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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
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.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: 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
	5: 11
	6: 5
	7: 2
	8: 
	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.


