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Mission

We improve health care quality in Vermont by studying the system and making it work better:

• We serve as a reliable source for data collection and analysis on health care quality
• We establish appropriate and effective standards and measurement tools for quality of care
• We educate health care providers on quality improvement
• We inform consumers and make recommendations to policymakers on issues of health care quality

   
Vision

To improve the health status for all Vermonters 

Aims

The Vermont health care system must be safe, patient centered, effective, efficient, timely and equitable. 

Strategic Goals

1. Partner with state and regional entities to provide balanced and meaningful guidance to inform, align and 
integrate into the State’s Health Care Quality Improvement Plan.

2. Enhance the coordination of patient care across the healthcare continuum to improve healthcare quality  
and outcomes.

3. Be a resource and neutral mechanism on behalf of quality improvement professionals and providers for 
training, professional guidance and collaboration.

4. Secure staffing and financial capacity that will allow for an agile and timely approach to identifying, 
analyzing, adapting and responding to new opportunities that will advance our work.

5. Leverage information technology to advance healthcare quality in the State of Vermont.
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Peter Albert, LICSW 
Senior Vice President Government Relations and PrimariLink
Brattleboro Retreat

Iwould like to take this opportunity to say thank you to the staff, Board members, stakeholders, strategic 
partners and community members for their continuing support of VPQHC throughout the past year. 
Health care is transitioning through a period of tumultuous change. VPQHC has continued to provide 

front line quality improvement leadership as unprecedented transformational reforms are embraced and 
implemented across the health care delivery system. 

Serving as Board Chair for VPQHC has given me the opportunity to work with an organization that 
continues to navigate the turbulent waters of systemic change while providing guidance and direction to 
health care providers. VPQHC has been a great asset to these providers who are tasked with delivering 
quality health care services to more patients for scarcer dollars. I am confident that VPQHC, together with 
the State agencies, legislators, insurers, health care providers and people of Vermont, will continue to find 
ways to improve not only the quality of care but how that quality is defined and measured. 

My term as Board Chair will be ending in November.  The current Vice Chair, Sharon Winn, will be 
moving into the role of Chair.  Sharon and the rest of the VPQHC Board of Directors will continue to 
provide sound strategic leadership informed by supportive and diverse perspectives.  It has been my personal 
pleasure to serve as Board Chair, and I look forward to a long term relationship with VPQHC as a strategic 
partner.

Message from our Board Chair

Message from our Executive Director

Catherine Fulton, MS, CPHQ

         “It is quality rather than quantity that matters.” 
Seneca, ca. 4 BC – AD 65

How unusual that a quote from a Roman Stoic philosopher, born before the time of Christ, could 
have such imposing relevance 21 centuries later!  As health care delivery systems and providers 
shift from the current payment systems that have reimbursed for pure volume of services, to 

incentivized payment reforms that reinforce value, VPQHC continues to provide support and guidance to 
our strategic partners.  Like a line of falling dominos that triggers a chain reaction, one small change can 
touch off a spontaneous response of positive improvements across the continuum of service delivery.  

As you read through this report, please take note of the improvement initiatives that are being 
conducted across the State of Vermont to implement positive change and health care reform.  Performance 
improvement projects provide a focus for “triggers of change” to be implemented on a unit, organizational 
and systems level across the state to improve health care value as we continue to bend the cost curve.  

 VPQHC supports system initiatives as payment incentives shift from volume to value.  We are also 
supportive of the accompanying process changes at the bedside that will improve patient care and continue 
to disseminate best practice.  VPQHC strives to keep the “voice of the customer” at the core of our work.  
It is our mission to ensure that safe, patient-centered, effective, efficient, timely, and equitable health care 
is provided for all Vermonters.  It is our hope that this report will provide you with a sense of the scope of 
improvement efforts that are currently underway, as well as an appreciation for the role quality professionals 
play in supporting the implementation of health care reform in Vermont.
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The Quality Effect – 2013 
The Year in Review

he “domino effect” is defined by 
Wikipedia as “a chain reaction 
that occurs when a small change 
causes a similar change nearby, 
which then causes another 

similar change, and so on in linear 
sequence.”  In like fashion, the “quality 
effect” of one single improvement in a 
delivery system can influence additional 
improvements that affect other processes.  
As Vermont races headlong into health 
system delivery reforms, simple, positive 
changes in cost and payment reforms will 
continue to build momentum for broader 
systemic improvements in the care that is 
delivered to Vermonters. This process has 
been evident within our own organization 
as we’ve implemented internal processes 
and projects to improve our program and 
delivery of services to our customers.  We 
continually seek improvements to leverage 
technology, teamwork and project tracking 
tools to communicate our work and our 
message more efficiently.

The start of the 2013 fiscal year found 
VPQHC entrenched in an A-133 federal 
contractor financial audit as a result of the 
convergence of multiple grant awards and 
the timing of payments.  The experience 
validated our organization’s professional 
business practices, resulting in only a very 
minor recommendation related to the 
presentation of financial documents.  The 
Board and staff were both very pleased 
to have the opportunity for this learning 
experience as well as with the excellent 
outcome.

Upon the conclusion of the A-133 
audit, the Board embarked in a review 
of our mission and strategic goals during 
a full day board education and planning 
session. The session allowed us to welcome 
and orient our four new board members, 
David Esty, Peg Franzen, Jack Hall and Dr. 
George Blike, and we in turn benefited 
from the new perspectives and energy they 

brought to the organizational vision.  The 
day’s discussion re-oriented the Board 
and executive leadership to focus on high 
level planning and emphasized the Board’s 
role in providing support and direction to 
VPQHC’s immediate future.

The year continued with joint leadership 
from the Vermont Association of Hospitals 
and Health Systems and VPQHC delivering 
regulatory, clinical process and professional 
updates to quality leaders in hospitals across 
the state.  These meetings also provide 
opportunities for networking and sharing of 
best practice among quality colleagues and 
have been well-attended and well-received 
by the hospital participants.  Support for the 
quality leadership community will continue 
and we are planning additional discussions 
around patient safety and information 
technology.

At the beginning of the second quarter, 
the Vermont Department of Health 
secured CDC funding for a one-year grant 
funded position supporting multidrug 
resistant organism and C. difficile infection 
surveillance in Vermont Long Term Care 
Facilities (LTCF). This additional staff 
resource has been invaluable in assisting 
the LTCF with enrollment and data entry 
into the National Health Safety Network 
(NHSN). The LTCF participation 
augments the current collaborative 
activities surrounding infection prevention 
and surveillance in hospitals.  Twenty-
five percent (25%) of all the facilities 
reporting in the NHSN LTC module 
nationally are from Vermont, so we are off 
to a tremendous start in comprehensive 
healthcare-associated infection surveillance.

VPQHC is represented on the 
New England Rural Health Round 
Table (NERHRT), New England 
Performance Improvement Initiative 
(NEPI), the Northeast Health Care 
Quality Foundation (NHCQF) and the 
Agency for Health Research in Quality 

(AHRQ) Regional Expert Panel (REP).  
These valuable relationships with regional 
and federal partners keep VPQHC 
“ahead of the curve” in acquiring and 
communicating relevant information and 
initiatives from beyond Vermont’s borders.  
VPQHC represents the quality perspective 
at discussions for groups including the 
Area Health Education Coalition (AHEC), 
Bi-State Primary Healthcare, the Vermont 
Blueprint for Health, and the Green 
Mountain Care Board (GMCB).  The 
developing partnership with GMCB 
on multiple projects including the 
Accountable Care Organization (ACO) 
Standards and Performance Measures 
group has provided VPQHC with a 
new level of interaction in support of 
health care reform efforts.  The extended 
performance measures subgroups focusing 
on Patient Surveys and End-of-Life 
measures include representation from 
VPQHC to ensure that the patient 
viewpoint remains at the center of the 
discussion in the continuing quest for 
quality outcomes.  

Throughout the year, VPQHC has had 
the opportunity to inform many of our 
valued partners on our current scope of 
work via presentations to the Vermont 
Department of Health, Hospital Day 
legislature, GMCB, House Health Care 
Committee, VAHHS Board, and Blue Cross 
Blue Shield Executive Medical leadership.  
As we conclude the 2013 fiscal year, our 
sights are now set on new projects for 
Stroke care, improvements in physician-
level quality reporting and evaluation 
of healthcare reform.  We look forward 
to communicating our progress on new 
projects, and want to extend our thanks for 
your support to our continuing growth and 
development.  Please feel free to visit our 
website for additional information or call 
our capable staff if you have any questions 
on the materials in this report.

T
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Publically Reporting 
Hospital Quality Indicators

ermont law requires hospitals to 
publish annual reports containing 
information about quality of care, 
hospital infection rates, patient 
safety, nurse staffing levels, financial 

health, costs for services, and other hospital 
characteristics. 

VPQHC annually supports the 
State of Vermont in the development 
and publication of Hospital Report 
Cards. While data have historically been 
published on the Department of Financial 
Regulation’s (DFR) (formally BISHCA) 
website, beginning in 2014, Hospital 
Reports will be reported through the 
Vermont Department of Health (VDH). 

Over the past year, a stakeholder 
group that includes VDH, DFR, hospitals, 
consumers, and VPQHC has worked to 
develop recommendations for revisions 
to the Hospital Report Cards. One key 
recommendation is a transition to a 
reporting format that is more accessible 
and user-friendly to consumers, yet has 
the ability to integrate diverse indicators 
on one site. MONAHRQ® is a desktop 
software tool developed by the Agency 
for Healthcare Research and Quality 
that analyzes, summarizes, and presents 
information in a format ready for use by 
consumers and other decision makers on: 
• quality of care at the hospital level
• health care utilization at the hospital 

Publically Reported Data Can Influence 
Quality In The Following Ways:

• Informed choices make it more likely that consumers will obtain high-quality 
health care for themselves and their family members. 

• The collective effect of many informed choices may stimulate quality 
improvement among providers. That is, providers may be motivated to improve as 
a way to protect or enhance their market share. 

• Public reports that affect providers’ public image by identifying them as high-
quality or low-quality providers may encourage them to improve the quality of 
care they provide, to protect or enhance their reputations. 

Finding ways to make public reports more relevant and useful to consumers is part 
of an overall strategy to improve health care.

Source: Agency for Healthcare Research and Quality

level
• preventable hospitalizations at the 

geographic area level
• rates of conditions and procedures at the 

geographic area level. 

Many states have successfully used 
MONAHRQ to provide timely  
and accessible data to their  
consumers. 

Recommendations
VPQHC will continue to work closely 

with the Vermont Department of Health 
to support the public reporting process 
and explore whether transitioning to 
MONAHRQ® makes sense for Vermont. 
As the Hospital Report Cards evolve, 
it is essential that the stakeholder group 
continues to provide their perspective and 
input. 

V
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Understanding 
“Post – Hospital” Vulnerability

oordination of care after 
hospitalization continues to be a 
significant focus for all Vermont 
hospitals. Over the past two years, 
many hospitals have partnered 

with VPQHC to improve the hospital 
discharge process which, in addition to 
providing better care for patients, may 
prevent avoidable readmissions. 

The “Post-Hospital” syndrome  
describes factors, many of which are 
underappreciated, that can impact a 
patient’s recovery and may result in 
readmission to the hospital soon after 
discharge (N. Engl. J. Med. 2013; 368:100-
2). While patients and providers recognize 
unintended consequences following 
discharge, they are often in need of 
assistance in managing these conditions 
to prevent them from contributing 
to a rehospitalization. Some of these 
complications include:

• Sleep deprivation which is brought on 
by arousal from frequent monitoring, 
noise, pain, treatments and medication 
adversely impacts immune function, 
increases cardiac risk, decreases mental 
function, diminishes ability to ambulate 
safely and affects emotional well-being. 

• Inadequate nutrition is caused by long 
periods of fasting, rescheduling of 
procedures, feeling too sick or groggy 
to eat, increased metabolic demands, 
decreased intake of a balanced diet to 
meet caloric needs, and nausea and 
vomiting. Inadequate nutrition impairs 
wound healing, increases infection 
risk, decreases cardiac and respiratory 
function, and decreases energy level.

• Medication side effects and/or misuse 
result from new medication regimes 
with unintended or unknown side 
effects, confusion about medication 
use, lack of availability, or over/under 

30-Day Readmission Rates by Quarter – 
Vermont Medicare Population
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Hospital Readmissions

Repeat acute care hospital visits are increasingly used as a measure to evaluate 
quality in health care. Common causes of readmission to the hospital within 30 
days of discharge include infection, gastrointestinal conditions, metabolic disruption, 
mental illness, trauma, heart failure, chronic obstructive pulmonary disease and 
pneumonia. Regardless of the original reason for admission, the severity of the 
initial illness often does not predict which patients will require readmission.  

In Vermont, roughly 16% of Medicare patients with a hospitalization are 
readmitted for any reason within 30 days. The figure below describes how Vermont 
rates compare nationally and how rates have changed over time. Readmission rates 
are calculated based on the number of readmissions within 30 days of discharge 
during three-month periods.

medicating and may impair functioning  
of all body systems.

• Physical inactivity due to pain, fatigue, 
or non-weight bearing treatment 
increases the likelihood of clot 
formation, deconditioning of muscles, 
fatigue and sleeplessness.

Through the “Transitions of Care” 
projects supported by VPQHC and the 
Vermont Department of Health, Vermont 
hospitals partner with community 
resources such as primary care providers, 
home health agencies and Area Agencies 
on Aging, to prevent and resolve 
complications following treatment of an 
acute illness in the hospital. 

C

Quarter End Data
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30-Day Readmission Rates Depending on Where Patient was Discharged  
Vermont Medicare Population, January 1, 2012 – December 31, 2012
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As part of the continued statewide effort 
to further improve coordinated care and 
address post hospital vulnerability, VPQHC 
plans to partner on a “pilot” project with 
the Aging and Disabilities Resource Center 
(ADRC), Southwest Vermont Medical 
Center (SVMC), the Vermont Brain Injury 
Association, statewide Area Agencies 
on Aging, and the Vermont Center 
for Independent Living. This project, 
funded by a grant from the Association 
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The figure above describes Vermont and national Medicare 
hospital readmission rates depending on where the patient 
was discharged. Readmission rates are calculated based on the 
total number of all discharges, discharges to a Home Health 
Agencies (HHA), Skilled Nursing Facility (SNF), Hospice 
and a readmission for any cause within 30-days within a one 
year period from January 1, 2012 to December 31, 2012. For 

of Community Living, will incorporate 
an innovative advanced practice nursing 
model providing nursing supervision 
of high risk patients for a period of 30 
days post discharge. Coordination of 
care using these and other community 
resources (home health agencies) will 
supplement the care plan initiated by 
primary care providers in an effort to 
reduce re-hospitalization. VPQHC will be 
responsible for analysis and evaluation of 

re-hospitalizations, health care cost savings 
and patient satisfaction data.   

Recommendations:
The period following a hospitalization 

is one of increased vulnerability.  The 
multitude of reasons for early readmissions 
highlights the importance of  VPQHC’s 
continued partnership with community 
resources throughout the state to improve 
post-hospital care.

example, among patients discharged to a home health agency, 
18.3% were readmitted within 30 days, compared to 14.7% of 
those discharged to home in Vermont. These data may reflect 
more vigilant supervision and community-based care after 
discharge from the hospital than is possible at home without 
assistance and might suggest earlier re-hospitalization to avoid 
deteriorating conditions.
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Improving Transitions of Care:
Highlights from the Field

n 2011, VPQHC began partnering 
with hospitals throughout the state 
to develop initiatives around how 
to improve patient care transitions. 
The goals of this project were 

to improve communication between 
community partners, assess and improve 
current transition of care processes, and 
reduce costly hospital readmissions. The 
Vermont Office of Rural Health provided 
the funding for the Improving Transitions of 
Care and Reducing Avoidable Readmissions 
Grant. This three year grant encouraged 
hospital specific quality improvement 
projects to increase communication with 
their community partners, encourage 
patient engagement during discharge 
planning, and improve patients’ follow-up 
care after discharge. Currently, the grant 
is entering the third and final year. Each 
hospital has dedicated valuable time and 
resources to improving their hospitals 
internal transition processes as well as those 
transitions that occur to other facilities.  

We have highlighted the work of three 
hospitals that have shown innovation at 
their facility and whose work demonstrates 
the spirit of the grant. These facilities are 
Brattleboro Memorial Hospital, Rutland 
Regional Medical Center, and Springfield 
Medical Care Systems.

 

Brattleboro Memorial Hospital 
established a task force in the first year 
of the grant which was led by Michele 
M. Rowland, RN, MSN Executive 
Director of Quality, Utilization and 
Care Management, Dr. Aida Avdic, MD, 
Program Director/ Hospitalist Services, 
and Carolyn Taylor-Olson, MD, Director/ 
Post-Acute Care Services. The task force 
worked with clinical staff to review patient 
data and identify reasons for hospital 
readmissions that they could incorporate 
in initiatives to reduce readmissions. 
Brattleboro Memorial Hospital staff 
felt that a key to their success was the 
expectation that each discipline remained 
responsible for providing daily patient and 
caregiver education.

Outcomes of this process included:
• Standardization of the discharge 

process across hospital settings.
• Improvement in the exchange of 

pertinent health information.
• Creation of a triage process for post-

discharge Primary Care Provider 
appointments.

• Identification of a resource to 
standardize patient/caregiver education 
called “Exit Care”.

• Improvement in documentation of 
educational efforts by staff.

ER

O�ce

Hospital

Home

”Avoidable readmissions increase 
total health care expenditures, and 
usually reflect gaps in communication 
and our failure to identify and 
maximize a patient and family’s 
strengths. To successfully prevent 
readmission we must be committed to 
a multifaceted approach and patient 
centered care along with effective 
communication and collaboration”

— Michelle Rowland, RN, MSN
Executive Director of Quality

Utilization and Care Management

Brattleboro Memorial Hospital

I
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Rutland Regional Medical Center 
(RRMC) has been actively improving 
patient education, patient engagement 
around decision-making, and transitions 
of care between services and providers. 

Three programs are highlighted below 
that are excellent examples of their 
success:

RRMC has developed and 
implemented a Teach-Back online 
training module for all of their clinical 
staff. Teach-back is a research-based 
health literacy tool that increases patient 
adherence, quality, and safety when staff 
provides education to their patients. The 
technique is used to increase a patient’s 
understanding of instructions by having 
them explain in their own words what 
they need to know or do after discharge. 
The Teach Back Methodology was 
assigned to 496 Rutland staff members, 
and as of June 2013, 424 (85.28%) of 
those staff members had completed the 
training successfully. 

The next program focused on patients 
with congestive heart failure (CHF) who 
have been identified by RRMC as a high-
risk group, likely to experience a 30-day 
readmission. Starting in November of 
2012, Rutland Regional Medical Center 
rolled out the use of Congestive Heart 
Failure patient journals. These journals 
encourage patient and family involvement 
in the development of post-hospital care 

plans. All CHF patients now receive this 
tool as part of a standardized process.

Rutland Regional Medical Center has 
also been working with the Northeast 
Health Care Quality Foundation, 
the regional Quality Improvement 
Organization (QIO). The QIO is an 
organization of health care professionals 
who are trained to review medical 
care and to improve the quality of care 
delivered to Medicare patients. Together 
they are working to improve handover 
communication between facilities after 
discharge to ensure that care continues 
across every transition. RRMC and the 
QIO are also working on improving their 
current electronic medication list which 
they give to patients at discharge.  

In July 2012, Springfield Medical 
Care Systems began reviewing their 
inpatient readmissions as part of the work 
for the Improving Transitions of Care 
and Reducing Avoidable Readmissions 
Grant. Through the process of bringing 
hospital and community health center 
stakeholders to the table, Springfield 
has educated providers and staff about 
the importance of scheduling 3-day 
post-discharge appointments for high-
risk patients. The time after a patient 
is discharged but before they see their 
primary care provider is a time when risk 

for readmission is high. Recent literature 
supports that follow-up care with a 
primary care provider after a hospital 
discharge should occur within 3-7 days 
in order to reduce the risk of readmission 
within 30 days. (Hines et al 2010). Rates 
for these post-discharge appointments are 
published regularly for Springfield staff 
and schedulers to assess their success. 

In January 2013, Springfield began 
standardizing this process across all 
Primary Care Practice locations with 
whom they collaborate. The following 
goals were identified for all discharged 
inpatients:
• Post-discharge follow up office visit 

within 3-7 days
• Post discharge medication 

reconciliation (comparing a patient’s 
discharge orders to the medications the 
patient has been taking)

• Fall prevention assessment
• Evaluation for the need for a  

home visit
• Follow up phone call with primary 

care provider/care coordinator 
following each discharge

In March 2013, Springfield began 
working with their area Visiting Nurse 
Association (VNA) to improve their 
current medication reconciliation and fall 
prevention processes. 

Hospital Accomplishments 
Vermont hospitals have implemented 

several “best practice” activities to improve 
communication and transition of care 
from acute to community treatment 
settings over the course of the three-year 
grant funded period. These activities 
have been hard-wired into the discharge 
process and productive new community 
partnerships have been established.  
VPQHC will continue supporting 
improvements in transitions through 
continued communications, providing 
updates to community partnerships 
through established networks, and 
providing evaluation on an as needed 
basis to ensure continuing reductions in 
avoidable readmissions. 
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ealth care reform’s promise of 
person centered coordinated care 
needs to reflect patient informed 
goals and values across the lifespan. 
It is natural to avoid talking about 

dying and many people do not make their 
wishes clear to their loved ones or their 
health care providers. Fewer than half of 
severely or terminally ill patients have 
advance directives (a document detailing 
end of life preferences) in their medical 
records, according to research sponsored by 
the Agency for Healthcare Research and 
Quality (AHRQ). Health care providers 
help patients make these difficult decisions 
in an effort to ensure the right care at the 
right time, in the right place, and consistent 
with informed choices. 

In an effort to support advanced 
planning for end-of-life medical decisions 
and appropriate use of Hospice services, 
VPQHC partners with the Vermont 
Assembly of Home Health and Hospice 
Agencies (VAHHA), the Vermont Ethics 
Network (VEN) and Vermont Health 
Care Association (VHCA). This Vermont 
Department of Health grant funded 
statewide initiative promotes a multi-
pronged approach by:

• Increasing awareness of the importance 
of making healthcare wishes known to 
loved ones and care providers through 
“Start the Conversation”  (Vermont’s 
Community Resource Website on 
Hospice, Palliative and End-of-Life 
Care provided by Vermont Assembly of 
Home Health and Hospice Agencies)  
http://www.starttheconversationvt.org/.

• Educating health care providers and 
consumers through face-to-face 
workshops and e-learning modules on 
end of life medical decision-making 
and the DNR/COLST order (Do 
Not Resuscitate/Clinical Order for 

Supporting End-of-Life 
Medical Decisions

Life Sustaining Treatment) provided by 
The Vermont Ethics Network  http://
vtethicsnetwork.org/tools.html.

• Working with long term care facility 
and home health and hospice staff to 
identify best practices and coordinate 
end of life care with appropriate use 
of Hospice provided by the Vermont 
Health Care Agency, http://www.
vhca.net/and the Vermont Assembly 
of Home Health and Hospice Agency,  
http://www.vahha.org/.

• Offering healthcare provider 
e-learning modules on the Medicare 
Hospice benefit and best practices for 
coordinated end of life care between 
hospice and long term care facilities. 
These modules are posted to Global 
Classroom on the VAHHA, VHCA and 
VPQHC websites.

Recommendations: 
Although a tremendous amount 

of provider and consumer education 
has occurred in the past year around 
end-of-life medical decision making, 
continued efforts and funds are essential. 
VPQHC urges the Vermont legislature to 
appropriate funding for additional end-of-
life medical decision making workshops 
and the development of a database of 
Vermont palliative care certified providers/
services available across the state. In 
addition, the creation of multi-facility 
ethics networks in rural Critical Access 
Hospital settings would improve the 
effectiveness of current ethics committees 
faced with advising patients, families and 
guardians on urgent end-of-life medical 
decisions. 

From left to right: Sheila Burnham (VHCA), Cindy Bruzzese (VEN), Patrice Knapp (VPQHC), 
Peter Cobb (VAHHA)
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he Centers for Medicare and 
Medicaid Services reports that 
one in four Medicare patients 
experiences an adverse event 
when in the hospital. While 

not all of these events cause harm or are 
serious, they highlight the need for safer 
healthcare systems. Many states, including 
Vermont, have started to require that 
certain patient safety events that occur in 
Vermont licensed hospitals be reported 
publically.

The Patient Safety Surveillance 
and Improvement System (PSSIS) was 
created for the purpose of improving 
patient safety, eliminating adverse events 
in Vermont hospitals, and supporting 
quality improvement efforts by hospitals. 
The Vermont Department of Health is 
charged by statute to operate the PSSIS 
and contract with the Vermont Program 
for Quality in Health Care (VPQHC) to 
administer the System.

All Vermont hospitals must report 
Serious Reportable Events (SREs), as 
defined by the National Quality Forum, to 
the PSSIS within seven days of becoming 
aware of an event. A hospital reporting an 
SRE must conduct a root cause analysis 
to determine why the event occurred and 
complete a corrective action plan within 
60 days.  A formal root cause analysis uses a 
systematic approach to identify the basic or 
causal factors that underlie the occurrence 
of a reportable adverse event. This tool is 
used to gather information about complex 
hospital systems to improve how these 
systems function.  The analysis and plan 
are then submitted to the State for review. 
In addition, the PSSIS monitors hospitals’ 
internal reporting systems through site 
visits and external validation processes. 

Aggregate Public Reporting of SREs 
will be posted on the Department of 
Financial Regulation’s website in late 2013.  
Recommendations for patients to increase 
engagement with their care will also be 
included. Often, the best prevention of 

Improving Patient Safety

Recommendations: 
Most hospitals have systems in place 

to prevent SREs, but with the rising 
complexity of hospital care, turnover of 
staff, and tightening of budgets, it is an 
ongoing challenge to continue to refine 
and improve these systems. Hospitals must 
continue to improve transparency and 
the sharing of best practices.  Healthcare 
leadership must engage in the Patient 
Safety Culture and patients must be 
educated and engaged around patient 
safety science. VPQHC will continue to 
provide education, increase awareness, and 
encourage research around patient safety 
issues in Vermont.

The overall purpose of the PSSIS 
program is to facilitate learning 
within the healthcare system that 
will lead to high-quality and safer 
healthcare. The PSSIS is designed 
to support and facilitate quality 
improvement efforts by hospitals, not 
to punish hospitals. 

All who report such events or sponsor 
reports should recognize and respect 

the fact that using reports to fix blame 
is counter-productive in the patient 

safety improvement effort.

Source: National Quality Foundation.

T

errors is achieved when patients and their 
families are actively involved in their care 
during admission, throughout the stay, with 
any surgeries or procedures that take place, 
and at discharge. 
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verything about health care 
is complex. Health care 
environments support complex 
care processes, complex health 
care technologies, complex 

patient needs and responses to therapy, and 
complex organizations. These complex 
conditions increase the likelihood of 
human error. 

Errors, particularly events that harm 
patients, are most often caused by the 
cumulative effects of smaller errors 
within organizational structures and 
processes of care. Improving patient 
safety requires an organizational 
approach focused on improving 
processes of care in the chain of 
events preceding an error or adverse 
event.  Avoidable errors can be then 
targeted for improvement using key 
strategies such as leading effective 
teamwork and communication, 
institutionalizing a culture of safety, 
providing patient-centered care, and using 
evidence based practice guidelines.

On May 7, 2013, physicians, nurses, and 
patient safety advocates from across New 
England and the mid-Atlantic gathered 
for a one-day conference:  “Creating 
a Culture of Safety: Best Practices in 
Implementation Science.” The conference 
was presented in partnership with the 
Center for Innovation in Patient Safety 
and Quality at Southwestern Vermont 
Medical Care (SVMC) in Bennington, VT;  
the James M. Jeffords Institute for Quality 
and Operational Effectiveness at Fletcher 

Partnering for 
Patient Safety Education

Allen Health Care in Burlington, VT; and 
the Patient Safety Education Center at 
Dartmouth Hitchcock Medical Center 
in Lebanon, NH. The key note speaker, 
Peter Pronovost, MD, PhD, FCCM, Johns 
Hopkins Medicine faculty and author of 
Safe Patients, Smart Hospitals, is dedicated 
to finding ways to make hospitals and 
healthcare safer for patients through the 
use of CUSP (the Comprehensive Unit-
based Safety Program). Adopted by about 
40 units at The Johns Hopkins Hospital, 
CUSP has been used to foster a culture of 

safety and decrease the incidence of a range 
of problems: patient falls, infection, poor 
communication among caregivers, and 
medication administration errors.

In collaboration with SVMC, VPQHC 
welcomes the opportunity to support our 
shared commitment to reducing harm 
in healthcare by making the conference 
materials available to hospitals, providers 
and consumers at www.vpqhc.org. These 
resources help us:
• assist hospitals to develop an 

organizational culture of transparency, 
commitment to quality and safety 

• design highly reliable patient care 
practices 

• lead a broad range of patient safety 
activities to eliminate causes of medical 
error

Recommendations: 
Models such as the Comprehensive 

Unit-based Safety Program (CUSP) help 
hospitals gain insight into the multitude 
of reasons for adverse medical events and 
develop information that will lead to 
improved processes of care to eliminate 
avoidable patient harm. VPQHC supports 
a statewide standardized learning approach 
to create safer health care environments 
through CUSP learning collaboratives.  
Additional state funding is needed to 
support training, to engage in collaborative 
learning sessions and to implement 
evidence based practice guidelines.

E
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Trends in Hospital Stays Associated with  
Clostridium difficile-Infection (CDI), 1993-2009

Enhancing Surveillance of 
Multi-Drug Resistant Organisms 

and C. difficile across Vermont

ulti-drug resistant organisms 
(MDRO) are defined as 
microorganisms, most often 
bacteria, that are resistant to many 
antibiotics. Examples of MDROs 

include Methicillin Resistant Staphlycoccus 
Aureus (MRSA), Vancomycin Resistant 
Enterococcus (VRE), and Carbapenem-
resistant Enterobacteriaceae (CRE). Trends 
in MDROs suggest rates are increasing 
and are particularly problematic for certain 
patient populations such as the elderly, 
who have age-related diminished immune 
response. With few treatment options 
available, it is important to control the 
spread of these organisms.

Clostridium difficile (C. diff) is a bacterium 
that causes a range of symptoms from 
diarrhea to life threatening inflammation of 
the colon. Outbreaks of C. diff are increasing 
and each year 14,000 deaths occur in the 
United States due to Clostridium difficile 
infection (CDI). The two greatest risks 
for acquiring CDI are history of taking 
an antibiotic and being over 65 years-

old. Residents in long-term care facilities 
(LTCFs) are of particular concern as most 
will receive at least one antibiotic within a 
year. 

Once C. difficile or an MDRO is 
introduced into a healthcare setting, the 
risk of transmission of these organisms 
within that facility increases. From there, 
the organisms are often spread to other 
hospitals and long-term care facilities when 
patients are transferred between facilities. 
Transmission between facilities can also 
occur when a person is colonized with an 
MDRO — meaning they show no signs of 
infection, yet have the ability to transmit 
it to others.  The elderly are at increased 
risk of colonization, and therefore of 
transmitting an MDRO. 

Surveillance of MDRO and CDI 
activity in healthcare facilities is essential 

for detecting the emergence of a new 
MDRO, assessing trends, and evaluating 
interventions implemented to reduce 
morbidity and mortality from these 
organisms. The National Healthcare Safety 
Network (NHSN) is a secured surveillance 
system used to track HAIs, including 
MDRO and CDI data. NHSN is used 
in more than 11,000 medical facilities to 
identify infection prevention problems 
within their facility and to comply with 

The unsettling truth is that our best 
estimates of healthcare-associated 
infections in long-term care facilities, 
such as nursing homes, most likely 
understate the true problem.

Source: Nimalie Stone, MD
Centers for Disease Control (CDC)
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Principal Diagnosis

All-listed Diagnoses

Healthcare-Associated 
Infections (HAI) vs. 

Community-Associated 
Infections (CAI)

Persons can be exposed to MDROs 
in healthcare facilities or within 
the community, such as at daycare 
facilities or sporting events. HAI 
differs from CAI in that they are 
acquired while the person is receiving 
care in a hospital or Long Term 
Care Facility. HAI are often more 
difficult to treat and lead to longer 
hospitalizations than CAI, with 
increased morbidity (illness) and 
mortality (death).

Source: AHRQ, Center for Delivery, Organization and Markets,  
Healthcare Cost and Utilization Project, Nationwide Inpatient Sample, 1993-2009
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crucial the CDC continues to ensure 
financial support for an ongoing staff 
resource to assist IPs with reporting 
MDRO and CDI data. 

state and federal reporting mandates. 
Recently NHSN expanded to include a 
voluntary module for the LTCF. Now, data 
reported from both hospital and long-term 
care settings can be analyzed to evaluate 
statewide trends of MDRO and CDI. 

The Vermont MDRO HAI 
Collaborative began in the summer of 
2009 with a grant from the Centers for 
Disease Control and Prevention (CDC). As 
part of the planning committee, VPQHC 
joined the Vermont Department of Health 
(VDH), hospital and LTCF Infection 
Preventionists (IPs) and administrators, and 
the CDC to work toward reducing and 
eliminating the transmission of MDROs 
across the healthcare spectrum. Clusters 
were formed between an acute care 
facility and LTCFs that shared their patient 
population to implement practices aimed at 
reducing transmission of HAIs. The work 
done by this collaborative received national 
recognition for their efforts in the CDC’s 
National Action Plan to Prevent Healthcare-
Associated Infections: Roadmap to Elimination. 

The current focus of the MDRO HAI 
Collaborative is data collection and analysis. 
Because LTCF IPs are new to NHSN and 
often have limited time and resources, the 
CDC provided funding to VDH to hire a 
full-time staff resource at VPQHC to assist 
LTCFs with NHSN enrollment and data 
collection. To ensure optimal data quality, 
VPQHC’s staff also provides NHSN 
updates, technical assistance, and education 
to hospital and LTCF IPs. 

With an estimated five million 
Americans residing in Long-Term Care 
Facilities by 2030, this population must 
be considered in any plan to eliminate 
MDRO and C. diff infections. We are 
very excited by the number of LTCFs 
who have embraced this collaborative 
and are now reporting MDRO and CDI 
data into NHSN. Our hope is that the 
number of LTCFs and hospitals reporting 
MDRO and CDI data will continue to 
grow. With timely monitoring of these 
dangerous infections through NHSN there 
is an opportunity to provide accelerated 
prevention and control measures. VPQHC 
will continue to be a resource in assisting 
healthcare facilities with the goal of 
eliminating healthcare associated infections.

Facilities Participating in the MDRO CDI Collaborative

Thank You

In the Long-Term Care facility the Infection Preventionist juggles and balances 
extended responsibilities in addition to Infection Prevention.  The effort and time 
that has been given to NHSN as part of the MDRO HAI Collaborative exemplifies 
the dedication these professionals have to the well-being of the residents.

I consider myself fortunate to have had the opportunity to work with this 
important group of professionals.  Their insight is key to the success of the MDRO 
HAI Collaborative.                               

— Eileen Paus, NHSN Program Specialist, VPQHC

Franklin
Grand 

Isle
Orleans

Lamoille

Essex

Chittenden

Washington

Caledonia

Addison Orange

Rutland

Bennington

Windsor

Windham

Long Term Care Facility

Acute Care Facility

Recommendations:
The success of the Vermont MDRO 

HAI Collaborative is subject to hospital 
and LTCF participation.  Due to the 
resource limitations within LTCFs, it is 
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troke is the fifth leading cause 
of death in Vermont with 219 
deaths in 2009. A stroke occurs 
when a blood vessel that carries 
oxygen and nutrients to the 

brain is either blocked by a clot, bursts, or 
ruptures. The level of damage experienced 
by a person suffering from a stroke 
depends on whether their symptoms 
are identified early, assessed rapidly, and 
treated effectively. It is crucial for patients 
and family members to recognize early 
stroke warning signs, which include face 
droop, weakness in one arm or slurred 
speech and contact the emergency medical 
system immediately. Emergency Medical 
Technicians need to recognize and respond 
to stroke emergencies by accurately 
communicating critical information to 
stroke centers during patient transport. 
Early intervention saves brain tissue from 
damage and/or potential permanent harm. 

Improving Coordination of Care 
for Patients Experiencing 

Stroke Symptoms

Finally, hospital staff need to quickly assess 
and activate stroke treatment protocols to 
provide timely care and treatment of stroke 
to optimize the patient outcomes. At the 
hospital this includes conducting timely 
CT scans and communicating critical 
diagnostic information to specialty trained 
practitioners.  

 Act 61 of 2009 charged the Vermont 
Association of Hospitals and Health 
Systems with convening a workgroup 
of neurologists, emergency department 
(ED) physicians, and representatives 
of the American Heart Association to 
make recommendations to improve 
acute stroke care. In November 2010, 
the Stroke Workgroup issued a final 
report: 2010 Recommendations of the Stroke 
Workgroup.  One key recommendation 
from the report was the incorporation 
of the workgroup-developed tools and 
materials into local community Emergency 
Department processes. To accomplish 
this, the management of the project was 
turned over to the Vermont Program for 
Quality in Health Care (VPQHC).  By 
July of 2011, Emergency Departments 
across the state had adopted many of the 
recommendations.  

Starting in July 2013, VPQHC will 
support the adoption of early stroke 
identification and treatment guidelines 
within each Emergency Department in the 
state.  VPQHC upholdss the standardization 
of best practices for Emergency 
Departments around care of a patient 
experiencing a stroke through use of the 
National Institutes of Health (NIH) Stroke 
Scale.  This standardized form is endorsed 
by the American Stroke Association and is 

a tool which provides a measure of patients’ 
stroke-related neurologic deficits. VPQHC 
will also identify and provide resources to 
inform health care professionals and the 
general public of the latest evidence on 
assessing and treating stroke symptoms. 

Recommendations
Research shows that using standardized 

tools can strongly predict the likelihood of 
a patient’s recovery after stroke.  Hospitals 
must dedicate resources to implementing 
best practices to provide optimal care 
for the best outcomes following a stroke. 
Additional development of electronic 
documentation tools and expanded 
telemedicine networks to further improve 
communication, access, and portability of 
clinical information and diagnostics will 
continue to improve stroke treatment and 
outcomes.

S
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Understanding Prescribing Patterns 
and Use of Psychotropic Medication 

Among Vermont Inmates

he U.S. Department of Justice 
reports that more than half 
of all prison and jail inmates 
have a mental health problem. 
The Vermont Department 

of Corrections (DOC) provides 
comprehensive health care to an estimated 
7000 inmates who enter their custody 
each year.  This care includes psychotropic 
medications, which are provided to 
incarcerated patients requiring mental 
health medication management. 

In 2012,  the Vermont state legislature 
asked the DOC to describe prescribing 
patterns of psychotropic medication prior 
to and during an inmate’s incarceration. 
The DOC contracted with the Vermont 
Program for Quality in Health Care to 
assist in this legislative request. 

Key Findings:
• Psychotropic medication use in inmates 

prior to incarceration is high: Over two-
thirds of inmates classified as Severely 
Functionally Impaired, approximately 
one-third of inmates with greater than 
60-day-stays, and 16% of a random 

sample of all inmates, had been taking 
medication to treat ADHD, anxiety, 
depression, or other mental health issues.1

• Drug and alcohol use in inmates prior to 
incarceration is high. 26% of a random 
sample of inmates reported using street 
drugs prior to incarceration,2 and over 
one-third of inmates reported having 
received a DUI.

• The total number of psychotropic 
medication prescriptions does not change 
once incarcerated, however changes in 
use were observed within categories of 
psychotropic medication. For example, 
ADHD prescriptions decreased in certain 
prison populations after they had been 
incarcerated for between 30-90 days. 

Psychotropic Medications Taken by Vermont Inmates 
Mean number taken prior to and after 30-90 days of incarceration by Vermont inmates 

incarcerated on September 1, 2012, with intakes in June 2012
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Psychotropic Medication 
Defined

Psychotropic medications, 
also called psychiatric or 
psychotherapeutic medications, 
treat mental health disorders. Used 
appropriately, these medications can 
help persons suffering from these 
disorders live fulfilling lives. Doses 
vary greatly, as do side-effects, and 
persons may have to be prescribed 
a variety of medications until one is 
found effective.

Source: National Institute of 
Mental Health, www.nimh.nih.gov

Additionally, there is suggestive evidence 
that the number of drugs prescribed to 
inmates for anxiety and depression may 
increase once incarcerated.

Recommendations: 
Due to the complex and diverse popula-

tion it serves, it is essential the DOC continue 
to provide its mental health and substance 
abuse related services. Additional studies 
should continue to explore continuity of care 
between community and correctional sys-
tems to further identify and understand any 
differences in prescribing patterns. Strength-
ening community/correctional partnerships 
will be key to the successful treatment of this 
often transient population.

1 In 2009, data from the Vermont Behavioral Risk Factor Surveillance System estimated that 14% 
of non-institutionalized adults were taking medication or receiving treatment from a doctor or 
other health professional for any type of mental health condition or emotional problem.

2 12.7% of Vermont 18-25 year olds reported using illicit drugs other than marijuana - 2009/2010 
National Survey on Drug Use and Health.

T
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erformance feedback reports 
to physicians are designed to 
measure and improve a clinician’s 
quality of care. The Common 
Physician Measurement 

Workgroup was convened to explore 
the utility of aggregating physician-level 
data from multiple health plans in order 
to provide complete and meaningful 
quality performance reports to physicians. 
The workgroup membership includes 
representatives from the Department of 
Financial Regulation, the Department of 
Health, Cigna, MVP Healthcare, and Blue 
Cross Blue Shield of Vermont (BCBSVT), 
the Department of Vermont Health Access 
(Medicaid), the Vermont Program for 
Quality in Health Care, and other key 
stakeholders.

The current focus of this project is on 
reporting the following HEDIS measures 
for 14 pediatric practices in Vermont:
• Appropriate testing for children with 

pharyngitis (inflammation of the throat)
• Appropriate medications for children 

with asthma
• Appropriate use of medication for 

children with upper respiratory 
infections.

Currently, 70 pediatricians across the 
state are participating in the pilot and will 
receive their third round of reports in the 
fall of 2013. Recent improvements in the 
project include the addition of Medicaid 
data, changes in the reporting format, the 
incorporation of trend data, and increased 
engagement of Practice Managers. Provider 
input has been, and will continue to be, 
essential to the success of this project and 
the workgroup will put a large emphasis on 
physician feedback during the next round 
of reporting.

Improving Patient Care Through 
Physician-level Quality Reporting

HEDIS
HEDIS is a tool used by more than 90 percent of America’s health plans to measure 
performance on important dimensions of care and service. The specifications for 
these indicators were developed by the National Committee for Quality Assurance 
(NCQA), as part of its Healthcare Effectiveness Data and Information Set. Altogether, 
HEDIS consists of 75 measures across eight domains of care.

Recommendations:
The Common Physician Measurement 

project provides a powerful tool for 
physicians to assess the quality of care they 
provide. As we move into 2014, VPQHC 
recommends expanding the project to 
include additional HEDIS measures and/or 
physicians, and exploring an internet-based 
reporting platform.

P

Common Physician Measurement Report for Quality Improvement in an Office Setting

Appropriate Medications for Asthma 
Calendar Year 2011-2012***

This HEDIS® measure reports the percentage of children between the ages 5 to 18 years of age  
who were identified as having persistent asthma and who were prescribed medications 

considered appropriate for long-term control of asthma.  
The data for this measure are from BCBS-VT, Cigna, MVP, and Medicaid

Achievable 
Benchmark: 
99%, which 
is national 
90th 
percentile**

100%

75%

50%

25%

0%
*Your Score 

(n = 6)
Practice Score 

(n= 40)
Aggregated 
Pilot Rate

Vermont 
Rate

* Number of patients in the denominator is less than 30. Rate may be unreliable.
** National 90% percentile is for ages 5-11 years.
*** Two years of data are presented due to small patient numbers.
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95% 97% 97%
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Supporting Quality in 
Small Rural Hospitals

ritical Access Hospitals (CAHs) 
are facilities in rural areas with 
less than 25 beds. These hospitals 
have unique challenges based 
on their small size and limited 

resources, but fulfill a critical need for 
services in their areas.  Vermont has eight 
CAHs and Vermont Program for Quality 
in Health Care (VPQHC) is dedicated 
to supporting them in providing optimal 
quality of care to their communities.

Hospitals must meet the Centers for 
Medicare/Medicaid Services (CMS) 
standards in order to be reimbursed for the 
care they deliver.  These standards, which 
differ depending on the type of hospital, 
ensure that hospitals are providing safe 
and appropriate care in an appropriate 
environment. State agencies for CMS 
perform regular, periodic surveys to ensure 
that hospitals meet these standards. 

CAHs must also be reviewed by an 
outside entity approved by the state’s 
rural health department as a condition of 
participation in CMS’s program.  Vermont’s 
Office of Rural Health and Primary Care 
has subcontracted with VPQHC to carry 
out these reviews. The Periodic Evaluation 
and Quality Assurance Review for CAHs 
includes an examination of clinical 
records, healthcare policies and utilization 
of services with an emphasis on services 
which affect patient health and safety.  An 
appraisal is also done regarding the overall 
appropriateness of care and the quality and 
appropriateness of diagnosis and treatment 
furnished by providers.

VPQHC is committed to ensuring 
CAHs receive the support they need and 
regularly researches and answers questions 
from Quality Department Directors 
about CMS standards. We also arranged 
two webinars to encourage proactive 
involvement of hospitals with the state 

agency for CMS in Vermont. VPQHC has 
expanded a self-assessment tool for Quality 
Departments to use in preparation for 
actual surveys, and has performed surveys 
as if they were CMS reviewers for hospitals 
as requested. These ‘mock’ surveys are an 
important way to help CAHs prepare for 
the actual CMS survey.   

Many CAHs struggle to stay on top 
of the multitude of CMS regulations. 
Limited staff resources, paper-based 
monitoring systems, and various assembled 
computer programs highlight some of the 
challenges these small rural hospitals face.  
Hospital quality departments need robust 
automated systems at an affordable price 
in order to support efficiency with quality 
improvement and regulatory activities.

Porter Hospital has recently 
implemented a new computer-based 
“Quality System” using a program called 
Strategic Quality Surveillance System 
(SQSS) that was recommended by 
VPQHC. 

The staff at Bainbridge Associates (the 
creator of SQSS) has been incredibly 
accommodating and helpful, providing 
great support as we are working through 
the building/implementation process.”

VPQHC will continue working with 
Porter Hospital to support their adoption 
of this excellent resource. 

Recommendations:
In order to effectively monitor and 

enhance quality in CAHs, systems must 
be in place to capture a multitude of data 
to inform improvement efforts and help 
maintain standards.  SQSS is one such 
system ideally suited for these purposes 
based on its technical capabilities and 
affordable price. VPQHC recommends 
other CAHs consider implementation of 
SQSS or a similar system to ensure they are 
able to meet CMS Quality standards in a 
productive and efficient manner. 

Porter Hospital’s 
Experience

”We are very excited about the 
potential benefits of the system, to 
include:
• Streamlining quality and 

regulatory functions
• Providing detailed, easy to produce 

and interpret reports related to 
same

• Improved tracking and 
documentation of incident reports, 
complaints, and follow up

• Taking away the managerial 
paperwork burden, and instead 
placing the information all in one 
place on our desktops to allow 
for daily monitoring, tracking/
trending

• Engaging our front line staff in the 
regulatory and quality processes

C
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Facilitating Peer Review 
Activities

eer review includes the 
routine review of patient 
charts for potential quality 
concerns as well as physician 
performance evaluation, 

education and reappointment.  “The 
American Medical Association 
(AMA) supports the medical peer 
review process and recommends that 
peer review evaluations should be 
based upon appropriateness, medical 
necessity, and efficiency of services in 
order to assure quality medical care.” 

Vermont hospitals have found 
that their peer review committees are 
frequently challenged to find peers to 
review the quality of services provided 
by their medical staff members.  Many 
smaller hospitals have physicians on their 
active staffs for whom there is no peer, 
or the only available peers have a conflict 
of interest such as being in practice 
together. Vermont is fortunate to  have a 
password protected peer review portal, that 
houses a list of board certified physicians 
recommended by the Chief Medical 
Officer (CMO) and Chief Executive 

Officer (CEO) of their hospital. Currently, 
there are 52 physicians representing 
14 different specialties from smaller 
hospitals across the state as well as group 
participation from Fletcher Allen Health 
Care and Dartmouth Hitchcock Medical 
Center.

Vermont Program for Quality in Health 
Care (VPQHC), as a state peer protected 
organization, is privileged to be able to 
facilitate the peer review process by hosting 
the portal on our website. The portal was 

given a new look this year to aid 
in the ease of use. Over the past 
year hospitals have used the site to 
augment their internal peer review 
process to assure high quality medical 
care for the patients they serve. In 
addition to the portal, VPQHC has 
connected with Quality Directors for 
information sharing of best practice 
regarding physician peer review and 
reappointment (areas often directly 
related to the Quality Department of 
a hospital). 

Recommendations: 
In an effort to make physician peers 

more widely available to Vermont hospital 
peer review committees, VPQHC will 
continue to encourage the use of the 
peer review portal as well as streamline 
and update documents as needed on the 
site. VPQHC recommends that hospital 
leaders encourage robust participation on 
the peer review portal as well as increase 
efficiency by automating any peer review 
and reappointment processes that remain 
paper–based. 

P
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PQHC strives to provide support 
and resources in a multitude 
of ways to assist Vermont’s 
health care quality leaders.  The 
examples below describe some 

of the methods and tools we use to 
disseminate information about educational 
opportunities and updated resources. Many 
of these educational offerings are available 
because of the continued support from our 
partners. 

VPQHC Website
VPQHC’s website is a resource for 

hospital staff, as well as consumers, who 
want to know more about current 
healthcare quality issues. Some of the 
current content on our website includes 
information on patient safety and quality, 
best practices for improving transitions 
of care, and Conditions of Participation 
for Critical Access Hospitals. Its success 
depends on user-feedback and we are 
always open to suggestions about how to 
improve our site. 

We also provide web blasts to quality 
leaders and others concerned with quality 

Acting as a Quality Resource 
Hub for Hospitals

issues which focus on updates on specific 
topics. For example, Fletcher Allen Health 
Care and Dartmouth-Hitchcock Medical 
Center have created OneCare Vermont, a 
state-wide Accountable Care Organization 
(ACO) which includes 14 of the state’s 
hospitals, hundreds of primary care 
physicians and specialists, two federally 
qualified health centers, and several rural 
health clinics. ACOs are a care delivery 
model that is designed to support and 
improve patient outcomes no matter 
where their care is delivered. A recent web 
blast educated health care quality leaders 
about OneCare Vermont and how it might 
affect their current roles. All of our web 
blasts reside on our website for additional 
reference.

New England Rural Health 
RoundTable (NERHRT) and 
the Institute for Healthcare 
Improvement (IHI)

Hospital middle managers help 
organizations develop, implement, and 
succeed at meeting strategic goals. In 
acting as the bridge between senior 

administration and 
the front line staff, 
middle managers 
must have the 
knowledge and 
skills to lead 
improvements 
and innovations 
across hospital 
settings. Our 
partnership with 
the New England 
Rural Health 
RoundTable and 
The Institute 
for Healthcare 
Improvement (IHI) 
allowed VPQHC 
to provide hospital 
leaders across 

multiple departments an opportunity 
for additional education called “Leading 
Quality Improvement: Essentials for 
Managers”. This online training module 
provided education to build the skills 
and capabilities needed to lead quality 
improvement efforts at the middle 
management level. In partnership with 
NERHRT  VPQHC will also offer 
ten Critical Access Hospital quality 
professionals a sponsored opportunity to 
complete either the Certified Professional 
in Healthcare Risk Management 
(CPHRM) or the Certified Professional in 
Patient Safety (CPPS) in the Fall of 2013. 

Global Classroom
Global Classroom is an online tool used 

to host educational modules that can be 
accessed by quality leaders and hospital staff 
at their convenience. VPQHC is dedicated 
to providing access to this online training.  
Topics offered this year have included 
the Clinician Orders for Life Sustaining 
Treatment (COLST) form and an 
educational module around Hospice Care. 

V

Recommendations:
VPQHC will continue to provide 

resources to Vermont quality leaders 
through our website (www.vpqhc.org) 
and key partnerships to remain abreast of 
key industry developments and continuing 
educational opportunities.
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Income                                                           

9416 Billback  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $  660,000

Other Contracts and Contributions  . . . . . . . . . . . . . . . . . . . . . $  537,366

Total Income . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $1,197,366

                                             

Expenses                                                        

Personnel  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $ 908,325

Operating . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $ 116,589

Project  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $ 157,552

Total Expenses  . . . . . . . . . . . . . . . . . . . . . . . . . . . .  $1,182,466

uring the fiscal year ending June 30, 2013, VPQHC continued to closely monitor 
and tightly manage its financial functions. The funding portfolio included the 9416 
contract with the Department of Financial Regulation (55%), grants from the Vermont 
Department of Health (30%), contracts with the Department of Corrections and the 
Vermont Department of Health (11%) and contributions and interest income (4%).  

VPQHC distributed $117,870 or 10% of its total expenditures for the year, in quality improvement 
grants directly to Vermont’s hospitals and other healthcare organizations.  The composition of 
the balance of the expenses for the year were as follows: personnel expenses 77%; general and 
administrative expenses 10%; and the remaining 3% was expended on items directly related to 
carrying out project activities.  

The figures below are not audited

Financial Support

Message from our Director of Finance

Marianne Bottiglieri

D
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Catherine Fulton, MS, CPHQ
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