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To improve the health of the Rutland Region and surrounding communities by providing
appropriate, superior, integrated, preventative, diagnostic and therapeutic health services in a
caring environment through the strength of our people, technology and relationships.

Mission of Rutland Regional Medical Center

Health is a state of complete physical, mental, and social well-being and not merely
the absence of disease or infirmity.

Definition of Health by the World Health Organization, 1946
Background

Rutland County is the second largest county and home to the third largest city in Vermont. Rutland
Regional Medical Center (RRMC) is Vermont’s largest community hospital and provides
emergency, inpatient, psychiatric, surgical, and specialty care to the community and surrounding
area. To better meet the needs of the community we serve, RRMC has conducted periodic
Community Health Needs Assessments for over twenty years, long before such assessments were
mandated by the Affordable Care Act. The process of the needs assessment including gathering
data from multiple sources and synthesizing the information to determine the community’s highest
priority needs to be addressed. While conducted by the hospital, the community health needs
assessment clearly demonstrates the imperative to take a wide-angle lens to health and understand
that there are significant factors which have not been considered as “health” until more recently.
The table to the right provides a breakdown of the different medical and non-medical factors that
affect health. Often referred to as the “social
determinants of health,” needs such as housing,
transportation, and safety are increasingly
accepted as fundamental building blocks of a
healthy person, neighborhood, and population.
RRMC has a long-standing tradition of
partnering and leading initiatives that create
better health outcomes both in the acute setting
and much farther upstream, as investments in a
healthy community benefits all who call it
home.

* Education

* Employment

® Income

® Family Support

* Social Support
Community Safety

* Tobacco Use

¢ Diet

* Exercise

® Alcohol Use

® Safe Sex Practice

Health Behaviors

® Access to Care

Clinical Care e ity ot care

s S * Environmental Quality
Physlcal Environment ® Built Environment

Community Health Needs Assessment Process

Beginning in October of 2017, an Advisory Committee comprised of multiple community leaders
convened to monitor and evaluate the next community health needs assessment. Meeting monthly,
they reviewed data as it was collected from multiple sources. A community survey was reviewed
by the Committee prior to release and was distributed and collected from January through March



of 2018. Secondary statistical data was collected and aggregated through May of 2017. Lastly, six
focus groups were conducted, answering five qualitative questions about community strengths,
weaknesses, and opportunities. Responses were coded and added to the secondary and survey data.
Once aggregated, the topics were ranked by the number of individual datum points from the three
collection sources. Fourteen topics were then brought to a collaborative meeting of stakeholders
from across the community, including Advisory Committee members, the Bowse Health Trust
Committee board, focus group participants, healthcare providers, and other community members
for prioritization. Using a two-round model of voting separated by discussion, four topics were
highlighted as the most crucial to the improvement of overall health in the community.

The 2018 Community Health Needs Assessment Priorities

Supporting an Aging Community

The population in the Rutland region is aging, with the baby boomers comprising
the dominant generation. Nearly 40% of Rutland county residents aged 65 and older
live alone, and there is a 67% shortfall of geriatricians in the area. Feedback from
focus groups and community leaders reflected that older adults are more likely to want to stay in
their homes and maintain their independence than to move to assisted living. Social isolation and
falls are two leading concerns for this population, as well as supporting social determinants of
health including food security and housing. The statistical evidence can be found in Appendix C
of the 2018 Community Health Needs Assessment Report.

Housing

A Nearly one-fifth of Rutland county residents reported severe housing problems in
2018, and nearly half of renters in the county pay one-third or more of their income
towards rent. The aging housing market and high prevalence of homes with lead
paint issues lead to structural issues that impact people’s respiratory health and safety, as well as
increase the prevalence of pests. There is a growing surge of bedbugs around the country, and
Vermont is no exception. Infestations and unsafe conditions create barriers for agencies to enter
the home to work with families, creating further gaps in social and health care for people dealing
with such housing issues. The needs assessment process and stakeholder group have identified that
stable, healthy, and safe housing are a priority for the health of our community.

Mental Health

The Rutland region has the state’s lowest ratio of full-time equivalent mental health

counselors to population at 28.5 FTE to 100,000 people, and slightly more than half

of people with mental health diagnoses are currently in treatment. Nearly one-third
of students in Rutland County reported significant depression symptoms, and 13% reported having
a suicide plan. The demand for mental health services heavily outweighs the available resources.
While looking to increase the number of providers available in the Rutland area, the stakeholders
also emphasized the need to look within our community for peer supports and community
involvement for those suffering from mental health issues.



Childcare and Parenting

More than 70% of Vermont children under six years old have all parents in the

workforce. This creates a significant gap between the amount of childcare provider

slots and those who need childcare; in a national survey, lack of childcare was the
primary reason for young women to leave the workforce which has a negative impact on the
economy. Families also take many different forms; there is an increase in grandparents and
extended family who are parenting, as well as families created through fosters and adoptions.
Parents of all forms need support, both with childcare and socially, to help promote a healthy
culture for our next generations to grow.

The Community Health Needs Assessment Implementation and Strategy
Implementation Strategy Process

Once these priorities were identified and published, a call when out once again to the community.
Those community members who had participated in prior activities, as well as those who were
previously unable to join, were asked to come to one of two initial prioritization meetings based
on both their personal and professional interest in the four priorities. Two meetings (brainstorm
sessions) were held on consecutive days with identical agendas. The first portion of the brainstorm
session was an introduction of the needs assessment report and brief summary of the process. An
explanation of the participants” overall mission was reviewed, with a breakdown of action items
for the groups and the facilitator. The participants were divided into groups based on the priority
they had each been invited and accepted to work on. Each priority group worked on a brainstorm
to identify what activities or resources were already available in the community, what (if anything)
they knew was in process, and what the “wish list” for the community would be. After the two
brainstorm sessions were complete, the lists from each were aggregated and sent out to the
individual groups. Additional participants were added to the email lists based on the
recommendations of other groups members. The full meeting schedule and agendas for all
prioritization focus committees can be found in Appendix B of this report.

The second meeting (mission session) was convened the following month, with a separate meeting
for each specific priority. Each mission session was dialogue-based and conducted by a facilitator.
The purpose of this set of meetings was to determine the mission of the focus committee, which
were developed as guiding statements for each group’s members to align their contributions
around. The original lists from the brainstorm sessions were reviewed and analyzed to better
delineate the health needs that the stakeholders were seeking to address. This approach yielded
excellent conversation and insight into the reasons for the specificity of the priorities; the true
health tenets behind the priorities were identified.

The third meeting (focus session) occurred in mid-January with the same facilitator for all four
groups. The agenda for this focus session was to take all the prior conversations along with the
identified resources, gaps, and opportunities and turn them into a community roadmap for the next
three years. Priority populations were identified, with a wide net cast to include as much of the
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population as each group deemed appropriate. Target areas for action were identified during these
discussions and each group focused on four or five specific areas they would like to see addressed
going forward. All notes were kept by the facilitator for each meeting, transcribed, and distributed
for feedback after the conclusion of the meetings. Feedback was added to the original notes and
kept by the facilitator.

Implementation Strategy Results

All four groups independently identified similar characteristics of action and activities. The
connection to community came through very strongly; a wide-angle lens was used to approach the
identified health needs. The overarching themes for all groups included: partnering with the private
sector to engage and sustain community-wide involvement; understanding the need to be more
proactive than reactive; focusing on communication and outreach, in particular to those who are
not currently receiving the message; and emphasizing the need to act with compassion and without
judgment, and to keep the focus of work person-centered.

The Rutland region is an excellent example of what can happen when the state supports widescale
health initiatives, the local community comes together, and individuals bring their skills and their
passion to their work and outreach. There is already a great deal of resources in the community to
address these four priorities; there are agencies dedicated to these populations, and grant funds
utilized to get projects off the ground. The community stakeholders who developed this roadmap
are all extremely knowledge about what is both in place and upcoming in their respective fields,
and they took it as part of their mission to develop this implementation plan in the spirit of aligning
what exists and providing a framework for work to fill the identified gaps.

The table below provides a framework for each of the priorities underneath the main themes
discovered in the independent groups.

Non-Judgmental Compassionate Communication is Key
Person-Centered

Involve Private Sector More Proactive than Reactive

Supporting Aging Housing ental Heal | childcare and Parentin

—Create a culture of -Promote and provide  [SEVE e Naa T [4E -Promote culture of
valuing the individual noncategorical case disciplinary, mobile compassion for
el A e management response to mental parenting & empower

. people to reach out
among providers -Engage with those we health needs

-Empower peop|e to serve 'lnm -ﬂutrea&l tO -Promote C(:mn:junity
: N engagement an
take care of themselves |-Increase the knowledge volunteerism to provide

in a compassionate base of those who L enadind Serv a peer support network
manner that meets their | Provide the direct o a w for parents/caregivers
individual wants and support -Crea

needs -Create a communal P i
-Reframe Aging Process |space for people to -Create opportunities

-Hear what people want |spend time for peer social
connection for parents

and children

| -Build partnerships




Supporting an Aging Community

Stakeholders in this group represented the Southwestern Vermont Council on Aging, the Vermont
Department of Health, Rutland Mental Health, RRMC (social work, community health team),
Hospice and Visiting Nurses Association, Support and Services at Home, Rutland Housing
Authority, At Home Senior Care, BAYADA Home Health, and Community Health Centers of the
Rutland Region. They identified the following priorities for alignment and direction:

e Create a culture of value of the older individual and increasing the understanding of providers
who are seeing this population;

e Empowering people to take care of themselves and realize that is not a selfish act; this means
encouraging putting one’s self first, which has been identified as a difficulty by many older
Vermonters in our area;

e Reframing Aging — particularly looking into a program from The Frameworks Institute which
seeks to remind communities of the value and historical perspectives from our older residents;

e Hearing what the people want — investing in the voice of the people we are trying to serve and
prioritizing their needs as they explain them.

Stakeholders identified the following populations as those who may need additional services, help
to access services, or could benefit in particular ways from interventions and activities: older adults
living alone, older adults with cognitive issues, older adults with few social supports, older adults
living with chronic conditions, older adults with limited or restricted income, older adults with
mental health or substance use disorders, older adults who are homebound, older adults who are
homeless or precariously housed, older adults who suffer from multiple comorbidities, older adults
who exhibit difficult behaviors, geriatric psychiatric patients, and caregivers for the
aforementioned populations.

Housing

Stakeholders on this focus committee represented the Rutland Housing Trust, SASH/Rutland
Housing Authority, Homeless Prevention Center, United Way, Veteran’s Administration, BROC,
Board of Aldermen, Community College of Vermont, Neighborworks of Western Vermont,
Agency of Human Services, Vermont Department of Health, and RRMC Community Health
Team. They identified the following priorities for alignment and direction:

e Provide non-categorical case management — if someone is trying to deal with a precarious
housing situation, they likely are dealing with other factors which they could use support for;

e Engaging with those we serve — rather than assuming we know what is best for the client, we
need to engage, listen, and work with them;

e Increase the knowledge base of those who provide support — we need to be supporting the
practice of skills such as motivational interviewing and trauma-informed care, not just training;

e Create a communal space — for people who are homeless or precariously housed to be able to
access utilities, engage in recreation, and decrease isolation.



Stakeholders identified the following populations as those who may need additional services, help
to access services, or could benefit in particular ways from interventions and activities: young
people ages 15-26, people with mental health issues, individuals or families with poor rental
histories, people who are medically frail, those who need multiple services, those who do not
qualify for governmental assistance, those who are hospitalized without a home to return to,
families, and those who have an income below 120% of the area median income.

Mental Health

Stakeholders in this group represented Rutland Mental Health Services and Community Care
Network, RRMC (behavioral health, social work, community health team), Rutland City Police
Department, Project VISION, United Way, Phoenix Counseling and Wellness, Recovery House,
Evergreen, and Community Health Centers of the Rutland Region. They identified the following
priorities for alignment and direction:

e Development of a multi-disciplinary mobile response to emergency situations as appropriate —
in the spirit of the coordination between Rutland Mental Health and the Rutland City Police,
but with additional services geared towards older Vermonters, youth, homelessness, etc.;

e Increase outreach and promotion of services available — even though we are dealing with a
shortage of providers, we still need to make an effort to engage those who are not in current
clinical services;

e Create relationships in the community — by encouraging peer learning and support as well as
developing interagency relationships to better care for people with mental health conditions;

e Reduce the mortality rate from death by suicide, and overall suicidality in the community;

e Ensure that we are not only addressing current mental health needs, but also supporting good
mental health for everyone, not just those who may have a diagnosis.

Stakeholders identified the following populations as those who may need additional services, help
to access services, or could benefit in particular ways from interventions and activities: children
with mental health conditions, families of people with mental health conditions; those without
support systems or family involvement; those with low socioeconomic status; those who are
homebound; those who are homeless or precariously housed; those who are also seeking medical
treatment or services concurrently; those who have been asked to leave practices and providers but
still need care; those who rely on social security; those who respond to emergencies and those who
care for people with mental health conditions.

Childcare and Parenting

Stakeholders in this group represented Rutland Mental Health Services and Community Care
Network, Headstart, the Mentor Connector, Vermont Achievement Center, Building Bright
Futures, Rutland County Parent Child Center, RRMC (social work, community health team,
women’s health), Vermont Department of Health, Community Health Centers of the Rutland
Region. They identified the following priorities for alignment and direction:



e Promote a culture of compassion for the difficulties and nuances of parenting across the age
continuum, and empowering and encouraging people to reach out with questions and concerns
more often;

e Promote community engagement and volunteerism to provide a strong peer support network
for parents and caregivers of all types and backgrounds;

e Build strong partnerships between agencies, schools, and the private sector — supporting the
social and emotional health of parents will lead to better engagement with the economy as
well;

e Create opportunities for peer social connection for parents, caregivers, and children of all ages
and backgrounds, thereby increasing socialization and emotional health.

Stakeholders identified the following populations as those who may need additional services, help
to access services, or could benefit in particular ways from interventions and activities: children
(infants, those diagnosed with neonatal abstinence syndrome, teenagers, school-age, healthcare-
phobic, those with special needs [mental, physical, behavioral, developmental, and siblings of
those], children in foster care, adopted children, those in the juvenile justice system) and parents
(new parents, caregivers, parents of teenagers, teenage parents, parents in treatment, extended kin
parenting, adoptive and foster parents, parents of children with special health needs, parents of
youth with mental health needs, single parents, and co-parents with a person who is incarcerated),
as well as those who are homeless, precariously housed, in domestic violence situations, and/or
food insecure.

Alignment of the Community Health Needs Assessment

The overarching key themes of all the priority committees arose independently in each of the group
discussions. By focusing efforts first on alignment, the work that is already being done in the
community by various groups, agencies, and collaboratives can be recognized. This will solidify
the foundation for future work to be built upon. Furthermore, by focusing on alignment, this will
allow for inter-community sharing of ideas, successes, challenges, and opportunities. The roadmap
created by these groups will be able to connect past, current, and future work into an interwoven
approach to addressing community health needs. The specific programs and ideas for future work,
as well as the description of alignment and the identification of partners, are included in the
Implementation Strategy Dashboard, which can be found in Appendix A of this report.

From Implementation Strategy to Action

It is the intent of this report is to accurately describe the needs of the community as relates to the
health of the community. The ideas set forth and suggestions for both activities and measurements
is, at the time of this report, still being developed; thus, the first iteration of the dashboard serves
to outline the current status of the community activities, align priorities and objectives, and suggest
new activities or coalitions to explore further action. A key to understanding what action to take is
to first understand what is feasible to be accomplished with the currently available resources. By
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seeking to fill gaps and build on what exists, the community is more likely to see success with
bolstered current programs and new activities.

The strategies thus far remain broad to allow for organizations to develop meaningful goals and
align efforts to avoid duplication or parallel work. The table below provides a sample of some of
the more specific strategies identified by the focus committees. For a complete list of proposed
ideas and current efforts, please see Appendix A. This will be updated at least semi-annually.

e Increase the resources for educating e Develop a master list for supportive

providers on social determinants important housing that can address a variety of needs

to supporting an aging community such as accessible transportation and food
e Create opportunities to recognize and security

record older Vermonter’s histories and e Find alternatives to using local hotels as

stories emergency housing for individuals and
e Create a volunteer database that can help families

link older people seeking services with e Explore potential and develop program for

those looking to provide services, such as master leasing opportunities with the

transportation or home-sharing private sector and area landlords

e Provide community trainings in Mental e Enhance and create programs to allow
Health First Aid, Youth Mental Health parents to succeed with non-stigmatized
First Aid, and suicide prevention support

e Enhance services available to accompany © Promote early education and early
first responders who are able to address intervention  across the ~community,
urgent but non-emergent needs such as including town meetings and town halls to

housing or mental health, including outside G i communlty .
of Rutland city e Increase messaging around the importance

) of caring for our youngest community
e Perform collaborative outreach to connect members and their parents and guardians to

people to services who are not currently increase resilience in families and the
accessing or unable to access services community at large

Communication of Implementation Strategy

Outreach efforts are set to begin pending the publication of this report. To widely disseminate the
information, the report will be published to the RRMC public website with hard copies available
at the main hospital and at the Community Health Improvement department. The report can then
be used by partnering organizations and community groups to provide direction for grassroots
efforts, apply for grant funding, and understand what is being done in the community to address
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the aforementioned priorities. The Bowse Health Trust grant process will use the four identified
priorities as the basis for proposal requests for 2019 to 2021, with the expectation that programs
will continue beyond the three-year cycle. There will also be community presentations of the data
by the community benefits supervisor, which can be given to individual or groups of businesses,
coalitions, collaboratives, agencies, and other organizations requesting such a presentation.
Contact information for the community benefits supervisor as well as some examples of
presentations given in the past are listed in Appendix C.

Conclusion

The adage “it takes a village to raise a child,” can be extrapolated into “it takes a community to
create a healthy person,” and in turn, a healthy population. The hospital’s motto and message of
“Healthy You, Healthy Together” encourage this idea. Thinking back to the World Health’s
Organization definition of health in 1946, no one organization — not even a hospital — can
adequately serve a person’s physical, mental, and social well-being. It takes a local group of
engaged people with diverse backgrounds and talents to come together, bring their individual skills
to the table, and align those skills towards reaching common goals for the greater good,; it takes a
community.

10
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Appendix A: Current and Proposed Dashboard of Activities

AUD
CHCRR
ECF

ED
EMS
HCAHPS
HPC
HVNASR
MAT
MH
NCQA
NWWV/T
PCMH
PCP
RMH
RRMC
SASH
suU
SVCOA
VDH
YRBS

List of Acronyms Used in Dashboard

Alcohol Use Disorder

Community Health Centers of the Rutland Region

Extended Care Facilities

Emergency Department

Emergency medical services

Hospital Consumer Assessment of Healthcare Providers and Systems
Homeless Prevention Center

Hospice and Visiting Nurses Association of the Southwest Region
Medication-Assisted Treatment

Mental Health

National Committee for Quality Assurance

NeighborWorks of Western Vermont

Patient Centered Medical Homes

Primary Care Provider

Rutland Mental Health

Rutland Regional Medical Center

Support and Services at Home

Substance Use

Southwest Vermont Council on Aging

Vermont Department of Health

Youth Behavior Risk Survey

12



RRMC 2018 Community Health Needs Assessment Implementation Strategy
Current Activities

Current Activity Organizations Involved: Lead Objective Anticipated Inpact A CP H MH |Measure
and Partnering Comparison/Change
Increase transportation for Project Vision subcommittee, VNA, Increase access to medical Decrease no-show rate; X X []Decrease in no-show rate

medical appointments RRMC, CHCRR appointments; options for persons | promote ancillary health
with disabilities; options beyond the behaviors

city; fundraising for taxi service

Decrease inappropriate
utilization of emergency
department

Community Collaborative; HYNASR*, |Increase proper utilization of health |Less strain on emergency X
ECF, RRMC, Bayada, SVCOA, RMH care system, ie PCP and specialists | department, less strain on EMS
rather than ED visits

Decrease repeat ED rates

Decrease length of stay in RRMC, Neighborworks, SVCOA
hospital due to factors in the

home patients from hospital to home

Address safety and/or access issues Decreased length of stay X X X |Decreased average length of stay
that make it unsafe to discharge Increased amount of people
able to remain in their home

Increase homeless prevention Project Vision subcommittee, RRMC, Find solutions for family shelter,
efforts HPC, Rutland Housing Trust, United | housing gaps, supportive living,
Way sober/transitional living

Decrease recidivism, decrease X X X []Decrease point-in-time count
homeless population, decrease
precariously housed
population, decrease
emergency department rates
for non-medical and
environmental complaints

Suicide Prevention Project Vision subcommittee, RRMC, |Increase awareness; decrease rates, Decrease suicidality and X X X X |Decrease mortality rate from

CHCRR, Rutland Police Department,
RMH, Vermont Veterans Outreach,

college/university wellness staff,
regional first responders

community approach and
education, connection with
overdose efforts

mortality rate due to suicide;
increase amount of people
trained in how to recognize

suicide

Increase people trained
Decrease youth planning suicide
(YRBS)

Engagement with clients Project Vision Subcommittee, RRMC, |Increase supports available to Decrease burden of AUD on X X JIncrease services geared toward
suffering from alcohol use Rutland Police Department, patients with AUD patients and community AUD
disorder Department of Health, Recovery
House, Evergreen, West Ridge Center
Increase and develop community Project Vision Subcommittee, Mentor Increase peer support resources Increase volunteerismx X X [JTo be determined
connections and mentoring Connector, Building Bright Futures, and mentoring supports in the Increase community
211, Rutland Public Schools, Boys and .community engagement

Girls Club, Fairhaven Impact

Updated 13 February 2019 13



RRMC 2018 Community Health Needs Assessment Implementation Strategy

Current Activities

Current Activity Organizations Involved: Lead Objective Anticipated Inpact CP H MH |Measure
and Partnering Comparison/Change
Increase well-child visits across | Project Vision subcommittee, RRMC, |Increase well-child visits; increase |Increased preventative health X Increase well-child visits (NCQA)
Rutland County CHCRR, Children's Integrated Services, vaccination rates, increase measures for pediatric Increase developmental
Rutland Public Schools, Rutland developmental screenings population screenings (NCQA)
Health Foundation, VDH Increase vax rates (NCQA)
Bowse Health Trust Committee 'RRMC Provide seed grants to programs Increase childcare and Continue funding annually in
Community Funding addressing the identified parenting supports rolling 3-year cycles
community health needs Support of an aging
community
Increase mental health
supports
Increase housing resources,
access, and promote a healthy
home environment
*Mill River ENGAGE! Mill River Supervisory Union To engage middle school-age Increased community X X |To be determined
children, provide recreation, and engagement
community engagement Prevention of substance use
*Suicide Safe Rutland Center for Health and Learning; Increase community resources and |Increase knowledge and X Decrease mortality rate from
RRMC, CHCRR, RMH knowledge in assessing for awareness, decrease stigma of suicide
suicidality suicide; decrease suicide death Increase people trained
rate Decrease youth planning suicide
(YRBS)
*Family Mentoring Program The Mentor Connector; Westridge; | Connect families dealing with Increase supports available to X # of families enrolled in program
RRMC opioid use disorder with families with opioid use # of mentors
individualized support disorder
Decrease relapse rates
Centering Pregnancy RRMC Increase supports for pregnant Healthier pregnancies, X # of attendees
women healthier newborns, healthier
mothers
Centering Parenting RRMC Increase supports for new parents | Healthier parents, increased X # of attendees
resiliency
Blueprint Self-Management RRMC, SASH To improve disease self- Empower community X JIncrease attendance and

Programs

management skills

members to take part in their
care

Decrease need for external
health management services

programs offered

Updated 13 February 2019




RRMC 2018 Community Health Needs Assessment Implementation Strategy

Current Activities

Current Activity Organizations Involved: Lead Objective Anticipated Inpact CP H MH |Measure
and Partnering Comparison/Change
Participation in the Accountable |[RRMC, OneCareVT, CHCRR, To improve population health, Improved primary and X X JAdolescent well-child visits

Care Organization

Transitions of Care Committee
(Comm. Collaborative)

Behavioral Health Committee
(Comm. Collab)

Palliative Care and Hospice
(Comm. Collab)

Shared Care Plans

Southwestern Vermont Council on
Aging

Community Collaborative; HVNASR,

ECF, RRMC, Bayada, CHCRR, SVCOA

Community Collaborative; RMH,
CHCRR

Community Collaborative; RRMC,
CHCRR, Bayada, HYNASR

Community Collaborative; RRMC,
CHCRR, SVCOA, Bayada, HVNASR

quality of care, and reduce
healthcare costs

Identify opportunities to ensure
safe, coordinate, and collaborative
care for all transitions in the
Rutland community

Increase patient engagement and
timely access for mental and
behavioral health

Increase patient engagement and
timely access for palliative care or
hospice services

Improve appropriate utilization of
palliative care and hospice services;
education and seamless care
transitions around said services;
educate providers and community

preventive care

Improved care for substance
use

Improved access to care
Decrease mortality rate due to
substance use and chronic
disease

Better chronic disease
management

Decrease unnecessary
readmissions

Closed-loop feedback from
HVNASR and Bayada
Seamless care transitions
without loss of information or
gaps in care

Increase self-management of
mental health

Increase closed-loop successful
referrals

Improve appropriate
utilization of palliative care

Decrease gaps and missed
opportunities in care
Better quality of life
Easier access for
patients/clients

Diabetes A1C control
Hypertension control
Substance use treatment

30 day follow up after discharge
for mental health, alcohol/drug
dependence

% with PCP on record
Prevalence of chronic disease
MAT ages 18-64

Overdose deaths

#MH and #SU ED visits

Decrease 30-day readmissions
Decrease information lost
between transitions

# of patients who made follow
up appointments/# of referrals
made

Create process for hospice
patients who present to ED

# of shared care plans in place
# of shared care plans accessed
by multiple contributors

Updated 13 February 2019




RRMC 2018 Community Health Needs Assessment Implementation Strategy
Current Activities

Current Activity Organizations Involved: Lead Objective Anticipated Inpact A CP MH |Measure
and Partnering Comparison/Change

Recruitment and Retention RRMC Increase providers in primary care, |Increase access to appropriate | X X J# of providers in primary care

gerontology, urology, and mental | level of care and specialties

health
Explore and implement health  |RRMC Increase patient engagement in Decrease 30-day readmission X X X J# of programs offered, # of
and wellness services and/or being informed, active participants |rates participants
facilities to respond to in their own health care Increase primary care visits
community health and wellness
needs, in collaboration with
community partners
Development of a community RRMC, CHCRR, PCMHs, area providers Provide wrap-around services for |Decrease 30-day readmission X X X ]30-date readmission rate
focused care coordination patients most at risk for rates Decrease ED utilization
system readmission Increase primary care visits Increase PCP visits attended
Engaging patients and families as RRMC Identify and address patients' and | Decrease 30-day readmission X X X |To be determined
active members of their health families' understanding and rates
care teams readiness to be partners in health | Increase primary care visits

care
Assisting patients trying to access RRMC, SVCOA Increase patient access to long- Increased access to skilled X X [To be determined
long-term Medicaid term Medicaid nursing facilities and Medicaid-

covered care
Increase patient access to RRMC Ensure all interactions with clinics |Higher quality of care X X JHCAHPS scores
outpatient clinics and hospital are patient-centric Higher patient satisfaction
rates
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Suggested Activities
Suggested Activity Organizations Involved: Lead Objective Anticipated Inpact CP H MH |Measure
and Partnering Comparison/Change
Development of a Senior To Be Determined Increase health and well-being of | Decrease social isolation for Create at least one event per
Appreciation Event children; providing access to early seniors and recognize their year that focuses on seniors
intervention value in our society
Recruit geriatric psychiatrists RRMC, RMH, CHCRR Promote culture of value around Increased access to care for X |Decreased average length of stay
senior community members geriatric psychiatry and 30-day readmission for
Decreased admissions for geriatric psychiatry patients
geriatric psychiatry
Decrease length of stay in RRMC, RMH, CHCRR Provide options other than acute | Increased access to X [|Decreased average length of stay|
hospital that are due to inpatient care for those who have | appropriate levels of mental and 30-day readmission for
behavioral issues unmet behavioral needs and health care behavioral health reasons
completed medical treatment
SBINS: Screening, Brief RRMC Increase screenings for social Increase access to X X |To be determined
Intervention, and Navigation of determinants of health interventions before crisis
Services level is reached
Medication Reconciliation and SVCOA, RRMC Increase compliance with Decrease errors in medication To be determined
Management Programs medication reconciliation administration
Decrease readmissions
Create a volunteer database To Be Determined Develop a volunteer database to Increase community X X X [|To be determined
link people seeking services with engagement
those offering services
Home-Sharing program To Be Determined Develop a home-share program for |Increase community X X [To be determined
community members to share living engagement
space Improve mental health
Decrease social isolation
Increase resources and To Be Determined Provide education to providers Increase quality of care to X |To be determined
knowledge on aging for across the community and across | older adults
providers fields to better understand social
aspects of aging
Increase trauma-responsiveness To Be Determined Support trauma-informed systems | Increase quality of care within X X X |To be determined

of community

to become trauma-responsive
(from trained to practicing)

community to address trauma
Increase resiliency
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Suggested Activities
Suggested Activity Organizations Involved: Lead Objective Anticipated Inpact A CP MH |Measure
and Partnering Comparison/Change
Make early education careers To Be Determined Increase interest in field of early Increase providers of early X To be determined
attractive education and childcare education and childcare
Create master list of supportive To Be Determined Multi-agency response and Increase access to services X X X [To be determined
housing resources to address needs of Decrease gaps in care
populations who do not have
sustainable housing
Increase emergency housing To Be Determined Find alternatives to using hotels as |Increase housing stock To be determined
emergency housing Decrease homeless population
Create master lease program To Be Determined Partner with landlords and private |Increase access to sustainable To be determined
sector to create master lease housing
program for supportive housing
Develop communal space To Be Determined Increase gathering spaces for Increase community X X X |To be determined
people based on interest or engagement
common factors
Offer Mental Health First Aid To Be Determined Increase community knowledge of | Increase community X X X [To be determined
classes to community mental health first aid and suicide |engagement
safe care Decrease crisis states and
suicide mortality
Create an outreach network To Be Determined Create a multi-disciplinary team Increase community X X X [JTo be determined
focused on community outreach to ' engagement
engage and inform of services Decrease social isolation
Increase volunteerism
Promote healthy behaviors
Peer phone support system for | To Be Determined Create a non-crisis peer mental Increase community X X X |To be determined
mental health phone support center engagement
Increase volunteerism
Increase community
engagement
Decrease non-emergent
mental health calls for first
responders
Create support systems for To Be Determined Increase supports for first Decrease burnout and X X X |To be determined

providers

responders and for those providing
care

compassion fatigue
Promote resiliency in
workforce
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Suggested Activities
Suggested Activity Organizations Involved: Lead Objective Anticipated Inpact CP H MH |Measure
and Partnering Comparison/Change
Bed Bug Prevention/Mitigation  To Be Determined Create awareness and education Increase quality and safety of X To be determined
around bed bug issue rental housing and hotels
Develop, discover, or create Increase access to services for
resources for bedbug mitigation domiciles with bedbugs
Create support systems for To Be Determined Increase supports for first Decrease burnout and X X X |To be determined

providers

responders and for those providing |compassion fatigue

care

Promote resiliency in
workforce
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Appendix B: Focus Committees

Attendee List by Focus Committee Priority

Organization Invited Attended
H Rutland Mental Health X X
Suppor:tlng an RRMC Community Health Team X X
Ag | ng Office of Local Health X X
1 Southwestern Vermont COA X X
Communlty RRMC Social Work X X
. . Bayada Home Health X X
. VNA X X
F N RHA/SASH X
- CHCRR X
At Home Senior Care X X
Organization Invited Attended
United Way X X
RRMC Community Health Team X X
Housi ng Office of Local Health X X
Rutland Housing Trust X X
Agency of Human Services X X
Homeless Prevention Center X X
Veteran’s Affairs X X
Board of Alderman X X
Community College of Vermont X X
BROC X X
Rutland Mental Health X X
RHA/SASH X X
NWWVT X X
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Childcare Organization Invited  Attended |
United Way X X
& RRMC Community Health Team X X
Parenting Office of Local Health X X
Mentor Connector X X
. Rutland Head Start X X
CHCRR X X
mu. Building Bright Futures X X
Vermont Achievement Center X
Rutland County Parent Child Center X X
RRMC Women'’s Health X X
Organization Invited  Attended \
Mental Health T . .
RRMC Community Health Team X X
Office of Local Health X X
Phoenix Counseling and Wellness X X
Rutland Mental Health X X
CHCRR X X
Rutland Police Department X X
Recovery House X X
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Meeting Schedule and Agendas

2018 Community Health Needs Focus Committee

Brainstorming Session — Tuesday, 6 November 2018 — RRMC Conf. Room D

Brainstorming Session — Wednesday, 7 November 2018 — RRMC Conf. Room B

9:00-9:10
9:10-9:25
9:25-9:35
9:35-9:50
9:50-10:00

Welcome and Introductions

Overview

Team Break Out — Determine Schedules
Team Break Out Work — Brainstorms

Major Themes and Wrap Up
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Mission Sessions

2018 Community Health Needs Focus Committee
Mental Health —~Wednesday, 5 December 2018 — RRMC Conf. Room K
Housing — Thursday, 6 December 2018 - RRMC Conf. Room K
Childcare and Parenting — Friday, 7 December 2018 — RRMC Conf. Room K

8:30 - 8:40 Welcome and Introductions
8:40 - 9:15 Develop Mission Statement
9:15-9:45 Defining the Gaps

9:45 -10:00 Schedule Next Meeting

Supporting an Aging Community — Friday, 7 December 2018 —Conf. Room K

1:30-1:40 Welcome and Introductions
1:40 - 2:15 Develop Mission Statement
2:15-2:45 Defining the Gaps

2:45-3:00 Schedule Next Meeting
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Focus Sessions

2018 Community Health Needs Focus Committee
Mental Health —~Wednesday, 16 January 2019 — RRMC Conf. Room K
Housing — Thursday, 17 January 2019 — RRMC Conf. Room K
Childcare and Parenting — Friday, 18 January 2019 — RRMC Conf. Room K

8:30 - 8:40 Welcome and Introductions
8:40-9:00 Review Notes and Mission Statement
9:10-9:40 Define Focus Populations

9:40 - 10:10 Prioritize Focus Areas

10:10 - 10:30 Determine Next Steps

Supporting an Aging Community — Friday, 18 January 2019 — Conf. Room K

1:00 - 1:10 Welcome and Introductions
1:10-1:30 Review Notes and Mission Statement
1:30 - 2:00 Define Focus Populations

2:00 — 2:40 Prioritize Focus Areas

2:40 - 3:00 Determine Next Steps

24



COMMUNITY HEALTH NEEDS ASSESSMENT IMPLEMENTATION STRATEGY

02/11/2019

Appendix C: Potential Presentation Audiences and Methods

Presentations

AAA - Case Managers, Management Team, Board
Boys & Girls Club of Rutland County — Staff, Board
BROC - Staff, Board of Directors

Castleton University

CHCRR - Staff, Board of Directors

College of St. Joseph

Community Health Team Stakeholders

Green Mountain Care Board

Green Mountain College

Green Mountain Power

Hunger Council of Rutland County

OMYA

Poultney Rotary

Project VISION

RMHS - Management Team, Board

RRMC - Leadership Council, Directors Mtg
Rutland Area Clergy

Rutland Area Nutrition Coalition

Rutland Area Schools

Rutland City Rotary

Rutland County Parent Child Center — Board and Staff
Rutland Free Clinic — Board & Staff

Rutland Hospital Service Area/ RRMC — Cancer
Committee

Rutland Housing Coalition — Board and Staff
Rutland Region Chamber of Commerce — Legislators
(@ meeting or breakfast)

Rutland South Rotary

Rutland Workforce Investment Board

Rutland Young Professionals Group

Southwestern VT Council on Aging — Board and Staff
United Way — Board

VDH Staff - Rutland

Vermont Community Foundation

Vermont Country Store — Action Team

Vermont Dental Society, Rutland County members
VNASHR - Management Team, Board
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Additional Dissemination

Medium

Method

Web presence

Web presence

Newspaper

Newspaper

Correspondence

Correspondence

Other
Other
Other

RRMC.org page and link to pdf document

Green Mountain Care Board
Health Talk articles quarterly on different sections
Letters to Editor (arrange periodically discussing a particular topic

or an activity addressing an identified need)

CHNA Advisory and Steering Committee members, other activity
participants

RRMC staff via Daily Announcement e-mail newsletter, Up Close
newsletter, Insider portal

PegTV
RRMC Library, place copy
Rutland Free Library, place copy

Contact Information for Community Benefits Supervisor

Marjanna Barber-Dubois

Community Health Improvement
Rutland Regional Medical Center
160 Allen Street, Rutland, VT 05701
P 802.776.5503 F 802.773.9897
mebarberdubois@rrmc.org
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