals in the community. We believe our two organizations are
deeply committed to providing care for uninsured and underinsured, and we have
included a copy of our financial assistance policy for your review and evaluation.
3.1.1.

Describe the Respondent’s philosophy and approach to charity care, financial
assistance, debt collection and debt forgiveness policies. Provide examples of
approach used in various communities.
Leveraging technology, we are able to provide full financial assistance
screening in advance of delivering scheduled services. We ensure all
patients are aware of financial assistance policies during registration and
include financial assistance applications with statements. When we complete
eligibility screens, we also screen for eligibility of Medicaid, COBRA, third
party coverage, charity, and other county/local assistance programs.
When all in-house efforts to collect outstanding balances are exhausted, we
place accounts with primary and secondary collection agencies who partner
with us to adhere to financial assistance policies when collecting on our
behalf. We provide inhouse no-interest financing to assist patients with
meeting their obligations. We do not permit the use of extraordinary
collection efforts such as liens on property or garnishment of wages.
As a tax-exempt provider, we operate in accordance with Section 501(r) of
the Internal Revenue Code which places restrictions on collection activities.
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3.1.2.

Explain the process of how Respondent would maintain or modify NHRMC’s
charity care, financial assistance, debt collection practices and debt
forgiveness policies.
The Health System would seek to align financial assistance policies within
12-24 months to allow ample time to socialize new policies with all key
stakeholders within the organization and roll out updated procedures to patient
registration personnel at all points of care for the health system.
During that time, we would also evaluate the debt collection practices of
current third-party vendors and identify potential synergies to reduce
collection fees to NHRMC. We have applied the philosophy of HFMA
Patient Friendly Billing® to ensure financial communications are clear,
concise, correct, and patient friendly. We have a standardized collection
practice that includes providing out of pocket estimates prior to service. We
provide follow up communications once the insurance claim has been
processed in the form of phone calls and written statements.
The Health System offers in-house payment arrangements and offer financial
assistance to all patients who meet qualifications. After in-house collection
efforts have been exhausted, we partner with primary and secondary
collection agencies to pursue outstanding balances on our behalf. Collection
agencies are required to adhere to our policies and procedures which do not
permit the use of extraordinary collection activities such as garnishing wages
or filing liens on personal property. In addition, we comply with all
requirements of Internal Revenue Code section 501(r).

3.1.3.

Provide detail on how charity care, financial assistance, debt collection
practices and debt forgiveness policies were impacted at hospitals and health
systems that recently affiliated or partnered with the Respondent. Describe
any changes to policies as well as any changes to the dollar amounts of
care/assistance provided.
As a merged Ministry with Bon Secours and Mercy Health, the Health System
continues to be a leader within the Healthcare Anchor Network (HAN), a
network of 45+ hospitals and health systems dedicated to addressing social
determinants of health. For example, combined with 13 other HAN members,
we have committed to providing $700 million for place-based investing in
support of strong and healthy communities.
In 2019, we provided, on average, more than $2 million each day in
community benefit, ensuring that cost is not a barrier to healthcare for many
patients in need, and that community-identified needs for health and wellbeing are addressed through various programs and initiatives.
With recent affiliations, we have converted financial assistance policies to
meet Internal Revenue Code section 501(r) requirements and increased the
threshold to qualify for assistance up to four times the federal poverty
guidelines. The Health System has implemented a front-end screening
process to assist patients with accessing Medicaid benefits to help pay for
their healthcare, as well as obtain access to other benefits available through
county and city social services.
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3.2.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to maintain and enhance community outreach programs,
including health education, free health screenings, wellness programs and other
community health programs, as well as general engagement in a community as a
contributing “corporate citizen” in the Service Area.
The Community Health function was established following the Bon Secours and
Mercy Health merger in 2018, including a Chief Community Health Officer
reporting directly to the President and CEO. A dedication to community health is
one of the four pillars of the Health System’s 2019-2021 strategic plan. Our
organizational design was guided by our Mission, Vision and Values.
Our Value Drivers:
•
•

•

Design and implement all aspects of our community health strategy to be a national
model for care delivery.
Identify and cultivate collaborative public\private partnerships (local, state,
national) to maximize investment resources to improve outcomes of social
determinants of health (social, economic, environmental, etc.) and improve overall
health.
Embrace our role as “anchor institutions” in our communities and the essential role
we play in community and economic development and advocacy for policy change
that drives community transformation.

Priority Initiatives:
•
•
•

Organizational design
Comprehensive CHNA process\ outcomes\ implementation plans
Standardization of community benefit monitoring and reporting practices and
procedures across the system.

3.2.1.

Specifically, discuss how Respondent works with local departments of health,
public schools, indigent care clinics, federally qualified health care centers
and other agencies and providers in addressing the health needs of
communities. Detail any current or future population health initiatives done in
conjunction with municipalities, counties or any other units of local
government, or with other agencies or providers aimed at addressing health
issues and improving access to necessary health services, including:
Our Bon Secours Mercy Heath markets work closely with their local Health
Department to determine the community health needs, priorities, and how
they will be addressed. Some Markets, like Hampton Roads, work on
coalitions and teams that work together to address prioritized communityidentified needs. In Greenville, the local Health Department helps the local
System determine which needs should be prioritized. In Ohio, the timing of
assessment of community needs of both the local health systems and health
departments has been aligned by the State, facilitating already existing
relationships.
Our Greenville, SC market was recently lauded by South Carolina’s
Attorney General for leading the nation’s largest human trafficking
28

awareness/education event conducted by a health system. In addition to
more than 1,000 in-person attendees, an additional 40,000 have viewed the
event online.
Other additional milestones we are proud of include:
•
•

•
•

•

The Youngstown, OH market’s Our Stepping Out Program provided
fitness activities, healthy eating demonstrations, and health
assessments in 12 locations in underserved areas.
The Richmond, VA market’s Community Health team convened the
Community Partner Interchange. This interchange brought together
60 nonprofit community partners to identify activities and gaps to
address community-identified needs.
The Irvine, KY market led a health fair for Estill County High School
students. 600 students participated and received education about
obesity, depression, anxiety, physical fitness, and substance abuse.
The Lorain market’s Resource Mothers Program was part of a
coalition of programs that lowered the infant mortality rate by half
compared to the 2011 rate, reducing a longstanding health outcome
inequality.
The Baltimore market, as part of the Future Baltimore coalition,
broke ground on a community resource center. Sited in a much-loved
but long-shuttered community library, the new structure will be a
space for job training, health education, social health services, and a
vibrant place for the community

To provide direction on our system-wide strategy, our 2019 Key
Performance Indicators were defined by priority focus areas identified across
market Community Health Needs Assessments. The table on the following
page highlights the areas of focus, including establishing and maintaining
critical partnerships and collaborations. Our outcomes metrics are defined in
the last column.
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All local markets provide education of
public and employees on system advocacy
priorities

Establish community partnerships to
advocate and improve health status
determinants (based on common needs
found across legacy Community Health
Needs Assessment - CHNAs)

Addressing Behavioral Health needs in our
communities

Reducing opioid dependency (composite)

Each market submits plan to address the advocacy
agenda w/ topics to be covered, dates of presentations,
etc.
Track number of presentations achieved
Scan the community
Establish/Maintain Partnerships
Submit minutes
Outcome measure for a targeted cohort (e.g.,
improvement for enrolled individuals)
• Define and deploy standard clinical protocols for
practice-based depression screenings
• Percentage improvement over prior year baseline
• Harmonize the data for standard 2020
measurement
Opioid Burden (Process measure to harmonize for 2020
measurement)
% Morphine Equivalent Daily Dosage (Process measure
to harmonize for 2020 measurement)
Maintain or grow school partnerships
Increase SBIRT (Screening, Brief Intervention, and
Referral to Treatment) screenings over prior year in
existing ERs and implement/adopt in all other ERs

3.2.1.1.

Any approach to and previous success with impacting social
determinants of health;
All of our markets were surveyed to identify programs and
services that address social determinants of health. Results were
categorized into five key areas:
•
•
•
•
•

3.2.1.2.

Economic Stability - employment, food insecurity,
housing instability, poverty
Education - early childhood education & development,
enrollment in higher education, high school graduation,
language and literacy
Social & Community Context - civic participation,
discrimination, incarceration, social cohesion
Health & Health care - access to primary care, health
literacy
Neighborhood & Built Environment - access to foods
that support healthy eating patterns, crime & violence,
environmental conditions, quality of housing

Treatment and prevention strategies in addressing drug and
alcohol addiction or abuse, including tackling the opioid epidemic;
and
Identification: In 2019, 320,000 patients were screened through
our emergency departments for substance use using Screening,
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Brief Intervention, and Referral to Treatment (SBIRT). 2020 goals
include implementing SBIRT in all Emergency Departments and
expanding current screening percentages in places where protocols
are already in place.
Treatment: We are currently working towards expanding
medication (buprenorphine) for opioid use disorder into
emergency departments through protocols (i.e. COWSBuprenorphine induction). In addition, we are expanding
distribution of naloxone across the system and developing peer
recovery support team best care practice. We are also expanding
partnerships at the community level to increase referral-fortreatment access for positively screened SBIRT protocol patients
and are looking for national third-party organizations providing
these services.
Over the last year, partnerships with The Ohio State University
Wexner Medical Center helped to form the Healthy State Alliance,
which helps to broaden the reach of these programs and spread
best prescribing practice which is modeled in other states in the
system to duplicate the successes of the program. Some examples
of this work include: sharing best practices on multimodal pain
therapy and post-operative recovery protocols, launching a
campaign to distribute at-home drug disposal containers, and
working on expanding medication-assisted treatment (MAT).
Prevention: We are monitoring the percentage of acute
prescriptions for opioids with MEDD > 30 and opioid burden of
chronic prescriptions across the entire system by market. In a
unique and exclusive partnership with the Ohio High School
Athletic Association (OHSAA) we continue to increase our
partnership with schools to educate youth, athletic staff and
schools about the risks of opioids. In addition to youth education,
we developed and disseminated a provider opioid educational
video series.
Together with our pharmacy team, and in collaboration with Ohio
State, we are developing system-wide opioid disposal program,
and we have partnered with APPRISS, who provides the nation’s
most comprehensive platform for early identification, prevention
and management of substance use disorders. This allows quick
access to state Prescription Drug Monitoring Program (PDMP)
databases that enables providers to easily check patients for opioid
use and risk of opioid use disorder.
Results of these programs over the past four years have seen a
decrease in opioid burden in ambulatory prescribing of 58% and
decrease in MEDD > 80 of over 80% in chronic pain opioid
prescribing.
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3.2.1.3.

Inpatient and outpatient behavioral health services.
We have a full continuum of behavioral health care including
inpatient, outpatient, intensive outpatient and partial
hospitalization. There are 385 inpatient psychiatry beds across the
system. Additionally, behavioral health integration into primary
care has been a major focus through CPC+ clinics, virtual health
and the collaborative care model.
Suicide screening utilizing the Columbia Suicide Severity Rating
Scale (CSSRS) is implemented across all ambulatory, Hospital
Outpatient Department, Emergency Department and Inpatient sites
of care. Depression screening is implemented across all primary
clinics utilizing the PHQ-2/9 with a screening rate goal of 90% in
2020. Expansion to include utilization of virtual health services is
part of long-range plans to increase access for behavioral health
patients across the system.

3.2.2.

Is the Respondent committed to expanding NHRMC’s programs and financial
outlays for community outreach and engagement?
In August 2019, our Health System and 14 other national health systems
signed a commitment letter (attached) that defined our framework for
addressing social determinants of health in markets where our facilities are
anchor institutions. We refer to this strategy as the Healthcare Anchor
Network (HAN) which recognizes health systems as critical economic
engines and mission-driven organizations inextricably linked to the long-term
well-being of those we serve. This letter was followed by a $50 Million
commitment to our Foundation to support continued community benefit,
community investment in addressing social determinants and health inequities
in the communities we serve. We have provided the 2020 Healthcare Anchor
Leadership Commitment letter as an attachment, and this would be reviewed
to determine how NHRMC’s community outreach can be enhanced through
this framework.

3.2.3.

Discuss any enhancements to NHRMC’s levels of community outreach and
engagement in the Service Area (e.g., new programs; leveraging programs
proven successful in other markets) that the Respondent could introduce.
As indicated earlier in this Section 3, we believe the principles and action
items within the Healthcare Anchor Network commitment can enhance the
strong community benefits NHRMC is already providing.

3.2.4.

Discuss the process for how the Respondent would make changes to NHRMC
community outreach and engagement programs. How would such decisions
be made?
Our discernment and decision-making process is designed to be community
led and community driven. The process is led by the local market Community
Health leader in collaboration with local market operational and Board
leadership. The Board-approved Community Health Needs Assessment and
implementation plan should guide all decision-making activities. Ideally,
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community member engagement (and inclusion) is critical to the integrity of
the process.
3.3. Describe what impact, if any, Respondent’s Proposed Strategic Partnership would have
on NHRMC’s ability to equip employees with the knowledge and training needed to
support health equity (e.g., diversity training).
The Health System has a well-established Office of Diversity and Inclusion (ODI) that
is positioned to provide support and training to all markets, sites and locations of the
system. Through the establishment of a Leadership Council for Diversity and Inclusion
within the market, the ODI provides training and strategic support to cross-functional
leaders in the market. As part of the ODI offerings, the team provides general
Diversity and Inclusion training, Bias Training and Cultural Competence Training to
its associates.
Currently, there are four modes of training delivery: In-person Train the Trainer led
training in the market; online training which focuses on anti-discrimination as well as
inclusion; Virtual Learning programs that are offered online in the sites and ondemand ODI training to functions, sites and facilities that feel they need additional,
more robust training.
ODI plans to have the full slate of D&I trainings available to all associates across the
entire organization beginning 2021.
4. Engaging Staff
4.1.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s capabilities in building and maintaining a high-performing
employee team, specifically those programs related to (i) employee recruitment
(including addressing critical shortage areas such as nursing), (ii) retention (e.g.,
engagement programs; structuring incentive compensation and employee benefits),
(iii) career development (management and clinician training), (iv) health and wellness
programs and (v) leadership training.
4.1.1. Discuss how Respondent would enhance NHRMC’s efforts relative to
employee recruitment, retention, career development and leadership training.
Talent Acquisition: The Health System has five dedicated core teams with
distinct skill sets that support talent selection and placement needs across the
organization. These teams include: Sourcing, Marketing & Digital, University
Recruiting, Operational Recruiting (clinical and non-clinical) and Executive
Recruiting. Using standardized process, technology and team structure, we
successfully deliver at or better than industry benchmark KPIs in the Talent
Acquisition space.
Career Development & Leadership Training: Our vision is to develop fully
formed leaders that are equipped to lead the strategic initiatives of our Health
System and continue to develop the workforce. Core capabilities include:
o Leadership Development – Develop fully formed system leaders
through a series of aligned programs and professional coaching to
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address development gaps and utilize a performance pipeline
framework.
o Physician Development – Develop leadership skills of providers
through engaging programs designed in partnership with clinical staff
and the Medical Group.
o Career Pipelines and Pathways – Grow a deep and diverse bench of
internal talent by providing clear pathways for career development and
utilizing internal pipeline programs.
4.1.2. Discuss any community and educational institution engagement or training
programs supported or maintained by the Respondent, including partnerships
or other collaborations with others that could assist NHRMC’s recruiting for
health care-related jobs.
Fellowship Program: An intensive one-year program designed for recent
graduates/current students of an accredited master’s degree program.
Residents/Fellows will gain on-the-job operational experience and mentoring,
as well as in-depth exposure to a broad range of industry issues and learn
firsthand about leading a non-profit health care system.
We seek to connect all members of the communities we serve to employment
opportunities, including those individuals who may face barriers to
employment. The Inclusive, Local Hire Program is an effort to help underserved and under-employed individuals identify a unique and rewarding
career within the health care industry. Associates in this program will be able
to receive education and training to help them enter the workforce and
develop a career within the system:
o Summer internship program- providing 45 annual summer intern
opportunities to college students in the local communities within the
Health System’s footprint. The program offers programmed
opportunity to develop ongoing interest in health care related (nonclinical) fields with real world practical experience.
o University Recruiting Program- as part of the Talent Acquisition team,
a dedicated set of resources oversee traditional and non-traditional
university/college relationships. By setting a tiered investment
approach for delivery, we focus on providing outreach and classroom
support and interaction with clinical practitioners in related fields. The
2019-2020 academic year will provide more than 350 onsite events
and speaking engagements to classrooms for certification and degreeseeking clinical degree programs.
Leadership Council for Diversity & Inclusion (LCDI):
•

Reporting to the most senior person in the health system, the Health
System has a deep commitment to Diversity and Inclusion (ODI) and
has a well-established office comprised of a team of cross-functional
members who lead the Diversity and Inclusion strategy for a market.
The team, known as LCDI provides training and strategic support to
functional leaders in the market which includes Diversity and Inclusion
training, Bias Training and Cultural Competence Training to its
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associates.
o Strategic objectives include providing education, training and support
to develop inclusive behaviors across the organization, increasing the
representation of underrepresented associates, and
developing/maintaining trusting relationships in all communities we
serve.
4.1.3. Discuss how Respondent would support or improve current staffing models at
NHRMC.
We have a dedicated nursing workforce at the system level to support best
practice nurse staffing and schedule models throughout the system. The
nursing workforce team is skilled at leading redesign of staffing and
scheduling models to reflect best practice standards for nurse optimization
that will control labor costs as it relates to agency, premium and overtime
spend, while simultaneously strengthening nursing workforce engagement.
Our approach includes utilization of best-in-class technology, evidence-based
staffing and scheduling methodology, and benchmarking standards to promote
accountability. In addition to reliable staffing models, a strategic focus of the
nursing workforce team is to build the pipeline of the nursing workforce for
future staffing needs.
4.1.4. Discuss how Respondent would support or improve current health and
wellness programs for NHRMC staff, including NHRMC’s fitness center.
We are passionate about caring for our caregivers, so they can be there to care
for our patients and their families. We offer a wide variety of robust health
and well-being programs that are designed to help our associates and their
families to be well, grow and prosper. We offer a comprehensive menu of
benefits - including medical, pharmacy, vision, dental, life, retirement and
disability (LTD/STD) benefits. Flex spending and dependent care accounts
are available to help our associates plan financially. Added benefits include
options to pay reduced premiums by being tobacco free, and the ability to earn
Health Reimbursement Account credits to offset out of pocket expenses
through participation in our outcomes-based well-being program.
We also recognize our associates have lives and loved ones beyond our four
walls. Therefore, we provide programs that support them in blending their
work and life, too. These programs include time off and holiday programs
that allow them to rest for reliable service, paid parental leave, discounts,
adoption benefits, work/life services including traditional Employee
Assistance and convenience services, as well as voluntary benefits like critical
illness, whole life and accident insurance programs, as well as legal assistance
and identity theft programs.
The Health System has been repeatedly recognized nationally for our
strategies related to our associate well-being programs, and we continue to
drive innovation in this area. Our Be Well program is an outcomes-based wellbeing program that includes screenings and various lifestyle and health
management programs and resources to meet associates and covered spouses
on our medical plan where they are in their well-being journey. The Be Well
program includes challenges, human performance coaching programs (for
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mind, body and spirit), mindful eating, resiliency and condition management
programs (some with additional benefits for participating). We also provide
our highest risk health plan members dedicated care management resources to
help them navigate health care and achieve optimal health. While many of
these programs come to life through a scalable activation platform, we also
compliment this program with local programs that are relevant, easy and fun
to drive a deeper culture of well-being through community connectedness!
As often as possible, we also leverage our custom-built environment to bring
to life a culture of well-being in and around our facilities including walking
paths, vending signage, stairwells, onsite clinics and more!
Throughout our footprint, we have several fitness center models - from large
medically integrated wellness centers that serve our patients and associates to
an unsupervised room with equipment. In sites like NHRMC’s fitness center,
we would include integrated clinical and lifestyle programming that serves as
an extension of your care team. The programming and resources are then
leveraged locally as a critical part of the well-being programming for that
specific market in Be Well. Personal training, nutrition consultations, rehab
step up and physician prescribed exercise programs come to life in these
facilities.
Finally, we would be remiss if we didn’t share that we believe health care
systems are uniquely positioned to do associate well-being programs better
than any other provider or employer. We don’t make gadgets; rather, we
deliver well-being and health care each day. Therefore, many of our health
and well-being programs are integrated with our clinical capabilities at their
core to ensure the best outcomes for our associates and their family members
– and our system.
Here are just a few examples of our innovative integrations or offerings:
o Our cornerstone (and lowest cost) health plan offering is centered
around our providers and our facilities to help to drive domestic
utilization and ensure high quality health care consumption.
o Our specialty and mail order pharmacies are internally leveraged to
help our health plan members better manage their health conditions.
We manage our formulary tightly to ensure the best plan performance
and have a team of pharmacists available to “hand-hold” our members
when a change to our formulary does occur.
o Result values from our health screenings are interfaced in a HIPAA
compliant way with our electronic medical record for greater health
care team transparency. Our providers can refer associates into our Be
Well health management and lifestyle management programs at the
time of their interaction through our EMR.
o Our RN Access Line, operated by Conduit Health, is leveraged not
only for our health plan for helping our associates find the right care at
the right place and time – but it is also leveraged in our efforts to
manage our ED utilization, limit bloodborne pathogen exposures and
receive first reports of worker injury.
o Our Be Well with Diabetes management program is delivered in
partnership with our Pharmacy team and delivers a value-based benefit
of no to low cost medications and supplies if compliant with our
quality driven Diabetes Management program. We have also done
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this with our Tobacco Cessation program and tied value-based benefits
into our offering so that participants are getting the evidence-based
combination of nicotine replacement/pharmacology and health
coaching combined.
4.1.5. Provide detail on how employee recruitment, retention, leadership training
and career development was impacted at hospitals and health systems that
have recently affiliated or partnered with the Respondent.
We take an intentional, measured approach to transitioning organizations to
our programs, policies, procedures and technology. Our Human Resources
team has developed a cultural integration strategy with specific internal
resources that we continually refine through learnings from our larger Bon
Secours and Mercy Health merger in 2018, and acquisitions of our Ireland
market in 2019 and Virginia in 2020. This strategy is intended to:
1. Align our system-wide shared culture in Mission, Vision, Values, and
Cultural Behaviors;
2. Integrate our system-wide operating model and organization design,
and
3. Unify local leaders’ culture, operating model, and organization design
with our Health System
We meet early and often with our partner organization’s functional leaders to
assess their current state, review our current state, and develop a transition
plan designed to achieve full integration based on opportunities and
constraints related to people, process and technology. Through effective
communication of our identity, our leaders, associates, and care givers are
able understand their roles and responsibilities. We believe this approach
helps our associates live up to our core culture behaviors of being empowered,
unified, agile, and committed to our mission of compassionate care.

4.2.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on the retention of existing NHRMC employees.
4.2.1.

Will the Respondent make a commitment not to make any material changes
to NHRMC’s employee base and staffing commitments without the approval
of the NHRMC Board?
Our approach will be to bring our general staffing strategy to the board to
ensure alignment with quality, access, and cost containment, as well as ensure
engagement with our associates and care providers. While we are committed
to transparency related to the evaluation and process for evaluating staff, we
believe the primary role of the Board is to hold management accountable for
delivering the expected clinical and operational results in a manner consistent
with human dignity and values. Management should be responsible for setting
staffing commitments and should have the requisite expertise to lead the
workforce through the transition in a socially responsible manner. Our
organizational values direct us to treat each associate with dignity, providing a
dignified livelihood for all associates, even as we transition our associates to
the workplace of the future.
37

4.2.2.

How would Respondent plan to minimize the potential for employee
disruption and turnover in any transition resulting from the Proposed Strategic
Partnership?
First, our core wage and benefits offering is designed to stabilize the
workforce by providing a dignified livelihood to all associates. The offerings
are designed to provide market pay (or a living wage, where the market is
low), affordable health care and savings for retirement. These programs are
also benchmarked annually for external competitive with other local
employers.
Second, we will use the same change management, benefit transition plans,
and culture and employee engagement programs which were used when
assimilating our own associates in the merger of Bon Secours and Mercy
Health:
o Change management: Utilizing our dedicated team of change
management professionals, conduct change readiness analysis and
develop subsequent integration plans that prioritize the needs and
experience of the associates and leaders.
o Benefit transition plans: Assess current benefits, conduct a sensitivity
analysis, and build a transition program for each major benefit plan
which migrates the workforce from current to future programs with
minimal disruption.
o Culture and employee experience: Deploy our standard Cultural
Integration survey and focus groups to understand areas of like or
differing cultures that ultimately allow for the best possible
integration into our organization. In addition, our Health System is
equipped with robust associate and candidate experience sensing
capabilities that ensure continual optimization of the employment
experience.
Finally, our approach to keeping leaders and associates engaged is through the
use of frequent, open and transparent communications. Our best-in-class
communications processes ensure two-way dialogue that empowers leaders to
deliver clear, consistent messaging related to transition and integration
activities.

4.3. Describe what impact, if any, Respondent’s Proposed Strategic Partnership would have
on the compensation and benefits, including current pension plan, currently provided
to NHRMC employees. SECTIONS 4.3.1 – 4.3.4 DEEMED CONFIDENTIAL –
PLEASE REFER TO SEPARATE ADDENDUM FOR RESPONSE. PLEASE
REDACT FROM PUBLIC DISCLOSURE.
4.3.1.

Describe the Respondent’s plans related to maintaining or enhancing current
salaries and discuss how Respondent’s employee compensation is set and how
it would impact compensation for NHRMC staff.
DEEMED CONFIDENTIAL – PLEASE REFER TO SEPARATE ADDENDUM

4.3.2.

Discuss how Respondent’s benefits, including pension plan and other
retirement benefits, compare to those offered by NHRMC, particularly with
regard to contribution rates and how those might be impacted under the
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Proposed Strategic Partnership.
DEEMED CONFIDENTIAL – PLEASE REFER TO SEPARATE ADDENDUM
4.3.3.

Please describe the Respondent’s plans related to addressing accrued benefits
for length of service and pension plan matters for the employees of NHRMC.
DEEMED CONFIDENTIAL – PLEASE REFER TO SEPARATE ADDENDUM

4.3.4.

Discuss what type of retirement (pension or 403b/401k) package Respondent
offers and how the Proposed Strategic Partnership would impact retirement
plans for NHRMC staff and retirees.
DEEMED CONFIDENTIAL – PLEASE REFER TO SEPARATE ADDENDUM

4.4.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on employment (adding or detracting) in the communities in which NHRMC
operates.
As previously outlined in the Healthcare Anchor Network framework, 2020 is a
baseline year for documenting current employment levels and job opportunities for
community members in our primary service areas around our hospitals\health care
facilities. Goals for increasing opportunities will be further established in 2021 and
beyond.
4.4.1.

Would the Respondent make a commitment to base certain corporate services
for its entire system in the Service Area?
The Health System has invested significant resources in building a shared
services model to support all our local organizations with best practices and
removing duplication of costs. Our approach is the optimal means to
effectively and efficiently manage our operations for the long-term. Although
certain services will continue to be managed from our Home Office in
Cincinnati, there will still be local teams needed to appropriately manage these
shared service functions in the Wilmington, NC market. We look forward to
working collaboratively to discuss these strategic opportunities.

4.4.2.

Provide detail on how local employment was impacted at hospitals and health
systems that have affiliated or partnered with the Respondent.
We seek to connect all members of the communities we serve to employment
opportunities, including those individuals who may face barriers to
employment. The Inclusive, Local Hire Program is an effort to help underserved and under-employed individuals identify a unique and rewarding
career within the health care industry. Associates in this program will be able
to receive education and training to help them enter the workforce and
develop a career within the system:
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o Healthcare Anchor Network (HAN) - growing national collaboration
of over 45 leading health care systems building more inclusive and
sustainable local economies
o Summer internship program- providing 45 annual summer intern
opportunities to college students in the local communities within the
Health System’s footprint. The program offers programmed
opportunity to develop ongoing interest in health care related (nonclinical) fields with real world practical experience.
o University Recruiting Program- as part of the Talent Acquisition team
a dedicated set of resources oversee traditional and non-traditional
university/college relationships. Setting a tiered investment approach
for delivery we focus on providing outreach and classroom support
and interaction with clinical practitioners in related fields. The 20192020 academic year will provide over 350 onsite events and speaking
engagements to classrooms for certification and degree seeking
clinical degree programs.
4.5. Describe what impact, if any, Respondent’s Proposed Strategic Partnership would have
on furthering and preserving the mission, vision, values and culture of NHRMC.
4.5.1.

Discuss similarities that the Respondent sees between the Respondent’s
organization and NHRMC’s mission, vision, values and culture.
Our stated mission is to deliver compassionate, high-quality, affordable health
care to improve the health of our communities with emphasis on people who
are poor and underserved. In carrying out our mission, we embody and commit
to our core values of compassion, integrity, human dignity, stewardship and
service.
NHRMC states its mission as, “Leading our community to outstanding health.”
This mission is supported by organizational values of compassion, ownership,
teamwork and communication.
Not only do the two organizations share the value of compassion in common,
HSP’s value of human dignity certainly is consistent with the vision of
nurturing outstanding health for all community members. Compassionately
delivered, high quality health care shows respect and concern for a patient
supporting outstanding physical and mental health
Each of our organizations sees our role in the community as agents of change
and support, addressing well understood community needs and empowering the
community to utilize its capacities to improve quality of life.
Our organizations use similar values to focus our ethos in a way that enables
the selection of staff committed to our purpose and supports decisions and
strategies that are focused solely on the welfare of those for whom we care.
Our organizational culture is defined by the following core behaviors:
•
•
•

Commitment to Serve – embodying our values in all that we do
Empowered - share ideas with honesty and compassion; represent our
service in voice and heart; be accountable for actions and decisions
Unified - value, trust, respect and include others; seek diverse opinions
to find the best solution; coach each other to be great
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•

Agile - embrace change; innovate with courage; deliver strong
performance with urgency

The Health System further refines its vision in a way that describes who it is
we want to be for our communities - we want to be a health system where
associates want to work, clinicians want to practice, people seek wellness and
communities thrive. This vision defines who we want to be as a healing
organization in the communities we serve.
We share a holistic approach to care with NHRMC through its commitment to
caring for the spiritual and emotional as well as physical needs of those it
serves. This is demonstrated in its commitment to pastoral care staffing that
supports patients, residents, and families. Pastoral care is available for our
associates as well as they sometimes confront complex clinical situations and
emotional loss.
The Health System and NHRMC also share a commitment to creating an ethical
culture that supports physicians, staff, patients and families as they navigate
complex clinical situations that may have important ethical implications.
Physician-trained ethicists are available to support clinician and families
through difficult decisions. This commitment extends to our organizational
ethics as well as we have implemented processes that aid leadership in
analyzing important business decisions through the lens of our core values and
ethical commitments.
While we may use different language, the commitments of NHRMC and the
Health System are one and the same.
4.5.2.

Provide detail on how organizational mission, vision, values and culture were
preserved at hospitals and health systems that have recently affiliated or
partnered with the Respondent.
The merger of Bon Secours and Mercy Health has been overwhelmingly
successful. The key to this success was a careful process of understanding the
mission, values, culture and commitments of each organization. The process
included a series of dialogues with boards and executive leaders to discern
organizational fit. This also included leader and associate surveys, a careful
evidence-based analysis of each organization’s commitment to high quality and
safety outcomes and strong, sustainable financial performance.
The organizational “fit” that was recognized as a result of this process led to a
very quick definition of new mission and values for the new organization that
reflected the history and commitments of the legacy organizations. Both legacy
groups could see themselves in the newly crafted statements of the new
organization. This careful process honored the legacies of the two original
organizations and laid the groundwork for a new, stronger health provider that
is better positioned to serve its communities well into the future.
Mission and Values are evident with new partnerships. Our successful 2011
integration of The Jewish Hospital into Mercy Health is another example. With
this acquisition, we honor and celebrate the history and traditions of the Jewish
people. This was made explicit through a formal traditions agreement that was
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signed at the time of our acquisition. This agreement required the Health
System to maintain a Jewish Chaplain, ensure continuation of visual symbols
throughout the hospital (i.e. the Shofar and a replica of the Wailing Wall in the
hospital’s chapel), and prohibited the use of Christian symbols (i.e. the cross or
the crucifix). We are very proud to continue the Jewish traditions of this
country’s first Jewish Hospital within our system. Since the beginning, we have
been privileged to welcome and care for people of all faiths, while
simultaneously bringing jobs, resources, and skilled care to the community.
4.5.3.

Discuss impact, if any, Respondent’s Proposed Strategic Partnership and
Respondent’s tax status (exempt or taxable) would have on furthering and
preserving NHRMC’s charitable mission and the County’s commitment to
public interest.
As a 501(c)(3) organization HSP functions exclusively for charitable purposes.
Its primary charitable purpose is providing health care services in a manner that
furthers the health of the community. Furthermore, as required by Internal
Revenue Service guidance, the charitable activities of HSP are carried out under
the direction of a fiduciary board that is representative of the community
served. Thus, HSP’s tax-exempt status is entirely consistent with preservation
of NHRMC’s charitable mission and the County’s commitment to public
interest.
As our mission states, our commitment to improve the health of communities
has a particular emphasis on people who are poor and underserved. This
commitment is evidenced by our $2 million per day support of community
needs. This supports a range of innovative community programs such as:
• Care-A-Van: a mobile program that brings health care to people in their
neighborhood
• Human Trafficking Prevention: ongoing education effort to help
associates recognize and appropriately address victims of human and
labor trafficking
• Housing: program that provides affordable housing in challenged
neighborhoods
• Transition program for those returning to the community from
incarceration
• Mercy Serves: a one-year program offering health care training
opportunities
• Access to Healthy Food Options: a program aimed at overcoming poor
access to healthy food in neighborhoods designated as “food deserts”
• Ongoing support for care access for families with limited financial
resources
• Participation in the Healthcare Anchor Network initiative
• Our generous Charity Care Policy for financial assistance to the
community
These initiatives and many others are guided by our core belief that good health
outcomes are influenced by a wide variety of factors such as safe housing,
productive work and good educational opportunities along with access to
traditional health care services.
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The Health System would bring this ongoing commitment to serve beyond the
walls of its facilities to its Strategic Partnership with NHRMC. We join our
experience and expertise to that already in place at NHRMC to bring our models
of health care to new levels of innovation.
4.6.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s commitment to being an inclusive organization, supporting antidiscrimination efforts and building and maintaining a diverse workforce.
4.6.1.

Is the Respondent committed to continuing NHRMC’s inclusion, antidiscrimination and diversity programs?
The Health System is deeply committed to ensuring that diversity, inclusion,
and anti-discrimination are a part of everything that we do as a system. From
the call to action by our CEO, and the Executive Leadership Council to the
market level presidents, we have full commitment across the organization.
This is evidenced by our commitment to tying Diversity and Inclusion
strategies to KPIs at the system level, implementing Leadership Councils for
Diversity and Inclusion (LCDIs) in every market, developing strategic plans
for diversity and inclusion in every market that are tied to the strategic
priorities, as well as training entire functions in Bias Reduction.
Additionally, Diversity and Inclusion is central to a key system-wide priority
for 2020 focused on developing our Anchor institution mission of
prioritizing inclusive local hiring, inclusive local purchasing, and inclusive
local investment. This ensures that our place-based status is making a greater
impact on the communities we serve, and Diversity and Inclusion is a key
strategic partner. Additionally, our Health System has EEO and Affirmative
Action Programs as well as mandatory training that enforces antidiscrimination across the system. With a relationship to NHRMC, our Office
of Diversity and Inclusion would ensure that inclusion, anti-discrimination,
diversity and inclusion programs are strategic, expansive and in alignment
with the rest of the system-wide priorities.

4.6.2.

Describe any enhancements to NHRMC’s inclusion, anti-discrimination and
diversity programs that could be introduced by the Respondent based on its
experience in running similar programs for its affiliated or partnered hospitals
and health systems.
Our approach to and structure around Diversity and Inclusion is leading edge
in the health care space. As part of our Diversity and Inclusion offerings, we
would form a Leadership Council for Diversity and Inclusion (LCDI) for
NHRMC that would engage a group of cross-functional leaders, selected by
the market leadership team, to develop and lead a strategic Diversity and
Inclusion plan across the Health System’s four strategic pillars. For Clinical
and Operational Excellence, the LCDI would focus on ensuring that we are
providing quality of care by providing resources that support all patients
throughout their health journey. For Innovation and Growth, the focus would
be on leveraging diversity and inclusion to grow the system. For Culture and
Capabilities, the LCDI would strive to foster an inclusive culture where
everyone is treated with dignity and respect and would focus on building a
workforce that mirrors the demographics of the of the communities we serve.
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For Community Health, the emphasis would be on ensuring that we are
relevant and engaged with all communities.
The LCDI will then develop specific strategies, tactics, and metrics to help us
achieve those aspirations within the market. In order to do this, the LCDI will
break down into working sub-teams to focus on these four areas, develop the
plan with the ODI team and present the plan to the Market President and
Executive team for approval. Once approved, the plan is activated in the
market. The LCDI receives direct guidance and support from the ODI and
will measure and report progress quarterly.
In addition to the strategic design, NHRMC will be able to receive Bias
training from the ODI team and will be able to implement the training across
the market through one of the four modes of delivery as mentioned in Section
3.3.
4.7. Discuss how the Proposed Strategic Partnership would impact access to student loan
forgiveness programs for any or all NHRMC employees and describe any impact
Respondent’s Proposed Strategic Partnership could or would have on the ability of
certain NHRMC employees to achieve student loan forgiveness by virtue of their work
for NHRMC as a nonprofit organization.
Like NHRMC, we are a non-profit organization, and our Student Loan Repayment
program is a key lever in our associate retention and attraction efforts. In addition, we
provide Tuition Assistance and discounts programs to our four internal colleges for
nursing and other health sciences.
Our Student Loan Forgiveness program is offered to hard-to-fill roles and covers at a
minimum $100, up to $200 in monthly benefit for full-time associates in loan
repayment depending on the length of time in the program. The annual benefit for
this program is $5,250 with a lifetime maximum of $20,000. (Note: The Tuition
Assistance program is coordinated with the Student Loan Repayment program.)
5. Partnering with Providers
5.1.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s capabilities in recruiting providers into the Service Area.
5.1.1.

Specifically, discuss how the Respondent would work with NHRMC’s
existing provider recruitment staff.
Our Physician and Provider Recruitment team consists of market-based teams
as well as a centralized team. The market-based teams include recruiters
whose primary focus is to manage a physician or advanced practice clinician
opportunity from the time the position opened until candidate signing.
Additionally, each market has a recruitment coordinator who supports the
recruiter(s) with such functions as ad placements, to site visit itinerary
development, to candidate background checks, and more. Each market falls
under the leadership of a Group Director of Physician Recruitment.
The centralized team consists of support team members that help manage
Locum Tenens processes and reports, outside recruitment firm relationships,
Graduate Medical Education program outreach, Career Fair and Specialty
Conference management, Urgent and Strategic Sourcing support, and the
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management of multiple database and physician sourcing tools. Additionally,
we have implemented and are managing a successful Residency Stipend
Program designed to target and build relationships with the best and brightest
physicians currently in training. Once hired, the Physician and Provider
Onboarding Team that takes our newly signed providers through the entire
process from sign-date to start-date in order to ensure a successful transition
into our system.
5.1.2.

What enhancements and improvements to physician recruiting would
Respondent commit to making for NHRMC?
Our Physician and Provider Recruitment team would work to understand
NHRMC’s current resources, successes and challenges in its current state
operating model. We would work to train and orient the NHRMC physician
and provider recruitment staff to our broader recruitment team, support and
tools so that they realize the immediate benefits of this shared service.
Importantly, we would leverage the size and scale of our Health System to
cast a wider net in all of NHRMC’s candidate sourcing efforts including, but
not limited to, Graduate Medical Education program outreach, Career Fair
and Specialty Conference management, Urgent and Strategic Sourcing
support, the access into and management of candidate sourcing databases,
Locum Tenens process support, Provider Onboarding processes, and others.
We foster a system wide/team focus on physician and APC recruitment, and
NHRMC would be able to immediately benefit from that collaboration.

5.1.3.

What enhancements and improvements to advanced practice provider
recruiting would Respondent commit to making for NHRMC?
We have emphasized an aggressive recruitment strategy of advanced practice
clinicians were appropriate. This recruitment strategy successfully added over
200 APCs to our organization in 2019. We believe this trend in the growing
complement of APCs in our provider makeup will continue to increase yearover-year. As a result, we are implementing continued strategies around
appropriate growth of APCs. We also have dedicated staff that will act as
support to the NHRMC provider recruitment team focused solely on APC
sourcing.

5.1.4.

Provide detail on how provider recruitment was improved at hospitals and
health systems that have affiliated or partnered with the Respondent.
We introduced our Shared Services model for physician and provider
recruitment in 2018. Since that time, many markets have contributed case
studies in which critical searches for physicians had remained unfilled for
years, despite their best efforts to fill them. Through the addition of the
centralized strategic sourcing team, the markets are supported by
supplemental sourcing activity for high priority/critical searches. This
Shared Service focus on the most challenging recruitment needs has reduced
the Health System’s overall cost-per-hire while enabling placements on our
most difficult-to-fill searches.
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5.1.5.

Discuss how an affiliation or partnership with the Respondent would enhance
recruitment and retention of or access to specialists and sub-specialists not
currently, or adequately, available in the region.
Through affiliation or partnership with our Health System, NHRMC is able to
expand its reach to potential candidates for open physician and APC searches.
Given the increasing competitive nature of physician recruitment, our ability
to partner across a broader U.S. geography provides us with access to a larger
database of candidates and affords us greater ability to identify and deploy
best practices in recruitment.

5.2.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on developing and/or enhancing NHRMC’s medical education, residency and
fellowship programs, as well as nursing education and other provider training
programs.
5.2.1.

Discuss how an affiliation or partnership with the Respondent would impact
existing medical education programs at NHRMC, including the affiliation
with UNC. Does the Respondent commit to maintaining and enhancing all of
these programs unless otherwise decided by the NHRMC Board?
The Health System offers Graduate Medical Education (GME) programs in
six of our current markets (Youngstown OH, Toledo OH, Lima OH,
Cincinnati OH, Lorain OH and Richmond VA). There is a system medical
director of GME and a system administrative director of GME that provides
support for all GME programs in the system. There are also leaders in each
market (Administrative director, programs directors, faculty) who meet
monthly for coordination, collaboration, optimization and growth.
The graduate medical education programs at NHRMC would be a positive
addition to our current programs. There are 580 GME residents and fellows
currently in our programs, and there are a large number of medical schools
that partner with and send students to our hospitals. For example, in 2018,
our system hosted just under 1500 medical student rotations in one hospital.
These schools vary in size from large to small and include both traditionally
allopathic as well as osteopathic medical schools.
We recently entered into a partnership with The Ohio State University to
collaborate on many aspects of partnerships and one of the areas is graduate
medical education and undergraduate medical education. This partnership is
not exclusive and still allows for continued partnership and growth with
existing and new medical schools.
The system GME team is evaluating additional growth potential across all
hospitals, working with the individual hospitals and markets. There are plans
in six of our current markets to grow GME, and there are no current
discussions to reduce GME. The GME programs at NHRMC would be
complementary and add to this team. We are committed to supporting and
enhancing NHRMC graduate medical education programs. We are also
committed to continuing the affiliation with UNC to ensure stability of
graduate and undergraduate medical education at NHRMC.
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5.2.2.

Will the Respondent commit to developing and enhancing NHRMC’s existing
medical residency programs in Internal Medicine, General Surgery, Family
Medicine and Obstetrics and Gynecology?
Each of the current NHRMC programs will have sister programs in our other
markets. Our current programs aligning with NHRMC’s existing programs
include: one (1) OBGYN residency; four (4) internal medicine residency
programs; three (3) general surgery residency programs; and six (6) family
medicine residency programs across the system. The program directors of the
same specialty meet regularly to collaborate, coordinate learning and
administration. For example, all Family Medicine program directors meet to
discuss issues as they arise and work on creating and sharing new curriculum.
The current NHRMC’s existing programs would be developed and enhanced
through inclusion in collaboration, education and working with others across
our system. A common resident management platform for resident evaluation
and financial reporting is in use as well.

5.2.3.

How would Respondent develop future residency and fellowship training
programs?
Graduate Medical Education (GME) has a well-defined purpose within the
Health System. The three main purposes as defined by the GME leadership
team are:
1. GME increases the quality of the learning environment and of shared
knowledge between physicians, nursing and others.
2. GME gives an opportunity for recruitment and retention of resident
physicians to join our hospitals as attending physician staff.
3. GME increases access to care for the patients in the communities
served. Given these purposes, potentially new GME residency and
fellowship programs are evaluated in a partnership between local GME
leaders, local administrative leaders and system GME leaders, in
concert with local and system GME finance resources.
For new programs the patient volumes, breadth and diversity of the
educational experiences that can be provided are evaluated to ensure rich
educational content and a quality learning environment. Program Director
qualifications and engaged faculty and medical staff are essential to building
quality programs. Proformas are conducted to ensure adequate budget
development to support and sustain GME programs. The system is committed
to strategic growth of GME to ensure we can continue to meet the health care
needs of the communities we serve.

5.2.4.

Discuss how an affiliation or partnership with the Respondent would support
new programs or the implementation of Respondent’s current programs in the
following education and training programs at NHRMC,
5.2.4.1.

Graduate Medical Education;

The system leadership GME team meets monthly, and the system dyad
leaders (medical director and administrative director) meet with each market
and administrative director regularly to discuss current programs and future
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growth opportunities. The goal of this team is to support growth initiatives
and new programs for residencies and fellowships. We are committed to
develop, provide resources, and sustain excellence in graduate medical
education throughout the system. The current training programs at NHRMC
would be supported with a commitment to enhance and sustain the residency
programs. A systematic assessment for growth opportunities would be
conducted as it relates to clinical volumes/diversity, educational, community
health care, and medical staff needs, financial resources and faculty
engagement.
5.2.4.2.

Nursing Education; and

Our shared decision-making philosophy advances education programs and
provides scale for the system. This includes support for national board
certification and academic progression, internal academic programs to support
RN to BSN and MSN, tuition reimbursement and scholarship programs,
onboarding and orientation to include RN Residency, system preferential BSN
hiring practice, and certification review courses and reimbursement.
We offer programs to build clinical and leadership capabilities, which include:
culture and learning leadership programs, system leadership programs,
mentoring and succession planning to fill more roles with internal talent,
career planning and pathways for nurses (i.e. current clinical ladder with
2020-2023 plans to broaden programs for more career pathways in nursing).
System resources supporting education and professional development include:
access to online and classroom instruction for clinical and leadership
programs, AHA Training Center certification and clinical simulation support,
nursing and other learning experts to support operational and system
leadership development, core online library and clinical decision making
resources to support nurses (i.e. Lippincott Nurse Solutions, Ovid full text, ebooks, etc.), programs to support effective onboarding, advance professional
growth and leadership development including but not limited to RN
Residency, Preceptor Academy, mentoring, CE programs, and certificate
programs offered by internal academic programs (i.e. at Bon Secours
Memorial College of Nursing)
5.2.4.3.

Allied Health Education.

Our Allied Health Education includes tuition reimbursement, internal Master
of Health Administration online program, culture and learning leadership
programs, system leadership programs, AHA Training Center certification
and clinical simulation support, core online library and clinical decisionmaking resources to support allied health professionals (Lippincott, Ovid full
text library and e-books, Up-to-Date), and interprofessional continuing
education support for pharmacists. This involves planning to grow our Lima,
Ohio based program, as well as a focus to build programs that help recruit and
retain high-quality allied health clinicians (PT, OT, RT, etc.)
5.3.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to effectively deploy advanced practice providers in health
care delivery teams.
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We have a large (>1200) and growing number of advanced practice providers (APP)
inclusive of NPs, PAs, CRNAs, CNMs and CNSs. The partnership would enhance the
deployment of APPs at NHRMC through our support system of APP system level
leadership along with local level leadership which supports an APP strategic plan.
This is further supported by both nursing and medical group leadership. The strategic
plan highlights the need to grow the APP workforce and assure proper deployment in
all settings. System-level leadership includes a system vice president and two director
roles. We work to ensure a consistent onboarding and education of APPs including
the development of post graduate fellowships, and a consistent focus on engagement,
retention and productivity also exists.
5.3.1.

Discuss the Respondent’s approach and experience in the use of advanced
practice providers.
The Health System has long-standing experience with APPs as part of our care
delivery models. APPs are integrated in the medical group and play a role in
nearly every subspecialty. We aim to deploy APPs at the highest level of their
skills and training. Our primary care APPs carry their own patient schedule and
assignment as do many specialty-based APPs and in other circumstances APPs
are a part of a team-based model of care. The ratio of APPs to physicians is
expected to increase and is part of our planning.
Our Medical Group has extensive experience in partnering with advanced
practice clinicians (APCs) to enable increased access to care, improve quality,
promote appropriate utilization of health care services, and enhance the
patient experience in both primary care and specialty care. Today, more than
35% of the total provider makeup of the Medical Group is advanced practice
clinicians. We have system leaders who are experienced and knowledgeable
of the unique state and medical staff requirements specific to advanced
practice. Our primary care physician compensation model supports the
inclusion of APCs in the practice which has helped to grow our APC
complement in the organization. Our specialty care physician compensation
model supports APCs functioning as providers rather than as support staff.
Our APC compensation model recognizes the need for varied models to
support the clinical practice including a salary model and a productivity-based
model. Culturally, we emphasize inclusion of APCs and physicians alike as
we focus our efforts to improve the quadruple aim: better outcomes, lower
costs, improved patient experience, and an improved clinician experience.

5.4.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s approach to working with community physicians.
The Health System has developed a systematic approach and infrastructure with our
Clinically Integrated Networks (CINs) to enhance relationships with all providers
including community physicians. We developed a seven-pillar model designed to
enhance communication among providers throughout the community with emphasis
on breaking down barriers to care delivery and improving in-network utilization.
With the appropriate Relationship Manager FTE structure, each market receives skills
training and tools to optimize performance. Our physician and provider management
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structure is rooted in data and local market intelligence with teams trained in
conversational communication with the intent to improve network utilization with
population health patients and strengthen relationships with providers - both
employed and affiliates alike. We provide opportunities to work with community
physicians and payors on network adequacy and coordination of care, payor
partnerships, provider relationships, and CIN enhancements.
5.4.1.

Describe any programs offered by the Respondent that could be rolled-out at
NHRMC in order to more closely align with and support independent
physicians and medical groups (e.g., management services organization and
providing EMR access to small practices and other clinical points of care).
We offer formal Clinically Integrated Network infrastructures, a path which
independent physicians can connect with Epic, our electronic medical record
system, to provide seamless access to care via Epic CareLink and waivers. We
also maintain and make available an aggregated data repository for population
health claims information for providers including physicians throughout the
community. Other programs include Care Coordination coverage for VB
patient populations, access to subject matter experts on government payment
programs, and payor models including MACRA (Medicare Access and CHIP
Reauthorization Act of 2015) and MIPS (Merit-Based Incentive Program
System).

5.4.2.

What is the Respondent’s approach to partnering with independent physicians
and medical groups in joint ventures and clinically-integrated programs?
In most of our markets, there is either a CIN or ACO opportunity for
partnering with independent physicians. Employment is not the goal of all
providers, nor is it our goal to employ everyone. Independent providers bring
value to the network, and CINs and ACOs offer value to the providers,
without employment.
In addition to CIN/ACO opportunities, network development for payer
contracts is inclusive of independent providers, not in a CIN or ACO who can
provide additional access to services not provided within our organization.
Physician Provider Relationship managers connect with independent
providers to engage and collaborate on what is and is not working within our
health systems and educate on the value of partnership with our mutual
patients. When appropriate, joint venture opportunities are evaluated and
developed. The Health System is also adept and have alignment strategies
with physicians and groups through various joint venture structures in the
ambulatory environment.
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5.4.3.

Discuss how an affiliation or partnership with the Respondent would impact
existing (and developing) hospital-based provider contracts, joint ventures
and other physician contracts and agreements. Does the Respondent commit
to maintaining all of these relationships unless otherwise decided by the
NHRMC Board?
In reviewing the information provided and comparing to our existing
operations, we believe these contracts and agreements are needed to continue
to provide strong community healthcare. We do not believe we would have
any conflicts in continuing these relationships and would look forward to
better understanding the deal terms and how these can be improved in the
long-term.

5.4.4.

Describe the Respondent’s approach to the use of non-compete and cost share
provision clauses in physician contracting.
For our employed physicians, we do require that they sign a non-compete
agreement which prevents them from working for (as an owner, contractor or
employee) a competing health care system. They can, however, practice in a
private, independent medical practice.
Regarding cost sharing, we do not pass on costs to employed physicians. We
generally pay on a productivity basis with a few exceptions for access-related
specialties, for which we pay a guaranteed salary.

5.4.5.

What is the Respondent’s approach to working with independent physicians
who have built practices in the community? Describe what impact, if any, the
Proposed Strategic Partnership would have on NHRMC’s approach to and
relationships with independent physicians.
Regarding CIN or ACO opportunities as described in question 5.4.1, our
Physician Provider Relationship managers connect with independent
providers to engage and collaborate on what is and is not working within our
health systems and educate on value of partnership with our mutual patients.
When appropriate, joint venture opportunities are evaluated and developed.
We have a system-wide approach to make transfers into our facilities, or to
other appropriate facilities, streamlined for community providers who need to
send their patients to higher levels of care using our partnership with Conduit
Health Partners.
In an effort to assist physicians with symptoms of burnout, we have extended
physician wellness programs to independent physicians on the medical staff of
our acute care facilities that have been provided in the past only to our
employed physician groups. For independent providers using and EHR
system, we offer the ability to share select clinical data information via a
direct address.
There is a developing system service line leadership structure that is provider
oriented and inclusive of independent physicians as well as employed groups
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to give a voice to best practice standards and efficiency within those areas.
Currently, these key specialties include orthopedics, cardiovascular,
behavioral health, wound care and development of oncology. Future service
lines to be determined.
5.5.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s approach towards medical group practice operations for its
employed physician base.
Our Medical Group shared service leadership (president, COO, CFO, vice president
of Recruitment, vice president of Practice Transformation and their leaders) actively
works with each market in our organization to focus on the following strategic
imperatives:
• Promotion of our Provider Well-Being programs
• Expansion of our Leadership in Practice provider professional development
program
• Enhancing the Quality of care
• Improving the Experience of Care
• Improving Access to Care
• Improving Associate and Provider Engagement
• Improving the financial performance of the Medical Group with a focus on
appropriate revenue enhancement and best practice expense management
• Provider Workforce Planning to recruit and retain the best physicians and APCs
System and market senior leaders of the Medical Group partner closely on each of
the strategies outlined above. Importantly, the Medical Group in each market
ensures it functions as part of an integrated health care system locally whereby
providers and hospitals work in a coordinated way across the continuum of care to
ensure a patient-centered approach focused on the previously mentioned, quadruple
aim.
5.5.1.

How does the respondent view the NHRMC medical group relationship with
Atrium and would that be continued? If not, what is the alternative and how
does it compare to the current state?
We would need to better understand the existing relationship with Atrium
and NHRMC’s perspective on the value of that relationship to inform our
viewpoint. We work carefully to engage in effective management of
practices in a number of different structures. We do not assume a “one size
fits all” model of practice management; rather, we focus on the needs of the
community, market dynamics, existing relationships and broader strategies
of the Health System both at the market and system level.

5.5.2.

What enhancements to medical group operations could Respondent offer to
NHRMC?
Value-Based Care. Our Medical Group has advanced operations with regard
to value-based performance through a collaboration with our population
health and behavioral health teams. Our robust and skilled population health
team has considerable experience in negotiating value-based arrangements
with payers to ensure successful relationships aiming to improve quality and
decrease total cost of care for beneficiaries. We also collaborate with our
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behavioral health team to integrate behavioral health consultants (clinical
psychologists, Licensed Independent Social Workers and Licensed Social
Workers) and psychiatrists into our primary care offices which has increased
access to mental health services for our patients.
Our collaborative interactions with expert teams in population health and
behavioral health sit on top of a strong foundational operational structure
that allows for efficient medical group operations, while not compromising
quality. Through participation in programs such as Comprehensive Primary
Care Plus (CPC+) and the Medicare Shared Savings Program (MSSP), we
ensure that our operational performance meets or exceeds standards of care
for high-performing medical groups in quality and access.
Operations. We measure ourselves against internal and national external
benchmarks to assess overall operational performance. Based on this
insight, we partner with our Medical Groups to develop site-level plans
focused on identified improvement opportunities. We have developed bestpractice tools including an annual opportunity analysis, financial
performance improvement plan, system-wide position vacancy review
management process, and education and training on focused items such as
time-of-service collections, patient experience and revenue cycle
optimization. Our Medical Group Finance and Reporting team creates
monthly reports including Provider Productivity, Staff Productivity, Net
Revenue, Practice Operations Performance Report, as well as many other
standard reports. These reports are generated at the system level to alleviate
the need to develop and manage these reports at the market level.
We hold ourselves to a high standard of operational and clinical excellence
while understanding and respecting the dynamics and culture in each market
we serve.
5.6.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on local medical staff governance at NHRMC. Address any material shifts or
changes in policy and procedure regarding privileging, credentialing, quality and
safety that the medical staff may anticipate as a result of such partnership.
Local governance through MEC, Credentials Committee, and the board, for
credentialing and privileging would not materially change. There is presently a
system initiative to standardize credentials verification through our system-wide
credentials verification organization. As part of this, there is ongoing work to
standardize aspects of medical staff membership (staff categories, board certification
requirements, number of needed references etc.) to streamline and increase efficiency
for credentialing and re-credentialing making it a better provider experience (while
adhering to all required standards). There is also work to harmonize how the peer
review, OPPE (Ongoing Professional Practice Evaluation), and FPPE (Focused
Professional Practice Evaluation) processes are completed so we are better able to
assess medical staff quality comparatively across the system and ensure high quality
safe care for all patients that are cared for across our footprint.
As previously noted, HSP is not a Catholic organization though it exists in part to
support and cooperate with the activities of Bon Secours Mercy Health. HSP’s
values, expressed in its Statement of Common Values, are aligned but not identical to
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the values of BSMH. Among those is the value of human dignity, which upholds the
sacredness of life and being respectful and inclusive of everyone.
The value of human dignity calls for respect of life, at all stages -- from conception
until death. For this reason, our facilities do not engage in or support direct abortions,
physician-assisted suicide or other activities that deliberately hasten or cause death,
either by withholding treatments that are reasonably beneficial and not excessively
burdensome or by depriving a patient of basic human care in the form of nourishment
and hydration.
The Health System recognizes there are difficult cases, such as where care intended
solely to preserve the life of an expectant mother cannot be rendered without threat to
the life of the unborn child. In such cases, care intended and directed solely to the
woman’s well-being is permissible and consistent with the value of human dignity.
Difficult decisions arise also at the end of life. Our Health System believes there is no
absolute obligation to begin or continue treatment, even life-sustaining treatment, if
from the patient’s perspective it is an excessive burden or offers no reasonable hope
of benefit. With a proportionate reason and proper consent, medicines capable of
relieving pain and suffering may be administered to a person even if such therapy
may indirectly cause the loss of consciousness or shorten the person’s life.
The granting of physician privileges will be done in a manner consistent with the
value of human dignity.
5.7.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on physician retention at NHRMC by discussing:
5.7.1.

Medical education and training programs for physicians;
Building on the strategic opportunities outlined in 5.2 above, we have
partnered with The Ohio State University to provide AMA-accredited CME
content which can used in group or individual sessions. This program
provides a library of 120 sessions on various topics which are available to all
physicians and advanced practice clinicians.
We also have affiliation agreements with more than 40 medical and podiatry
schools to provide preceptor and clerkship opportunities for physicians.

5.7.2.

Programs to enhance physician satisfaction and to prevent physician burnout;
We have a robust initiative focused on physician and APC engagement. Key
focus areas include open and responsive to input, communication, recognition
for clinical excellence and EMR improvement. We launch an annual systemwide survey with market-led actions.
We have partnered with the Coalition for Physician Well Being to provide a
coordinated and focused initiative to address both system and individual tools
for well-being. In 2019, the Mercy Health Physicians received the Medicus
Integra award for their work with well-being.
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5.7.3.

Programs to train physician executives and further physician leadership; and
We are now providing our sixth annual cohort for leadership development.
This program known as Leadership in Practice is a one year, system-wide
cohort of 45-50 physician and APC leaders. They will have a combination of
face-to-face retreats and virtual learning coordinated with their market chief
clinical officers. This program provides a bench of trained, engaged and
prepared physician and APC leaders. More than 85% of the alumni in this
program are in leadership roles. This year, the alumni engagement was 10
points higher than overall.

5.7.4.

Finally, discuss Respondent’s experience with physician retention at hospitals
and health systems that have affiliated or partnered with the Respondent.
Well-being is a final component of retention. Our Health System has a
robust strategy to support well-being for physicians, APCs and their families
including affiliate as well as our employed providers.
With these programs as well as our continual focus on improvement of the
EHR experience, there have been no adverse effects on retention across the
Health System due to our merger or recent acquisitions and joint ventures.

6. Driving Quality of Care and Patient Safety Throughout Continuum
6.1.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to improve and measure quality of care and patient safety.
We have created a nationally recognized Clinical Transformation (CT) program
founded on the premises of integration and collaboration based on a shared service
platform for quality, safety, review, and case management services. Designated
leadership with verticals that report up from the local level to the system office is the
key to scalability of widespread standardization of care practices. This creates for
partners and owned entities a structure for clinical excellence that provides subject
matter expertise and the science of performance improvement in creating blue prints
to drive change. This standardization of priorities, key tactics, change road maps and
outcome monitoring eliminates duplication and redundancy of effort at the local
level, achieving economies of scale and efficiency in managing clinical quality and
safety outcomes. A key example of this is the synergy savings achieved with the Bon
Secours and Mercy Health merger when consolidating quality and safety under a
shared service structure while improving in outcomes such as hospital acquired
infections and mortality.
6.1.1.

Are there programs offered by Respondent that could enhance NHRMC’s
outcomes?
The care transformation structure provides the mainframe for our integrated
organization’s quality and safety strategy, but it is open and flexible enough to
support various levels of integration or engagement. Analytics, informatics,
education and performance improvement resources are allocated to the
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workgroups and collaboratives responsible for driving CT outcomes. As a
partner, NHRMC would benefit from thought leadership and strategic
performance improvement, in addition to access to innovative analytics for
monitoring and measuring progress. Examples of innovation of applied
analytics include our opioid burden metric, the standardized morphine daily
equivalent metric, and our falls with injury measurement. We have the scale
to develop test metrics, such as our antenatal hypertension control metric and
use our hospitals as a beta test to advance our measurement capabilities and
further industry understanding of care outcomes. Monitoring and measuring
quality and safety outcomes, participation in our CT workgroups,
synchronizing measurement with our CT metrics, replication of pilots,
syncing of standardized orders, templates, and processes are all unique ways
in which an affiliation can ensure NHRMC's outcomes.
6.1.2.

Describe how the Respondent’s quality and patient safety assurance efforts
would be integrated with NHRMC’s existing quality and patient safety
assurance infrastructure.
As noted, the CT structure offers varying levels of opportunity for
engagement, from full harmonization of goals, measurement, and priorities to
an “a la carte” approach to collaboration. The greater the level of alignment
and integration, the more reliable the results. At a minimum, NHRMC would
deploy quality/safety (QS) subject matter expert (SME) representation on the
workgroups and collaboratives and more robust engagement. Full alignment
with the CT structure would deploy SME and Q/S/leadership to our CT
efforts, align metrics & goals, and replicate both workgroups and
collaboratives within facilities.

6.1.3.

Describe how the Respondent’s care management and coordination efforts
would be integrated with NHRMC’s existing programs.
Efforts are in place to create a Care Management Governance Counsel that
represents all key stakeholders across the continuum. The Counsel sets
priorities, establishes timeframes, and approves the work of the subgroups
which include representation from across the system. The intent is to identify
existing programs, gaps and opportunities and implement leading practices to
align with other priorities and initiatives occurring across the system.

6.1.4.

Provide detail on how quality of care and patient safety was impacted at
hospitals and health systems that have recently affiliated or partnered with the
Respondent.
2019 marked the first complete fiscal year for our system’s integration. In
that year through our reliability framework, we achieved system-wide
improvements in many value-based performance outcome measures. These
included 10% reduction in all-cause mortality, 11% reduction in
hospitalizations for heart failure readmissions, 13% reduction in acute
myocardial infarction readmissions, 23% reduction in catheter-associated
urinary tract infections, and 36% reduction in surgical site infections of the
colon. The reliability tactics for performance improvement target
people/process/technology- all of which are scalable to provide an opportunity
for affiliates to choose the level of collaboration that 'fits' within their
organization's need and capacity for change.
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Note: These metrics are internal, and calculations are compared to BSMH-specific
benchmarks

6.2.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on adherence to preventive care guidelines, evidenced-based protocols, quality
of care and patient safety initiatives within the organization and in partnership with
community providers.
Quality metrics since the most recent merger of our system have showed
improvement in the first year in the metrics of C. Diff infection, mortality, sepsis
care, readmissions, opioid burden, hospital acquired conditions, hospital-acquired
conditions, and surgical site infections. 2019 was targeted to maintain/work towards
top quartile performance in the legacy systems until harmonization of the metric
definitions across the system could be developed for 2020 and beyond. Best practice
sharing was instituted to bring processes in line that led to improvements in these
metrics.

6.3.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to engage and empower nurses to be leaders in achieving
excellence in quality and patient safety (e.g., Magnet Recognition Program).
System and shared services resources with more than a decade of expertise to support
a culture of nursing excellence using the American Nurses Credentialing Center
(ANCC) Magnet and/or Pathways to Excellence Framework which includes:
- Nursing strategic plan and professional practice model resources/support
- Relationship based model for nursing care delivery that promotes personal
connections
- Monitoring and analysis of nurse sensitive outcomes, engagement, and satisfaction
- Magnet application support
- Conduct gap analysis and planning
- Consultation and support for developing structure/processes
- Application and interim report help including ADAM
- Reward and recognition for nurse contributions
- System shared decision making structure
- Evidence based practice, quality improvement, and nursing research support
- Advanced practice nurses engaged in nursing excellence
- Internal and external strategic academic relationships
- Innovation resources to support nurses
- Nurse engagement in technology implementation and care design
- Professional development (see nursing education)
- Staffing and scheduling processes to allow diverse clinical experiences

6.4.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on enhancing or developing performance excellence programs at NHRMC (e.g.,
Baldridge, Lean, Six Sigma, High-Reliability, Just Culture, etc.).
As a large health care system, we have both structure and thought leadership to lead
the implementation and expansion of performance and excellence programs including
LEAN, High Reliability Organization (HRO), and Just Culture. Under the CT
structure, we offer verticals with SME leadership for performance improvement,
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patient safety and provider well-being. Both CT workgroups lead targeted initiatives,
and provide ongoing education workshops, as well as office hours for assistance.
The HRO vertical employs clinician-improvement managers to ensure our CT tactics
are evidence-based, scalable and sustainable. Our provider well-being group is
committed to developing and implementing a gold standard comprehensive program
to advance Just Culture, while enduring work/life balance and the needs of our
'second victims' are met. Affiliates can engage and participate in any of these
initiatives that replicate policies, processes, and education within their respective
systems. Partners and affiliates can benefit from our consultative and collaborative
relationship.
6.5.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s access to emerging technologies that have been successful in
addressing patient safety and enhancing the provision of high-quality care (e.g.,
analytics to identify quality and safety gaps, artificial intelligence/machine learning to
support medical decision-making, patient engagement platforms, etc.).

We are committed to leading the industry in innovation, applied data and use of
technology to advance reliable care processes. In 2019, we launched several
predictive analytic modules that address sepsis and readmissions. For each module,
an electronic health records (EHR) workflow was designed to drive action influenced
by the predictive score. Our analytics team works closely with our IT leadership to
identify gaps in available analytics and design solutions to correct those gaps.
For example, our opioid burden is a unique metric designed to monitor the impact of
our opioid reduction efforts. We are currently monitoring a newly developed metric
to measure antenatal hypertension control, a metric not currently operationalized by
oversight organizations. In addition, our internal team of EPIC developers work in
tandem with our CT teams to create custom builds and EHR workflows. Examples
include our extended bundle care pathways to standardize sepsis care, and the tools
used in our virtual care center.
6.5.1.

Provide detail on how access to these emerging technologies was impacted at
hospitals and health systems that have recently affiliated or partnered with the
Respondent, including detail on the time and disruption associated with
implementation.
Partners and affiliates on our common platforms have simultaneous access to
emerging technologies. Those on disparate platforms can avail themselves to
the thought leadership and SME/blue prints to recreate tools and materials
used for implementation within their system. Examples of these are most
obvious in the EHR and safety work.
We are on a common event reporting platform with standardized event
classification, allowing us to quickly identify and address emerging
opportunities to reduce harm. Partners and associates can be included in the
rapid diffusion of safety alerts, lessons learned, and good catches. Any
disruption incurred with implementation of initiatives within electronic
platforms is contingent upon the degree of partner/affiliate alignment and is
mitigated by coordinating go-live alignment.
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7. Improving the Level and Scope of Care
7.1.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on growing NHRMC clinical service lines based upon Respondent’s experience
at other affiliated or partnered hospitals.
7.1.1.

How would Respondent approach service-line planning for NHRMC?

7.1.2.

What commitments would Respondent make to enhancing NHRMC’s service
lines?

7.1.3.

Will the Respondent make a commitment not to downsize or discontinue any
existing NHRMC service line unless otherwise decided by the NHRMC
Board? If so, for how long?

7.1.4.

How would Respondent approach the distribution and location of services in
the Service Area? Describe the Respondent’s philosophy around what
services should be available throughout the Service Area vs. what services
should be centralized.

Service lines represent a significant component of our strategic positioning within all of
the markets we serve and is inter-connected with every means by which we compete. As
noted in under Section 1.5, the Health System follows a disciplined, comprehensive
development model to foster service line growth at the facility and market level. Our
service line model would allow NHRMC to:
•
•
•
•
•
•
•
•
•
•
•

Target specific growth opportunities
Deliver a consumer and patient focused experience
Engage physicians around areas of expertise
Build access points to meet patient care needs across settings
Develop navigators to coordinate the continuum of care
Foster collaboration and coordination across regional leadership
Align resources to drive results
Reduce variation through standardized processes and best practices
Improve clinical outcomes through measurement and benchmarking
Leverage scale and optimize capacity
Create market differentiation through branding

Our service line development is a balanced approach incorporating data analytics, multidisciplinary teams of key stakeholders, strategic planning and execution. Below is a
summary of the major components of the development model:
•

•
•
•

Service line portfolio analysis using a market share-based benchmarking
methodology to provide a common approach for an initial sizing and
prioritization of portfolio market/service line opportunities at the DRG and subspecialty level.
For each key service line, an inventory of facility level capabilities in
programs/services, technologies, and clinical staffing.
Competitive position assessment focuses on each facility’s standing vis-à-vis its
major competitors on multiple factors such as quality, service, access points,
physician alignment, capital spending, etc.
Our market configuration assessment is based on three principles:
o The right configuration model is driven by the market and the competitive
landscape.
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o The model must be re-evaluated over time as the variables are dynamic.
o The optimal model may vary across sub-specialties.
The market configuration model assesses a range of options across a
continuum—highly concentrated, targeted concentration, highly distributed. Our
market configuration assessment is based on several decision criteria—product
life cycle, access, barriers to entry, capital intensity, medical staff overlap,
intensity of competition, geographic boundaries, volume impact on quality,
timing of care and physician/staff resources.
•

Development of business plans that are integrated into facility/market budget and
capital plans.
The hard wiring of service lines plans into annual and long-term financial plans
ensures adequate resources are committed to NHRMC’s current and future
growth.

7.2. Describe what impact, if any, Respondent’s Proposed Strategic Partnership would have
on NHRMC’s ability to improve the timing in securing patient transfers for quaternary
services not offered by NHRMC.
Rapid access to care is crucial for the health of your patients and your organization.
Conduit is your partner in patient navigation, preparing your health system to
streamline transfers and admissions to your facilities. Optimal access to care means
finding the appropriate physician, specialist or hospital quickly and easily.
Advantages of Conduit’s contact center include:
•
•
•
•
•
•
•
•
•
7.2.1.

Regional exclusivity for your health system
Detailed documentation and call recording
Data analytics
Operational efficiency
EMTALA risk avoidance
Registered nurse management of outbound transfers when services cannot
be provided by your organization
Consistent, objective point of contact for patient navigation
Destination placements based on patient needs and preferences
Deep understanding of hospital operations and throughput

Provide detail on how referrals and transfers for quaternary services are
coordinated with hospitals and health systems that have recently affiliated or
partnered with the Respondent.
Conduit manages transfers for a higher level of care for acute care patients in
the hospital setting. Please see process steps on the following page.
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7.3. Describe what impact, if any, the Respondent’s Proposed Strategic Partnership would
have on NHRMC EMS and critical care transport services.
Conduit works under the client’s existing EMS and transport contracts to ensure timely
coordination and response for the appropriate level of transport.
7.4.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on developing innovative care solutions and technology that further supports
service line growth at NHRMC.
The Health System is taking a strategic approach to innovation. This approach
includes memberships and partnerships in multiple health system cohorts, such as
Avia and the Innovation Institute, with a goal to foster outside-in innovation and
inside-out innovation, direct investments in early staged companies and innovation
fund investments in health care innovation incubators. It is through our lens on
research and innovation that we have the ability to change the way we look at and
deliver health care in more innovative and seamless ways. The Strategic Partnership
would expand our current footprint to include NHRMC during the pilot phase of
development. In addition, NHRMC would benefit from projects and pilots that scale
across our existing system. In addition, there may be opportunity to commercialize
internal proficiencies, such as we have done through our recent ventures Harness
Health Partners and Conduit Health Partners.
7.4.1.

Discuss any new medical technologies that could be rolled-out at NHRMC.
As technology solutions such as Evidence Care are scaled across our Health
System, there may be opportunity to partner with us to deploy such solutions
across NHRMC.
Evidence Care is currently being deployed and will the most current medical
content that is delivered quickly in a format that is easily consumed at the
bedside. Evidence Care delivers instantly accessible evidence-based clinical
knowledge at the point of care. The solution allows providers and health care
organizations with a trusted resource to inform treatment decisions, strengthen
patient relationships and improve outcomes.
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7.4.2.

Discuss any genomic medicine programs offered by the Respondent and how
such programs could be introduced at NHRMC to advance NHRMC’s current
efforts to expand this service area.
One of our innovation-funded projects includes a joint venture in a company
that uses pharmacogenetics testing to predict how an individual will respond
to a particular medication. Opportunities such as these will offer the
potential to collaborate and deploy precision medicine tools.

7.4.3.

Discuss what impact, if any, Respondent’s Proposed Strategic Partnership
would have on NHRMC’s Innovation Center.
As our partner, the ability to access and participate in our innovation
ecosystem may offer alternative or harmonized avenues of collaboration. We
have done this when Bon Secours and Mercy Health merged, harmonizing
with market level or scaled innovation and research programs.

7.5.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to further clinical research or participate in grant funding.
Our Research and Innovation Office is responsible for the oversight and management
of a mature clinical research program that includes partnerships with industry and
academic medical centers within many of our markets across the Midwest and
Atlantic coast. We routinely collaborate with partners to submit and operationalize
grant funded research.
7.5.1.

Discuss any clinical trials or other research programs that could be introduced
at NHRMC.
In addition to 7.5. above, the Research Participant Protection Program within
the Research and Innovation Office oversees our 4 IRBs, (including SMART
IRB and our partnerships with commercial IRBs), who in turn manage
hundreds of research protocols and trials conducted by over one hundred
investigators. We offer clinical trial opportunities in the core areas of
Oncology, Cardiology, Ortho and Hepatology as well as Pulmonary, Trauma
and Infectious Disease.

7.5.2.

Provide detail on how clinical research and/or access to grants was impacted
and the type, scope and depth of current research programs/grant participation
at hospitals and health systems that have recently affiliated or partnered with
the Respondent.
Our partnerships with academic medical centers including The Ohio State
University and University of Kentucky provide our physicians and patients
with additional opportunities to participate in research primarily at the
clinical trial level, but there is also opportunity to collaborate on grant
submissions and opportunities through joint ventures.
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8. Ensuring Long-Term Financial Security
8.1.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on ensuring future access to capital for growth at NHRMC. Also address how
and whether Respondent’s Proposed Strategic Partnership will facilitate capitalization
and growth of facilities and other sites of service across the Service Area, including
beyond New Hanover County, understanding the current debt limitations for NHRMC
that preclude this regional health care system from borrowing to build outside of the
County.
8.1.1.

Describe Respondent’s current capital capacity and its ability to access capital.
Our Health System is rated A2 (positive outlook) by Moody’s, A+ (stable
outlook) by S&P and AA- (stable outlook) by Fitch. The system has a strong
balance sheet and maintains ample access to capital markets through a variety
of debt products.

8.1.2.

Describe the Respondent’s budgeting, capital budgeting and capital allocation
processes.
The system prepares a variety of annual and long-range financial budgets and
projections. These financial plans set performance expectations for both the
short-term and long-range planning horizons including expectations on
revenue growth, operating cash flow, operating margin, days cash on hand,
debt to capitalization and the annual capital budget. The annual budgeting
process is initiative- based and takes into consideration both run rate and zerobased assumptions and is approved each December by the Finance Committee
and Board of Directors.
The ELC Capital Committee, a subcommittee of the Health System’s
Executive Leadership Council (ELC), is responsible for developing and
maintaining a capital plan that aligns with the annual operating budget as well
as the long-range plan. Additionally, the ELC Capital Committee approves
individual capital projects over $2.5 million (projects exceeding $50.0 million
require approval by the system Board of Directors) as well as the allocation
of capital capacity among the Health System’s Groups and Shared Services
for routine, IT and strategic needs.

8.1.3.

Discuss how capital is advanced to Respondent-affiliated or partnered
hospitals and health systems.
As referenced in 8.1.2 above, The ELC Capital Committee, a subcommittee
of the system’s Executive Leadership Council (ELC) is responsible for
developing and maintaining a capital plan that aligns with the annual
operating budget as well as the long-range plan in accordance with the Capital
allocation process noted above.

8.1.4.

Describe Respondent’s obligated group. Would NHRMC be made a part of
the obligated group of Respondent?
We do not have an obligated group debt structure. Rather, we have a
corporate debenture MTI structure in which debt is borrowed at the parent
level and funds are loaned to market affiliates and evidenced through
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affiliate loan agreements. A debt restructuring analysis would need to be
conducted to determine if NHRMC would benefit from becoming part of the
system’s credit group, including reducing debt covenant restrictions and
generating debt service savings. We look forward to determining the
optimal transaction structure for our organizations that can best leverage our
access to capital.
8.1.5.

Discuss how Respondent’s existing financial policies and practices would
impact NHRMC in the short-term (1-5 years post-affiliation or partnership)
and the long-term.
Financial policies and practices would need to be evaluated for materiality and
conformity, with the objective of standardizing and streamlining processes
overtime to be consistent with those in use across our other markets. We are
intending to support NHRMC financially and strategically to continue to
provide access and quality to the larger Southeastern North Carolina
community.

8.1.6.

Does the Respondent anticipate any issues with obtaining capital necessary to
fulfill any financial obligations connected to the Proposed Strategic
Partnership?
We do not anticipate any issues in fulfilling financial obligations connected to
the Proposed Strategic Partnership. Interim financing would most likely be
secured through bridge bank loans and subsequently refinanced with
permanent long-term debt in the capital markets. We also have high cash
reserves to support the transaction and our system in the long term.

8.1.7.

Will the Respondent guarantee or otherwise backstop all of the existing longterm debt of NHRMC?
An extensive due diligence process would be necessary to determine the best
structure or changes to the debt of NHRMC. This may include a restructure
of the outstanding debt of NHRMC and replacing that debt with an affiliate
loan with our organization.

8.1.8.

NHRMC’s capital budgets and other estimates of long-term strategic capital
have been provided to Respondent in the Data Room. Will the Respondent
commit to fulfilling these capital investments by ensuring NHRMC’s future
access to capital?
We are committed to ensuring all our facilities and operations are funded
appropriately to ensure the best patient care possible for the long term. We
appreciate the detail and capital process that was used to develop these
projections, and we would make sure these capital requirements are included
in the final negotiated deal structure as strategic and replacement priorities.
Our offer includes capital funding $400 million over the next five years for
strategic and replacement needs, which is our interpretation of NHRMC’s
long-term strategic capital plan.

8.1.9.

Discuss the Respondent’s avenues of access to financial and capital structures,
and how they might apply and help structure NHRMC capital needs.
64

As a strongly rated health care system, we have full access to borrow in
capital markets and is a frequent debt issuer with currently $3.1 billion of
debt outstanding. The system maintains a very diversified debt portfolio and
is planning a significant external borrowing transaction in Q2 2020.

8.2.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on any existing cash and investments held by NHRMC at the time of affiliation
or partnership.
The structure of transaction and governance provisions will largely determine the
response to questions on how cash and investments will be managed. Assuming our
proposal of a full acquisition.
The impact on cash and investments would be largely determined by the structure of
the transaction and governance provisions. Assuming our proposal of full acquisition
is the optimal structure, NHRMC’s existing cash and investment reserves would
remain within current NHRMC ownership’s control
8.2.1.

Does the Respondent commit to allowing existing cash and investments to be
utilized by NHRMC as directed by the NHRMC Board for capital and
strategic investment in the Service Area and/or allowing the distribution of
existing cash to New Hanover County given its ownership of the health care
system operated by NHRMC?
Similar to response in 8.2, any commitments for cash and investments would
need to be in accordance with governance provisions of the transaction. We
would want to ensure the structure optimizes the ability to bring NHRMC into
our credit group for improved cost of capital.

8.3.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on continuing and enhancing the NHRMC Foundation (the “Foundation”).
The Health System’s Foundation maintains local staff and offices in each of our
markets. Therefore, the current “Foundation” would remain with enhancements
offered through our systematized functions, i.e. foundation communications, annual
giving, stewardship, data management, performance and accountability, and
research and analytics. Talented and experienced individuals lead these teams with
associates located in many of our local foundations to deliver comprehensive
fundraising and grant programs for each of our communities and hospitals.
8.3.1.

Does the Respondent offer corporate development and other services that
could enhance the Foundation’s operations and fund-raising efforts?
The Foundation is staffed in a hybrid model – some staff with systemwide
responsibilities and some staff with market responsibilities. System roles
perform certain functions for a particular market, multiple markets, or all
markets. Market roles are primarily major and planned giving, grants, and
board leadership and relations. This provides us the opportunity to deliver
new techniques and tools to any market very efficiently and effectively. It is
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complemented with education, growth, and advancement opportunities for
our associates with the intent to retain the great talent we have recruited.
8.3.2.

Describe the Respondent’s commitment for the Foundation to remain a sole
supporting organization of NHRMC and for any existing Foundation funds,
whether donor restricted or not, to remain allocated for the benefit of
NHRMC.
We strongly feel that fundraising is local with money staying allocated to the
hospital(s) and its ultimate usage determined at the local level. Our
Foundation, working with corporate finance and treasurer, pools all
investments and banking but maintains separate accounts for each individual
local foundation so all existing funds and future funds remain committed to
benefiting the local hospital. This includes unrestricted and restricted funds
raised within the community. Currently, all money raised at the system level,
unless specifically directed by the donor, are distributed equally to all the
local foundations at the end of the fiscal year.

8.4.

Will the Respondent make a commitment to maintain NHRMC’s material payer
contracts and agreements without disruption?
We are committed to providing high quality, cost effective care to the populations
we serve. Our Managed Care strategy reflects this approach as our contracts with
all of the major payers in each of our markets, strives to identify and add new
managed care plans to expand access for employers and individuals, and works with
our aligned payer partners on population health programs for commercial, Medicare
and Medicaid patients. Our intent and commitment would be to work with all
contracted NHRMC payers to maintain all agreements without disruption, explore
new opportunities with them to improve the health and well-being of the North
Carolina residents we would jointly serve, and work to add new payers that share
this vision and are interested in coming to the market.

8.5.

Describe what synergies, if any, NHRMC may have in accessing Respondent’s
corporate services and programs based upon the Proposed Strategic Partnership.
As a proactive response to a challenging landscape the consolidation and
standardization of health care overhead expenses is a key strategy for our Health
System. We have been recognized externally for our deliberate approach in creating
synergies through the development of an operating model that includes a shared
services structure. Beginning with a thorough evaluation process, functional leaders
will align on synergy plans to standardize and harmonize service delivery while
ensuring that we successfully enhance high-quality programs within NHRMC with
the ultimate goal of reducing overhead expenses. This will ensure that we garner costsavings opportunities while leveraging best practices and gaining efficiencies.
8.5.1.

Discuss Respondent’s approach for integrating administrative and corporate
or other shared service programs at NHRMC.
The integration period for current services will vary based on complexity, IT
system standardization schedule and functional priorities driven by health
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system strategies and identified opportunities. We would first identify those
services for integration into a Shared Services structure, then develop a
workplan by service, and finally prioritize the standardization and
integration of each service.
8.5.2.

How does Respondent allocate corporate overhead to its affiliated or partnered
hospitals and health systems?
The allocation of Shared Services expenses would be based on standard
methodologies by function used for all facilities in the health system.

8.5.3.

Discuss how Respondent proposes to introduce corporate overhead charges to
NHRMC.
Overhead charges would not begin until a proper evaluation of potential
synergies and how NHRMC would best fit into the current Shared Services
structure. The allocation would then be paired with an exercise to determine
what expenses would be consolidated into the Shared Services as any
allocation would likely replace any consolidated expenses.

8.6.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on NHRMC’s ability to access grant-funding.
The Proposed Strategic Partnership can only enhance NHRMC’s pursuit of grant
funding, since grant resources are a significant portion of the total revenues
generated by our Foundation. Grant staff members are located in markets with
significant grant-supported programs. The staff also work with the other market
foundations so that all foundations have opportunities to pursue grant funding.
8.6.1.

Describe what impact, if any, the Respondent’s Proposed Strategic
Partnership would have on existing grant-funded programs and services and
other funding sources tied to NHRMC’s tax-exempt status that rely on
NHRMC remaining a non-profit organization.
The Foundation is a tax-exempt non-profit so there would be no impact.

8.6.2.

Should the Proposed Strategic Partnership alter NHRMC’s ability to access
funding tied to NHRMC’s tax-exempt status, provide detail on alternate forms
of funding that would be available to replace current funding.
Again, any partnership with the Health System and its Foundation should not
negatively impact NHRMC’s ability to access tax-exempt based funding. The
partnership does provide an opportunity for NHRMC to access funds from our
system solicitations and there is a process to request matching funds from the
system foundation’s assets. The Foundation has assets established over many
years that are available to support system and market initiatives and priorities.
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9. Strategic Positioning
9.1.

Describe what strategic priorities, if any, for southeastern North Carolina the
Respondent maintains and how a strategic relationship with NHRMC fits into the
Respondent’s overarching strategy based upon the Proposed Strategic Partnership.
Although our Health System does not currently have a presence in southeastern North
Carolina, we are excited about the opportunity to expand our Health System into the
state. Our common values and approach to community-based healthcare will help us
expand our mission in the southeastern United States, as Virginia and South Carolina
represent two of our largest markets. We believe NHRMC and southeastern North
Carolina can be a key growth market for the future of our health system.

9.2.

Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on maintaining or revising NHRMC’s strategic plans and how consistent (or
inconsistent) NHRMC’s strategic planning documents are with the Respondent’s
overarching strategy.
In reviewing your Strategic Master Plan, we believe our two organizations have a
consistent approach to healthcare delivery for our communities in terms of access,
value, and health equity. We believe our partnership can improve the success rate of
the NHRMC long-term strategies through our shared experience in these operations,
our economies of scale, and access to capital.
9.2.1.

Will the Respondent make a commitment to maintain the existing
Management Services Agreement and Clinical Affiliation with Pender
Memorial Hospital?
We do not believe we have any existing conflicts with these agreements and
expect these are critical to the long-term strategic plan of NHRMC. We would
review all information relevant to these agreements, but we would plan to
continue these services.

9.2.2.

Discuss the Respondent’s position on continuing any other contractual
relationships NHRMC has with hospitals in the Service Area.
We do not believe we have any existing conflicts that would require us to
discontinue these relationships.

9.3.

Describe which of Respondent’s system-wide strategic initiatives, if any, would be
introduced at NHRMC as part of Respondent’s Proposed Strategic Partnership.
The Health System looks forward to speaking in detail to many of the strategic
initiatives already outlined within this proposal around quality, community benefit,
ambulatory and physician planning, shared services, etc.
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10. Governance
10.1. Describe what impact, if any, Respondent’s Proposed Strategic Partnership would
have on current NHRMC governing structures, including:
10.1.1.

The authority of the NHRMC Board post-affiliation or partnership (and the
authority of Respondent’s board vis-a-vis NHRMC);

As an introduction to this Section 10 and the following Section 11, please refer to our
Statement of Common Values, which describes our core cultural behaviors of
empowered, agile, unified and committed to the Mission. Those behaviors, which
permeate our operations, promote pursuit of opportunities and exercise of
responsibility at all levels of the Health System in furtherance of a common
commitment to providing high quality health care to all persons, especially those most
in need. We are committed to empowering every associate at the local level to have
a bias for strategic action to help us fulfill our Mission. The core culture behaviors
encourage cooperative and supportive initiatives, driven largely at a local level, which
are in the interest of our entire system.
The Health System serves as the parent company of its operating affiliates. Consistent
with our core cultural behaviors, we have adopted a governance model based on the
principle of subsidiarity which calls for action to be taken by the least centralized
competent authority, in this case, at the local as opposed to a system level. In
accordance, with this approach, the post-affiliation NHRMC Board would be a fully
functioning board. Board members will be those persons currently serving as
directors of NHRMC who are willing to continue their board service, plus two to three
additional members appointed by our Health System. This board will exercise
fiduciary responsibility over NHRMC operations with respect to:
(a) approval of operating and capital budgets and capital plan prepared by local
management, subject to the reserved rights of the corporate member for capital
expenditures over Fifty Million Dollars ($50,000,000);
(b) approval of the annual strategic plan;
(c) market growth, development, and revenue enhancement
(d) service line development, expansion and profitability;
(e) quality, patient safety and patient experience;
(f) development of comprehensive market networks;
(g) creation of integrated delivery models;
(h) provision of clinically integrated holistic care;
(i) population health management;
(j) evaluating the performance of the CEO and providing that evaluation and
making recommendations to the parent member of the NHRMC with respect to
appointing and terminating the CEO;
(k) medical staff formation, recruitment, development and credentialing;
(l) market implementation of system-wide strategies, metrics and goals;
(m) mission formation and provision of community benefit; and
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(n) compliance with the Statement of Common Values.
Under this model, as to each of its wholly owned subsidiaries, we have final authority
over matters typically reserved to a system parent, such as:
(o) organizational mission, vision and values of our health care system and
compliance with the Statement of Common Values;
(p) final approval over strategic plan or any other long-range plans adopted by the
board of NHRMC; final approval over annual operating and capital budget, and
any amendments thereto adopted by the board of NHRMC;
(q) compensation structure for executive and senior leaders, as well as appointment
of chief executive officer;
(r) except for ex-officio Directors appointment of the members and chairs of the
Board of Directors, upon the recommendation of the subsidiary Board of
Directors of the NHRMC, and to remove any such member.
(s) amendments to the governing documents;
(t) creation of any affiliate or acquisition or increase of any Interest in any joint
venture;
(u) sale, transfer, conveyance or grant a lien on, all or part of NHRMC;
(v) merger, consolidation, dissolution or liquidation of NHRMC, or lease, transfer,
pledge or sell all or substantially all the assets of NHRMC;
(w) any capital expenditure, or the transfer or conveyance of any real or personal
property of valued at $50 million or greater;
(x) the incurrence or guarantee of any indebtedness or series of indebtedness valued
at $50 million or greater; and
(y) selection and termination of the NHRMC CEO with consultation of the
NHRMC board
10.1.2.

The composition of the NHRMC Board post-affiliation or partnership
including any new directors appointed by the Respondent on that board;
We believe that the on-going success of NHRMC will depend on strong local
leadership by those who are committed to the mission and success of
NHRMC. In addition, we are committed to maintaining a “community
board,” broadly representative of the community served by NHRMC as
contemplated by Rev. Rul. 69-545. The initial post-affiliation NHRMC Board
will be composed of those persons currently serving as directors of NHRMC
who are willing to continue their board service, plus two to three additional
members appointed by our Health System. Some Board members, such as a
principal executive or that person’s designee, the president of NHRMC, will
serve in an ex officio capacity. We are committed to local governance
leadership determining how the community is best served.
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10.1.3.

The process by which NHRMC Board members will be nominated and
appointed; and
The Board of NHRMC will nominate persons for appointment as directors of
NHRMC post-affiliation. The actual appointment of Board members from
among the nominees shall be made by Respondent as described in the response
to Item 10.1.1., above. Nominations by our Market Boards are, with certain
extremely rare exceptions, universally approved by the System Board.

10.1.4.

The extent and duration of any reserve powers held by legacy NHRMC Board
and/or any decisions of the NHRMC Board that would be subject to further
approval by the County.
Typically, all power over wholly owned subsidiaries of the Health System are
exercised by the subsidiary’s Board and the Health System as described in the
response to Item 10.1.1., above. We have found that this model, as opposed to
a structure involving “legacy” or comparable powers, leads to the best results
for the community served as it best empowers a local Board.

10.2. If applicable to the Respondent’s Proposed Strategic Partnership, discuss any
proposed representation from NHRMC (or residents of the Service Area) on
Respondent’s parent or system board of directors or any of such board’s committees.
Our strategic relationship with and status as a supporting organization of Bon Secours
Mercy Health, Inc. (BSMH) is best supported by our current governance model,
whereby its Board of Directors is comprised entirely of persons who serve on the
BSMH Board. The members of the Health System’s Board committees are persons
serving on its Board, with some minor exceptions for nationally renowned individuals
or persons with unique experience and talents, especially in the case of Respondent’s
Audit and Corporate Responsibility Committee. We are certainly willing to consider
appointing members of the NHRMC community to system-wide roles, including
Board or Board committee membership, where such appointment would be in the best
interests of the larger system.
10.3. Will the Respondent make a commitment to allow local control and decision-making
on hospital-based provider contracts, joint ventures and other physician contracts and
agreements?
Yes, consistent with our response to Item 10.1.1., above.
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11. Proposed Strategic Partnership Structure(s)
In this section, provide an overview of Respondent’s Proposed Strategic Partnership
transaction structure(s). Respondents may provide more than one proposed transaction
structure but should clearly indicate its preferred transaction structure. For each transaction
structure, provide sufficient detail addressing:
11.1. Transaction structure and type of legal arrangement.
The Health System is open to negotiation of any legal arrangement which best suits the
needs of the local community while remaining within the general governance
parameters described in Respondent’s response to Section 10., above. We look forward
to discussing the details of an appropriate structure with you as we move to the next
stage of this process.
The possible structures at this point, and subject to revision as more information is
obtained, would be a sale and purchase of substantially all NHRMC assets or, if
possible, under applicable law, a substitution of membership whereby we would
become the sole member of NHRMC or a management agreement whereby we could
avail NHRMC of our expertise and efficiencies in providing health care services to the
community.
In the case of an asset sale, the Health System would create an acquiring entity which
would serve as the buyer and thereafter operate NHRMC in a manner consistent with
the governance model described in our response to Section 10., above.
In the case of a member substitution, the NHRMC entity would continue to exist and
its governing instruments would be revised in a manner consistent with the governance
model described in our response to Section 10., above.
While a full acquisition is our preferred approach, we are also ready and willing to
entertain a relationship with NHRMC based on the Health System purchasing a
minority interest and/or providing management services to NHRMC. This would allow
NHRMC to remain an asset of the county but avail itself of systems, processes,
management approaches and the like which are used throughout our organization to
provide high quality health care services in an effective and efficient manner. We look
forward to discussing the best approach for the structure with you.
11.2. The key business and legal terms of that transaction structure, including:
11.2.1.

Financial terms, as applicable, including any (a) purchase price based upon of
fair market value of operating assets, (b) financial contributions to the County
or an independent, local foundation whose general charter would be to benefit
the local community, (c) lease payments, (d) funds to support ongoing or
planned capital projects (i.e., capital commitments), (e) funds committed to
strategic growth and expansion, (f) any other financial commitments.
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While the purchase price/purchase price allocation for all NHRMC assets is
contingent upon a quality of earnings analysis that addresses the stability of
NHRMC’s existing revenue base, our offer for NHRMC and supporting
operations is $1,300,000,000. In addition, we will commit to fund
$400,000,000 over the five fiscal years subsequent to the transaction date to
fund the NHRMC capital plan. This offer assumes all excess cash above
normal working capital requirements would remain with the County, along
with all outstanding debts including unfunded pension liabilities. We are
willing to entertain any allocation of the purchase price among the various
categories and needs identified. For example, a significant portion of the
purchase price might be transferred outright to the County, while other
allocations might be made in support of capital improvements or future capital
commitments in excess of the $400 million capital commitment. In total, our
offer is a $1.7 Billion commitment to the County.
As in all our markets, we would develop a locally led foundation office to
generate support for capital and operational needs of NHRMC. This
foundation would operate with support from the Health System but retain
autonomy over funds donated for the benefit of NHRMC.
Any transaction by and among NHRMC, the County and the Health System
will necessarily be a fair market value exchange. The public status of the
County and tax-exempt status of the Health System demand this result. In
addition, the exchange must be on terms that are commercially reasonable and
support the long-term survival and growth of acute and other health care
services for the benefit of the community. Undoubtedly, there will be a range
of fair market value within which the parties may arrive at a negotiated price
which is fair and reasonable. We will engage outside experts to assist us in
determining a range of a fair market value offer for whatever transaction is
finally negotiated.
Suffice it so say that the Health System has achieved the performance success
it enjoys through operating with a keen eye on strategic (and even, nontraditional) opportunities. We would become affiliated with NHRMC and its
community only if it intends for that investment to benefit the community,
facilitate high quality care, provide meaningful engagement for our associates
and be financially successful. There is nothing to be gained by the Health
System not vigorously supporting any investment it makes in NHRMC and the
community is serves. As noted above, our core cultures are indicative of our
alignment with initiatives and support of local providers.
11.2.2.

Discuss with specificity any assets or liabilities that would be excluded from
the proposed transaction.
Regardless of transaction structure the Health System and NHRMC agree to,
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we anticipate acquiring or managing NHRMC as a going concern on a debtfree, cash-free basis. For this reason, we anticipate that there will be as
relatively modest amount of excluded assets or liabilities, with the exception
of the unrestricted cash and investments, related debt obligations, and the
pension liabilities. The ultimate determination of any exclusions will be
arrived at through arms’-length bargaining by the parties. If we agree to a
management agreement, all assets and liabilities would be excluded, and the
arrangement would be purely contractual in nature.
11.2.3.

Note and estimate the value of any other specific financial commitment to the
County, such as payment of property taxes, sales taxes or commitment to
directly fund a community health need.
As indicated in our response to Item 11.2.1, above, we are supportive of use
and allocation of the purchase proceeds among the various categories and
needs identified in any manner desired by the County and NHRMC.
The Health System will care for community health needs, both as a core
component of its mission and in accordance with the requirements of its taxexempt status. Section 501(r) of the Internal Revenue Code requires that all
tax-exempt hospital affiliated with the Health System regularly conduct a
health assessment of the community it serves and identify the greatest areas of
need. This assessment is typically performed in cooperation with local health
departments, other organizations or agencies serving the health care needs of
the community, community leaders and other interested parties. After the
assessment, the hospital must adopt an implementation plan addressing how it
will respond to the needs identified through the assessment.
The Health System makes significant financial commitments in support of
community health, in an amount of approximately $2 million per day, and it
also operates a vigorous community health program. For example, in the City
of Baltimore, our Health System operates six community housing facilities
with more than 500 apartments within the community. These facilities provide
long-term accommodation for people on low incomes and or
households/individuals with special needs, with a focus particularly on care
for the elderly and persons with disabilities. The community health services
supported include substance abuse therapy and treatment services, job search
support, education and a variety of other programs designed to address and
improve the social determinants of health.
Finally, the Health System is also a charter member of the Healthcare Anchor
Network, a national collaboration of leading health care systems dedicated to
improving community health and well-being by leveraging all their assets,
including hiring, purchasing and investment, for equitable, local economic
impact with the goals of positively impacting local determinants of health and
building inclusive and sustainable local economies.
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11.2.4.

Post-closing commitments of the parties as outlined by the Respondent in its
proposal.
Please reference 11.2.1. In addition to the $400 million capital commitment
over the next five years, we are open to allocating a portion of the purchase
price for on-going capital commitments or other key community strategies and
look forward to better understanding these needs. In total, our offer is a $1.7
Billion commitment to the County.

12. Deal Process and Transaction Timing
12.1. If Respondent’s Proposed Strategic Partnership is ultimately selected by the PAG and
the Boards, describe the scope and timing for the following:
12.1.1.

Confirmatory due diligence review of NHRMC;
Our customary approach to due diligence is a continuing review, with
finalization of a negotiated definitive agreement, schedules and exhibits
permitted through closing.

12.1.2.

Obtaining financing for any financial commitments related to the Proposed
Strategic Partnership;
The Health System is sufficiently capitalized to acquire NHRMC and continue
to support the community. The recent syndication by our organization of
Ensemble RCM, LLC (“Ensemble”), a subsidiary of HSP and BSMH, yielded
a return of approximately $1.2 Billion Dollars. Our Health System maintains
cash and has a line of credit that is sufficient to fund the acquisition of NHRMC
and therefore we will not have any third-party finance timing issues associated
the acquisition.

12.1.3.

Obtaining Respondent’s corporate approvals (e.g., approval by its board of
directors); and
Our necessary corporate approvals will be obtained in the normal course at
one the following scheduled meetings: BSMH/HSP Board/Finance &
Strategy Meetings: 5/05/2020 – 8/19/2020 – 10/12/2020 & 12/08/2020.

12.1.4.

Other contingencies or approvals identified by Respondent.
Include but are not limited to, applicable pre-merger notification filings to the
FTC (HSR Application), and the NC OAG (if any). We may also require
receipt of identified material consents to assign certain arrangements/services.
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12.2. In any definitive agreement entered into by Respondent to orchestrate the Proposed
Strategic Partnership, discuss Respondent’s position to the following terms:
We agree to this concept, with the proposed terms in this Section 12.2 subject in all
respects to the negotiation, execution and delivery of a definitive agreement between
the parties, and the approval of their respective governing boards. We have also
provided our Charity Care document as an attachment.
12.2.1.

All NHRMC and County representation and warranties will expire at the
closing, a representation and warranty policy will be obtained by Respondent
and will be Respondent’s sole recourse under the agreement, and there will be
no claw-back or recovery provisions for any financial consideration provided
by Respondent to NHRMC and the County;

12.2.2.

Remedy for any material breach of Respondent’s post-closing commitments
will include a repatriation of NHRMC and/or transfer of certain or all assets to
NHRMC and/or the County, as applicable per model; and

12.2.3.

For any Respondent, including any for-profit corporation (or other taxable
legal entity), the Respondent will agree to all of the following North Carolina
statutory requirements:
12.2.3.1.

The Respondent shall continue to provide the same or similar
clinical hospital services to its patients in medical-surgery,
obstetrics, pediatrics, outpatient and emergency treatment,
including emergency services for the indigent, that the hospital
facility provided prior to the lease, sale or conveyance. These
services may be terminated only as prescribed by Certificate of
Need Law prescribed in Article 9 of Chapter 131E of the General
Statutes, or, if Certificate of Need Law is inapplicable, by review
procedure designed to guarantee public participation pursuant to
rules adopted by the Secretary of the Department of Health and
Human Services.

12.2.3.2.

The Respondent shall ensure that indigent care is available to the
population of the Service Area served by NHRMC at levels related
to need, as previously demonstrated and determined mutually by
NHRMC and the Respondent.

12.2.3.3.

The Respondent shall not enact financial admission policies, or
engage in debt collection practices, that have the effect of denying
essential medical services or treatment solely because of a patient's
immediate inability to pay for the services or treatment.
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12.2.3.4.

The Respondent shall ensure that admission to and services of the
facility are available to beneficiaries of governmental
reimbursement
programs
(Medicaid/Medicare)
without
discrimination or preference because they are beneficiaries of those
programs.

12.2.3.5.

The Respondent shall prepare an annual report that shows
compliance with the requirements of the lease, sale or conveyance
related to the Proposed Strategic Partnership.

12.2.3.6.

The Respondent shall further agree that if it fails to substantially
comply with these conditions, or if it fails to operate the facility on
17th Street in Wilmington, North Carolina as a hospital open to the
general public and free of discrimination based on race, creed,
color, sex or national origin unless relieved of this responsibility by
operation of law, or if the Respondent dissolves without a successor
corporation to carry out the terms and conditions of the lease,
agreement of sale or agreement of conveyance, all ownership or
other rights in the hospital facility, including the building, land and
equipment associated with the hospital, shall revert to the County;
provided that any building, land or equipment
associated with the hospital facility that the Respondent has
constructed or acquired since the sale may revert only upon
payment to the Respondent of a sum equal to the cost less
depreciation of the building, land or equipment.
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BACKGROUND INFORMATION ON RESPONDENT
Please provide a brief overview of your organization, including:
Address of Headquarters:
1701 Mercy Health Place, Cincinnati OH 45237
Designated contact for communications from NHRMC:
David Cannady, Chief Strategy Officer
513-952-4723
dacannady@BSMHealth.org
System Profile
a: Background and history
HealthSpan Partners (HSP), the Respondent, is affiliated with Bon Secours Mercy Health, Inc.
(BSMH) one of the 20 largest health care systems in the United States, with more than 1,000 sites
of care across seven states and Ireland and more than 60,000 associates with $10 Billion in
proforma net operating revenue.
Together, HSP and BSMH (“the Health System”) are governed by a common senior leadership
team and boards of directors with substantial common membership. The Health System provides
more than $2 million each day in charity care, community benefits and government program
services.
The Health System is a 501(c)(3) corporation that exists to promote the health of the communities
it serves through the provision and support of integrated health care services, in a manner that
promotes high-quality care at reduced costs, including provision and support of charity care to the
poor, uninsured and underinsured.
b. Mission, vision and values
Mission: Our mission is to deliver compassionate, high-quality, affordable health care to improve
the health of our communities with emphasis on people who are poor and underserved. In carrying
out our mission, we embody and commit to our core values of compassion, excellence, human
dignity, justice, sacredness of life, and service.
Values:
•
•
•
•
•
•

Compassion
Excellence
Human Dignity
Justice
Sacredness of Life
Service
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c. Description of facilities
The Health System has more than 1,000 sites of care across the US and Ireland, including
hospitals, home health agencies, hospice, skilled nursing and assisted living facilities.
d. Map of facilities/service areas
We have provided this as an attachment.
e. Number of Employees / breakout of employees by type
The Health System has more than 60,000 associates, 2,600 providers in the US and 450
consultants across Ireland.
f. Number of Providers on hospital medical staffs
2,600 providers in the US (employed)
450 consultants in Ireland
g. Number of Employed Providers
2,600
h. Description of any health plans
N/A
i. Description of ACOs/CINs

BSMH has multiple CINs with a total of over 5,000 providers:
•
•
•
•

Mercy Health Select (MHS)
Richmond Good Help ACO
Hampton Roads Good Help ACO
Southeastern Health Partners (SEHP) – A “Super-CIN” partnership between Bon Secours
in Greenville, AnMed and Spartanburg

4. Organization and Leadership
a. Legal organization chart
We have provided this as an attachment.
b. Management organization chart
We have provided this as an attachment.
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c. Biographies of the leadership of your organization and those that would be directly
involved in and responsible for the ongoing relationship with NHRMC
We have provided this as an attachment.
d. Role of physicians in governance and strategic leadership
We have a rich history of engaging physicians and providers in our strategic leadership. Our
Executive Leadership Council has two medical doctors overseeing both clinical operations and
community health. In addition, each of our geographic groups has a medical doctor at the helm.
It should be noted that we have structured our organization with a clinical and operational dyad
at the helm, ensuring that the patient is at the center for everything we do.
5. Corporate Citizenship and Community Partnership
a. Information on charges, services, debt collection protocols and indigent care at facilities
owned or operated by the Respondent
This information is included in the RFP response, Section 3: Achieving Health Equity.
b. Three-year history of community benefit programs
The Health System has a rich history of community benefit programs, which are identified
through the Community Health Needs Assessment process. We embrace our calling to extend
compassionate care to the communities and patients we serve. As an organization, we extend
more than $2 million each and every day in care and programs to individuals and in support of
entire communities. This include charity care, community impact and benefits to the poor and
underserved.
We have provided our Community Health Needs Assessments and Implementation Plans as
attachments.
c. Approach to and processes for engaging with community partners, including
governmental and non-governmental social service organizations
Mission and Community Health have primarily utilized the Community Health Needs
Assessment process to both identify needs, as well as the partners and key stakeholders
associated with programs and services.
We strive to identify public and private organizations that align with our Mission and Values and
then work to align resources to better address identified needs. This process includes establishing
coalitions and/or participating with existing local, regional, or state organizations as necessary.
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6. Operating Information
a. Operational trends / key performance indicators
i. System-wide
We have provided this as an attachment.
ii. Breakout by each major facility
We have provided KPI metrics at the market level and December 2019 breakouts as attachments.
iii. Highlight history for recently-affiliated hospitals/health systems
Our recently affiliated hospitals are:
• BSHS Ireland
• CHS hospitals in VA
• Roper St Francis in Charleston, SC
• Bon Secours and Mercy merger
iv. Operational trends / key performance indicators should include but are not limited to:
1. Staff retention, turnover, and satisfaction rates by type:
We have provided this as an attachment.
2. Inpatient discharges, outpatient visits, visits by type (i.e. emergency, observation, PAC,
etc)
3. Average length of stay, average daily census, number of beds, bed occupancy rate, and
case mix index
For year ending 12/31/2019:
Category

System Total

Admissions

314,093

Inpatient surgeries

76,210

Outpatient surgeries

208,552

Observations

69,057

ER visits

1,375,240

Physician Visits
CMI
ALOS
Licensed Beds

6,289,975
1.64
4.16
9,534

4. Operating Cost per Case for NHRMC’s top five APR DRGs as provided in the Data
Room
4

We have provided this as an attachment.
b. Patient satisfaction survey indicators:
i. Breakout by each major facility
ii. Highlight history for recently-affiliated hospitals/health systems

Facility

Inpatient Patient
Satisfaction Scores

Institute for Orthopaedic Surgery

93.2

Richmond Community Hospital

64.3

Mercy Willard Hospital

83.3

Mercy Allen
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Mercy Tiffin Hospital

79.6

The Jewish Hospital- Mercy Health

76.4

St. Francis Eastside

84.8

Mercy Defiance Hospital

78.9

Mercy Health West

75.1

Mercy Health Fairfield Hospital
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Southampton Memorial Hospital

66.7

Mercy Memorial Hospital

77.4

Mercy Anderson Hospital

73.2

St. Rita's Medical Center

73.1

Mercy St. Anne
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Mercy Regional Medical Center

70.1

St. Elizabeth Boardman Health Center

71.3

Lourdes Hospital

70.8

Marcum & Wallace Memorial Hospital

72.7

Mercy St. Vincent Hospital

70.6

Mary Immaculate Hospital

74.9

Southside Regional Medical Center

62.1

Mercy St. Charles
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St. Joseph Health Center

65.4

St. Francis Medical Center

75.9

St. Francis Downtown

76.2

St. Mary's Hospital

73.6

Mercy Health Clermont Hospital
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DePaul Medical Center

61.1
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Springfield Regional Medical Center

53.5

Rappahannock General Hospital

59.6

Memorial Regional Medical Center

73.7

Southern Virginia Medical Center

54.7

St. Elizabeth Health Center

59.2

Our Lady of Bellefonte
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Maryview Medical Center

64.4

BSMH Overall

71.9

Facility

Emergency Services
Patient Satisfaction
Score

Mercy Health Sylvania Medical Center

86

Mercy Emergency Services- Perrysburg

82.5

West Chester Emergency Department

82.8

Short Pump Emergency Department

81.9

Mercy Health- Harrison Medical Center

83.1

Mercy Health- Rookwood
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Mercy Allen Hospital

77.9

St. Mary's Pediatric ED

75.6

Mercy Willard Hospital

77.5

Mercy Defiance Hospital

76.4

Putman County Emergency Department

77.4

Mercy Health- Western Hills Hospital

73.6

Rappahannock General Hospital

73.6

Mercy Regional Medical Center

73.2

Mercy Memorial Hospital

70.9

Marcum & Wallace Memorial Hospital

69.2

Austintown ED

67.3

Mercy St. Vincent Hospital

67.3

The Jewish Hospital- Mercy Health

66.9

Mercy Health- Mt. Orab Medical Center

66.6

Harbour View Emergency Department

67.1

Mercy St. Anne

66.4

Mary Immaculate Hospital

67.1

Mercy St. Charles

66.5
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Lourdes Hospital

65.3

Mercy Tiffin Hospital

66.4

St. Francis Medical Center

63.3

St. Rita's Medical Center

64

St. Francis Eastside

65

St. Joseph Health Center

61.7

St. Francis Downtown

60

Mercy Health-Clermont Hospital

62.4

St. Elizabeth Boardman Health Center

61.1

Memorial Regional Medical Center

60

Richmond Community Hospital

60.4

Mercy Health-Anderson Hospital

59.4

DePaul Medical Center

58.8

Our Lady of Bellefonte Hospital

57.6

Mercy Health- West

57.9

St. Mary's Hospital

55

Mercy Health-Fairfield Hospital

56.4

St. Elizabeth Health Center

55.3

Springfield Regional Medical Center

73.2

Maryview Medical Center

48.5

BSMH Overall

65.1

In 2018 Bon Secours and Mercy Health merged to form one of the largest health systems in the
nation. In 2019, the system streamlined and harmonized all surveys. Also in 2019, most of Press
Ganey clientele saw a decrease in their patient satisfaction scores and BSMH was able to
improve system wide. The Key Performance Indicator utilized by the system for inpatient scores
is the HCAHPS question “Rate Hospital 0-10” and for Emergency Department scores it is
“Overall Rating of ER Care”. For 2019, the targets were surpassed by the Health System and
there is currently a positive trend for 2020.
As a system for 2019, BSMH performed above the 90th percentile for all three harmonized
quarters for "Nurse communication" and "Staff kept patient informed of new medication”. As a
system, BSMH Performed above the 75th percentile for all three harmonized quarters in
"Provider treated patient with courtesy and respect”, discharge information on problems and
symptoms to watch for and care transitions-"Patient clearly understood purpose of taking each
medication".
Specifically related to our three newly acquired hospitals, two hospitals had drastic
improvements in their scores ranging from 6-10% improvements. The highest performing facility
was able to maintain their score. In speaking with leadership at these facilities, the trend is
correlated to community excitement of joining the Bon Secours Mercy Health family.
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c. Quality improvement processes, approach and scores:
i. Breakout by each major facility
ii. Highlight history for recently-affiliated hospitals/health systems
iii. Include the following measures as available:
1. CMS Hospital Readmission Reduction Program (HRRP), Hospital Acquired Condition
(HAC), and Value-Based Purchasing (VBP) performance
2. Mortality Rates (Composite, Heart-Attack 30-Day, Heart Failure 30-Day, Pneumonia 30Day, Chronic Obstructive Pulmonary Disease 30-Day, Acute Ischemic Stroke 30-Day,
Maternal Mortality Ratio)
The Health System has created a nationally recognized Care Transformation program founded on
the premises of integration and collaboration based on a shared service platform for Quality,
Safety, Risk, and Care Management services. Designated leadership with verticals that report up
from the local level to the system office is the key to scalability of widespread standardization of
care practices. This creates a structure of clinical excellence for partners and owned entities that
provides subject matter expertise and the science of performance improvement in creating blue
prints to drive change. This standardization of priorities, key tactics, change road maps, and
outcome monitoring eliminates duplication and redundancy of efforts at the local level,
achieving economies of scale and efficiency in managing clinical quality and safety outcomes.
A key example of this is the synergy savings achieved with the BSMH merger when
consolidating quality and safety under a shared service structure, while improving in outcomes
such as Hospital-Acquired Infection (HAI) and mortality.
The Care Transformation structure provides the mainframe for our integrated organization’s
quality and safety strategy and is permeable enough to support a various level of integration or
engagement. Analytics, informatics, education, and performance improvement resources are
allocated to the workgroups and collaboratives responsible for driving Care Transformation
outcomes through innovation and applied analytics. Examples include the BSMH opioid burden
metric, the standardized morphine daily equivalent metric, and our falls with injury
measurement. We are large enough to develop test metrics such as our antenatal hypertension
control metric and use our hospitals as a beta test to advance our measurement capabilities, and
further industry-understanding of care outcomes.
2019 marked the first complete fiscal year for the BSMH integration. In that year, through our
reliability framework, we achieved system-wide improvements in many value-based payment
(VBP) outcome measures including a 10% reduction in all cause mort, 11% reduction in heart
failure readmissions, 13% improvement in Acute Myocardial Infarctions readmissions, a 23%
decrease in Catheter-Associated Urinary Tract Infections and a 36% reduction in Surgical Site
Infection-colon. The reliability tactics for performance improvement targets
people/process/technology tactics to standardize care which are scalable across the Health
System. Note: These metrics are internal, and calculations are compared to BSMH-specific
benchmarks.
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The Health System’s VBP success is driven by both our inpatient/ED efforts and specific
population health initiatives. We received no VBP penalties for 2020 and are projected to earn
$3.6 M for 2021. We have no hospital-acquired condition (HAC) penalties projected for 2022.
Over half of our hospitals earned more than 50% of potential earnings from Anthem’s pay-forvalue contracts (referred to as Q-HIP). contracts.
Quality Safety Agenda 2020
The 2020 Quality and Safety Agenda reflects ongoing value-based purchasing priorities and
emerging priorities for healthcare. The quadruple aim will continue to guide our system goals. All
cause readmission, sepsis mortality, and clostridium difficile will remain key focal areas of care.
Our efforts in all preventable mortalities, length of stay, opioid reduction, perinatal outcomes, and
harm reduction (HAI, falls, pressure injuries) continue to have positive impact our on patients and
remain critical to the lives in our care. In addition, we acknowledge an increasing opportunity to
uphold our mission in the areas of resource efficiency, caregiver experience, behavioral health,
and social determinants of health. The 2020 Quality and Safety priorities will continue to unite
our integrated system on the outcomes most essential to our mission.
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Leapfrog Hospital Grade
Not all hospitals are graded by Leapfrog; however, a listing of our applicable hospitals follows.
St. Mary's
MRMC
DePaul
Mary Immaculate
St. Francis Downtown
St. Francis Eastside
Mercy Health- St. Elizabeth Boardman Hospital
Mercy Hospital Clermont
Mercy Hospital Fairfield
Mercy Hospital of Defiance
Mercy Medical Center
Mercy Regional Medical Center of Lorain
Mercy St. Anne Hospital
St. Rita's Medical Center
St. Francis
Maryview
Mercy Health — St. Joseph Warren Hospital
Mercy Health- West Hospital
Mercy Tiffin Hospital
Lourdes Hospital
Springfield Regional Medical Center
OLBH
Mercy Health- St. Elizabeth Youngstown Hospital
Mercy Hospital Anderson
Mercy St. Charles Hospital
Mercy St. Vincent Medical Center
Marcus & Wallace Memorial Hospital
Mercy Health — Perrysburg Hospital
Mercy Health- Children's Hospital
The Jewish Hospital- Mercy Health
Mercy Allen Hospital
Mercy Memorial Hospital- Urbana
Mercy Willard Hospital

A
A
A
A
A
A
A
A
A
A
A
A
A
A
B
B
B
B
B
B
B

C
C
C
C
C

N/A
N/A
N/A
N/A
N/A
N/A
N/A

13

CMS Star Rating

14

d. Past hospital and health system acquisitions:
i. Executive summary of all acquisitions in the past 10 years discussing transaction type
and the operational and financial commitments made by Respondent to the acquired
organization
In 2019, the Health System acquired Southside Regional Medical Center (Petersburg, VA),
Southern Virginia Regional Medical Center (Emporia, VA) and Southampton Memorial Hospital
(Franklin, VA). The three hospitals were acquired from CHS, effective January 1, 2020.
Southside and Southern Virginia align with the Richmond Market, and Southampton aligns with
the Hampton Roads Market. The Health System will bring all three facilities onto a common
ERP platform by May 1, 2020.
In 2014, Bon Secours Health System acquired Chesapeake Health Services (d/b/a
Rappahannock General Hospital), a critical access hospital located between the Richmond and
Hampton Roads Markets. Founded in 1977, the hospital has approximately 200 associates and is
accredited by The Joint Commission. The hospital was struggling financially, and Bon Secours
was already a partner with a minority interest, supporting the Health System through capital
contributions, primary care investments, and the implementation of key systems including Epic.
Mercy Health acquired the 169-bed The Jewish Hospital (Cincinnati) in March 2010. The
Jewish Hospital is a strong performer within the Health System, with a premier blood and bone
marrow transplant center, a brain tumor center, the region’s most experienced mobile
mammography program, and more. The first Jewish hospital in the country, The Jewish Hospital
reflects the Health System’s commitment to serving patients of all faiths, creeds and
backgrounds.
ii. Operating trends / key performance indicator history for each acquired organization
We have provided this as an attachment consistent with request in Section 6.a.
e. Corporate affiliations, joint ventures and other relationships
i. Executive summary of all corporate affiliations, joint ventures and other relationships
with hospitals or health systems in the past 10 years discussing strategic partnership type
and the operational and financial commitments made by Respondent to the partner
organization
The Health System and its subsidiaries are parties to seven significant joint venture arrangements
related to hospital operations. The foregoing is a high-level executive summary of such joint
venture arrangements. As you will see in some of these arrangements, we hold a controlling
interest while in others we hold a minority position.
Bon Secours Richmond Health System, a Virginia non-stock corporation (“the
Corporation”). The Corporation is jointly owned by Bon Secours Richmond, LLC (“BSR”),
which is a wholly owned subsidiary of the Health System, and Richmond Memorial Health
Foundation (“RMHF”). BSR holds an 83% membership interest in the Corporation and RMHF
holds a 17% membership interest in the Corporation. The Corporation serves as the holding
15

company for six direct subsidiary organizations, which operate or support hospital facilities in and
around Richmond, Virginia:
•
•
•
•
•
•

Bon Secours-Memorial Regional Medical Center, Inc.
Bon Secours-Richmond Community Hospital Incorporated
Bon Secours-St. Francis Medical Center, Inc.
Bon Secours – St. Mary’s Hospital of Richmond, Inc.
Chesapeake Hospital Corporation
Rappahannock General Hospital Foundation

BSR has significant reserved powers regarding the operations of the Corporation; provided,
however, that the consent of RMHF is required to: (i) change the Corporation’s purpose; (ii) amend
the Corporation’s Articles or Bylaws in a manner that affects the rights of RMHF; or (iii) admit
new members to the Corporation. All authorities not reserved to the Members are acted upon by
a Board of Directors utilizing a majority vote standard. BSR appoints all the Directors to the
Corporation’s Board, provided that at least two Directors have been selected from candidates
nominated by RMHF.
Bon Secours Charity Health System, Inc., a New York nonprofit corporation (“the
Corporation”). The Corporation is jointly owned by the Health System, WMC Health-NetworkRockland, Inc. (“WMC”) and Sisters of Charity of Saint Elizabeth (“Sisters of Charity”). The
Health System holds a 40% membership interest in the Corporation, WMC holds a 60%
membership interest in the Corporation and Sisters of Charity does not hold an economic interest
in the Corporation. The Corporation serves as the holding company for five direct subsidiary
organizations, with operations in and around Southeastern New York:
•
•
•
•
•

Good Samaritan Hospital of Suffern, NY
Bon Secours Community Hospital
St. Anthony Community Hospital, Warwick, New York
Villas Francis at the Knolls, Inc.
St. Francis at the Knolls, Inc.

WMC appoints 60% of the Directors to the Corporation’s Board, after consultation with BSMH.
BSMH and Sisters of Charity jointly appoint 40% of the Directors to the Corporation’s Board after
consultation with WMC. The Bylaws for the Corporation contain a significant list of reserved
powers for the benefit of the Members.
The Corporation’s hospital subsidiary entities have an exclusive management agreement with
Westchester County Health Care Corporation d/b/a Westchester Medical Center for the day to day
operation of the hospital facilities. Likewise, the Corporation’s skilled nursing facility subsidiary
entities have an exclusive administrative services agreement with Westchester County Health Care
Corporation d/b/a Westchester Medical Center for the day to day operation of the skilled nursing
facilities.
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WMC bears full responsibility for meeting all cash, working capital and other capital needs of the
Corporation and its subsidiaries, including operating losses determined on a cash basis, if any, debt
service obligations of the Corporation and its subsidiaries.
Roper St. Francis Healthcare, a South Carolina nonprofit corporation (“the Corporation”).
The Corporation is jointly owned by HealthSpan Partners (“HSP”), an affiliate of the Health
System and The Medical Society of South Carolina (“MSSC”). HSP holds a 51% membership
interest in the Corporation and MSSC holds a 49% membership interest in the Corporation. The
Corporation serves as the holding company for four direct subsidiary organizations that have
hospital operations in and around Charleston, South Carolina:
•
•
•
•

Roper Hospital, Inc.
Bon Secours-St. Francis Xavier Hospital, Inc.
Roper St. Francis Mount Pleasant Hospital
Roper Saint Francis Hospital – Berkeley, Inc.

The Corporation’s Board of Directors consists of 12 Directors, which are appointed as follows: (i)
HSP appoints 6 Directors; and (ii) MSSC appoints 6 Directors. While the Corporation’s Board of
Directors has significant responsibilities with respect to the Corporation’s operations, the Bylaws
for the Corporation contain a number of reserved powers that require unanimous approval from
the Members. One of these reserved powers relates to the distribution of funds from the
Corporation in order to ensure the Corporation and its subsidiaries are appropriately capitalized to
operate in today’s health care environment.
It is important to note that only Bon Secours-St. Francis Xavier Hospital, Inc. is operated in
accordance with the Ethical and Religious Directives for Catholic Health Care Services (ERDs).
The Corporation and its other subsidiaries operate in accordance with a Statement of Common
Values attached to the Corporation’s Bylaws.
Sentara Princess Anne Hospital, a Virginia non-stock corporation (“the Corporation”). The
Corporation is jointly owned by Bon Secours – DePaul Medical Center, Inc. (“DMC”) and Sentara
Hospitals (“Sentara”). DMC holds a 30% membership interest in the Corporation and Sentara
holds a 70% membership interest in the Corporation. The Corporation owns and operates Sentara
Princess Anne Hospital, an acute care hospital located in Virginia Beach, Virginia.
DMC’s ownership in the Corporation is passive in nature. While DMC has certain reserved
powers, DMC does not have representation on the Corporation’s Board of Directors. Instead, the
Corporation’s Board of Directors is comprised of the Board of Directors identified by Sentara.
The Corporation is not operated under the Ethical and Religious Directives for Catholic Health
Care Services (ERDs). Instead, it is operated under Ethical Performance Standards adopted by the
parties.
Mary Immaculate Hospital, Incorporated, a Virginia non-stock corporation (“the
Corporation”). The Corporation is jointly owned by the Health System and the Congregational
Minister of the Bernardine Sisters of the Third Order of St. Francis and the General Council of the
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Bernardine Sisters of the Third Order of St. Francis. The Corporation owns and operates Mary
Immaculate Hospital, an acute care hospital in Newport News, Virginia.
The Health System determines the number of Directors comprising the Corporation’s Board of
Directors. Except for certain reserved powers outlined in the Corporation’s Bylaws, the Health
System has complete responsibility for the day to day operations of the Corporation including, but
not limited to, approving the capital and operating budgets of the Corporation, approving the
Corporation’s strategic plans and directing and approving the allocation of the Corporation’s
clinical and health care resources.
Community Mercy Health System, an Ohio nonprofit Corporation (“the Corporation”). The
Corporation is jointly owned by the Health System and Community Hospital Health Services
Foundation (“CHF”). The Health System holds a 50% membership interest in the Corporation and
CHF holds a 50% membership interest in the Corporation. The Corporation operates an integrated
health care delivery network with operations located throughout Springfield, Ohio.
The Corporation has multiple tiers of reserved powers, with specific powers allocated to the
executive officer of the Corporation, the Members jointly, and the Members in their individual
capacity. The Corporation’s Board of Directors is comprised of 16 members, 80% of which must
reside or work in the community served by the Corporation’s health care operations. For all acts
of governance not reserved to the Members, the Board takes action based upon a majority vote of
the Directors present at a meeting at which a quorum is present.
West Central Ohio Group, Ltd., an Ohio Limited Liability Company (“the Company”). The
Company is jointly owned by Mercy Health - St. Rita’s Medical Center (“St. Rita’s”), a wholly
owned subsidiary of Bon Secours Mercy Health, Inc., and West Central Ohio Physicians Group,
Ltd. (“Physician Group”). The Company operates an orthopedic focused hospital located in Lima,
Ohio doing business as the Institute for Orthopedic Surgery. St. Rita’s holds a 51% membership
interest in the Company and Physician Group holds a 49% membership interest in the Company.
The Company is governed by a Governing Board that is responsible for all aspects of the
Company’s operations with no specific powers reserved to the members. The Governing Board
consists of five voting members, three of which are appointed by St. Rita’s and two of which are
appointed by the Physician Group. Acts of governance require a majority vote of the Governing
Board at which a quorum is present.
Additional contributions of capital by the members to the Company only occur in the event the
Governing Board of the Company determines that additional capital is required in connection with
the Company’s operations.
In 2016, Ensemble Health Partners was acquired by and became a subsidiary of Mercy Health
for $60M. Leadership remained the same, and the focus on culture and engagement continued.
As a result of the cash infusion, Ensemble continued to grow and in 2019, the Health System
sold 51% of its interest to Golden Gate Capital for $1.2B.
We have provided additional joint venture arrangements as attachments.
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ii. Operating trends / key performance indicator history for each corporate affiliation, joint
venture or other relationship with a hospital or health system
We have provided this as an attachment within the financial information in Section 8 of this
request.
iii. Summary of any corporate affiliations, joint ventures and other relationships excluding
those with hospitals or health systems provided in e.i.
We have provided this as an attachment.
f. Hospital Accreditation agency and most recent report for each major facility
We have provided this as an attachment.
7. Corporate Services
a. Major information technology platforms and capabilities
i. EMR(s)
BSMH uses the Epic EMR and revenue cycle platform across the enterprise, currently with two
instances internally branded as CarePATH and ConnectCare. Epic is used across the care
continuum spanning practices, acute care, and home health. BSMH has received numerous
awards acknowledging excellence in information systems including the HIMSS Davies award,
HIMSS EMRAM Stage 7, and most recently 2019 Most Wired Level 9.
ii. Integrated business applications covering core processes (financial management,
operations data, supply chain)
After its merger a year ago, BSMH decided to implement the Workday ERP solution across the
Health System. Currently live on the Workday Human Capital Management solution, BSMH
will soon go live on Workday’s Finance and Supply Chain modules, positioning the Health
System to implement transformational core process capabilities.
With the increasing influence of consumerism and digital capability requirements in healthcare,
BSMH is investing significantly in a customer engagement solution encompassing enhanced
digital engagement, customer 360 view, omni-channel integration, and robust algorithms and
workflows.
b. Please provide a summary of your organization's shared corporate service resources that
NHRMC could access:
The Health System implemented a shared services model in 2018 following the merger of Bon
Secours Health System and Mercy Health. Over the last year, we have realized significant
monetary savings and increased efficiency as a result of this aligned structure.
Built with scale in mind, a shared service uses the same structure, processes and technology
across all markets.
Shared services include:
•
•
•

Enterprise Risk
Finance
Human Resources
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•
•
•
•
•
•
•

Information Technology
Marketing
Managed Care
Real Estate and Construction
Revenue Cycle
Strategy
Supply Chain

8. Financial
a. Financial performance including audited financial statements for the last three (3)
completed fiscal years and year-to-date financial statements
The Health System’s audit is not yet complete, and we have not released our financial results.
For 2018, with the merger, BSMH has a 4-month audit (9/1-12/31/2018) and prior to that, we
have separate BS and MH audited financial statements.
We have provided this as an attachment.
b. Recent Appendix A from bond offering
We have provided this as an attachment.
c. Most recent rating agency reports
We have provided this as an attachment.
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