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Introduction  

For FY 2020, the Green Mountain Care Board will collect the following non-financial information in advance of the annual budget 

submission: 

I. Quality Improvement Initiatives 

II. Access to Care/Wait Times 

III. Community Health Needs Assessment (CHNA) 

 

This change streamlines the budget submission to focus mainly on financial matters, while ensuring that the Board has the necessary quality, 

access, and community needs information available to inform the hospital’s budget review. The Board also has substantial information about 

each hospital’s participation in delivery system reform through the accountable care organization budget process and will use that information 

in the review to determine how and to what extent a hospital is committed to health care reform. In addition, enhanced financial reporting is 

required this year due to challenges facing community hospitals; bifurcating the reporting will assist hospitals in meeting these reporting 

requirements.  

 

Submissions  

Using the provided templates, hospitals are required to submit by April 30, 2019. 

 

Email submissions to: 

Agatha Kessler   Agatha.Kessler@vermont.gov; 

Harriet Johnson  Harriet.Johnson@vermont.gov  

 

 

 

 

 

 

 

 

 

 

 

mailto:Agatha.Kessler@vermont.gov
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I. Quality Improvement Initiatives 

Using the space labeled “Hospital Response,” please describe hospital initiatives addressing the quality measures results that are listed by health service area, 

county or hospital.9 

 

1. Vermont All-Payer Model Quality Measures by Hospital Service Area  

Table 1a: Blueprint Profiles – Blueprint-Attributed Vermont Residents (CY 2017) 

 
 

Hospital Response: 

                                                           
1  Measures with no target listed are those measures that have targets based on national percentiles rather than rates. 
2 Rates shown are for Medicaid only.  
3 Lower scores indicate better performance.  
4 Rates shown are for Medicare only. 
5 Rates shown are for Medicare (ages 18-85) only. 

 
 
 
 
 
 
 
 
 



Table 1b: Behavioral Risk Factor Surveillance System Survey – Respondents to Survey of Random Sample of Vermont Residents (2017)6 

 
Hospital Response: 

2. Vermont All-Payer Model Quality Measures by County 

Table 2a: Blueprint for Health Hub and Spoke Profiles - All Vermont Residents Utilizing Services (2016)7 

 
Hospital Response: 

                                                           
6 Indicators shaded in green are statistically better than the statewide rate; indicators shaded in red are statistically worse than the statewide rate. 
7 Indicators shaded in green are statistically higher than the state average; indicators shaded in red are statistically lower than the state average. 
8 The State reports these rates for Hubs & Spokes per 100,000. For consistency with the APM, rates shown have been calculated per 10,000. 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 



Table 2b: Vermont Department of Health Vital Statistics Data - Vermont deaths by county of residence (released 1/2019)10* 

Hospital Response: 

3. Vermont All-Payer Model Quality Measures by Hospital

Table 3: Vermont Uniform Hospital Discharge Data Set (VUHDDS) - Vermont Residents and Non-Residents Utilizing Services

Hospital Response: 

9 Count of overdose deaths by county January through October 2018 – these numbers will continue to be updated as data become available.  
10 Shown as percent change from 2016-2017.  
11 This is not an All-Payer Model measure. Information provided to give context and help frame narrative response; shown as percent of mental health and substance use-related 
ED visits resulting in an admission in 2017. 



Table 4: Health Service Area/Hospital Crosswalk 



II. Access to Care/Wait Times

As of March 1, 2019, provide wait times for all employed provider practices. Wait times should be measured based on the third next available appointment, as 

defined by the Institute for Healthcare Improvement (IHI). Hospitals that are unable to report using the IHI measure should explain why they are unable use the 

measure and describe the alternative measure in detail.  Please mark “NA” if the specialty is not offered by the hospital. 

Third next available 

appointment (in Days) 

Alternative Measure Comment, if applicable 

Dermatology 

Digestive Services 

Ear, Nose, Throat 

Endocrinology 

General Surgery 

Hematology/Oncology 

OncologyHepatology 

Infectious Disease 

Internal Medicine 

Nephrology 

Neurology 

Obstetrics/Gynecology 

Ophthalmology 

Orthopedics 

Palliative Care 

Pediatrics 

Physiatry/Rehabilitation 

Podiatry 

Primary Care 

Pulmonology 

Rheumatology 

Sleep Medicine 

Urology 

Other (describe in comment) 

Hospital Explanation (if necessary): 

http://www.ihi.org/resources/Pages/Measures/ThirdNextAvailableAppointment.aspx


III. Community Health Needs Assessment (CHNA)

1. Identify community needs from the hospital's most recent CHNA. Prioritize the needs numerically, with one (1) representing the highest priority.
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2. When are the CHNA and implementation plan scheduled to be updated?

3. Please provide a link to the most recent CHNA and implementation plan.



4. What budget/resources are allocated to the implementation plan to support community health needs identified in the CHNA? For which needs? Please

describe.

5. The GMCB recognizes that hospitals use Schedule H of their 990 (question 7e-k) to record ""community benefits", and that expenses recorded in this

section may not be comprehensive of total community investments.

To better understand the connection between Schedule H and CHNA, if any, please describe how program funding identified in question 7e-k of

Schedule H relate to your CHNA and implementation plan.

https://www.irs.gov/pub/irs-pdf/f990sh.pdf

	Hospital Response_2: Copley Hospital provides referrals to patient’s reporting that they do not have a usual primary care provider during utilization of services in the Emergency Department. The Hospital owned Women’s Center joined the Women’s Health Initiative through the Vermont Blueprint for Health. The Women’s Health Initiative ensures that health providers, primary care practices, and community partners work together to share resources to identify and help women by supporting healthy pregnancies, avoiding unintended pregnancies, and build thriving families through enhanced screening, brief in-office interventions, comprehensive family planning counseling and referrals to services for mental health and substance use disorders, interpersonal violence, food insecurity, housing instability and trauma. 
Mansfield Orthopedics has implemented Blood Pressure screenings on new patients at both the Waterbury and Morrisville Clinics.  The clinics were educated on evidence based guidelines, proper use of BP devices, and appropriate referrals based on screening results.
	Hospital Response_3: Copley Hospital collaborates with community partners to coordinate referrals for patients who wish to receive Medication Assisted Treatment (MAT).  Patients from the Emergency Department (ED) and Inpatient areas are referred to MAT if appropriate as part of our standard discharge planning process.  
Though Copley Hospital doesn’t have an employed MAT provider or own any primary care practices, we have developed collaborative relationships with experts in the substance abuse field. Currently, Copley Hospital partners with Lamoille County Mental Health Alcohol and Substance Abuse Prevention (LCMH ASAP), Community Health Services of Lamoille Valley’s (CHSLV) Medication Assisted Treatment (MAT) team, Treatment Associates and the BAART clinics. Our CMO attends regular meetings of the Healthy Valley Lamoille County Coalition to discuss community needs with key community leaders and clinicians. Our ED Referral Specialist also provides short-term case management until patients are able to get connected to appropriate MAT services. 



	Hospital Response_4: Copley Hospital Emergency Department (ED) will admit patients for medical stabilization that have a secondary need for mental health care; an overdose patient is a good example. Our care model relies on our partnerships with Lamoille County Mental Health and other regional agencies to provide crisis intervention for this population. The Recovery Coaching Program provided by North Central Vermont Recovery Center will be expanding the role of the peer coach this year to include providing patient/family education in the use of naloxone (Narcan) for opioid overdose rescue. In this expanded role, the recovery coach will be able to provide naloxone to patients/family/friends through state funded programs in order to facilitate rescue efforts for unintentional opioid overdoses.


	Hospital Response_5: In FY18, Copley’s Emergency Department treated 154 patients with a primary complaint relating to Mental Health Crisis, 14 of which were admitted to the inpatient area for medical stabilization, 68 of the 154 patients were transferred to other hospitals for inpatient Mental Health care and 72 were discharged to home from the ED with an outpatient follow up care plan. The average length of stay for those patients was 08 hours 45 minutes with a median time of 05 hours 36 minutes. The LOS ranges were 01 hours 10 minutes to 147 hours 12 minutes. 
In calendar year 2018, the ED Social Worker worked with 1102 unique patients developing 1274 referrals to community support agencies. 
We completed renovation on an existing ED Treatment room into a safer room which is a more therapeutic environment for our patients that require one-on-one observation. Currently internal staff across the hospital provide this one-on-one supervision.   FY 19 Management of Aggressive Behavior (MOAB) training has been provided to 74 staff members and will continue to be offered.  Our ED Social Worker also works collaboratively with Lamoille County Mental Health and Behavioral Health & Wellness Center and is often able to continue to be available to follow the patient throughout the first few weeks of their recovery. 

	Hospital Explanation if necessary: 
	Text1: COPLEY HOSPITAL
	Hospital Response: Copley, as an integral partner, of the Unified Community Collaborative/Accountable Communities for Health Team (UCC/ACH) continues to work in collaboration with community partners to address shared population health goals; specifically through increased screening opportunities, education and improvements in referral and coordination of care processes.  Copley Hospital works collaboratively with community providers, social service agencies, town officials and business leaders to address what can be done to impact the above quality measures. Collaboration with other community organizations has allowed for more efficient use of community resources, decreased duplication of services and has contributed to improvements in access and availability of needed services to ensure that all clients receive the right care, at the right time, by the right provider.  Copley supports the mission and vision of all of our community partners and recognizes the importance of our primary care partners in moving the needle on many of the above quality measures.  
In FY19, Copley finalized a new relationship with the Recovery Coaching Program provided by North Central Vermont Recovery Center. The Recovery Coaching Program offers an alternative approach to support those that are or who wish to be in recovery. This partnership uses a peer coaching model and will be available to patients in the Emergency Department that are identified or request needing assistance with substance use. While this program is in its’ infancy, we have already connected more than a dozen patients to the coaching service, many of them who are now participating in outpatient support groups. Copley Hospital and Community Health Services of Lamoille Valley (CHSLV) continue to   partner to fund the position of “Community Referral Specialist.”  The referral specialist position is designed to support activities such as screening and to ensure timely follow-up and tracking of patients that have been referred to a Primary Care Provider (PCP) and/or community agency for treatment and/or services.  Copley Hospital’s Wellness Center, with the addition of a RiseVT-Lamoille staff member has been able to increase both screening and referrals to ensure appropriate treatment and services are being received to those screened.  FY 19 (Oct-April) data shows that 562 community members have received Blood Pressure (BP) screenings.  Two hundred and six of our community partner’s employees have received a comprehensive preventative health screening.  Being a RiseVT partner means that we our able to support and add to our community partners’ work by providing education to local businesses, schools and municipalities where we encourage healthier choices and lifestyles. We have also been able to increase the number of flu clinics, and health screening clinics offered to community members.  

	Dermatology 1: 
	Hematology and 1: 
	Digestive Services 1: 
	Ear Nose Throat 1: 
	Endocrinology 1: 
	General Surgery 1: 
	Hepatology 1: 
	Infectious Disease 1: 
	Internal Medicine 1: 
	Nephrology 1: 
	Neurology 1: 
	ObstetricsGynecology 1: 
	Ophthalmology 1: 
	Orthopedics 1: 
	Palliative Care 1: 
	Pediatrics 1: 
	PhysiatryRehabilitation 1: 
	Podiatry 1: 
	Primary Care 1: 
	Rheumatology: 0
	Pulmonology: 0
	Sleep Medicine 1: 
	Urology 1: 
	Other describe in comment 1: 
	Dermatology: 
	Digestive Services: N/A
	Ear Nose Throat: N/A
	Endocrinology: N/A
	General Surgery:  1 DAY
	Hematology and: 0= INFUSION THERAPY
	Hepatology: N/A
	Infectious Disease: N.A
	Internal Medicine: N/A
	Nephrology: 0
	Neurology: N/A
	ObstetricsGynecology: AVERAGE 69 DAYS
	Ophthalmology: N/A
	Orthopedics: 66 DAYS
	Palliative Care: O
	Pediatrics: N/A
	PhysiatryRehabilitation: PT/MO= 5 DAYS PT/CH= 8 DAYS OT = 4 DAYS
	Sleep Medicine: N/A
	Urology: N/A
	Other describe in comment: 117 Days
	Dermatology 2: 
	Digestive Services 2: 
	Ear Nose Throat 2: 
	Endocrinology 2: 
	General Surgery 2: 
	Hematology and 2: Oncologist is here to see patients 1 day Every other week .  New patients could wait 12 days for his EOW availability in Morrisville.  However if the patient needs to be seen sooner the oncologist is able to fit him in at CVMC. 
	Hepatology 2: 
	Infectious Disease 2: 
	Internal Medicine 2: 
	Nephrology 2: Tele-med as needed
	Neurology 2: 
	ObstetricsGynecology 2: Certified Nurse Midwifes 42.5 Days OB/GYN MD-26 Days 
	Ophthalmology 2: 
	Orthopedics 2: Average of current MD, PA,NP
	Palliative Care 2: 
	Pediatrics 2: 
	PhysiatryRehabilitation 2: MO-Mansfield Ortho CH-Copley Hospital 
	Primary Care: N/A
	Podiatry: N/A
	Pulmonology 2: Telemed-2/times a month
	Podiatry 2: 
	Primary Care 2: 
	Rheumatology 2: Telemed-Appts available at Copley 1/month
	Sleep Medicine 2: 
	Urology 2: 
	Other describe in comment 2: Cardiology Clinic
	1: 
	2: 2
	4: 
	3: 4
	5: 1
	6: 
	7: 
	8: 
	9: 3
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	17: 
	18: 
	19: 
	21: 
	22: 
	20: 
	Text2: 
	Text3: 
	Text4: 
	CHNA 2: The CHNA/Implementation Plan was completed in 2018 and is due to be updated in 2021.  
The Annual Progress report is due June 1, 2019.


	CHNA 3: https://www.copleyvt.org/wp-content/uploads/2018/09/Copley-Hospital-CHNA-and-Implementation-Report_FINAL.pdf  
	CHNA 4: In FY20, we plan to continue collaboration to implement and expand upon activities and programs that have been identified as hospital priorities as identified in our community health needs assessment. The Hospital continues to host a collaborative community blog, LiveWellLamoille.com, which has a robust schedule of content on social media platforms designed to address all the social determinants of health with a goal of providing tips, resources and encouragement to help residents make healthy choices.   Copley has budgeted $10,000 to support the work that is done by Lamoille County House, the only homeless shelter in Lamoille County.  This funding will be used to support the mission to provide a safe refuge to adults experiencing homelessness as well as provide addition services/support including access to safe reliable transportation.  Copley will continue to also provide laundry services for the Lamoille County House. In FY19, (as of March 31) Copley has laundered over 880 pounds. Community Health & Wellness and Diabetes Education services will also be included in FY 2020 funded by Copley.  This includes funding of a 0.4 FTE RiseVT Coordinator position. Copley also provides local EMS with access to pharmaceuticals.  Copley Hospital will also continue to invest in education and training to support recruitment and retention through partnership with Vermont Technical College and Northern Vermont University.  Copley has budgeted a 1.0 FTE to meet the increased demands on our 1:1 sitter program.  Currently in FY19 our internal staff have covered over 941 sitter hours. The sitter role has become critical in our mission to provide patient centered personalized care to meet patient’s behavioral health needs.  Improved safety and care for those patients that are suicidal or who are combative, confused, distressed or at high risk for falls have benefited from this program. 


	CHNA 5: Schedule H Community Health Improvement Services & Community Benefit Operations (Line 7e)
Community Health & Wellness Dept/Diabetes Education – $100,208.50
Copley has identified these activities as supporting improvement in our community. These services do not generate revenue and are subsidized by Copley Hospital to support our collaborative community work.
• VTRISE 0.4 FTE/Benefits
• ED referral specialist 0.5 FTE(Shared FTE cost with FQHC)
• Flu/Community Health Screenings
Copley has identified these activities as directly impacting activities associated with meeting the goals in our Community Health Needs Assessment. Community Benefit Operations-$11,108.22
Transportation, pharmaceuticals
Donations
EMS pharmaceutical



