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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:

l. Quality Improvement Initiatives
. Access to Care/Wait Times
1. 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
mailto:Harriet.Johnson@vermont.gov

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.

1. Vermont All-Payer Model Quality Measures by Hospital Service Area
Table 1a: Blueprint Profiles — Blueprint-Attributed Vermont Residents (CY 2017)

Statewide Rate st st White
Measure (All-Payer Barre Bennington | Brattleboro | Burlington | Middlebury | Morrisville | Newport | Randolph | Rutland | Springfield -
Model Target)! Albans | Johnsbury River
Percentage of Medicaid
adolescents with well-care 71% 64% 73% 68% 76% 72% 66% 75% 66% 59% 72% 74% 73% 75%
visits?
:’""'at"’" of alcohol and other 21% 44% 38% 52% 42% 27% 45% 33% 40% 41% 42% 38% 37% 37%
rug dependence treatment
Engagement of alcohol and
other drug dependence 34% 31% 29% 34% 38% 43% 43% 32% 42% 34% 27% 35% 27% 32%
treatment
:ﬁ::;;':i‘:’::nﬁe;ea“h éiﬁ ) 77% 76% 71% 65% 71% 67% 66% 60% 69% 66% 71% 63% 66%
30-day follow-up after 23%
discharge for alcohol or other (40%) 25% 23% 15% 23% 18% 32% 21% N/A 19% 19% 32% 23% 26%
drug dependence
Diabetes HbAlc poor control
(part of Medicare composite 11% 10% 8% 13% 11% 13% 9% 11% N/A 14% 10% 14% 11% 10%
measure)®*
Controlling high blood pressure
(part of Medicare composite 65% 71% 69% 68% 60% 62% 64% 67% 71% 62% 64% 66% 74% 60%
measure)®
Appropriate asthma medication 77% 75% 75% 74% 76% 78% 76% 84% 75% 79% 82% 74% 79% 77%
management (50% compliance)

Hospital Response:

Themeasureaboveareamongthosetrackedregularlyeitherby practiceor system-wideandreportedon internallyandthroughreportsspecificto VT Blueprintand/orOneCaré/ermontattributions. Our Quality ImprovementSpecialisanda PanelManagemwork with
healthcentermanagemertb increasehe numberof diseaseer service-specifipanelreportsthatarerun on amonthlyor quarterlybasis.Since2017,we expandedndupdateda “measuremanual”availableto all staff which helpsthemuseour EHR asintendedo get
creditin reportingfor providingthe standarcf careto the populationscitedabove. This information,andtheinternalandexternaldatawe haveclinical quality measuresaresharedanddiscussedi-monthlythroughour QI Collaborative;a 150 minutemeetingwith over
40 attendeesonsistingof teammemberdrom eachof our medicalhomes.

In betweerQI collaborativemeetingspur QI PracticeFacilitatorworks on-sitein eachmedicalhome to helpourteamsunderstanddesign test,andimplementevidence-basegrocesshangeso improvethe quality of careprovidedto patientsin the populationsnamed
above Examplesncludeworkflow changego increasautilization of plannedvisits for disease-specificare learningandadoptingthe CHT algorithmon complimentaryservicego help supportpatientswith diabetesandprovidingeducatiorto PCPson newmedications
andmedicationprotocolswhile decreasingvait timesfor patientswith diabetego betrainedby CDEsto usenewmedicationghrougha ‘same-daystart’ initiative. Thefacilitator alsoshareghe strategiesrom the HTN Toolkit andtherecentDiabeted_earning
Collaborativehostedby the Departmenbf HealthandOneCaré/ermont,andhelpspracticesevaluatenhich strategieso implementandmovethroughPDSAwork to developsustainablestandardizegrocessesSMCSalsoincreasedhe numberof complimentary
servicesavailablein the aforementionealgorithmthroughcontinuedstaffing of our integratedbehaviorahealthdepartmentweekly accesso aNP CDE who cando clinical consultswith providersor consultvisits with patientsandimplementatiorof a Lifestyle
Medicineprogramwhich alsohelpedus establistour EmployeeHealthimprovemen®rogram.

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)°

Statewide Rate = & White
Measure (all-Payer Barre Bennington | Brattleboro | Burlington | Middlebury | Morrisville | Newport | Randolph | Rutland | Springfield ) . .
Albans | Johnsbury River
Model Target)
Percentage of adults reporting a7%
that they have a usual primary (89%) 88% 90% 89% 90% 85% 89% 91% 90% 88% 88% 89% 85% 85%
care provider
Prevalence of chronic disease: 6% 2
COPD (<7%) 6% 7% 7% 4% 6% 7% 10% 4% 9% 7% 7% 7% 8%
B L i 26% 29% 25% 24% 22% 24% 26% 27% 31% 29% 29% 29% 26% 25%
Hypertension (£26%)
Prevalence of chronic disease: 8% 9% 9% 9% 6% 9% 8% 10% 9% 11% 12% 10% 10% 9%
Diabetes (=9%)

Hospital Response:

Thanksto our Quality ImprovementSpecialisendPanelManager SMCShasestablisheanonthly activitiesrelatedto panelsof establisheghatients They haveworkedwith practicemanagemertb publishpolicieson theadministrativeprocessealsoneededo maintainextremelyaccurate
providerpanels Theseafford SMCSup-to-datenformationon utilization of our PCPsallowsoutreachto patientswho havenotbeenseenin overayear,streamlinegcommunicatiorto our patients- andsupportsnoreeffectiverebalancing whenproviderrosterschange. Thesepanelsalsohelp
providersandpracticemanagersinderstanavhatthe prevalenceateof HypertensionDiabetespr COPDis atany giventime for a particularPCPor healthcenter. This helpshighlight variationbetweerprovidersandhealthcentersandallowsthe facilitator andpracticeso shareandexplore
whatprocessemayfeedreducedncidenceof chronicconditions. SMCSalsocontinuego participatein andutilize Stateprogrammingandpublications)ike the Diabeted earningCollaborativeandthe HTN Toolkit, to helpunderstan@nddocumentheindicatorsof diseaseisk andimprove
the carewe provide,includingaccurateneasuremertf blood pressureperthe AmericanHeartAssociation We canalsorun panelson thesepopulationsandwe candesignandprovidepreventiorandrisk educatiorthroughour patients'visit summariesThanksto our CHT staff, we arethen
ableto usethesepanelsasneededvhenwe offer outreachandeducatiorto patientsof particularrisk categorieshroughouthe calendaryear. Opportunitiesor patientsincludeour PreventingT2 classescookingclassesMove 2 ImproveandTai Chi classesandprogrammingn partnership
with the EdgarMay HealthandRecreatiorCenter. A 4-pagefull-color brochurepromotingclassesandaccompanyingoster arepublishedeachquarteranddistributedwidely throughour healthcenterscommunitysites,andonline.

SMCSalsocontinuedo utilize aHealthAccessCoordinatomwho, hasawidely publicizeddirectphonenumberand,providesnavigationservicedo patientsvho desirecarefor anacuteneedand/ora primary careprovider. In 2018,the establishcareprocessecamemorestreamlinedvhen
practicesagreedo havethe HealthAccessCoordinatorenternew patientsdirectly into eachhealthcenters'schedulejnsteadof havingto do awarmhand-offto receptionstaff at the healthcenter. The HealthAccessCoordinationinteractswith over600patientsperyearandin 2018alone
helpedover 350 patientssuccessfullyscheduleandattendan establishcarevisit with a SMCSPCP.

2. Vermont All-Payer Model Quality Measures by County
Table 2a: Blueprint for Health Hub and Spoke Profiles - All Vermont Residents Utilizing Services (2016)’

Statewide
Measure [R:;:;{;S;O;:u} Addison | Bennington | Caledonia | Chittenden Essex | Franklin Glr;:d Lamoille | Orange | Orleans | Rutland | Washington | Windham | Windsor
Model Target)
# per 10,000 population ages
18-64 receiving Medication 2,076
. .. (162) 77 108 158 127 116 208 135 106 125 213 202 163 161 177
Assisted Treatment for opioid
150
dependence®

Hospital Response:

In cooperatiorwith communitypartners includingthe parent-childcenter,Turning Point,thelocal Designated\gency,the AHS’ local SubstancébusePreventionConsultantthe SpringfieldPreventionCoalition,andParksPlace- memberof our
CHT andSpoketeamhelpedfuel a collectiveimpacteffort, throughmonthly meetingsstartingin 2017,in responséo statedataon initiation, engagemerandtreatmenbf substanceisedisorders. Sincethis work began anddrawingon the knowledge
of the Preventiorgroupof ProjectACTION, newstrategiehavebeendesignedandimplementedn local EDs, outpatientsettings andat Turning Point, to helpthe communityunderstané@ndimprovetimely accesdo treatmentandrecoveryservices
in the SpringfieldDistrict. Relatedto this, we areworking to supportfollow up afterdischargdor mentalhealthor substancesethroughour HealthAccessCoordinatomwho receivescallson a daily basis- from CareManagersat SpringfieldHospital,
TheWindhamCenter BrattleboroRetreat Dartmouth SerenityHouse Alternativesandotherfacilities — andprovideshospitaldischargedollow up appointmentsvithin 7-daysto patientswith, or without, andestablishe®MCSPCP.

PertheBlueprintandthanksto the supportof our integratedoehaviorahealthteam,SMCShasalsoimplementedScreeningBrief InterventionandNavigationto ServiceSBINS)in 4 of our 5 medicalhomesasof 2/1/19andarescreeningnorethan
150patientspermonthfor behaviorakindsocialdeterminantsf healthin orderto directserviceso thosewho mayneedthemandhelpaddresdarriersto managemenaf chronicconditionsandcontributingfactorsto diseaseisk.

5 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)

Statewide
Count - . . . . Grand . . . .
Measure (All-Payer Addison | Bennington | Caledonia | Chittenden Essex Franklin 1sle Lamoille | Orange | Orleans | Rutland | Washington | Windham | Windsor
Model Target)
Deaths related to drug 117
overdose® (115) 5 9 3 16 0 7 0 3 6 3 18 13 19 15

Hospital Response:

In additionto the collectiveimpactcommunityworkgroupdescribedn 2a,representativesf SMCS'CommunityHealthTeamandSpokeTeamhave
participatedn aWindsorCounty-wide"summitto reducedeathgelatedto drugoverdose'andfollow up actionmeetingdo improvethe communityresponseo
addiction. Theseeffortsincludedtwo communityforums- onein Bellows Falls (WindhamCounty)andonein Springfield(WindsorCounty)to improve
knowledgeandawarenessf the scienceof addictionandhow to accesassistancandtreatment. Additional activitiesincludedsimilar training for all staff and
providersat eachpracticewithin SMCS,andexpansiorof MAT providersat SMCSpracticedn Springfield,CharlestowrandLudlow.

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

Statewide Rate

Measure (All-Payer BMH CvYmC CH GMC GCH MAHHC NCH NMC NVRH PMC RRMC SVMC SH UVMMC
Model Target)

Rate of Growth in number of 5%
mental health and substance (3%) 19% 6% -5% -10% 5% 29% 4% 15% 7% -12% 0% 5% 9% 6%
use-related ED visits*’

Percent of mental health and 17%
substance use-related ED visits (N/A) 4% 28% 7% 13% 2% 1% 4% 7% 14% 3% 32% 7% 20% 16%
resulting in admission!!

Hospital Response:

Theactivitiesdescribedn items2aand2b includedaddressinghe mentalhealthandsubstance-uselatedvisits in the ED. Datapointsrelatedto ED
utilization andrelatedadmissiongor theseconditions(internal,Blueprint,and ACO generatedhasalsobeena focusof SMCS'scarecoordination
program. SMCSis currentlyrecruitingfor a carecoordinatorfor the ED specificallyto assistpatientsandtheir familieswith mentalhealthand
substanceiseissuedo improvetherateof engagemenh treatmenpostED visit or hospitaladmission.SMCSis basingthis newserviceon the
SBINS modelpilotedby Blueprintandhasparticipatedn trainingsandpreparatoryneetinggo implementthe program.

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

Health Service Area

Hospital(s) located in HSA

Barre Central Vermont Medical Center

Bennington Southwestern Vermont Medical Center

Brattleboro Brattleboro Memorial Hospital; Grace Cottage Hospital
Burlington University of Vermont Medical Center

Middlebury Porter Medical Center

Morrisville Copley Hospital

Newport North Country Hospital

Randolph Gifford Medical Center

Springfield Springfield Medical Center

5t. Albans Northwestern Medical Center

St. Johnsbury

Northeastern Vermont Regional Hospital

White River Junction

Mount Ascutney Hospital and Health Center




I1. 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  Alternative Measure ~ Comment, if applicable
appointment (in Days)

Dermatology N/A

Digestive Services N/A

Ear, Nose, Throat 10

Endocrinology N/A

General Surgery 7

Hematology/Oncology N/A

Hepatology N/A

Infectious Disease N/A

Internal Medicine 28

Nephrology N/A

Neurology N/A

Obstetrics/Gynecology 3 * GynecologyOnly
Ophthalmology 24

Orthopedics 1

Palliative Care N/A

Pediatrics 3

Physiatry/Rehabilitation 7

Podiatry N/A

Primary Care 21

Pulmonology N/A N/A
Rheumatology N/A N/A
Sleep Medicine N/A

Urology 3

Other (describe in comment) 3 PlasticSurgery

Hospital Explanation (if necessary):



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

I11. 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?

Thenextfull CHNA is dueto becompleted®-30-2019.

Thecurrentimplementatiorplanis scheduledo be updatedlune2019.

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

CHNA https://springfieldhospital.org/community-health-needs-assessment/

ImplementatiorPlanis includedwithin the CHNA document.
ImplementatiorPlanupdates https://springfieldhospital.org/2018-hospital-report-card/




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

Implementatiorstrategieandfundingfor the key identified needgsook placewithin our CommunityHealthCenterNetworksincethatis
whereour primary care,behaviorahealth,dentalservicegakeplace.

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.

Itemstypically reportedon thesdinesincludecommunityhealthimprovemenservicesandeducationsubsidizedchealthservicesandcashcontributionsfor
communitybenefit.Much of theseotherbenefitsareprovidedthroughour FQHC parentorganizatiorandsubsidizedy the Hospital.In relationto our CHNA
andimplementationye havefocusedon educatiorto the communityon healthissuesassubstancabusementalwellness andobesity Additionally, the FQHC
operates substantialentaloperationdo addresshe dentalserviceshortagen the area.Dentalservicesarenotrecognizedasa cost-reimbursableerviceby
Medicare.In supportof thecommunityserviceshe FQHC providesandthelossest sustainonits primary carepracticeoperationsthe Hospitalcontributego
the FQHC annuallyin orderto subsidizesuchlossesandprovidethe benefitto the community.In 2018,the Hospitalcontributed$l1.7million to the FQHC.



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

	Hospital Response_2: Thanks to our Quality Improvement Specialist and Panel Manager, SMCS has established monthly activities related to panels of established patients. They have worked with practice management to publish policies on the administrative processes also needed to maintain extremely accurate provider panels. These afford SMCS up-to-date information on utilization of our PCPs, allows outreach to patients who have not been seen in over a year, streamlines communication to our patients - and supports more effective rebalancing - when provider rosters change.  These panels also help providers and practice managers understand what the prevalence rate of Hypertension, Diabetes, or COPD is at any given time for a particular PCP or health center.  This helps highlight variation between providers and health centers and allows the facilitator and practices to share and explore what processes may feed reduced incidence of chronic conditions.  SMCS also continues to participate in and utilize State programming and publications, like the Diabetes Learning Collaborative and the HTN Toolkit, to help understand and document the indicators of disease risk and improve the care we provide, including accurate measurement of blood pressures per the American Heart Association. We can also run panels on these populations and we can design and provide prevention and risk education through our patients’ visit summaries. Thanks to our CHT staff, we are then able to use these panels as needed when we offer outreach and education to patients of particular risk categories throughout the calendar year.  Opportunities for patients include our Preventing T2 classes, cooking classes, Move 2 Improve and Tai Chi classes, and programming in partnership with the Edgar May Health and Recreation Center.  A 4-page full-color brochure promoting classes, and accompanying poster, are published each quarter and distributed widely through our health centers, community sites, and online.

SMCS also continues to utilize a Health Access Coordinator who, has a widely publicized direct phone number and, provides navigation services to patients who desire care for an acute need and/or a primary care provider.  In 2018, the establish care process became more streamlined when practices agreed to have the Health Access Coordinator enter new patients directly into each health centers’ schedule, instead of having to do a warm hand-off to reception staff at the health center.  The Health Access Coordination interacts with over 600 patients per year and in 2018 alone helped over 350 patients successfully schedule and attend an establish care visit with a SMCS PCP.

	Hospital Response_3: In cooperation with community partners - including the parent-child center, Turning Point, the local Designated Agency, the AHS’ local Substance Abuse Prevention Consultant, the Springfield Prevention Coalition, and Parks Place - members of our CHT and Spoke team helped fuel a collective impact effort, through monthly meetings starting in 2017, in response to state data on initiation, engagement and treatment of substance use disorders.  Since this work began, and drawing on the knowledge of the Prevention group of Project ACTION, new strategies have been designed and implemented in local EDs, outpatient settings, and at Turning Point, to help the community understand and improve timely access to treatment and recovery services in the Springfield District. Related to this, we are working to support follow up after discharge for mental health or substance use through our Health Access Coordinator who receives calls on a daily basis - from Care Managers at Springfield Hospital, The Windham Center, Brattleboro Retreat, Dartmouth, Serenity House, Alternatives and other facilities – and provides hospital discharge follow up appointments within 7-days to patients with, or without, and established SMCS PCP.

Per the Blueprint and thanks to the support of our integrated behavioral health team, SMCS has also implemented Screening, Brief Intervention and Navigation to Services (SBINS) in 4 of our 5 medical homes as of 2/1/19 and are screening more than 150 patients per month for behavioral and social determinants of health in order to direct services to those who may need them and help address barriers to management of chronic conditions and contributing factors to disease risk.

	Hospital Response_4: In addition to the collective impact community workgroup described in 2a, representatives of SMCS' Community Health Team and Spoke Team have participated in a Windsor County-wide "summit to reduce deaths related to drug overdose" and follow up action meetings to improve the community response to addiction.  These efforts included two community forums - one in Bellows Falls (Windham County) and one in Springfield (Windsor County) to improve knowledge and awareness of the science of addiction and how to access assistance and treatment.  Additional activities included similar training for all staff and providers at each practice within SMCS, and expansion of MAT providers at SMCS practices in Springfield, Charlestown and Ludlow.

	Hospital Response_5: The activities described in items 2a and 2b included addressing the mental health and substance-use related visits in the ED.  Data points related to ED utilization and related admissions for these conditions (internal, Blueprint, and ACO generated) has also been a focus of SMCS's care coordination program.  SMCS is currently recruiting for a care coordinator for the ED specifically to assist patients and their families with mental health and substance use issues to improve the rate of engagement in treatment post ED visit or hospital admission.  SMCS is basing this new service on the SBINS model piloted by Blueprint and has participated in trainings and preparatory meetings to implement the program.
	Hospital Explanation if necessary: 
	Text1: Springfield
	Hospital Response: The measures above are among those tracked regularly either by practice or system-wide and reported on internally and through reports specific to VT Blueprint and/or OneCare Vermont attributions.  Our Quality Improvement Specialist and a Panel Manager work with health center management to increase the number of disease- or service-specific panel reports that are run on a monthly or quarterly basis. Since 2017, we expanded and updated a “measure manual” available to all staff which helps them use our EHR as intended to get credit in reporting for providing the standard of care to the populations cited above.  This information, and the internal and external data we have clinical quality measures, are shared and discussed bi-monthly through our QI Collaborative; a 150 minute meeting with over 40 attendees consisting of team members from each of our medical homes.  

In between QI collaborative meetings, our QI Practice Facilitator works on-site in each medical home, to help our teams understand, design, test, and implement evidence-based process changes to improve the quality of care provided to patients in the populations named above. Examples include workflow changes to increase utilization of planned visits for disease-specific care, learning and adopting the CHT algorithm on complimentary services to help support patients with diabetes, and providing education to PCPs on new medications and medication protocols while decreasing wait times for patients with diabetes to be trained by CDEs to use new medications through a ‘same-day start’ initiative. The facilitator also shares the strategies from the HTN Toolkit and the recent Diabetes Learning Collaborative hosted by the Department of Health and OneCare Vermont, and helps practices evaluate which strategies to implement and move through PDSA work to develop sustainable, standardized processes.  SMCS also increased the number of complimentary services available in the aforementioned algorithm through continued staffing of our integrated behavioral health department, weekly access to a NP CDE who can do clinical consults with providers or consult visits with patients, and implementation of a Lifestyle Medicine program which also helped us establish our Employee Health Improvement Program.

	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: * Gynecology Only
	Ophthalmology 1: 
	Orthopedics 1: 
	Palliative Care 1: 
	Pediatrics 1: 
	PhysiatryRehabilitation 1: 
	Podiatry 1: 
	Primary Care 1: 
	Rheumatology: N/A
	Pulmonology: N/A
	Sleep Medicine 1: 
	Urology 1: 
	Other describe in comment 1: 
	Dermatology: N/A
	Digestive Services: N/A
	Ear Nose Throat: 10
	Endocrinology: N/A
	General Surgery: 7
	Hematology and: N/A
	Hepatology: N/A
	Infectious Disease: N/A
	Internal Medicine: 28
	Nephrology: N/A
	Neurology: N/A
	ObstetricsGynecology: 3*
	Ophthalmology: 24
	Orthopedics: 1
	Palliative Care: N/A
	Pediatrics: 3 
	PhysiatryRehabilitation: 7
	Sleep Medicine: N/A
	Urology: 3
	Other describe in comment: 3
	Dermatology 2: 
	Digestive Services 2: 
	Ear Nose Throat 2: 
	Endocrinology 2: 
	General Surgery 2: 
	Hematology and 2: 
	Hepatology 2: 
	Infectious Disease 2: 
	Internal Medicine 2: 
	Nephrology 2: 
	Neurology 2: 
	ObstetricsGynecology 2: 
	Ophthalmology 2: 
	Orthopedics 2: 
	Palliative Care 2: 
	Pediatrics 2: 
	PhysiatryRehabilitation 2: 
	Primary Care: 21
	Podiatry: N/A
	Pulmonology 2: 
	Podiatry 2: 
	Primary Care 2: 
	Rheumatology 2: 
	Sleep Medicine 2: 
	Urology 2: 
	Other describe in comment 2: Plastic Surgery
	1: 4
	2: 1
	4: 10
	3: 1
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	6: 5
	7: 2
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	9: 12
	10: 13
	11: 8
	12: 6
	13: 15
	14: 3
	15: 
	17: 
	18: 
	19: 
	21: 9
	22: 
	20: 7
	Text2: Employment
	Text3: Education
	Text4: 
	CHNA 2: The next full CHNA is due to be completed 9-30-2019.

The current implementation plan is scheduled to be updated June 2019.
	CHNA 3: CHNA    https://springfieldhospital.org/community-health-needs-assessment/

Implementation Plan is included within the CHNA document.
Implementation Plan updates    https://springfieldhospital.org/2018-hospital-report-card/
	CHNA 4: Implementation strategies and funding for the key identified needs took place within our Community Health Center Network since that is where our primary care, behavioral health, dental services take place. 
	CHNA 5:  Items typically reported on these lines include community health improvement services and education, subsidized health services, and cash contributions for community benefit. Much of these other benefits are provided through our FQHC parent organization and subsidized by the Hospital. In relation to our CHNA and implementation, we have focused on education to the community on health issues as substance abuse, mental wellness, and obesity. Additionally, the FQHC operates a substantial dental operations to address the dental services shortage in the area. Dental services are not recognized as a cost-reimbursable service by Medicare. In support of the community services the FQHC provides and the losses it sustains on its primary care practice operations, the Hospital contributes to the FQHC annually in order to subsidize such losses and provide the benefit to the community. In 2018, the Hospital contributed $1.7 million to the FQHC.



