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Executive Summary
During the period January through August 2018, a Community Health Needs Assessment was completed by Dartmouth-Hitchcock,
Alice Peck Day Memorial Hospital, and Visiting Nurse and Hospice for VT and NH in partnership with Mt. Ascutney Hospital and
Health Center, Valley Regional Healthcare, New London Hospital and the New Hampshire Community Health Institute. The purpose
of the assessment was to identify community health concerns, priorities and opportunities for community health and health care
delivery systems improvement. For the purpose of the assessment, the geographic area of interest was 19 municipalities in Vermont
and New Hampshire comprising the Dartmouth-Hitchcock and Alice Peck Day primary hospital service areas with a total resident
population of 69,467 people. Methods employed in the assessment included surveys of community residents made available on-line
and paper surveys placed in numerous locations throughout the region; a direct email survey of key stakeholders and community
leaders representing multiple community sectors; a set of community discussion groups; compilation of results from assessment
activities focused specifically on behavioral health needs and gaps; and a review of available population demographics and health
status indicators. All information collection activities and analyses sought to focus assessment activities on vulnerable and
disproportionately served populations in the region including populations that could experience limited access to health-related
services or resources due to income, age, disability, and social or physical isolation. Enhanced efforts were made to understand the
needs of these populations through targeted surveys and community conversations including facilitated surveys and discussions at
community suppers, a regional free clinic, homeless programs, and other community settings serving economically vulnerable
residents.

The data gathered in the FY2019 CHNA is part of a continual process for considering progress and emerging community needs
informed by dialogue with community members, leaders, and experience. Results from any CHNA process is inherently limited by
the availability of data and by the nature of questions asked of community members. In this assessment, we intentionally asked for
feedback on priorities identified by prior assessment activities - Are these still high priorities? Has there been any improvement? - as
well as asking for input on new or emerging priorities. The table on the next page provides a summary of the highest priority
community health needs and issues identified through this assessment process. Several of these priority areas have been identified
as high priorities in past assessments and will continue to be a focus of community health improvement efforts. It is also important
to note that ongoing community health improvement efforts focused on factors noted as being moderately well addressed will
continue in order to sustain progress.
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Community Health
Issue

SUMMARY OF COMMUNITY HEALTH NEEDS AND ISSUES BY INFORMATION SOURCE

Community and Key Stakeholder

Community Discussion

Community Health Status
Indicators

Access to mental
health services

Surveys

Access to mental health care was the highest
priority issue identified in combined responses
of community survey and key stakeholder
survey respondents. ‘People in need of mental
health care’ was the top underserved
population identified by key stakeholders.

Groups

Identified as a high and continuing
priority for community health
improvement by all community
discussion groups. Issues included
lack of workforce / insufficient
capacity. “Mental health is the big
one”(local employer).

About 11% of adults in the service area
report 14 or more days in the past 30
days when their mental health was not
good, a measure that is correlated
with depression and other chronic
mental health concerns as well as
overall health-related quality of life.

Access to affordable
health insurance,
health care services
and prescription
drugs

Availability of affordable health insurance was
the highest priority identified by community
survey respondents from a list of 28 potential
priorities and was also the topic area in
combination with cost of care most frequently
mentioned in response to an open-ended
question asking, “What one thing would you
change to improve health . . .”

Community discussion groups
identified health care costs and
affordability of insurance as
significant concerns and barrier to
services including cost of co-pays,
deductibles, and forgoing needed
medical care because of cost

The estimated proportion of people
with no health insurance has declined
in the DH-APD service area from 8.2%
in the last community health
assessment to 7.1%.

Alcohol and drug
misuse prevention,
treatment and
recovery

Prevention of substance misuse, addiction (#3)
and access to substance misuse treatment and
recovery services (#4) were top issues
identified in combined responses of
community survey respondents and key
stakeholders.

Community discussion groups
identified substance misuse issues as
a high and continuing priority for
community health improvement.
The relationship between mental
health and substance use was
discussed, and the need for more
effective education and prevention.

About 15% of adults in the service area
reported binge drinking in the past 30
days. In 2016, the rate of all drug-
related fatalities in the White River
Junction Health District of VT was 16.7
per 100,000 population, a rate that has
approximately doubled since 2010.

Family strengthening
including parental
stress and childhood
trauma

Community survey respondents identified
child abuse and neglect as a top priority across
all age, income, and sub-regional groups.
Domestic violence was also a top 10 issue
identified in combined responses of
community survey respondents and key
stakeholders.

Discussion group participants
reported concerns about the effects
of parental stress, financial stress,
substance use and mental health on
the health and welfare of children in
the community.

About 26% of children in the DH-APD
service area live in households with
incomes below 200% of the federal
poverty level
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SUMMARY OF COMMUNITY HEALTH NEEDS AND ISSUES BY INFORMATION SOURCE (continued)

Community Health
Issue

Community and Key Stakeholder

Community Discussion Groups

Community Health Status
Indicators

Social determinants of
health including
affordable housing,
transportation and
poverty

Surveys

Affordable housing was a top 10 issue
identified in combined responses of
community survey respondents and key
stakeholders. Key stakeholders also
identified lack of transportation as the
top barrier to accessing services.

Community discussion groups
identified transportation as a
significant issue and also addressed
issues of homelessness, home
affordability, and related needs for
being able to recruit a diverse
workforce.

About 1 in 3 households have housing
costs exceeding 30% of household
income and 6% of households have no
available vehicle. The most common type
of referral from VT 211 from the service
area is for housing/shelter (44% of all
referrals).

Availability of primary
care services

Availability of primary care services was a
high priority for community respondents
(#7) and about and about 1 in 10 people
cited difficulty accessing primary care
services in the past year.

Access to care was a general
discussion topic across community
discussion groups. Improvements in
primary access were noted by several
groups including references to the
Mascoma Community Health Center
as an important development.

86% of adults in the service area report
having a personal doctor or health care
provider, a proportion similar to VT and
NH overall, as is the rate of hospital stays
for ambulatory care sensitive conditions
for Medicare enrollees.

Senior services
including home care or
assisted living services

Improved resources for senior health
care services was a top 10 issue
identified by community survey and key
stakeholder respondents. Concerns of
aging and access to home care, assisted
living or hospice were frequently
mentioned in written comments.

Several discussion groups identified
an aging population, limited resources
for seniors, ‘sandwich generation’
concerns and future challenges of
caring for frail elders as community
health concerns.

The service area population has a high
and increasing proportion of seniors
(17.5% are 65+), similar to NH (15.8%)
and VT (17.0%) overall.

Affordable healthy
food and recreational
opportunities;
improved environment
for healthy eating,
active living

Improved resources, programs or
environment for healthy eating / food
affordability was the 3™ most frequent
topic area for responses to the question
“What one thing would you change to
improve health. ..”; biking/walking trails
and recreation, fitness programs were
the top 2 resources people would use if
more available

Community discussion group topics
included economic challenges of
accessing healthy foods and the need
for more affordable fitness and
recreation options, as well as related
time pressures. Dietary habits,
nutrition and access to healthy foods
was a common topic of community
discussion group participants

About 1 in 5 adults in the DH-APD Service
Area (18%) can be considered physically
inactive — a rate similar to the rest of NH
and VT. The estimated proportion of
adults in the Upper Valley Public Health
Region who are obese (17%) is
significantly lower than for NH overall,
while the estimated rate in the White
River Junction Health District (30%) is
similar to VT overall.
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A. COMMUNITY AND KEY STAKEHOLDER SURVEY RESULTS WITH SELECTED SERVICE AREA DEMOGRAPHICS

The total population of the primary service area of Dartmouth-Hitchcock and Alice Peck Day Memorial Hospital is 69,467 people
according to the United States Census Bureau (2016), which is an increase of 4.7% or about 3,100 people since the year 2010. The
2019 Community Health Needs Assessment Survey conducted by Dartmouth-Hitchcock, Alice Peck Day and Visiting Nurse and
Hospice for VT and NH yielded 2,100 individual responses of which 81% were residents of towns within the primary service area or
approximately 3% of the total adult population. As shown by Table 1, survey responses were received from throughout the service
area, although Lebanon is slightly over-represented among survey respondents in comparison to its proportion of the overall service
area population, while Hanover and Woodstock are under-represented. It is also important to note that 2018 survey respondents
were more likely to be female (76% of respondents) and older (27% age 65 years or more) compared to the overall adult population
in the service area. About 97% of survey respondents identified their race as White (including respondents selecting more than one
race), 1.6% Asian, 1.4% American Indian or Alaska Native, 0.6% Black or African American, and 0.2% Native Hawaiian or Other Pacific
Islander; additionally 1.6% of respondents identified as Hispanic and 6% of respondents are Veterans.

Table 1: Service Area Population by Town;
Comparison to Proportion of 2018 Community Survey Respondents

Lebanon NH 13,528 03766 03784 03756 19.5% 25.0%
Hanover NH 11,371 03755 03750 16.4% 9.0%
Hartford VT 9,758 | 05059 05001 05047 05088 05084 14.0% 10.2%
Enfield NH 4,557 03748 03749 6.6% 8.5%
Canaan NH 3,907 03741 5.6% 5.1%
Hartland VT 3,423 05048 05052 05049 4.9% 1.4%
Norwich VT 3,373 05055 4.9% 3.7%
Woodstock VT 2,986 05091 05071 05073 4.3% 0.6%
Grantham NH 2,963 03753 4.3% 5.4%
Plainfield NH 2,584 03781 03770 3.7% 2.7%
Thetford VT 2,576 05075 05043 05058 05074 3.7% 2.0%
Lyme NH 1,754 03768 03769 2.5% 2.5%
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Orford NH 1,504 03777 2.2% 2.3%
Sharon VT 1,446 05065 2.1% 0.5%
Grafton NH 1,276 03240 1.8% 0.7%
Fairlee VT 1,057 05045 1.5% 0.9%
Piermont NH 840 03779 1.2% 0.4%
Dorchester NH 334 03266 0.5% 0.3%
Orange NH 230 03741 0.3% | Included with Canaan
Other Claremont NH (2.5%), Cornish NH (1.3%), Windsor VT (1.3%), New London NH 18.9%
(1.2%), Bradford NH (0.9%), Charlestown NH (0.8%) and 84 other locations

*Survey respondents were asked to indicate the zip code of their current local residence.

Table 2: Demographic Characteristics of Community Survey Respondents and Service Area Population

Less than $75,000

Percent Female 75.7% 51.7%
Percent Age 65 plus 27.3% 17.5%
White Race Alone 95.9% 92.1%
Minority Race (including more
4.0% 7.9%
than one race)
Hispanic / Latino 1.6% 2.0%
Percent with Household Income e Median Household Income
. (o]

=571,051

Table 3 on the next page displays additional demographic and economic information for the towns of the primary service area. On
this table, municipalities are displayed in order of median household income with comparison to the median household income in
the region and two states overall. As displayed by the table, the median household income in the DH-APD service area overall is
similar to the median household income in New Hampshire, but there is a substantial range of median household incomes in the
service area from about $50,000 in Grafton, NH to over $120,000 in Lyme, NH. The proportion of households with incomes under
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200% of the federal poverty ranges from 2.9% (Grantham, NH) to 31.7% (Dorchester, NH). Figure 1 following this table displays a
map of the service area with shading depicting the median household income by town in 5 categories from low to high median
household income.

Table 3: Selected Demographic and Economic Information

Median % with income %.famil_y households 5% populationiwith
Household under 200% with children headed S
Income Poverty Level by a single parent el

Lyme NH $121,471 6.7% 12.7% 9.2%
Hanover NH $113,925 15.2% 21.1% 6.7%
Norwich VT $106,359 10.8% 26.3% 9.2%
Grantham NH $94,583 2.9% 34.4% 9.2%
Plainfield NH $84,700 14.8% 22.2% 8.1%
Orford NH $76,094 20.3% 13.3% 10.2%
Woodstock VT $75,482 11.0% 48.9% 15.8%
Enfield NH $75,114 14.9% 23.8% 10.8%
DH-APD Service Area $71,051 19.1% 32.0% 12.5%
New Hampshire $68,485 21.7% 29.1% 12.3%
Thetford VT $67,888 21.9% 20.2% 9.3%
Fairlee VT $65,905 20.0% 38.2% 10.9%
Sharon VT $64,479 25.4% 37.0% 12.8%
Canaan NH $61,061 21.4% 36.8% 11.0%
Hartford VT $59,365 23.9% 36.0% 16.0%
Hartland VT $58,804 21.0% 21.2% 13.7%
Orange NH $57,344 20.9% 54.5% 17.4%
Lebanon NH $56,448 25.7% 49.7% 17.1%
Vermont $56,104 28.8% 32.4% 14.0%
Dorchester NH $55,250 31.7% 12.9% 22.5%
Grafton NH $50,682 24.4% 29.4% 24.9%
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Figure 1 — Median Household Income by Town, DH-APD Service Area

2012-2016 American Community Survey; Map source: American Factfinder

Data Classes

D 50,682 - 50,682
1 55,250 - 61,061
) 64,479 - 70,000
@ 75,114 - 94 583
@ 106,359 - 121,471
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1. Most Important Community Health Issues Identified by Community Survey Respondents

Community respondents to the 2018 Community Health Needs Survey were presented with a list of 14 health-related topics that
have been identified as priorities in previous community health assessments in the greater Upper Valley region of New Hampshire
and Vermont. For each topic, respondents were asked to indicate the extent to which they thought it should remain a priority for
community health improvement work relative to other potential priorities. A second question presented respondents with a list of
14 more topics, including an “other’ write-in option, which could be considered priorities for the region. Respondents were again
asked to indicate the extent to which they thought each topic should become a priority for community health improvement work
relative to other potential priorities.

Chart 1 on the next page displays the top priority topics for health improvement efforts identified by community respondents. The
topics displayed with solid colors are topics that had been identified in previous needs assessment. Those topics shown with dotted
coloring are topics that rose to a high level priority from the second set of potential topics. The chart displays the percentage of
respondents indicating the topic as a high priority or very high priority (needs are mostly unmet). Other response choices were
moderate priority, somewhat low priority and low priority (needs are mostly met). The median percentage for all 28 items (half
above, half below) with respect to the combined percentage of high and very high priority responses is 61%, ranging from 34%
(preventing accidents and injuries) to 85% (affordable health insurance).

Affordable health insurance, access to mental health services, substance misuse prevention, treatment and recovery, and cost of
prescription drugs are each top priorities from prior community health needs assessments that remain among the highest priorities.
Child abuse or neglect and domestic violence are two high priorities not specifically identified in prior needs assessments, although
‘strengthening and supporting families’ is a related topic that was previously identified as a high priority for community health
improvement efforts. Other priorities previously identified community health priorities that remain high priorities among
community respondents are availability of primary care, health care for seniors, affordability of housing, and access to healthy foods,
good nutrition.
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Chart 1: High Priority Community Health Issues; Community Respondents

] \
Affordable health insurance 26%
Access to mental health care services 34% ‘
Prevention of substance misuse and addiction 34%
Access to substance misuse treatment and o ‘
recovery services | . ‘
Child abuse or neglect 32%
Cost of prescription drugs 30%
Availability of primary care services 36%
Domestic violence 34%
Health care for seniors 38% high priority
Affordable housing 34% W very high priority
Access to healthy foods, good nutrition 38%
1 | |
0% 20% 40% 60% 80% 100%

The chart displays the percentage of respondents indicating the topic is a high priority
(yellow) or very high priority (red; needs are mostly unmet). Other response choices
were moderate priority, somewhat low priority and low priority; needs are mostly met.
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The table below displays the top community health improvement priorities identified by community survey respondents by age

group. The percentages shown are the total percentages within each age group selecting the topic as a high priority or very high

priority. In general, there is substantial similarity across age groups for the highest community health improvement priorities.

Among respondents age 18-44 years or older, ‘access to healthy foods and good nutrition’ was reported as a higher priority

(relatively) than other age groups, while ‘cost of prescription drugs’ was higher on the list for older age groups.

Under 45 years

Access to mental health care

45-64years

Table 4: COMMUNITY HEALTH IMPROVEMENT PRIORITIES
BY AGE GROUP; Community respondents

65+ years

nutrition

services 83% Affordable health insurance 87% Affordable health insurance 85%

Aff . Access to mental health care Prevention of substance misuse
ordable health insurance 81% ) 86% o 82%

services and addiction

Prevention of substance misuse 1 Prevention of substance misuse 80% Access to substance misuse o

and addiction and addiction treatment and recovery services

Access to substance misuse Access to mental health care
Child abuse or neglect 73% . 78% . 81%
treatment and recovery services services
Access to substance misuse
treatment and recovery services 73% Cost of prescription drugs 77% Cost of prescription drugs 79%
Access to healthy foods, good

67% Child abuse or neglect 77% Child abuse or neglect 77%
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The table below displays the top community health improvement priorities identified by community survey respondents from
different income groups. As with the previous table, the percentages shown are the total percentages within each group selecting
the topic as a high priority or very high priority. There is substantial similarity across income groups. In fact, the top 6 top priorities
in each group are the same with only some variation in relative order. Affordable health insurance was the top priority for the lower
and middle income groups and the third highest priority in the highest income group after access to mental health care services and
prevention of substance misuse and addiction.

Table 5: COMMUNITY HEALTH IMPROVEMENT PRIORITIES
BY INCOME CATEGORY; Community respondents

Less than $50,000 $50,000 to $99,999 $100,000 or more
Affordable health insurance 85% Affordable health insurance 88% AN Teerr‘\";:Ie:ealth care 85%
Access to ment.al health care 82% Access to mem:'al health care 85% Prevention of sutfst.ance misuse 83%
services services and addiction

Child abuse or neglect 78% Prevention of sutfst?nce misuse 78% Affordable health insurance 82%
and addiction

Prevention of substance misuse . Access to substance misuse
. . 77% Child abuse or neglect 76% ) 81%
and addiction treatment and recovery services

Cost of prescription drugs 77% Cost of prescription drugs 75% Child abuse or neglect 74%
Access to substance misuse Access to substance misuse ..
) 76% . 75% Cost of prescription drugs 69%
treatment and recovery services treatment and recovery services
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The table below displays the top community health improvement priorities identified by community survey respondents by
geographic sub-regions. As with age and income, there is substantial similarity across groups by geography with the top six priorities
the same. In the more wealthy towns near Dartmouth, the seventh highest priority is ‘Availability of primary care services’. In
Lebanon, Hartford (includes White River Junction) and the more rural outlying communities, the seventh highest priority is domestic

violence.

Table 6: COMMUNITY HEALTH IMPROVEMENT PRIORITIES

BY RESIDENT LOCATION; Community respondents

Plainfield, Grantham,

Hanover, Norwich, Lyme @ n=421 Lebanon, Hartford n=557 Enfield n=263 |Other Service Area Towns n=224
nfie
Access to mental health care A | health
services 83% ceess to r::r':lti:es eaith care 86% Affordable health insurance 90% | Affordable health insurance| 86%
Prevention of substance Access to mental health care Access to mental health care
82% Aff le health i 9 49 82%
misuse and addiction > L2 BIEEL A [T LEx services E services >
Prevention of substance Prevention of substance fragsn o Sl e ik s
Affordable health insurance 82% v ! u L 82% v : . .. 81% treatment and recovery 81%
misuse and addiction misuse and addiction .
services
Access to substance misuse Access to substance misuse
treatment and recovery 80% treatment and recovery 79% Cost of prescription drugs 78% Child abuse or neglect 77%
services services
Child abuse or neglect 73% Child abuse or neglect 77% Child abuse or neglect 77% Prevention of sub.st?nce 77%
misuse and addiction
Access to substance misuse
Cost of prescription drugs 72% Cost of prescription drugs 71% treatment and recovery 75% Cost of prescription drugs 74%
services
Availability of pri Availability of pri
vailability o .prlmary care 71% Domestic violence 71% LI LIS .prlmary care 73% Domestic violence 74%
services services
Other Service Area Towns include Canaan, Orange, Orford, Grafton, Piermont, Dorchester in NH and Hartland, Fairlee, Thetford, Woodstock and Sharon in VT.
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The table below displays the top community health improvement priorities identified by community survey respondents by
race/ethnicity. As with other sub-group comparisons, there is substantial similarity between respondents reporting White race
alone and respondents reporting race other than White. One notable difference is in the proportion of ‘other than White’
respondents who selected ‘Discrimination based on race, ethnicity, sexual orientation or gender’ as high or very high priority (71%)
compared to respondents reporting White race alone (53% selected ‘discrimination’ as a high or very high priority).

Table 7: COMMUNITY HEALTH IMPROVEMENT PRIORITIES
BY RACE/ETHNICITY; Community respondents

Minority Race White Race Alone
(including more than one race)
Affordable health insurance 93.8% Affordable health insurance 84.6%
Access to mental health care services | 77.8% [Access to mental health care services 83.7%
Prevention of substance misuse and Prevention of substance misuse and
. 77.8% . 80.1%
addiction addiction

Access to substance misuse
Child abuse or neglect 76.2% . 77.6%
treatment and recovery services

Cost of prescription drugs 75.0% Child abuse or neglect 75.6%

Availability of primary care services 73.4% Cost of prescription drugs 73.4%

Access to substance misuse treatment

. 73.0% Domestic violence 70.2%
and recovery services

Discrimination based on race, ethnicity,

i . 71.0% | Availability of primary care services 70.0%
sexual orientation or gender
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2. Most Important Community Health Issues Identified by Key Stakeholder Survey Respondents

In addition to the survey of community residents, the 2019 Community Health Needs Assessment included a similar survey sent by
direct email to key stakeholders and community leaders from around the region. This activity occurred in conjunction with all the
Community Health Needs Assessment partners with the survey going to 265 individuals across the greater Upper Valley region of NH
and VT including the Greater Windsor region. A total of 153 completed responses were received (58%), of which 87 respondents
indicated serving or being familiar with the ‘Greater Lebanon/Hartford’ area.

Table 8: Key Stakeholder Survey Respondents, ‘Greater Lebanon/Hartford’ area

21.8% Human Service / Social Service (19 respondents)
17.2% Education / Youth Services (15)
14.9% Mental Health / Behavioral Health (13)
13.8% Community member / volunteer (12)

13.8% Municipal / County / State Government (12)
12.8% Primary Health Care (11)

9.2% Business (8)

6.9% Home Health Care (6)

5.7% Medical Sub-Specialty (5)

4.6% Public Health (4)

3.4% Faith organization (3)

3.4% Public Safety / Law / Justice (3)

3.4% Fire / Emergency Medical Service (3)

2.3% Civic / Cultural Organization (2)

1.1% Dental / Oral Health Care (1)

1.1% Long Term Care (1)

Respondents to the key stakeholder survey were presented with the same two lists of health-related topics: the list of topics
identified as priorities in previous community health assessments in the region and a second list of topics (including ‘other’) that
could be considered priorities for health improvement efforts in the region. The chart on the next page displays the results of these
qguestions from key stakeholder responses. The median percentage for all 28 items (half above, half below) with respect to the
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combined percentage of high and very high priority responses is 57%, ranging from 19% (preventing accidents and injuries) to 92%
(access to substance misuse treatment and recovery services). Similar to community respondents, substance misuse and mental
health were among the top priority issues identified by key stakeholders. However, key stakeholders were somewhat more likely to
identify access to public transportation as a high priority compared to community survey respondents and somewhat less likely to
identify affordable health insurance although this issue was still among the high priorities for stakeholders.

Chart 2: Community Health Improvement Priorities
Key Stakeholder Survey Respondents

Access to substance misuse treatment and 37;
recovery services r

Access to mental health care services 37%

Prevention of substance misuse and addiction 40%
Child abuse or neglect 48%
Affordable health insurance 40%
Domestic violence 45%
Affordable housing 29%

Cost of prescription drugs 42%

Access to public transportation 31% high priority

Access to assisted living or long term care e M very high priority

services ‘

Strengthening and supporting families 44%

0% 20% 40% 60% 80% 100%

The chart displays the percentage of respondents indicating the topic is a high priority
(yellow) or very high priority (blue; needs are mostly unmet). Other response choices
were moderate priority, somewhat low priority and low priority (needs are mostly met).
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3. Comparison of Most Important Community Health Issues; Community and Key Stakeholder Respondents

The chart below displays a comparison of the responses between community and key stakeholder surveys for the highest priority
community health issues. Blue bars on the chart display the percentage of key stakeholders selecting the topic as high priority or
very priority and red bars display the results from community respondents (topics are arrayed high to low according to the
community respondent percentages). While there is more similarity than difference overall, a few notable variations are the
relatively higher rating by community respondents of ‘availability of primary care services’ and lower rating of ‘access to public
transportation’.

Chart 3: Community Health Improvement Priorities
Comparison of Community and Key Stakeholder Respondents

Affordable health insurance

Access to mental health care services

Prevention of substance misuse and addiction

Access to substance misuse treatment and recovery services
Child abuse or neglect

Cost of prescription drugs

Availability of primary care services

Domestic violence

Health care for seniors

Affordable housing

Access to healthy foods, good nutrition

Access to assisted living or long term care services

Key stakeholders

Strengthening and supporting families

X X B Community respondents
Access to public transportation

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Percent selecting High Priority or Very High Priority
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The chart below displays the combined results from the questions on community health improvement priorities from the perspective
of community and key stakeholder survey respondents. The response percentages from community respondents were given 80%
weight in the computation of combined responses and the key stakeholder / community leader responses were given 20% weight.
The top 11 community health priorities are displayed (from 28 total topics included on the surveys). As in previous charts, bars
depicted with solid color are topics that had been identified in previous needs assessment. Those topics shown with dotted coloring
(child abuse or neglect, domestic violence) are topics that rose to a high priority from the second set of potential topics.

Chart 4: Community Health Improvement Priorities
Community and Key Stakeholder Responses Combined

Access to mental health care services ] 34% |
1 |
Affordable health insurance 28%
1 |
Prevention of substance misuse and addiction 35%
Access to substance misuse treatment and recovery services | 34% ‘
Child abuse or neglect | 35% RSP T EEEE LA EsEEE- 5 b TS A RSP TEEEEE LI e EY
Cost of prescription drugs | 32% ‘
Domestic violence | 36% S I 07 R
Affordable housing | 33%
1 |
Availability of primary care services 36% high priority

Health care for seniors | 38% W very high prigrity

Access to healthy foods, good nutrition | 38‘?,
T T T
0% 20% 40% 60% 80% 100%
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4. Barriers to Services Identified by Community Survey Respondents

Respondents to the FY2018 Community Needs Assessment Survey were asked, “In the past year, have you or someone in your
household had difficulty getting the health care or human services you needed?” Overall, 27.7% of survey respondents indicated
having such difficulty. As Chart 5 displays, there is a significant relationship between reported household income and the likelihood
that respondents reported having difficulty accessing services. One third of respondents in the lowest household income category of
less than $25,000 reported difficulty accessing services compared to 25% of respondents in the highest income category. It should
be notedthat this association is less pronounced than in the 2016 CHNA where more than half of respondents (52%) with income
less than $25,000 reported difficulty accessing services compared to 22% of those with household income of $100,00 or more.

Chart 5: Access to Services
Community Survey Responses

In the past year, have you or someone in your household had
difficulty getting the health care or human services you needed?
Percent responding "Yes"

40%

33.3%

29.0%

30%

N
~
d
=)

0,
26.2% 25.0%

20%

10% —

0% T T T 1
All Respondents Less than $25,000 $25,000 to $49,999 $50,000 t0 $99,999  $100,000 or more

Annual Household Income
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Chart 6 examines responses to this question by sub-region within the service area. Respondents from Hanover, Norwich or Lyme are
somewhat less likely to report difficulty accessing services compared to respondents from other communities in the service are or
from communities outside the primary service area, although the observed differences are not large.

Chart 6: Access to Services by Sub-region

In the past year, have you or someone in your household had
difficulty getting the health care or human services you needed?
Percent responding "Yes"

Hanover, Norwich, Lyme
Other Service Area Towns* 8%

Lebanon, Hartford 7.5%

Plainfield, Grantham, Enfield 28.0%
Locations outside DH-APD service area 28.4%
0% 10% 20% 30% 40% 50%

*Other Service Area Towns include Canaan, Orange, Orford, Grafton, Piermont, Dorchester in NH
and Hartland, Fairlee, Thetford, Woodstock and Sharon in VT. In general, these are towns on the
perimeter of the service area relative to Hanover-Lebanon and have lower median household incomes.
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The community survey also asked people to indicate the areas in which they had difficulty getting services or assistance. As
displayed by Chart 7, the most common service types that people had difficulty accessing were mental health care (38% of those
respondents indicating difficulty accessing any services); primary health care (33%); specialty health care (26%) and routine dental
care for adults (25%). Note that percentages on this chart are of the subset of respondents who indicated any difficulty accessing

services (27.7% of all respondents; n=511).

Chart 7

Services that People had Diffficulty Accessing
Percentages are of total respondents indicating difficulty accessing any service; n=511

Mental health care 38%
Primary health care
Specialty health care
Routine dental care for adults
Social/human services 10%
Emergency dental care | 9%
In-home support services | 8%
Drug and alcohol treatment/recovery services | 7%
Routine dental care for children | 7%
Emergency medical care | 6%
Long-term care (assisted living or nursing home care) | 6%
Support services for persons with special needs | 6%
Home health care and hospice services | 5%
0% 10% 20% 30% 40% 50%

Percent of Respondents

*Survey respondents selecting Specialty health care were asked to specify further. The most frequently cited specialty health care
services were Neurology, Orthopedics, Gastroenterology Dermatology, and Mental Health Care/Psychiatry.
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Respondents who reported difficulty accessing services in the past year for themselves or a family member were also asked to
indicate the reasons why they had difficulty. As shown on Chart 8, the top reasons cited were ‘waiting time to get an appointment
was too long’ (34%); ‘could not afford to pay’ for the service (28%); ‘service | needed was not available in my area’ (24%); and
‘insurance deductible was too expensive’ (20%). Percentages are again calculated from the subset of respondents who indicated
difficulty accessing any services.

Chart 8: Access Barriers
Perspectives of Community Respondents

Waiting time to get an appointment was too long 34%
Could not afford to pay

Service | needed was not available in my area
Insurance deductible was too expensive

Had no dental insurance

Service was not accepting new clients/patients
Did not know where to go to get services

Had no health insurance 12%

Was not eligible for the services 12%
Did not understand how to get the service 9%
Service was not accepting Medicaid 9%
Office was not open when | could go 9%
Misunderstanding with staff 7%
| was turned away 6%
Needed help with paperwork 4%
Did not want people to know that | needed the service 4%
Had no way to get there 4%
Had no one to watch my child or elder parent 3%

Language/cultural barrier 1%

0% 10% 20% 30% 40%
Percentages are of the Subtotal of Respondents Indicating Difficulty Accessing Services
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Further analysis of these two questions addressing access to specific types of services is shown by Table 9. Among respondents

indicating difficulty accessing mental health care, primary health care or specialty health care, the top reason indicated for difficulty
accessing (any) services was ‘waiting time to get an appointment too long’. Among respondents indicating difficulty accessing adult
dental care, the top reason cited for access difficulties was ‘had no dental insurance’.

TABLE 9: TOP REASONS RESPONDENTS HAD DIFFICULTY ACCESSING SERVICES BY TYPE OF SERVICE
(Percentage of respondents who reported difficulty accessing a particular type of service)

Mental Health Care

(n=198, 10.7% of all respondents)

Primary Health Care
(n=167, 9.0% of all respondents)

Specialty Health Care
(n=135, 7.3% of all respondents)

Routine Dental Care for Adults
(n=126, 6.8% of all respondents)

difficulty accessing mental
health care also reported
Waiting time to get an
appointment was too long

48.5% of respondents who had

35.9% of respondents who had
difficulty accessing primary
health care also reported
Waiting time to get an
appointment was too long

39.3% of respondents who had
difficulty accessing specialty
health care also reported
Waiting time to get an
appointment was too long

55.6% of respondents who had
difficulty accessing routine
adult dental care also
reported Had no dental
insurance

32.8% Service | needed was
not available in my area

31.7% Could not afford to pay

28.9% Service | needed was not
available in my area

54.8% Could not afford to pay

31.8% Could not afford to pay

28.1% Insurance deductible
was too expensive

24.4% Could not afford to pay

32.5% Insurance deductible was
too expensive

27.8% Service was not
accepting new clients /
patients

25.1% Had no health insurance

19.3% Insurance deductible was
too expensive

26.2% Waiting time to get an
appointment was too long

24.7% Insurance deductible
was too expensive

18.6% Service | needed was
not available in my area

14.8% Did not know where to
go to get services

25.4% Was not eligible for the
services
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In a separate question, survey respondents were asked, “In the past year, have you or someone in your household had to travel
outside of the local area to get the health or human services you needed?” About 18% of all survey respondents indicated traveling
outside of the ‘local area’ for health and human services in the past year. In an open-ended follow-up question, respondents were
asked what type of services they had traveled outside of the area to get. Dental care, mental health care, cancer treatment, and

ophthalmology were the most frequently mentioned types of services.

Chart9

In the past year, have you or someone in your household
had to travel outside of the local area to get the health
or human services you needed?
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5. Barriers to Services Identified by Key Stakeholder Survey Respondents

Respondents to the key stakeholder survey were also asked to identify the most significant barriers that prevent people in the
community from accessing needed health care services. The top issue identified by this group was lack of transportation, followed
by inability to pay out of pocket expenses, lack of insurance coverage and difficulty navigating the health care system.

Chart 10: Most Significant Barriers to Accessing Services
Perspectives of Key Stakeholders

Lack of transportation 61%

Inability to pay out of pocket expenses 58%
Lack of insurance coverage

Difficulty navigating the health care system

Reluctance to seek out services / stigma

Time limitations (long wait times, limited office hours, time off...

Local providers not available / Insufficient local capacity

Insufficient number of providers accepting Medicaid enrollees

Basic needs not met (food/shelter) 32%
Lack of child care 21%
Lack of trust 10%
Eligibility barriers 9%
Language / cultural barriers 3%

None / no barriers 1%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
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Key stakeholders were also asked if there are specific populations in the community that are not being adequately served by local
health services. Chart 11 displays results from key stakeholder responses on specific populations thought to be currently
underserved. ‘People in need of mental health care’, ‘People in need of substance abuse treatment’, Uninsured / Underinsured and
‘Low Income/Poor’ were the most frequently indicated populations perceived to be currently underserved.

Chart 11

Underserved Populations
Perspectives of Key Stakeholders

People in need of mental health care 62%

People in need of substance use treatment 59%
Uninsured / Underinsured
Low-income / Poor

People who are homeless

Seniors / elderly
Developmentally disabled 17%
School-aged children / youth 16%
Veterans 15%
Immigrants / Refugees 13%
Lesbian, Gay, Bisexual, Transgender, Queer 12%
Young adults 12%
Physically disabled 12%
Infants and early childhood 10%
Black / African-American 8%
Hispanic / Latino 8%
Adult women 2%

Adult men 2%

0% 20% 40% 60% 80% 100%

Percent of Respondents
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6. Behavioral Health Needs Survey Findings

Recognizing the continued importance of mental health and substance misuse as community identified priorities for improvement,
the organizational partners involved in this Community Health Needs Assessment partnered with other health and human service
providers in the fall of 2016 to conduct an assessment specifically focused on behavioral health needs. The results of that
assessment were used to inform the development of an Integrated Delivery Network for behavioral health care services in the
Southwestern and Upper Valley region of New Hampshire including the VRH service area. One aspect of this assessment was a
consumer survey of area residents targeted to high need locations and populations with a particular emphasis on reaching

populations covered by Medicaid. Some of key findings of this behavioral health needs assessment relevant to the 2018 VRH
Community Health Needs Assessment are included here.

The behavioral health-focused assessment included a survey of consumers of behavioral health services. About 32% of consumer
survey respondents indicated having difficulty getting the mental health services they needed in the past 12 months, including about

43% of Medicaid members; while 12% indicated they had difficulty getting substance use services they needed including about 21%
of Medicaid eligible respondents.

Chart 12
In the past 12 months, was there any time when you needed
services for yourself, but did not get them?
100.0%
80.0%
A m All respondents (n=557)
_& m Medicaid members (n=175)
'r:g 60.0% -
'E 43.4%
& 400% |
-
= 21.2%
20.0% + 12-3%
0.0%
mental health services substance use services
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Further analysis of these results showed that of those respondents who did receive some type of mental health services in the past
12 months, about 44% also indicated having difficulty getting the mental health services they needed. Among respondents who
received no mental health services in the past 12 months, nearly 1 in 5 (about 19%) indicated a need for mental health services that
they did not get. These findings may reflect different challenges to receiving services such as waiting lists (e.g. respondents may

have had difficulty getting services initially, but eventually did so), gaps in the appropriateness or acceptability of services, financial
obstacles to care and respondent readiness to seek services.

Similar findings were observed for respondents indicating difficulty accessing substance use services where nearly half of
respondents (46%) who did receive substance use services in the prior 12 months also indicated difficulty in getting services they

needed. Among those respondents who did not access substance use services in the prior 12 months, about 5% reported a need for
services that they did not get.

Chart 13

In the past 12 months, was there any time when you needed
services for yourself, but did not get them?

100.0% -
received services in past 12 months
80.0% -
g did not receive services in past 12 months
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Needed mental health services Needed Substance Use Services
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Chart 14 displays the finding that the top reasons reported for not getting needed mental health services are “l thought | could

handle the problem without treatment” and “There were no openings or | could not get an appointment”. The top mental health
services that people reported having difficulty accessing (Chart 15) are individual therapy or counseling and assistance with

medication management.

Chart 14

Chart 15

Top Reasons for Not Getting Needed
Mental Health Services

Thought could handle problem without
treatment

32.616

No openings; could not get an appointment 28.5%
Health insurance did not cover the service
Did not have time

Did not think the services would help

Did not know where to go

Did not think needed services at the time

n=193 0%  10% 20% 30% 40%  50%

Type of Needed
Mental Health Services

Individual therapy or counseling

Medication / assistance with managing
prescriptions

Both mental health and substance abuse
services (co-occurring)

Case management
Group therapy or counseling

Housing assistance

59.1%

n=193

0% 20% 40% 60% 80%

100%
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Reported reasons for substance use service access difficulties are similar with the top reasons being “l was not ready to stop using
alcohol or drugs”, “I thought | could handle the problem without treatment”, and “There were no openings or | could not get an
appointment”. However, some differences are observed for the type of services respondents had difficulty getting (Chart 17). While
‘individual therapy or counseling’ was again the top service mentioned, it was mentioned by a smaller proportion of respondents
and a more diverse array of services were mentioned with higher frequency including co-occurring mental health and substance use
services, peer and recovery support services, intensive outpatient treatment and opioid treatment.

Chart 16 Chart 17

Top Reasons for Not Getting Needed Type of Needed

Substance Use Services Substance Use Services

1 | | | | . . | | | )
Not ready to stop using aicohol or crugs NN 373% | Indiidualtherapy or counseling | ; § . 36.0%
1 | | Both mental health and substance abuse services (co- | i 5 5
Thought could hand e problem without treatment 32.0% occurring) I | 280%
| 1 | |
No openings; could not get an appointment _ 25.5% Recovery supportsevices | ! | 200% |
| 1 | [
Did not think needed services at the time 24055 Intensve outpatient treatment | : i 17.3%

q .

Did not think the services would help _ 24.0% Group therapy or counseling | | 18.7%
] | -1
< | | |

Did not want othersto find out needed services ﬂ 21.3% | | Peer support services | | | 18.0%
Did not know wheretogo NN (15.7% | a Opioid Treatment | | | 16.0%
Did not have transportation * ‘13 % | Transitional Housing (substance free) | ; 16.0%
n=75 : 1 n=75 ' : ; ’ '
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The focused assessment of behavioral health needs also included a survey of area health and human service providers (n=172). As
displayed by Chart 18, respondents to the provider survey also reflect the observation that workforce capacity is an important
concern with ‘waiting lists / lack of appointment availability’ cited as a top barrier to accessing behavioral health services in the
region. Health insurance coverage limitations and lack of transportation / distance to services also noted as substantial barriers to

accessing needed behavioral health services.

Chart 18

Waiting lists / lack of appointment availability
Health insurance not covering the service

Lack of transportation / distance to services

No insurance / limited income

Competing demands on time

Not knowing where to go for services
Appropriate level of care not available

Lack of communication between service providers
Lack of coordination between service providers

Other co-occurring health issues

n=172

How often do the following issues occur as barriers for people in
your community to access needed behavioral health services?

] | | | |
_ 82.8%

| | 59.2%
— 53.6%
I 52.7%
_ 50.3%
— 41.7%
— 39.1%
— 36.4%
_ 35.3%

0%

Other responses choices were "sometimes”,
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7. Community Health Resources and Suggestions for Improvement

The 2019 Community Health Needs Assessment Survey asked people to indicate community health-related programs or services
they would use if more available in the community. Biking/walking trails (36%), recreation/fitness programs (33%) and stress
reduction and relaxation classes (29%) were the programs or services most frequently selected.

Chart 19

Which of the following programs or services would you or your family use if it

were more available in your community?
(Top 11 of 25 options; respondents could select all)

Biking/walking trails and pathways 36.3%
Recreation/fitness programs

Stress reduction and relaxation classes
Nutrition/ cooking programs

Programs that address body weight
Public transportation

Mental health counseling

After-school activities

Affordable childcare

Dental services

Better balance/falls reduction programs

0% 10% 20% 30% 40% 50%

Percent of Respondents
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Respondents to the community survey and the key stakeholder survey were asked the question, “Would you support town policies
that protect youth from substance misuse related to “adult only” products?” Examples of such policies could include policies that
limit advertising, limit retail locations, or restrict use at community events of alcohol, tobacco, ‘vaping’, marijuana and related
paraphernalia. Support for these types of town policies was similar on the two surveys with over 80% of community and key
stakeholder respondents indicating support or strong support.

Chart 20

Would you support town policies that protect youth from substance
misuse related to “adult only” products?

70%

60% 57.2% 57.1%

B Community Respondents (n=1,770)
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24.7% 25.0%
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The 2019 Community Health Needs Assessment Survey asked people to respond to the question, “If you could change one thing
that you believe would contribute to better health in your community, what would you change?” A total of 1,159 survey
respondents (55%) provided written responses to this question. Table 10 provides a summary of the most common responses by
topic theme.

TABLE 10

“If you could change one thing that you believe would contribute to better health in your community, what

would you change?”

Affordability of health insurance / cost of health care; low cost or subsidized services; | 16.8% of all
health care payment reform comments
Health care provider availability including certain specialties; hours and wait time; L
delivery system improvements, quality, options o
Improved resources, programs or environment for healthy eating / nutrition / food 9.3%

. (1]
affordability; weight loss programs, obesity
Accessibility / availability of substance use treatment services; substance misuse 9.2%
prevention including tobacco
Improved resources, programs or environment for physical activity, active living; 7.8%
affordable recreation and fitness |
Accessibility/availability of mental health services; awareness, outreach and stigma 7.5%
Cost of living, poverty, employment; Basic needs including affordable housing 6.7%
Activities, resources to support a healthy lifestyle; health and wellness education; = o
program information and awareness e
Caring community / culture; community connections and supports 4.4%
Parenting support including child care; family strengthening 3.6%
Improved transportation services / public transportation; medical transportation 3.3%
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“If you could change one thing that you believe would contribute to better health in your community, what

would you change?” (continued)

Recreation programs, activities, resources for youth and families 2.3%
Senior services, concerns of aging, home care assisted living and hospice 2.2%
Affordability / availability of dental services 1.9%
General Education; Improve educational system 1.1%
Public safety, violence, crime; gun control 1.1%
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B. COMMUNITY HEALTH DISCUSSION GROUPS

A set of seven discussion groups were convened in the spring of 2018 as part of the effort by Dartmouth-Hitchcock, Alice Peck Day
Memorial Hospital, and Visiting Nurse and Hospice for VT and NH to understand the health-related needs of the community and to

plan programs and services that address those needs. The purpose of the discussion groups was to get input on health issues that

matter to the community and thoughts and perceptions about the health of the community. Discussion groups were convened

representing important community sectors and perspectives, specifically the following:

Mothers in Recovery group (2 participants)
Teen mothers group (7 participants)

carc

i ) employees . _ .
Mascoma Community Health Center leadership (8 information
participants) mental , appointments il
g . ~Change & 5

Adults with special needs and caregivers (8 participants) food family . Workforce™™ -

- " general affordable available lack
Upper Valley Elder Forum members (12 participants) clinic sues place  money it feel
Persons of color (10 participants 60 e Aging —y

(10p p ) holtl.\mb different £ sl understand

Local employer representatives (12 participants) primary ;... bemng UIN

Community Discussion Group Themes

The following paragraphs and table summarize findings from the

community discussion groups.

Discussion group participants described a relationship
between individual health and community health. “The
health of the community in general impacts the health of our

employees.” Discussion group participants also had mixed

Insuranceé = even

Programs natients

stress live support
program Dartmouth

VT area onl y le
need better eo le ht.lp cost doing
much

medical
: schools all everyone

many know one access
:IU()L] “‘ ma  exercise take

healthcare income US€ high come

: ma ‘Mth lth home
1SSuUe ‘ i drugs ea

talk time here kids work treatment
addiction

: helpful
big dental Center ,
wellness mml Just

l]nd difficult

: _ having
perspectives about the current health status of the overall i ui&'“ w“:‘”‘”'\ healthy hard
. ; 1U
community. There was consensus that the Upper Valley i HLIIO(]T comn |un1ty
I I . t
community is a healthy community in general. However, it mi&”\l want substance

was also observed that there are significant disparities within
the community that contribute to poor health. Other factors

enough  Transportation
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noted by discussion group participants that contribute to increased
health risks include the opioid epidemic, an aging population, and
issues of affordability and limited infrastructure to support healthy
choices such as exercise and good nutrition. Discussion also
described increased family stress and related issues of adverse
childhood experiences affecting the future health and welfare of the
community.

Participants identified a wide variety of community strengths and
resources that promote health including the Mascoma Community
Health Center, Good Neighbor Health Clinic and Red Logan Dental
Clinic, Clara Martin Center, Dartmouth-Hitchcock Addiction
Treatment Programs (Rivermill), West Central Behavioral Health /
NH REAP, Brattleboro Retreat, AA and NA, LISTEN Community
Services, Grafton County Senior Citizens Council / Service Link,
Willing Hands, Relay for Life, workplace wellness policies and
programs, wellness, Area Agencies on Aging, SASH, D-H Aging
Resource Center working with Meals on Wheels drivers for
assessments of home based patients. APD Senior Care Team “Elder
Friends” program, matching isolated seniors with volunteers from
the community, Advance Transit ACCESS program; Stagecoach
(transportation), United Valley Interfaith Project, Upper Valley
HAVEN, Twin Pines Housing Trust building more affordable housing
including senior housing in Hanover, SNAP debits that can be used at

f

“When | look out the window and | see people are
exercising that is new for me-where | am from that did
not happen. It is hard to eat right when you are in your
car and going from place to place. It’s hard to eat right
when you are working. | think this area is really healthy.”
Persons of Color discussion group participant

"

f

“There is a huge social gradient . .. (leading to
significant health disparities). Wealthy versus people
barely scraping by; some have no access. We see people
who are completely outside of the system, adults with
tremendous unmet need. ” Mascoma Community Health
Center leadership group participant

~

f

“I think right now we are seeing a lot more unhealthy
than healthy, with the influx of opiates and addiction in
New England. People who used to be alcoholics are now
addicted to opiates. | have lost a lot of classmates, they
just did not come back from it.” Moms in Recovery group
participant

\

Farmers markets, and Working Bridges (now called Work United), a United Way initiative that focuses on helping businesses
and employees strengthen job retention and decrease absenteeism. (“Demand for their services is skyrocketing- people don’t

know how to find resources.”

>

\

>

\

o
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Participants identified a range of barriers to promoting good health in the community, especially factors influenced by

individual and family finances including affordability of medical care services and health insurance coverage, meeting eligibility

criteria for assistance programs, access to care including mental health care, dental care, transportation challenges in general

and medical transporation in particular, availability of child care, and the
expense of eating healthy foods. Other aspects of the discussions
focused on the effects of substance misuse, stigma associated with
addiction including among health professionals, accessibility issues for
individuals with physical limitations including accessibility to fitness and
recreational resources, physical, social and cultural isolation, and
insufficient communication and awareness of available services and
programs. “(Even) when there are resources, it’s tough to know where
to send the employee, at times. It can be confusing to us, as well.”
“Some services are easy to access in VT, but not NH and vice versa.
Having to deal with 2 states makes it even more confusing” for providers

and employers.

With respect to what organizations could be doing better to support or
improve community health, there was significant discussion around the
need for improved partnerships, coordination and communication
among provider organizations, as well as more outreach to let people
know what services are available. Other suggestions included “more
community centers where people could go and have mentors”; more

f

“We have all these resources but we’re missing a
big part of the population. We can’t get people to
come! . ... Are we just trying to impose our own
model on people? But the model of one-on-one is
not sustainable! Upper Valley Elder Forum group
participant

\

“We need more multi-organizational collaborations
recognizing the economic imperative to improve
community health, using anchor institutions
investing in community health.” Local Employer
discussion group participant

N

f

“Insurance options are ridiculously complicated.
Employees have to figure it out online and they are
overwhelmed on the computer.” Local Employer
group participant

N

\

o
N

’

effective substance misuse education and prevention strategies, reduced stigma and judgement; cultural competence training

in schools, hospitals, community and recognition that diversity is increasing in the area; more home check ins, wellness checks

and service coordination for elderly and special needs population; better pay and expanded work force for home health aides,

personal care attendants, and homemaker assistance; expanded use of community health workers to help connect people with

services; more providers who accept Medicaid and Medicare; more transparency in prices and billing more easily understood

health insurance information and better clarity on what is covered; (“Make forms less complicated! Offer individualized

assistance in filling out paperwork. Caseworkers are overworked so HR is having to step in; takes hours!”).
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2. High Priority Issues from Community Discussion Groups

In each of the community discussion groups convened in 2018, the discussion group facilitator presented a list of top priority areas
identified in previous Community Health Needs Assessments in the region. The list of priorities presented to discussion group

participants for their reflection were:
o N

e Access to mental health care “The wait list at any mental health facility is ridiculously long.

. . . . A hologist 1 inpatient. E h 2
e Affordable health insurance including prescription drugs v psy('? ?Ogls_ or coun.se. orsor /:7pa lent. tveryone .as a
. year wait list. It is very difficult to find a female therapist. |
e Substance misuse . .
have been told several times when | go to my appointment

* Access to dental health care that there is no female therapists and it makes it harder for me
e Lack of physical activity to go to my appointments.” Teen Mom Group Participant

e Poor nutrition / access to affordable healthy foods \ o

e Income; poverty; family stress

* Affordable housing “We see a lot of healthy vibrant seniors at the Aging Resource

* Access to primary health care Center, but there are pockets of isolated people not getting the
e Health care for seniors help they need, not getting followed as closely as they should
be.” Upper Valley Elder Forum group participant
Participants were then asked if they were: a) aware of any
programs or activities that have focused on any of these areas; b) if they had noticed any improvements in these areas; and c) if
they thought these are still the most important issues for the community to address for improving health or if there are new,
different priorities. With some additions (see table on the next r N

“I hear a lot of stories about D-H employee experiences, mental

page), most participants in each group expressed the overall health is a big concern. Stress from the workplace or in their

opinion that the priorities identified previously were still the most family. They may be caregivers at work and caregivers at home.

important issues to focus attention on for community health It seems like not enough attention is being given to this,
improvement. exhaustion, burnout emotional exhaustion. The mental health
issue is a big thing and people having enough time and resources
to commit to positive health behaviors.” Persons of Color
discussion group participant

. /
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The table below displays overall priorities, concerns and areas of improvement identified by each set of discussion groups. As noted
on the previous page, the community discussion groups convened in 2018 generally endorsed the same set of priorities as identified
in 2015. Some additional themes emerged in these discussions and are noted in this table as well.

TABLE 11 — COMMUNITY DISCUSSION GROUPS; MAJOR THEMES & PRIORITIES

- High priority health issues What people are concerned about |Areas where there has been improvement

Access to care, health insurance,
affordability of services; access to dental
services

Increased substance misuse education and
prevention

Mothers in

Recovery group
Educate health professionals on addiction;
reduce stigma “My brother is an addict and he does not
have health insurance, because he works
and he is just over the cut off for state. |
don’t work, | have full coverage of
everything, | get full coverage and get to

work on my sobriety for free and he is

“More information, not just going into school
and talking with kids. Talking with parents,
these are the things that lead to addiction,
giving parents information, this is the reality
of the day and age we are in, this is the reality
of protecting our kids. That is where
prevention starts, alternatives and
information.”

It is not fair. “

“] was talking with my neighbor yesterday.
“ They make too much money for help with
childcare, and too much money for state
insurance so they just cannot get ahead.”

More comprehensive, ‘one stop’ centers;
think this all inclusive idea is good. Getting to
all your appointments is really overwhelming.
Having them all in one place is really helpful.”

“Worry about money a lot. Because we
technically make too much money to get
enough assistance.”

Teen mothers Income, poverty, family stress

group Expense of healthy food; poor nutrition
Access to dental care; “A lot of places accept
Dr. Dynasaur, but nowhere accepts for adults. “It is especially hard if you don’t have food
Red Logan is for people with no insurance, stamps.”

but only if you have no insurance.”

Access to / utilization of primary care — most
of the discussion group participants use the
ED as their source of primary care

that don’t cost a lot.”

ees . articipants don’t have their own cars.
More mental health facilities / specialists P P

Knowledge about healthy relationships

working and he cannot go to a clinic like this.

Getting exercise; “not a lot of parks or gyms

Transportation, most of the discussion group

Access to affordable dental care, sliding fee
scale dental services has improved

Availability of dental services at Mascoma
Community Health Center mentioned as an
improvement

Increased access / capacity for treatment
services; there is more supply for treatment too
(”it seems like there is more access to
treatment”) and “Stigma is less, it is more talked
about.”

Dartmouth Moms in Recovery program
described as a model program. “This place IS
access to mental health, alcohol drug use
prevention, treatment and recovery . ... They
can help find activities and recreational
activities. They have a resource specialist that
can help with housing and childcare. “

“WIC uses a card now that is more convenient
and they give you more options so that is
easier.”
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- High priority health issues What people are concerned about |Areas where there has been improvement

Affordability of Insurance; high deductibles  Cost of services; “People can’t see what
cost of health care; “We see sicker people things will cost, especially at large

with more complex needs because people are organizations like APD and DH . . . . there’s a
delaying care.” real problem with ‘transparency’

“Cost is the primary access issue, “We need an affordable generic formulary”

T e o3 (=T Rl “Diabetes, cardiac, opioids, mental health;

the dental disease is incredible, plays into
chronic conditions. “

Need for improved coordination /
communication / partnerships between
healt.h care provider organizations; between e T R s G
hospitals and health centers.

“The integrated delivery network isn’t
working. Also, there’s no adequate support
for child abuse/domestic violence...no

coordination.

Dental and mental health workforce
challenges; insufficient capacity to meet
needs.

“We have a food desert on route 4. Also, this
community isn’t as (physically) active as
Norwich”

Finances; Prioritizing when to seek medical
care based on cost

Cost of care; “Costs have increased”;
affordability is a barrier to maintaining good
health; sometimes avoid seeking healthcare

Change in insurance co-pays; Change in
due to cost & pay g

and caregivers )
insurance coverage and out of pocket costs
Mental health; “Mental health problems have

) L Sometimes hard to find places to exercise
increased due to drug use”; drug addiction P

that meet people’s mobility needs; Make it
Waiting lists to see mental health easier to be active
rofessionals, lots of turnover on mental . . .
? ', Hard to find places with wheelchair access
health professionals
D-H “takeover of all the hospitals in area”
Cost of healthy food P
Transportation to hospitals and Dr.

AR YRR OB GOl BB iiel Appointments; Transportation in general

people/homelessness

Access to dental care

Significant increase in trained recovery coaches

Opening of Mascoma Community Health Center
in June 2017 a significant improvement for
access to comprehensive primary care services
including dental and mental health; working to
get 340B pharmacy program in place

“The local schools are putting more resources
into mental health”

“There are lots of opportunities for physical
activity (yoga studio in Enfield, Mascoma
Recreation, Bone Builders at Senior Center in
Canaan), but these programs aren’t coordinated
yet . ... Also, the activities aren’t publicized;
and, low income families don’t have time for
them.”

Health care seems to be better for children than
for adults

“Seems to be a better effort in preventing
overdose deaths”, including Narcan availability,
but “after care is lacking. Lack of treatment
facilities/options”
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- High priority health issues What people are concerned about |Areas where there has been improvement

Upper Valley Frail elders: “l work with highest risk frail Losing control, ending up in a facility and LISTEN community dinners participation going
elders in APD senior care, they lack resources. “there’s no one to take care of me” up, but is that an improvement? (more people
We don’t have staffing in the community to hungry?).

members support them (indigent, high medical needs).
They lose their option to stay at home.”

Elder Forum
No one wants to go to a nursing home; they
think if they get there they’ll never leave. Ditto with food bank at the HAVEN: more food
Huge drain on finances. but also more participants?

“Wait list for long term care is enormous.
Many could be in their own home but nursing
home is the only place they can access”

Money! Want to leave assets to their Housing: Twin Pines Housing Trust building
children more affordable housing including senior

The crumbles (body falling apart) and the oty In e

Insufficient workforce; “This area is saturated . . .
! dwindles (the mind starts to go)- and your  Debit card for food stamps to be used at

with care needs but we don’t have enough

. ” house crumbling too Farmers markets = big improvement
caregivers
. “People say the medical system is not Aging Resource Center; Senior Center has lots of
Transportation: “Rural nature of area makes . E
responsive to them; they’re not heard. balance classes, wellness; SASH has great

transportation a huge issue”; lack of weekend
transportation “a big miss”, e.g. to church or
weekend events

They’re at the mercy of a system that can newsletter; but not a lot of these programs
feel capricious, arrogant” coming into the home or very time limited.

Change the culture- make people feel they APD Senior Care Team “Elder Friends” program,

Income; poverty; family stress; “Real disparit . . . g . .
P v y ! PaMLY 4on’t have to be alone and isolated; Remove matching highest-risk (isolation/depression)

between overall general health; divides along

. ” the stigma on growing old with volunteer from the community- very
class lines. .
successful. Volunteers become integral part of
Access to mental health the care team
Access to affordable health insurance Churches in our community are reaching out
including prescriptions the way neighbors did in the old days; United
Valley Interfaith Project does a lot of volunteer
work
T T0) 1[0 2 o0 ) [o) o Cost of healthcare to the individual Making community connections; finding (Discussion group time ran out before this
(deductibles and co-pays can make getting  supportive social relationships; “When question could be addressed.)
healthcare really difficult); “That is a big issue people are new to the area it is really hard to
here. | have heard people say they need find those connections and attachments,

$1,000 or $2,000 and if they are already on a you may want to go out and exercise but you
tight budget, they don’t get the healthcare.” are looking for people to connect with. It is
harder to find these organized activities as

“It can be really hard for people to address . . .
4 peop adults in this community.”

their healthcare needs because people don’t
come back because of the high deductible. | “What | can often hear from other people
see people make really bizarre decisions. Now transitioning into the area, in particular if
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if you go to the ER once you met your high

- High priority health issues What people are concerned about |Areas where there has been improvement

they are coming from an area that had a

deductible and then you can go to the doctors larger black community, is it would be

all the time, get the MRI just because . . .”

“I don’t think most physicians here

understand that people make decisions about

whether they go to a doctor based on
expense. Where | came from, the first thing
they did in the clinic was to offer different
payment options.”

Access to transportation
Affordable housing

Poor nutrition; “it is easier and more
affordable to eat unhealthy”

helpful to have people understand what it is
like to be in a minority group. Being in a
group where people take your word for that
instead of challenge that. It might be easier
to trust and share openly. There are a lot of
supportive people out there, but it is hard to

know who those people are.”

Racism and related stress: “l would like to go
to schools to talk about racism. We have had
to address some things at school that the
school should be dealing with. | worry about
their mental health. | try to help them
understand what has happened. | cannot
promise them it is not going to happen
again.”

“l worry about stress on all different levels.
Had a similar experience, with our son on
the school bus, and having to explain things |
really did not want to deal with at this age
with him. That causes stress not knowing
what people are going to say to them.
Sometimes it creates a dynamic where they
are in school to learn and they have to deal
with some things others don’t have to deal
with. | also worry about the opioid crisis and
drugs, and being on the playground you
have to worry about what is out there.”

The weather is very different here, the lack
of sunlight. I am from the south and the lack
of sunlight, especially in the winter it can
really effect my health.
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HoJe= | 117911 [6) = 1 Access to affordable health insurance

representatives

COST! COST! CcOosT!

including prescription drugs .
gp P g “Access- not easy to get a primary care

doctor and, if you have one, not easy to get
in to see them. Mental health presents a
huge access challenge, whether minor or
serious. Also substance abuse issues, family
members - hard to get into consistent care”

Substance misuse prevention or treatment
Access to mental health care
Affordable housing

Income, poverty, family stress

Daycare is a major issue; “daycare in Hartford ksl esiido B s Loy e

has 18 month wait list”; “People quit their
jobs because they can’t find daycare, or
affordable daycare.”

“Specialty care access also difficult; 3
months to see someone”

“Specialty care even with workers comp:
“Early childhood education is hugely injured employee waited 4 months for
predictive of health - how adequate is it in the surgery so he couldn’t work in the kitchen
Upper Valley?”; Large numbers of young and couldn’t provide for his family”
children are being impacted by substance

misuse, behavioral health issues . . . ”
helping people get medical appointments

Transportation; “Big issue for a lot of people;
especially when you’re trying to recruit
people from the city”

“Also a lot of elder care issues/sandwich

schedules for people so they can be home
with their aging parent; they don’t qualify
for in home assistance otherwise.

Ticks! The issue is exploding! People are
uneducated about this

Daycare issues: can’t find it, especially for
3rd shift.

generation. Big stressor!”; We have changed

- High priority health issues What people are concerned about |Areas where there has been improvement

In the past year, fewer people are saying they
can’t find a PCP

A lot of people are using walk in clinics because
they can get in and out quickly, and it’s
affordable!

Our managers are more educated on resources
available for their employees (EAP, etc.)

More education on elder care options; people
looking sooner. “Even PCPs know what the
options are.”

Some additional programs for mental health
and substance misuse, not sure if they have
made a difference yet

Advance Directives: some progress here, and

“We’re having to spend way more time in HR this impacts cost of health care.

West Central has shortened their wait times for
mental health appointments

Community/parish nurse programs are catching
on; focused on elderly

| FY2019 Community Health Needs Assessment



C. COMMUNITY HEALTH STATUS INDICATORS

This section of the 2018 Community Health Needs Assessment report provides information on key indicators and measures of
community health status. Some measures associated with health status have been included earlier in this report, such as measures
of income and poverty. Where possible, statistics are presented specific to the 19 town primary hospital service area (identified in
the following tables as DH-APD Service Area). In some instances, population health data are only available at the county or health
district / regional level. For example, some indicators included here report statistics for the White River Junction Health District in
Vermont. All 7 Vermont municipalities in the DH-APD service area are part of the White River Junction Health District along with 15
other Vermont municipalities. For the 12 New Hampshire municipalities in the DH-APD service area, most population health
information is reported for the Upper Valley Public Health Region, which is completely congruent with those 12 municipalities and
comprises 65% of the total service area population. The following tables identify the different geographic regions and data sources
from which the different statistics are derived.

1. Demographics and Social Determinants of Health

A population’s demographic and social characteristics, including such factors as prosperity, education, and housing influence its
health status. Similarly, factors such as age, disability, language and transportation can influence the types of health and social
services needed by communities.

a. General Population Characteristics

According to the 2016 American Community Survey (US Census Bureau), the population of the DH-APD Service Area is older on
average than in New Hampshire overall and similar to Vermont. The service area map on the next page displays the percent of the
population 65 years of age and older by town. Between 2010 and 2016, the population of the DH-APD Service Area increased by
4.7%, proportionally higher than population growth experience in Vermont or New Hampshire overall.

Vermont New Hampshire

Total Population 69,467 626,249 1,327,503
Age 65 and older 17.5% 17.0% 15.8%
Under age 18 18.0% 19.4% 20.1%

Change in population compared

to 2010 census
Data Source: U.S. Census Bureau, 2012-2016 American Community Survey 5-Year Estimates and 2010 US Census.

4.7% +0.05% +0.8%
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Figure 2 - Percent of Population 65 years of age and older De® Citenee
ercent
DH-APD Service Area Towns 0 125-139
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The proportion of the population age 65 years or more ranges from 12.5% in oy

Hanover to 31.2% in Orange, New Hampshire.
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b. Poverty

The correlation between economic prosperity and good health status is well established. Inversely, the lack of economic prosperity,
or poverty, can be associated with barriers to accessing health services, healthy food, and healthy physical environments that
contribute to good health. Information describing household income and poverty status was included in the first section of this
report. The table below presents the proportion of children under age 18 living below 100% and 200% of the Federal Poverty Level
in the DH-APD Service Area compared with percentages for Vermont and New Hampshire. Child poverty rates in the service area are
similar to New Hampshire statewide proportions of children living in or near poverty and lower compared to Vermont overall.
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Percent of Children in Poverty Percent of Children in or near Poverty

Income < 100% FPL Income < 200% FPL
DH-APD Service Area 11.5% 25.7%
Vermont 15.1% 35.3
New Hampshire 11.0% 26.8%

Data Source: U.S. Census Bureau, 2012 — 2016 American Community Survey 5-Year Estimates.

c. Education
Educational attainment is also considered a key driver of health status with lower levels of education linked to both poverty and
poor health. The proportion of the population of the DH-APD Service Area having earned at least a high school diploma or
equivalent is slightly higher compared to the overall statewide proportions on this measure. The table below presents data on the
percentage of the population aged 25 and older without a high school diploma (or equivalent).

Area Percent of Population Aged 25+ with No
High School Diploma i
DH-APD Service Area 5.6%
Vermont 8.1%
New Hampshire 7.4%

Data Source: U.S. Census Bureau, 2012 — 2016 American Community Survey 5-Year Estimates.
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d. Language

Inability to speak English well can create barriers to accessing services, communication with service providers, and ability to
understand and apply health information (health literacy). The table below reports the percentage of the population aged 5 and
older who speak a language other than English at home and speak English less than "very well".

DH-APD Service Area 0.8%
Vermont 0.7%
New Hampshire 1.5%

Data Source: U.S. Census Bureau, 2012 — 2016 American Community Survey 5-Year Estimates.

e. Housing

Housing characteristics, including housing quality and cost burden as a proportion of income, can influence the health of families
and communities. The table below presents data on the percentage of housing units that are considered substandard housing and

housing cost burden.

“Substandard” housing units are housing units that have at least one of the following characteristics 1) lacking complete plumbing
facilities, 2) lacking complete kitchen facilities, 3) an average of more than one occupant per room, 4) selected monthly owner costs
as a percentage of household income greater than 30 percent, and 5) gross rent as a percentage of household income greater than

30 percent.

A component of the substandard housing index is the proportion of income that is spent on housing costs. According to research by
the U.S. Department of Housing and Urban development, households that spend more than 30 percent of income on housing costs
are less likely to have adequate resources for food, clothing, medical care, or other needs. The table below shows the finding that
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nearly a third of households in the region liv in housing categorized as substandard and have mortgage or rental costs exceeding
30% of household income.

Percent of Housing Percent of Households

Units Categorized | with Housing Costs >30%

As “Substandard” of Household Income
DH-APD Service Area 31.4% 31.6%
Vermont 35.3% 35.4%
New Hampshire 32.8% 33.3%

Data Source: 2012 — 2016 American Community Survey 5-Year Estimates; Sub-standard Housing and Housing
Cost Burden data accessed from Community Commons.

f. Transportation

Individuals with limited transportation options also have limited employment options, greater difficulty accessing services, and more
challenges to leading independent, healthy lives. The next table presents data on the percent of households that have no vehicle
available. About 6% of households in the DH-APD service area report not having access to a vehicle.

Percent of Households with No Vehicle Available

DH-APD Service Area 6.2%
Vermont 6.7%
New Hampshire 5.3%

Data Source: U.S. Census Bureau, 2012 — 2016 American Community Survey 5-Year Estimates.

| FY2019 Community Health Needs Assessment _




g. Disability Status

Disability is defined as the product of interactions among individuals’ bodies; their physical, emotional, and mental health; and the
physical and social environment in which they live, work, or play. Disability exists where this interaction results in limitations of
activities and restrictions to full participation at school, at work, at home, or in the community. The US Census Bureau (American
Community Survey) identifies people reporting serious difficulty with four basic areas of functioning — hearing, vision, cognition, and
ambulation. According to the 2016 American Community Survey, 12.5% of DH-APD Service Area residents report having at least one
disability, a percentage that is similar to the overall proportion in New Hampshire and slightly lower than proportion indicated for

Vermont.

Percent of Population Reporting Serious
Difficulty With Hearing, Vision,

Cognition and/or Ambulation

DH-APD Service Area 12.5%
Vermont 14.0%
New Hampshire 12.3%

Data Source: U.S. Census Bureau, 2012 — 2016 American Community Survey 5-Year Estimates.
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h. Community Referral Needs

An additional barometer of community needs is referral activity through Vermont 2-1-1. During the period July 2017 through June
2018, Vermont 2-1-1 made 784 service referrals for residents of Vermont towns in the DH-APD service area. The chart below
displays the distribution of these referrals by referral type. By far, the most common type of referral was for Housing/Shelter (44% of
referrals); followed by referrals to public assistance programs (10%).

VT 211 Referrals
Vermont Towns in the DH-APD Service Area
July 2017 to June 2018; n=784 referrals
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2. Access to Care
Access to care refers to the ease with which an individual can obtain needed services. Access is influenced by a variety of factors

including affordability of services and insurance coverage, provider capacity in relationship to population need and demand for
services, and related concepts of availability, proximity and appropriateness of services.

a. Insurance Coverage

Table 12 displays estimates of the proportion of residents who do not have any form of health insurance coverage by
municipality, as well as the proportion of residents covered by Medicare or Medicaid. It is important to note that the data
source for these municipal level estimates is a 5 year span of the American Community Survey. A combination of five years of
data is required to produce reasonably stable estimates on these and other measures from the survey samples. This particular
time period spans a period of significant change in the health insurance market with the implementation of the federal
Affordable Care Act and Medicaid expansion. The overall proportion of the population without health insurance is estimated to
be 7.1%. In the 2016 Community Health Needs Assessment, the estimated percentage of the service area population without
health insurance was 8.2%.
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TABLE 12

Percent of the Total Population  Percent with Medicare Coverage Percent with Medicaid Coverage

with Alone or in Combination Alone or in Combination
No Health Insurance Coverage
Thetford VT 2.4% 17.8% 14.1%
Hanover NH 2.8% 10.3% 3.3%
Fairlee VT 3.0% 21.6% 22.1%
Plainfield NH 3.0% 18.0% 8.9%
Sharon VT 3.5% 21.5% 23.3%
Norwich VT 4.2% 15.1% 8.1%
Grantham NH 5.2% 19.8% 4.6%
Vermont 5.3% 19.3% 24.9%
Lyme NH 6.2% 22.1% 5.9%
Woodstock VT 6.6% 29.7% 13.9%
DH-APD Service Area 7.1% 18.6% 12.5%
Hartland VT 7.7% 20.3% 23.3%
Hartford VT 7.8% 21.7% 21.8%
Piermont NH 8.4% 26.0% 8.5%
New Hampshire 8.4% 17.5% 11.8%
Orange NH 8.7% 36.1% 7.4%
Lebanon NH 8.9% 19.6% 13.9%
Enfield NH 9.5% 19.9% 9.9%
Grafton NH 14.1% 19.6% 14.3%
Canaan NH 16.3% 16.4% 12.7%
Dorchester NH 17.4% 27.0% 18.0%
Orford NH 19.8% 15.2% 10.4%

Data Source: U.S. Census Bureau, 2012 — 2016 American Community Survey 5-Year Estimates

| FY2019 Community Health Needs Assessment



b. Adults with a Personal Health Care Provider

This indicator reports the percentage of adults aged 18 and older who self-report that they have at least one person who they
think of as a personal doctor or health care provider. A lower percentage on this indicator may highlight insufficient access or

availability of medical providers, a lack of awareness or health knowledge or other barriers preventing formation of a
relationship with a particular medical care provider.

Percent of adults who report having a personal doctor

or health care provider

DH-APD Service Area 86.3%
Vermont 88%
New Hampshire 86.8%

Data Source: Behavioral Risk Factor Surveillance System, VDH, 2015-2016, NHDHHS, 2014-2015, composite statistic.
Regional statistics are not significantly different from the overall state statistics.
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c. Preventable Hospital Stays

Preventable Hospital Stays is the hospital discharge rate for diagnoses potentially treatable in outpatient setting, also known as
ambulatory care sensitive conditions, such as diabetes, hypertension, asthma and chronic obstructive pulmonary disease. A high
rate of inpatient stays for ambulatory care sensitive conditions may indicate limited access, availability or quality of primary and
outpatient specialty care in a community. The chart below displays the rate of preventable hospitals stays for Medicare enrollees
in the four counties that include municipalities in the DH-APD service area.

Number of hospital stays for ambulatory care sensitive

conditions per 1,000 Medicare enrollees

Grafton County, NH 39.2
Sullivan County, NH 52.6
Orange County, VT 55.6
Windsor County, VT 48.9
Vermont 39.4

New Hampshire 47.1

Data Source: Dartmouth Atlas of Health Care, 2015; accessed through County Health Rankings.
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d. Behavioral Health

Overall health depends on both physical and mental well-being. The table below shows proportion of adults who self-report that
their mental health was not good for 14 or more days in the past 30 days, a measure that is correlated with depression and other
chronic mental health concerns as well as overall health-related quality of life. The proportion of adults in the service area reporting
14 or more days in the past 30 days when their mental health was not good ranges from about 10% in the Upper Valley Public
Health Region (all NH towns in the DH-APD service area) to 12% in the White River Junction Health District (includes all of the
Vermont towns in the DH-APD service area and 15 other VT towns).

Percent of adults reporting 14 or more days in the past

30 days during which their mental health was not good

White River Junction Health District 12%
Upper Valley Public Health Region 9.8%
Vermont 12%
New Hampshire 11.0%

Data Source: Behavioral Risk Factor Surveillance System, VDH, 2015-2016, NHDHHS, 2014-2015.
Regional statistics are not significantly different from the overall state statistics.
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e. Dental Care Utilization (Adult)

This indicator reports the percentage of adults aged 18 and older who self-report that they have not visited a dentist, dental
hygienist or dental clinic within the past five years. The proportion of adults in Orange County, VT who report not having seen a
dentist in the past year (40%) is higher compared to the overall state percentage.

Percent of adults who have not

visited a dentist or dental clinic in
the past year

Windsor County 31%

Orange County 40%*

Upper Valley Public Health Region 22.7%
Vermont 29%

New Hampshire 30.3%

Data Source: Behavioral Risk Factor Surveillance System, VDH, 2014, 2016, NHDHHS, 2014-2015.
*Regional statistic is significantly different and higher than the overall state statistics. Other proportions are not significantly different.
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f. Poor Dental Health

This indicator reports the percentage of adults (ages 45-64 for Vermont; ages 18-64 for New Hampshire) who self-report having
any of their permanent teeth removed due to tooth decay, gum disease, or infection. In addition to highlighting needed
improvements in preventive oral health care, this indicator can also highlight a lack of access to care, a lack of health knowledge,
or social and economic barriers preventing utilization of services.

Percent of adults who report having any of their

permanent teeth removed

Windsor County 46% (ages 45-64)
Orange County 54% (ages 45-64)

Upper Valley Public Health Region 28.0% (ages 18-64)
Vermont 49% (ages 45-64)

New Hampshire 34.7% (ages 18-64)

Data Source: Behavioral Risk Factor Surveillance System, VDH, 2014, 2016, NHDHHS, 2014-2015.
Regional statistics are not significantly different from the overall state statistics.
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3. Health Promotion and Disease Prevention Practices

Adopting healthy lifestyle practices and behaviors, such as not smoking and limiting alcohol intake, can prevent or control the effects
of disease and injury. For example, regular physical activity not only builds fitness, but helps to maintain balance, promotes
relaxation, and reduces the risk of disease. Similarly, eating a healthy diet rich in fruits, vegetables and whole grains can reduce risk
for diseases like heart disease, certain cancers, diabetes, and osteoporosis. This section includes indicators of individual behaviors
influencing personal health and wellness. Some indicators of clinical prevention practices, such as screening for cancer and heart
disease, are included in a later section that also describes population health outcomes in those areas.

a. Fruit and Vegetable Consumption (Adults)

This indicator reports the percentage of adults aged 18 and older who self-report consuming less than 5 servings of fruits and
vegetables each day. Unhealthy eating habits contribute to significant health issues such as obesity and diabetes.

Percent of Adults Consuming Less than

5 Fruit or Vegetable Servings per Day

White River Junction Health District 77%
Upper Valley Public Health Region NA
Vermont 80%

New Hampshire NA

Data Source: Behavioral Risk Factor Surveillance System, VtDH, 2015-2016
Most recent data available on this measure for NH communities is from 2009.
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b. Physical Inactivity (Adults)

This indicator reports the percentage of adults aged 18 and older who self-report leisure time physical activity, based on the
guestion: "During the past month, other than your regular job, did you participate in any physical activities or exercises such as
running, calisthenics, golf, gardening, or walking for exercise?". Lack of physical activity can lead to significant health issues such
as obesity and poor cardiovascular health. About 60% of adults in Vermont and in the region self-reported meeting guidelines
for regular physical activity.

Area No physical activity or exercise
in past 30 days, % of adults
Windsor County 23%
Orange County 19.0%
Upper Valley Public Health Region 16.0%
Vermont 18%
New Hampshire 20.8%

Data Source: Behavioral Risk Factor Surveillance System, VDH, 2015-2016, NHDHHS, 2014-2015.
Regional statistics are not significantly different from the overall state statistics.
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c. Pneumonia and Influenza Vaccinations (Adults)

This indicator reports the percentage of adults who self-report that they have ever received a pneumonia vaccine or received
influenza vaccine in the past year. In addition to measuring the population proportion receiving preventive vaccines, this
indicator can also highlight a lack of access to preventive care, opportunities for health education, or other barriers preventing
utilization of services.

White Rlver.Jurtctlon Health 61% 22%
District
Upper Valley Public Health Region 55.9%+ 66.5% 81.2%
Vermont 59% 77%
New Hampshire 43.7% 61.9% 77.2%

Data Source: Behavioral Risk Factor Surveillance System, VDH, 2015-1016, NHDHHS, 2014-2015.
+Regional statistic is significantly different and higher than the overall state statistic. Other statistics are not significantly different.

d. Substance Misuse

Substance misuse, involving alcohol, illicit drugs, misuse of prescription drugs, or combinations of all of these behaviors, is
associated with a complex range of negative consequences for health and wellbeing of individuals, families and communities. In
addition to contributing to both acute and chronic disease and injury, substance misuse is associated with destructive social
conditions, including family dysfunction, lower prosperity, domestic violence and crime.

Excessive drinking: Excessive alcohol use, either in the form of heavy drinking (drinking more than two drinks per day on average

for men or more than one drink per day on average for women), or binge drinking (drinking 5 or more drinks on an occasion for
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men or 4 or more drinks on an occasion for women), can lead to increased risk of health problems such as liver disease or
unintentional injuries.

Engaged in Binge Drinking in Past 30 days, Percent of Adults

Male Female Total

White River Junction Health District 18%

Upper Valley Public Health Region 14.7% 11.7% 13.2%
Vermont 18%
New Hampshire 16.8%

Data Source: Behavioral Risk Factor Surveillance System, VDH, 2015-2016, NHDHHS, 2014-2015.
Regional statistics are not significantly different from the overall state statistics.

Heavy Alcohol Use, Percent of Adults
Male Female Total

White River Junction Health District 11%

Upper Valley Public Health Region NA 9.5% 7.5%
New Hampshire 6.4% 6.8% 6.6%

Data Source: Behavioral Risk Factor Surveillance System, VDH, 2015-2016, NHDHHS, 2014-2015.
Regional statistics are not significantly different from the overall state statistics.
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Although underage drinking is illegal, alcohol is the most commonly used and misused drug among youth. On average, underage
drinkers also consume more drinks per drinking occasion than adult drinkers. In the Upper Valley Public Health Region, the

proportion of high school aged youth reporting binge drinking behavior is slightly lower than the overall state percentage, although
the difference is not statistically significant.

Engaged in Binge Drinking in Past 30 days,

Percent of High School Youth

Windsor County 15%

Orange County 15%
Upper Valley Public Health Region 12.4%
Vermont 17%

New Hampshire 15.9%

Data Source: Youth Risk Behavior Survey, VDH, 2017, NHDHHS, 2017
Regional statistics are not significantly different from the overall state statistics.
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The misuse of prescription drugs, particularly prescription pain relievers, poses significant risk to individual health and can be a
contributing factor leading to misuse of other drugs and a cause of unintentional overdose and mortality. Reported lifetime
experience of prescription drug misuse among high school youth in the service area are similar to proportions reported across
Vermont and New Hampshire with about 1 in 10 youth reporting ever having misused prescription drugs.

Ever used prescription drugs Ever misused prescription pain
without a doctor's prescription, medicine,

Ever misused prescription
stimulants,
% of High School Youth % of High School Youth % of High School Youth

Upper Valley Public Health
. 11.1%
Region
New Hampshire 11.5%
Windsor County 7% 6%
Orange County 8% 6%
Vermont 8% 6%

Data Source: NH Youth Risk Behavior Survey, 2017; VT Youth Risk Behavior Survey 2017
Regional statistics are not significantly different from the overall state statistics.

Note: The NH YRBS asked one question, “During your life, how many times have you taken a prescription drug (such as OxyContin, Percocet, Vicodin,
codeine, Adderall, Ritalin, or Xanax) without a doctor's prescription?” The VT YRBS separated this into two questions, one instructing respondents to

“count drugs such as such as codeine, Vicodin, OxyContin, Hydrocodone, and Percocet” and one instructing respondents to “count drugs such as Adderall
or Ritalin”.
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e. Cigarette Smoking

Tobacco use is a primary contributor to leading causes of death such as lung cancer, respiratory disease and cardiovascular
disease. This indicator reports the percentage of adults aged 18 and older who self-report currently smoking cigarettes some
days or every day. The estimate for the proportion of adults in the Upper Valley Public Health Region who are current cigarette
smokers is about 10%, a proportion significantly lower than the overall percentage of adults in NH who are current cigarette
smokers (about 16%).

Area Percent of Adults who are
Current Smokers
White River Junction Health District 14%
Upper Valley Public Health Region 9.7%+
Vermont 18%
New Hampshire 16.3%

Data Source: Behavioral Risk Factor Surveillance System, VDH, 2015-2016, NHDHHS, 2015.
+Regional statistic is significantly different and lower than the overall state statistic.
VT regional statistic is not significantly different from the VT state percentage.
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f. Teen Birth Rate

Teen pregnancy is closely linked to economic prosperity, educational attainment, and overall infant and child well-being. The
teen birth rate Upper Valley Public Health Region is significantly lower than the overall NH rate in 2016. The teen birth rate in
Orange County, VT is lower than the overall Vermont rate, while the Windsor County rate is higher.

Windsor County 22.6

Orange County 10.8

Upper Valley Public Health Region 4.6+
Vermont 16.8

New Hampshire 11.0

Data source: NH Division of Vital Records Administration birth certificate data; 2012-2016. VT Dept of Health, 2016
+Regional statistic is significantly different and lower than the overall state statistic.
Other statistics are not significantly different.

g. Children in Out of Home Placement

One measure of child safety, abuse and neglect in a community is the number of children placed in temporary out-of-home care.
As displayed by the next table, the rate of such placements in Northern Windsor and Orange Counties during 2015 was 13.9
children per 1,000 (57 children), a rate similar to the overall rate in Vermont. The rate of out of home placement in Sullivan
County appears to be somewhat higher than the New Hampshire rate overall (2014 data).
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Children under age 18 in out of home
placement
Rate per 1,000 Children

Children under age 9 in DCF Custody;

Rate per 1,000 Children

Northern Windsor & Orange Region 13.9
Grafton County 2.5
Sullivan County 6.4

Vermont 12.4
New Hampshire 3.7

Data sources: How are Vermont’s Young Children and Families? 2017 Report. Building Bright Futures, citing Vermont Agency of Human Services, Adoption and
Foster Care Analysis and Reporting System, 2015 data. NHDHHS, Division for Children, Youth and Families/Division for Juvenile Justice Services via Annie E.
Casey Foundation, 2014 data

h. Domestic Violence

Domestic violence or intimate partner violence can be defined as a pattern of coercive behaviors used by one partner against
another in order to gain power and control over the other person. The coercive behaviors may include physical assault, sexual
assault, stalking, emotional abuse or economic abuse. There were 359 civil domestic violence petitions filed in Sullivan County
courts and 557 in Grafton County courts in 2014 and 2015 (most current data available). In New Hampshire overall, 76% of civil
domestic violence petitioners in 2014 and 2015 were granted a temporary order of protection (statistics by County not known).

Civil Domestic Violence Petitions

2014 - 2015
Number Rate per 1,000 population
Grafton county 557 3.1
Sullivan County 359 4.2
New Hampshire 8,025 3.0

Data Source: New Hampshire Domestic Fatality Review Committee, 2014-2015 Biennial Report
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4. Selected Health Outcomes

Traditional measures of population health status focus on rates of illness or disease (morbidity) and death (mortality) from specific
causes. Advances in public health and medicine through the 20th Century have reduced infectious disease and complications of child
birth as major contributors to or causes of death and disease. Chronic diseases, such as heart disease, cancer, respiratory disease
and diabetes, along with injury and violence, are now the primary burdens on the health and wellbeing of individuals, families and
communities. In addition to considering the absolute magnitude of specific disease burdens in a population, examination of
disparities in disease rates can help to identify areas of need and opportunities for intervention.

a. Overweight and Obesity

Being overweight or obese can indicate an unhealthy lifestyle that puts individuals at risk for a variety of significant health issues
including hypertension, heart disease and diabetes. The indicators below report the percentage of adults aged 18 and older who
self-report that they have a Body Mass Index (BMI) greater than 30.0 (obese) or greater than 25.0 (overweight or obese). The chart
on the next page displays the trend in Windsor County since 2001 toward increasing prevalence of obesity in the adult population.

Percent of Adults Who Are  Percent of Adults Who Are
Obese Overweight or Obese
White River Junction Health District 30% 62%
Upper Valley Public Health Region 17.1%+ 53.0%
Vermont 28% 62%
New Hampshire 27.0% 63.6%

Data Source: Behavioral Risk Factor Surveillance System, VDH, 2015-2016, NHDHHS, 2014-2015.

+Regional statistic is significantly different and lower than the overall state statistic.
Other statistics are not significantly different.
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b. Heart Disease

Heart disease is the leading cause of death in Vermont and second leading cause of death in New Hampshire after all forms of
Cancer. Heart disease is closely related to unhealthy weight, high blood pressure, high cholesterol, and substance abuse
including tobacco use.

Cardiovascular and Heart Disease Prevalence: This indicator reports the percentage of adults aged 18 and older who have ever
been told by a doctor that they have coronary heart disease or angina (NH) or the percentage of adults who have been told they
have coronary heart disease, or have had a heart attack or stroke (VT).

Percent of Adults with
Cardiovascular Disease
(self-reported)

Percent of Adults with Heart Disease

(self-reported)

White River Junction Health District 8%
Upper Valley Public Health Region 2.2%+
Vermont 8%
New Hampshire 4.0%

Data Source: Behavioral Risk Factor Surveillance System, VDH, 2015-2016, NHDHHS, 2014-2015.

+Regional statistic is significantly different and lower than the overall state statistic.
Other statistics are not significantly different.

Cholesterol Screening: High levels of total cholesterol and low density lipoprotein-cholesterol (LDL-C) and low levels of high

density lipoprotein-cholesterol (HDL-C) are important risk factors for coronary heart disease. Periodic cholesterol screening for
adults, particularly those with other risk factors, is a beneficial procedure for early identification of heart disease that can be
treated with preventive therapy. The next table displays the proportion of adults who report that they have had their
cholesterol levels checked at some point within the past 5 years.
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Area Percent of adults who have had their cholesterol
_____levels checked within the past 5years

White River Junction Health District 74%
Upper Valley Public Health Region 74.8%
Vermont 76%
New Hampshire 83.0%

Data Source: Behavioral Risk Factor Surveillance System, VDH, 2015-2016, NHDHHS, 2014-2015.
Regional statistics are not significantly different from the overall state statistics.

Heart Disease and Stroke Mortality: Coronary Heart Disease, a narrowing of the small blood vessels that supply blood and
oxygen to the heart, is the largest component of heart disease mortality. The rate of death due to coronary heart disease among
Upper Valley Public Health Region residents was significantly lower than the overall rate for New Hampshire over the period
2011 to 2016. Cerebrovascular disease (stroke), which happens when blood flow to a part of the brain stops, is the fifth leading

cause of death in New Hampshire and in the DH-APD service area.

Coronary Heart Disease Mortality Cerebrovascular Disease Mortality
(per 100,000 people, age-adjusted) (per 100,000 people, age-adjusted)
White River Junction Health
L 100.1 38.3
District
Upper Valley Public Health Region 62.3+ 21.7
Vermont 114.8 36.4
New Hampshire 94.6 27.9

Data Source: NH Division of Vital Records death certificate data, 2012-2016; VDH, 2013-2015

+Regional statistic is significantly different and lower than the overall state statistic.
Other statistics are not significantly different.
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c. Diabetes

Diabetes is an increasingly prevalent chronic health condition that puts individuals at risk for further health complications, but is also
amenable to control through diet and adequate clinical care.
Diabetes Prevalence: This indicator reports the percentage of adults aged 20 and older who have ever been told by a doctor that

they have diabetes. The proportion of adults who report having been told they have diabetes ranges from about 6% in the
Upper Valley Public Health Region of NH to 11% of adults in White River Junction Health District of VT.

Area Percent of Adults with Diabetes

White River Junction Health District 11%

Upper Valley Public Health Region 5.9%
Vermont 8%

New Hampshire 8.6%

Data Source: Behavioral Risk Factor Surveillance System, VDH, 2015-2016, NHDHHS, 2014-2015.
Regional statistics are not significantly different from the overall state statistics.

Diabetes Management: This indicator reports the percentage of Medicare beneficiaries with diabetes a who have had a
hemoglobin Alc (HbAlc) test, a blood test which measures blood glucose levels, administered by a health care professional in
the past year. Regular HbA1C testing is important for diabetes management and prevention of diabetes-related health

complications.

Percent of Medicare Beneficiaries with

Diabetes with Annual Hemoglobin Alc Test

DH-APD Service Area 90.2%
Vermont 89.9%
New Hampshire 90.3%

Data Source: Dartmouth Atlas of Health Care, 2014, accessed through Community Commons
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Diabetes-related Mortality: Diabetes is the seventh leading cause of death in both Vermont and New Hampshire. The rate of
death due to Diabetes Mellitus among residents in the Upper Valley Public Health Region is significantly lower than the overall
rates for New Hampshire and Vermont.

Area Deaths due to Diabetes Mellitus
(per 100,000 people, age adjusted)
Windsor County 16.1
Orange County 15.9
Upper Valley Public Health Region 9.4+
Vermont 19.1
New Hampshire 18.2

Data Source: NH Division of Vital Records death certificate data, 2012-2016
Vermont statistics from CDC Wonder, 2013-2017
+Regional statistic is significantly different and lower than the overall state statistic.
Other statistics are not significantly different.
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d. Cancer

Cancer is the leading cause of death in New Hampshire and the second leading cause of death in Vermont. Although not all
cancers can be prevented, risk factors for some of the most common cancers can be reduced. It is estimated that nearly two-
thirds of cancer diagnoses and deaths in the US can be linked to health-related behaviors, including tobacco use, poor nutrition,
obesity, and lack of exercise.

Cancer Screening: The table below displays screening rates for colorectal cancer, breast cancer and cervical cancer. The United
States Preventive Services Task Force (USPSTF) recommends screening for colorectal cancer using fecal occult blood testing,

sigmoidoscopy, or colonoscopy, in adults, beginning at age 50 years and continuing until age 75 years. The proportion of adults
age 50 to 75 who are in compliance with the USPSTF recommendations (self-report) in the region is similar to the overall state
rates. The proportion of women who report being in compliance with breast and cervical cancer screening recommendations
are also similar to the overall state rates.

White River Upper Valley New

Hampshire

Cancer Screening Type Junction Health Public Health Vermont
District Region

Percent of adults who are aged 50+
that met USPSTF colorectal cancer 69% 78.0% 72% 74.9%
screening recommendations*

Percent of females aged 50+ who have

had a mammogram in the past two 73% 78.0%" 79% 80.8%
years**
Percent of females aged 18-64 who
have had a pap test in the past 3 91% 81.7% 86% 80.0%
years**

*Data Source: Behavioral Risk Factor Surveillance System; NHDHHS 2015; VDH 2014 and 2016 (County), 2016 (State), ages 50-75
**Data Source: Behavioral Risk Factor Surveillance System; NHDHHS 2014; VDH 2014 and 2016 (County), 2016 (State), ages 50-74
***Data Source: Behavioral Risk Factor Surveillance System; NHDHHS 2014; VDH 2012 and 2014, ages 21-65
AData Source: Behavioral Risk Factor Surveillance System accessed via Community Commons, composite statistic, 2006-2012
Regional rates are not statistically different from the overall state rates.
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Cancer Incidence and Cancer Mortality: The table below shows cancer incidence rates by site group for the cancer types that
account for the majority of new cancer cases (incidence). The incidence rates for the most common cancers are similar to the
state rates, although incidence of Melanoma of the Skin is elevated in Windsor County and in the Upper Valley Public Health

Region. Incidence of lung cancer and prostate cancer are lower in the Upper Valley Public Health Region, as is overall cancer

incidence in comparison to NH cancer incidence statistics (2011-2015 data).

Cancer Incidence
per 100,000 people, age adjusted

Upper Valley Public

Windsor County  Orange County

New Hampshire

Health Region

Overall cancer incidence (Al 456.4 442.6 440.7+ 454.9 497.4
Invasive Cancers)
Cancer Incidence by Type
Breast (female) 141.2 115.8 146.0 130.4 145.3
Prostate (male) 90.8 80.8 82.4+ 92.0 120.9
Lung and bronchus 61.9 63.5 46.8+ 63.3 67.3
Colorectal 34.8 38.1 35.2 36.1 38.8
Melanoma of Skin 41.5* 30.3 42.4%* 33.1 29.7
Bladder 22,5 24.6 22.2 22.8 28.3

Data Source: VT Cancer Registry, 2011-2015; NH State Cancer Registry, 2011 - 2015
Data Source for Windsor and Orange County: National Cancer Institute, State Cancer Profiles, 2011 - 2015
+Regional statistic is significantly different and lower than the overall state statistic.
*Regional statistic is significantly different and higher than the overall state statistic.
Other statistics are not significantly different.
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Cancer Mortality: The table below shows the overall cancer mortality rate and for the cancer types that account for the majority
of cancer deaths. As with cancer incidence, the overall cancer mortality rate and lung cancer mortality rates are lower in the
Upper Valley Public Health Region in comparison to NH cancer incidence statistics (2011-2015 data).

Cancer Mortality
per 100,000 people, age adjusted

Upper Valley Public Vermont New Hampshire
Health Region

Windsor County Orange County

Overall cancer mortality 160.7 176.4 128.6+ 168.6 162.3
(All Invasive Cancers)
Cancer Mortality by Type
Lung and bronchus 45.5 51.5 28.4+ 45.2 44.4
Pancreas 11.9 suppressed 11.3 11.1 10.7
Prostate (male) 26.4 22.2 19.2 20.2 20.1
Breast (female) 18.1 16.5 18.1 19.2 194
Colorectal 9.5 16.4 11.2 14.1 12.8

Data Source: NH State Cancer Registry, 2012 — 2016; VT Vital Statistics, 2011-2015.
Data Source for Windsor and Orange County: National Cancer Institute, State Cancer Profiles, 2011 — 2015
+Regional statistic is significantly different and lower than the overall state statistic.
Other statistics are not significantly different.
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e. Asthma

Asthma is a chronic lung disease that inflames and narrows the airways. Asthma causes recurring periods of wheezing, chest

tightness, shortness of breath, and coughing. Asthma is an increasingly prevalent condition that can be exacerbated by poor
environmental conditions.

Asthma Prevalence: This indicator reports the percentage of adults aged 18 and older who self-report that they currently have

asthma. Also displayed is the percentage of children with current asthma as reported by a parent or guardian. The reported
prevalence of asthma in the region is similar to the overall proportions across each state.

Percent of Children (ages 0 to 17)
with Current Asthma

Percent of Adults (18+) with

Current Asthma
Windsor County 6.8% 10.5%
Orange County 12.1% 8.4%
Upper Valley Public Health Region 7.1% 7.6%
Vermont 8.3% 10.6%
New Hampshire 7.2% 10.1%

Data Source: Behavioral Risk Factor Surveillance System, VDH, 2015-2016, NHDHHS, 2014-2015.
Regional statistics are not significantly different from the overall state statistics.
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f. Intentional and Unintentional Injury:

Accidents and injury are the third leading cause of death in Vermont and New Hampshire. A substantial component of this
circumstance is mortality related to falls in older adults, which has been increasing as the population of VT and NH ages.

Fall related deaths

per 100,000 people age 65 and over
Age-adjusted rate

White River Junction Health District 102.7
Upper Valley Public Health Region 103.8
Vermont 118.7

New Hampshire 97.1

Data Source: NH Division of Vital Records death certificate data, 2012-2016; VDH, 2012-2014
Regional statistics are not significantly different from the overall state statistics.

Drug Overdose Mortality: New Hampshire and Vermont have been among the hardest hit states by the epidemic of opioid-
related misuse with NH ranking 3rd and Vermont ranking 20™ among all states in 2016 for the number of opioid-related deaths
per capita. While the rate of drug overdose deaths in the NH portion of the DH-APD service area appears to have remained

below the overall rate for NH over the last several years, the rate of opioid-related fatalities in the White River Junction Health
District has been increasing following a trend similar to that observed in VT overall.

| FY2019 Community Health Needs Assessment



All drug overdose deaths

Accidental and undetermined opioid-related

(prescription, illicit, other & unspecified drugs)

! ! deaths per 100,000 population
Age-adjusted rate per 100,000 population

White River Junction Health
District

Upper Valley Public Health
Region

Vermont 15.2

16.7

9.1+

New Hampshire 34.7

Data Source: NH Division of Vital Records death certificate data, 2015-2016; Vermont Agency of Human Services, 2016
*Rate is statistically different and lower than the overall NH rate; WRJ Health District rate is not significantly different than the VT state rate.
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Suicide: This indicator reports the rate of death due to intentional self-harm (suicide) per 100,000 people. Suicide rates can be an
indicator of access to mental health care. During the period 2012 to 2016, the suicide rate in the region was similar to the overall
rate of suicide deaths in Vermont and New Hampshire.

Suicide Deaths per 100,000 people;

any cause or mechanism

White River Junction Health District 15.3
Upper Valley Public Health Region 15.7
Vermont 14.0

New Hampshire 15.3

Data Source: NH Division of Vital Records death certificate data, 2012-2016; VDH, 2013-2015
Regional statistics are not significantly different from the overall state statistics.
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g. Premature Mortality

An overall measure of the burden of preventable injury and disease is premature mortality. The indicator below expresses
premature mortality as the total years of potential life lost before age 75 (YPLL-75). Every death occurring before the age of 75
contributes to the total number of years of potential life lost. During the period 2014 to 2016, 662 deaths in Windsor County
and 568 deaths in Sullivan County occurred before the age of 75.

Years of potential life lost before age 75

per 100,000 population (age-adjusted)

Grafton County, NH 5,138+
Sullivan County, NH 6,557
Orange County, VT 5,424
Windsor County, VT 5,993
Vermont 5,732

New Hampshire 5,867

Data source: National Center for Health Statistics, National Vital Statistics System accessed via County Health Rankings, 2014-2016.
+Regional statistic is significantly different and lower than the overall state statistic.
Other statistics are not significantly different.
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5. Comparison of Selected Community Health Indicators between 2016 and 2019

The table below displays comparisons of key community health status indicator estimates between the current community health
assessment and the previous assessment completed in 2016, as well as the most recent statewide statistic for each indicator.
Statistics that suggest improvement from the prior assessment are highlighted in green and those that suggest declines from the
previous assessment are highlighted in red. These comparisons are provided for general informational purposes and in some cases
are based on calculation of composite estimates that apportion sub-regional percentages / rates by overall service area population.
It is important to note that many of the observed differences between years and between regional and state statistics are not

significantly different unless noted.

Table 13: Comparison of Selected Community Health Indicators between 2016 and 2019

. . . 2016 Community 2019 Community State Comparisons
Community Health Indicator Geographic Area (most recent statistics
Health Assessment | Health Assessment )
available)
Access to care VT NH
Percentage of population without health .
. DH-APD Service Area 8.2% 7.1% 5.3% 8.4%
insurance coverage
Do not having a personal doctor or health DH-APD Service Area 13% 14% 12% 13%
care provider, percent of adults
Have not visited a dentist or dental clinicin | o, \op sarvice Area 27% 6% 29% 30%
the past year, percent of adults
Health Promotion and Disease
Prevention
Current smoking, percent of adults DH-APD Service Area 18% 11%* 18% 16%
Physically inactive in the past 30 days, % of
Y y dult P v % DH-APD Service Area 19% 18% 18% 21%
adults
Binge drinking, percent of adults DH-APD Service Area 18% 15% 18% 17%
Teen Birth Rate, per 1,000 Women .
Age 15-19 DH-APD Service Area 9.4 10.4* 16.8 11.0
ge 1o-
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Community Health Indicator

Geographic Area

2016 Community
Health Assessment

2019 Community
Health Assessment

State Comparisons

(most recent statistics

available)
Health Outcomes VT NH
Obesity, percent of adults DH-APD Service Area 26% 22%* 28% 27%
Ever told had diabetes, percent of adults | DH-APD Service Area 7% 8% 8% 9%
Current asthma, percent of adults DH-APD Service Area 11% 9% 11% 10%
. . UV PHN
Coronary Heart Disease Mortality, per 71.6 62.3* 1148 946
100,000 people, age-adjusted WRJ Health District 99.7 100.1 ' '
UV PHN
Cancer Incidence, All sites, per 100,000 469.0 440.7* 454.9 497.4
people, age-adjusted Orange County NA 4426 ' '
UV PHN
Cancer Deaths, All Sites, per 100,000 127.2 128.6* 168.6 1623
people, age-adjusted Orange County 192.1 176.4 ' ’

* The NH sub-population component of this estimate is significantly lower than the overall NH state statistic.
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APPENDIX A

About the Community Health Needs Assessment

Has a Community Health Needs Assessment Report Been Adopted in the Previous Three Years?
1. The current Community Health Needs Assessment (CHNA) was approved by the Alice Peck Day

Memorial Hospital Board of Trustees on February 28, 2019.
2. This CHNA and the two previous CHNAs are posted at
https://www.alicepeckday.org/about/apd/reports/

3. Printed copies of this CHNA are available by request at the lobby desk, main entrance to the hospital,
in the Executive Suite of the hospital (contact mayert@apdmbh.org), in the Multi-Specialty Clinic
operations office (contact caronm@apdmh.org) and in the Dept of External Affairs
(glenshawp@apdmbh.org)

4. APD e-mails electronic copies of the CHNA to a wide array of community organizations, towns,
schools, and other entities after the report is finalized, and on an ongoing basis throughout the 3-year
cycle through which it covers. Electronic copies can be requested by e-mailing
glenshawp@apdmh.org

How Do We Meet Requirements of CHNAs?

1. Description of Community Served

The geographic area served by this community health needs assessment includes towns in the primary
service area of Alice Peck Day Memorial Hospital. These towns are listed in Table 1, page 5 of the report,
and include Canaan, Dorchester, Enfield, Grafton, Grantham, Hanover, Lebanon, Lyme, Orange, Orford,
Piermont, and Plainfield, NH, as well as Fairlee, Hartford, Hartland, Norwich, Sharon, Thetford, and
Woodstock, VT. There is a resident population of 69,467 individuals. Table 3 on pages 7 and 8 of the
CHNA displays selected demographic and economic indicators including median household income,
percentage of families in poverty (100%) and percentage of families with income less than 200% of the
poverty level.

2. How the Community was Determined

The towns selected for this community health needs assessment comprise the state-defined hospital
Service Area for APD, plus additional communities whose residents commonly use our primary care
services.

3. Identification and Prioritization of Significant Community Health Needs
Significant health needs of the community are identified in this CHNA and prioritized in chart 3 on page
17.

4. How Were Primary and Chronic Disease Needs and Other Health Issues of Uninsured, Low-
Income, and Minority Populations Identified

During this CHNA process, our CHNA Collaborative team convened one regional discussion group of

persons identifying as Black/African-American (May 10, 2018); we made resident surveys widely

available to community residents through public list serves, direct e-mail invitations to patients of our

primary care clinics, survey links on town web sites and e-news, employee e-news in major employers,

and through other systems that provided widespread access to our surveys. We also reviewed meeting
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minutes from two regional communities (Hartford, VT, and Claremont, NH), where issues of racial equity
and racism have been explored at town and school governance levels. We partnered closely with
organizations serving populations affected by poverty, lack of insurance, homelessness, behavioral health
conditions, and serious and chronic illnesses in order to survey these members of populations in our
community, and hosted multiple discussion groups with people affected by poverty and chronic illness.

We recognize the limitations of our engagement of racial and ethnic minority members of our community,
and are working to improve this part of our CHNA process. Our minority population is quite small: 0.9%
of the population of Grafton County, NH identifies as African American, 0.4% as Native American, 1.8%
as Hispanic/Latino, 3.0% as Asian. 93.6% identify as Caucasian. Wide dispersal of this population
across a large geography further complicates engagement efforts. Other than an academic professional
peer support council, we were unable to identify any leadership groups, advocacy councils, faith
communities, or formal organizations providing leadership regarding minority health and well-being
issues in our region. Our summer 2018 discussion group with community members who are
Black/African American was a positive, but limited improvement over prior years.

Household median income, insurance status, and other indicators of poverty are significant drivers of
disparity in our region. Poverty rates range widely by town, with 2.9%-31.7% of households living on
incomes below 200% of federal poverty level. These populations face notable health disparity conditions
associated with poverty and other social determinants of health needs. During our assessment process,
APD made specific efforts to contact and receive input from members of income-vulnerable populations,
including:
o A discussion group with pregnant and parenting teens participating in an alternative high school
environment at The Family Place Parent Child Center (May 1, 2018).
e A discussion group with adults living with developmental disabilities and their
families/caregivers (May 4th, 2018).
o A discussion group with pregnant women in treatment for substance use disorders (April 9,
2018).
e A discussion group with Community Nurses serving chronically ill, homebound, and otherwise
vulnerable older adults in regional towns (May 8, 2018).
o A discussion group with the Board and Leadership of the Mascoma Community Health Clinic, a
community health clinic seeking FQHC-Lookalike status and serving a set of communities with
health disparities (May 14, 2018)
e Working with the Good Neighbor Health Clinic and Mascoma Community Health Center to
disseminate surveys to patients who are uninsured and low-income. Disseminating surveys at the
Haven (shelter); LISTEN Community Services (basic need support, food shelf, and community
dinners); to parents of children in Dartmouth-Hitchcock and Alice Peck Day’s Pediatrics clinics;
via Women, Infants, and Children’s clinics; Through Grafton County Senior Citizens Council
(home-delivered meals and congregate meals); through Visiting Nurse and Hospice of VT and
NH (home-visiting programs for families with young children and for seniors with complex
health needs); and through other community organizations serving people affected by poverty and
poor health.



5. Process and Methods Used to Conduct the Assessment

Methods employed by the CHNA assessment included: a) A survey of area residents made available
through direct mail, paper copies in selected community locations, direct-to-respondent strategies, and
intranet-based strategies; b) A survey of key state community stakeholders who were agency, municipal
or community leaders; ¢) A series of community discussion groups; and d) A review of available
population demographics and health status indicators

Community Resident Surveys: From March through August 2018, paper versions of the Resident
Survey were made available to the public at the following locations by our CHNA collaborative.
Resident zip codes of completed surveys were compared to zip codes of each hospital’s defined
CHNA region to attribute surveys to each hospital for analysis purposes. In some cases,
organizational staff at these sites actively invited residents to participate and/or provided support
for completion. In other sites, paper copies and boxes for completed surveys were left at front
desks for self-service. Some surveys were distributed with pre-paid return mailers, such as to
home-bound residents by organizations providing home visiting services. In addition, we widely
distributed links to online versions of the Resident Survey through community list serves, e-news
of large employers, schools, towns, and other public entities, and widely or publicly available
sites.

e Paper surveys and electronic survey links were disseminated at sites listed in

Appendix B, pages 8-10.

Key Stakeholders Survey: In February and March 2018 our CHNA collaborative disseminated
surveys to 277 persons identified as key community stakeholders. 153 of these individuals
responded. Responses were anonymous to promote direct and complete responses. We defined
Key stakeholders as individuals who have important community roles in community governance,
public health, public safety, correctional systems, education, health care, and human services,
who have significant contact with a wide range of community members, are responsible for
serving community residents who have a wide array of health, social, and other needs, or
otherwise are deeply knowledgeable about the broad interests and needs of the community.

e Key Stakeholder invited to participate in our survey are listed in Appendix C, pages

11-20.

Discussion Groups: Between March and June 2018, we conducted in-person discussion groups
provided an opportunity to have a more in-depth dialogue with community members regarding
community health concerns and opportunities. Specific populations were invited to participate in
discussion groups. In some cases these represented targeted outreach to populations that could be
considered vulnerable to poor health, while in others these represented key community
stakeholders who have a broad view of community health needs.

e Descriptions of the various discussion groups hosted are listed in Appendix D, page

22.

Demographics, Public Health and other Secondary Data Sources: As a part of this CHNA we
also reviewed the most currently available secondary data describing health and wellbeing at the
population level (i.e. data available through reports made by state and federal agencies and related
sources that compile population health statistics). These data sources are regularly reported; have
3



well-established, consistent, and valid methodologies; and are commonly used by health and
public health officials to monitor demographic composition of communities and to monitor health
and well-being of communities. Throughout this our CHNA, tables with these data are presented,
citing specific information sources for these tables.
e A listing of demographic, public health, and other secondary data sources used in
this CHNA are listed in Appendix E, page 23. Data from these sources is presented
throughout the main body of our CHNA.

Analytical Methods Applied: Service area statistics and maps describing demographics of the
service area population, such as income, age and insurance rates were compiled at the county sub-
vision level (towns) using the US Census Bureau, American Factfinder online tool. Community
resident and key stakeholder survey analysis was completed using SPSS and included analysis of
response frequencies and cross-tabulations to investigate variation in identified needs by
respondent characteristics such as household income, age and community of residence.
Community discussion groups were analyzed for key themes and patterns through transcription of
discussions by question/topic followed by coding and sorting in Excel.

Information gaps that impact the hospitals ability to assess community health needs: The data
gathered in the FY2019 CHNA process should be considered a 'starting point' for considering
community needs to be followed with continual process of refinement through dialogue with
community members, leaders, and experience. While an emphasis was placed on assembling
information describing disparities in health access and outcomes, data identified in any CHNA
process is inherently limited to what the assessment team asked about. Another limitation that
should be noted, as outlined in the listing of data sources, is that some of the most currently
available population health indicator information at the state and regional level is several years
old. Also, experience suggests that CHNA respondents are highly focused on ‘unmet needs,' and
do not identify 'needs well-addressed' that should receive continued focus to sustain the necessary
level of service capacity and quality.

List of organizations that collaborated with the hospital: APD conducted this CHNA in a shared
effort (“CHNA Collaborative”) with five other health entities that have abutting and/or
overlapping service areas. These entities include: Mary Hitchcock Memorial Hospital, Valley
Regional Hospital, New London Hospital, Visiting Nurse and Hospice of VT and NH, and Mt
Ascutney Hospital and Health Care. These six entities used common assessment tools and
methods to gather community input, allowing us to identify common needs shared across hospital
regions while also identifying localized variances in community health needs. A wide range of
other health and human service organizations also provided input into this CHNA process and
encouraged participation of clients and community members whom they serve. These agencies
included the Public Health Council of the Upper Valley; Good Neighbor Health Clinic; Grafton
County Senior Citizens Council, White River Family Practice; Mascoma Community Health
Clinic; the Upper Valley Haven; Lebanon, Hartford, and Hanover Schools; municipalities of
Hanover, Lebanon, and Hartford; Vital Communities; and other entities

Identity and Qualifications of Third Parties Contracted to Assist with this CHNA:
Technical assistance for this CHNA was provided by the Community Health Institute located in
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Bow, NH with a satellite office in Burlington, VT. The Community Health Institute is a non-
profit organization founded in 1995, and is affiliated with JSI Research and Training Institute, a
public health management consulting and research organization dedicated to improving the health
of individuals and communities throughout the world. For 35 years, JSI Research and Training
Institute has provided high quality technical and managerial assistance to public health programs
in 106 countries, operating from 8 US and 60 international offices, with more than 500 US staff
and 1,600 host country staff. Community Health Institute is the New Hampshire affiliate of JSI
Research and Training Institute, and is located at 510 South Street, Bow, NH. Its primary
mission of the Community Health Institute is to provide planning, assessment, development and
evaluation assistance to community-based organizations working to improve community health
and health care access outcomes with an emphasis on vulnerable and underserved populations
due to geographic, income or other socioeconomic factors influencing health and wellbeing.
More information about the qualifications of the Community Health Institute can be found at:

www.nhchi.org

6. Methods the hospital used to receive input from persons representing the broad interests of the
community, including when and how the organization consulted with the persons
As noted above, we utilized Resident Surveys (March-June 2018); Key Stakeholder Surveys (February-
March 2018), Community Discussion Groups (March-June 2018), and a review of most recently available
demographic, public health, health, and other secondary community data to develop this CHNA.
e A list of locations and sites where Resident Surveys were made available to the public is
available in Appendix B.
e A list of Key Stakeholders, Organizations, and Populations they serve or represent, who
were invited to participate in our Key Stakeholder Survey, is available in Appendix C.
o A list of Community Discussion Groups, Dates, and Participants, is available in
Appendix D.
e A list of Individuals Surveyed who Represent Governmental Organizations is available in
Appendix F.
o A list of Individuals surveyed who Represent Public Health Interests is available in
Appendix G.

7. Process and criteria used to prioritize needs

The process for identifying the highest priority needs followed three stages. First, high priority needs
were identified from the information assembled through the community engagement process including the
community resident survey, key stakeholder survey and community discussion groups. At this stage,
greater weight was placed on the priorities identified through the community survey (50%), with the
priorities identified by key stakeholders and the community discussion groups each receiving 25%
weight. The second stage of the prioritization process incorporated information from secondary data
sources describing population health statistics and social determinants of health. At this stage, priority
needs were examined through the perspective of available data that supported the findings from the
community engagement process. The purpose of this exercise was not to eliminate any of the needs
identified through community engagement, but rather to consider their relative ranking based on the
statistical evidence. The final stage of the prioritization process involved review and endorsement by the
Board of Alice Peck Day Memorial Hospital. The purpose of this stage of prioritization was to identify
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priority needs where hospital resources and efforts could have the most impact either directly or in
collaboration with other regional health and human service partners. Criteria considered at this stage
included:

e Does the health factor or need impact a large number of people?

e Does the health factor or need disproportionately impact a subgroup of the population?

o  Will the health factor or need, if not addressed, result in significant health care or social
costs?

o Is the health factor or need feasible for the region to address in terms of cost, resources, and
community readiness?

e  Will addressing the health factor or need build on existing efforts and partnerships?

e Is the health factor or need not being adequately addressed by current efforts in the region?

This stage of the process resulted in the set of community needs to be included in the next APD
Community Health Improvement Plan.

8. Comments From Community Regarding Previous CHNAs

Following our FY2016 CHNA, comments were solicited through community meetings and other
methods. Specific requests to improve our data gathering included requests to ask additional
demographic data in Resident Surveys regarding race, ethnicity, and to include opportunities to identify as
transgender. Some commenters desired more attention in the CHNA to the needs of children and their
families. Finally, commenters have noted the limitations of convenience surveys (particularly the
Resident Survey) as a reliable data gathering source. APD did not receive other comments on the
FY2016 CHNA.

In our 2018-2019 CHNA process we adapted surveys to include the requested demographic questions.
We did not substantially adapt to put more attention on children’s needs as this CHNA is intended to
reflect broad community trends across all ages. Our CHNA Collaborative will continue to explore ways
to assess sub-population needs in the future, and have taken steps in this direction, as an example, by
completing an off-cycle assessment of needs for persons with behavioral health needs in NH Upper
Valley and Sullivan Counties in 2016.

There are challenges associated with convenience sampling methods of our Resident Survey. Our CHNA
Collaborative acknowledges these challenges, but places a high value on offering all community members
the opportunity to participate directly in the CHNA process. Resident Survey data collected via
convenience surveys are combined and contrasted with Key Stakeholder Surveys, Discussion Groups, and
secondary demographic and public health data, as well as reviewed by hospital community health leaders,
hospital Boards, and other key community leaders to provide a multi-window view of regional
community health needs.

Community members are welcome to offer comments into the current CHNA by contacting:
Nancy DuMont

Alice Peck Day Memorial Hospital

Department of Community Health

10 Alice Peck Day Drive



Lebanon, NH 03766
Email: dumontn@apdmbh.org
Phone: 603-443-9548

9. Identification of Existing Community Health Facilities and Resources
A listing of existing community health facilities and resources is included in Appendix H, page 30.

10. Resources Dedicated to Addressing Identified Needs

A Community Health Improvement Plan will be developed in response to this CHNA, and will be
brought for approval by the APD Board of Trustees no later than October 31, 2019. The Community
Health Improvement Plan will include a summary of direct, in-kind, expertise, and other resources APD
will commit to address needs identified in this CHNA.

11. Evaluation of Actions Taken to Address the Previous CHNA.

In response to our FY16 CHNA, APD developed its 2017-2019 Community Health Improvement Plan,
which can be found at https://www.alicepeckday.org/about/apd/reports/

This document defines how APD planned to address needs identified in the FY16 CHNA.

An evaluation of current progress and impact of the APD FY2017-2019 Community Health Program is
available in Appendix L.

12. Partners With Whom this CHNA was Conducted

This CHNA used a shared approach between six health care entities (CHNA Collaborative) that have
adjoining Hospital Service Areas and identify a small number of towns as being co-served. Each health
care entity receives a separate CHNA report for its defined service area, so this is not a joint’ CHNA.
However, each of our health system benefits from using similar CHNA tools and approaches during a
common CHNA assessment time-frame, particularly because residents of communities served by each
entity may access surveys or discussion groups in another service region. For example, residents of
towns served by Mt Ascutney Hospital and Health Care may be employees of Alice Peck Day Memorial
Hospital and access an electronic link to the survey through APD’s email. This survey is attributed by zip
code of the respondent to the hospital serving the town in which they reside. Sharing common tools and
approaches to this CHNA also allows the CHNA Collaborative to compare and contrast community
health concerns across a broader geographic region through which our residents commonly travel as part
of daily living, allowing us to see larger regional trends as well as localized needs.

The six health entities comprising the CHNA Collaborative include:
e Alice Peck Day Memorial Hospital, 1 Alice Peck Day Drive, Lebanon, NH 03766
e Mary Hitchcock Memorial Hospital, 1 Medical Center Drive, Lebanon NH 03756
e Mt Ascutney Hospital and Health Care, 289 County Road, Windsor, VT, 05089
e New London Hospital, 273 County Road, New London, NH 03257
e Valley Regional Hospital, 243 Elm Street, Claremont, NH 03743
e Visiting Nurse and Hospice of VT and NH, PO Box 1339, White River Junction, VT 05001


https://www.alicepeckday.org/about/apd/reports/

13. Identification of Service Areas of Joint CHNA Partners

As noted in Appendix A, Q14 above, this CHNA used a shared approach between six neighboring health
systems, but each entity conducted these activities in its own defined service area and receives a separate
CHNA report specific to their hospital service region. It is not a ‘joint” CHNA in the sense that one
report addressed needs of all six partner organizations. These six entities have adjoining service regions,
with occasional overlap of service regions. The service region used for Alice Peck Day Memorial
Hospital is clearly identified in Appendix A, Question 1, and is distinct from the service regions identified
by the other five health entities sharing this common CHNA approach.

APPENDIX B

Locations where paper versions of the CHNA Resident Survey were made available to the public

Date Made

Location Available
Ottauquechee Health Center 3/12
Mt Ascutney Hospital and Health Care Clinics 317
Hartland Schools 317
Woodstock Schools 3/17
Brownsville Schools 3/17
Weathersfield Schools 3/17
Dartmouth-Hitchcock Adult & Pediatric Primary Care Clinics 3/23
Alice Peck Day Memorial Hospital Multi Specialty Clinic 3/19
Employees of Mt Ascutney Hospital and Health Care 317
Via Windsor Area Community Partnership Members 317
PATCH team 317
Windsor Hospital Service Area Community Collaborative 3/17
Barnard General store 3/20
Teago General Store 3/20
Trinity Evengelical Free Church 3/20
Mt. Ascutney Hospital and Health Center Board of Trustees 3/20
Woodstock Rotary 3/12
Woodstock Unitarian Church 3/20
St. James Church,Woodstock 3/21
Old South Church 3/20
Racheal Harlow Methodist Church, Windsor 3/20
Windsor County Partners 3/20
Police Department, Woodstock Not recorded
Town Manager’s Office, Weathersfield 3/21
Town Manager’s Office, Hartland Not recorded
Hartland Recreation Center 3/21
Woodstock High School Student Assistance Program 3/21
Principal’s Office, Woodstock Middle-High School 3/21
Offices of WSESU Prevention Team 3/21
Two Rivers Ottauquechee Regional Commission 3/21
Weathersfield Community Champion 3/21
Community College of VT, Upper Valley Campus 3/23
Junction Youth Center 3/21
Special Needs Alliance Board Members 3/23
Woodstock Jewish Community 3/26
Artistree Community Arts and Expressive Therapy Office 3/23
Staff of Woodstock Terrace 3/30



Staff of Woodstock Inn 3/30

White River Family Practice 3/19
Community Action Program/WIC 3/19
Mascoma Health Clinic 3/19
Good Neighbor Health Clinic/Red Logan Dental 3/19
Bridgewater Transfer Station 3/30
Woodstock Food Shelf 3/30

Bugbee Senior Center Y15

Roylaton Senior Center Not recorded

. Not
Hartland Recreation Center ot recorded

Not recorded

3/19

Lebanon Towers Senior Housing

Upper Valley Senior Center

Norwich Gill Terrace Apartments Not recorded

Thompson Senior Center, Woodstock Not recorded

Families Served by Nurse Family Partnership Not recorded

Town Meeting, Hartford, VT 33
Town Meeting, Reading, VT 33
Town Meeting, Norwich, VT 35
Town Meeting, Hartland, VT 36
Town Meeting, Royalton, VT 3/6
3/17

Town Meeting, Enfield, NH

Town Meeting, Orford, NH
Broadly accessible dissemination pathways for links to the online CHNA Resident Survey

Not recorded

Date Posted

Posting Location (when recorded)
Hartford List Serve 3/8/2018
Upper Valley List Serve 3/12/2018
DailyUV Digital Community News 3/8/2018
IUpper Valley Public Health Council e-newsletter 3/8/2018
Dartmouth-Hitchcock Facebook 3/22/2018
All Together Coalition Facebook 3/15/2018
UV Public Health Council Facebook 3/12/0218
Town of Hartford Information Facebook 3/8/2018
What's up Claremont Facebook Not Recorded
Town of Hartford Recreation eNews 3/25/18
New London Hospital Facebook Not Recorded
Wellness Connection Facebook 3/16/18
Greater Sullivan County Public Health Network Facebook 3/16/18
WNTK Facebook 3/17/18
City of Lebanon eNews 3/16/18

City of Lebanon Web page 3/16/18



City of Lebanon Social Media
Mascoma Community Health Care eNews

Town of Hanover eNews

Enfield Community Bulletin Board

Dartmouth-Hitchcock Today Employee eNews

Mascoma Schools eNews

Hartford Schools eNews

Hartford Community Coalition facebook

New London Hospital Employee eNews

Hypertherm Employee eNews

Wellness Connection Employers (self-selecting)

Lebanon Chamber of Commerce

Partners in Community Wellness Mailing List, eNe/ws

New London Hospital Public Web page

Wellness Connection Member E-Mail List

Kearsarge Interfaith Leadership Council E-Mail List

Alice Peck Day Patients via Direct e-Mail

Alice Peck Day Employee E-Mail

Alice Peck Day Facebook

Elder Forum Member E-Mail List

Friends of Alice Peck Day Member E-Mail List

Valley Regional Hospital Public Web Page

Valley Regional Hospital Facebook

Valley Regional Hospital Employee E-Mail List

Claremont Chamber of Commerce e-News

Newport Chamber of Commerce e-News

Greater Sullivan County Public Health Network Member E-Mail
E-Ticker e-Community Newsletter

Mt Ascutney Prevention Partnership E-Mail Lists/Social Media
Mt Ascutney Prevention Partnership E-Mail Lists/Social Media
Mt Ascutney Prevention Partnership Patients via Patient Portal
Windsor Tom Marsh e-News

Ottaquechee Community Partnership Board & newsletter
Barnard "Feast and Field" newsletter

Weathersfield news blogger

Woodstock Job Bank weekly notice

Senior Solutions eNews

Parents of Dartmouth-Hitchcock Pediatric Patients via direct e-mail
Dartmouth-Hitchcock Aging Resource Center eNews

Lebanon School District eNews

UV Childcare Provider e-News

3/16/18
Not Recorded

3/19/18
3/16/18
3/14/18
Not Recorded
4/10/2018
3/12/2018
3/16/18
Not Recorded
3/8/18
3/23/2018
Not Recorded
3/12/18
3/8/18
3/8/18
Not Recorded
3/20/18
3/20/2018
Not Recorded
Not Recorded
Not Recorded
Not Recorded
Not Recorded
Not Recorded
Not Recorded
Not Recorded
Not Recorded
3/17
Not Recorded
Not Recorded
3/17
3/21
3/21
3/23
3/26
4/10
July 2018
4/8/2018
4/26/2018
3/20/2018
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Appendix C

Persons Invited to Contribute through Key Stakeholder Surveys

Represents or Serves Populations Affected By:
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Name $13|3|58(52(8(5(8|8/818125|28|8808
Title/Organization as|lz|8|S|a|8|2|l8|d|z|z|&|C|luld|le|=|0|3
Executive Director, UV Lake Sunapee X | x| x X X X
Steve Schneider Regional Planning Commission
Paula Maville Interim City Manager- Lebanon X
Lynne Goodwin Director of Human Services, Lebanon X| X | xpxpx) X)X X x| X
Lori Hirshfield Director of Planning, Hartford X| x| x X X x| X
Leo Pullar Town Manager, Hartford X
Bill Bellion Chief, Canaan Fire/EMS XX | x| xpxx X X
Charlie Dennis Chief, Hanover Police x| x| x x| x| x x| x| x X
Timothy Julian Chief, Springfield Police X x| X X x| X X x| X X X
Phil Kastem Chief, Hartford PD X| x| x X| x| x X| x| x X X
Scott Cooney Chief, Hartford Fire/EMS XX x| xpxx X X
Brett Mayfield Health Officer, Hartford XXX X X x| X X x| X
Alan Johnson Selectboard, Hartford X
David Cabhill State's Attorney, Windsor County x| x X X X x| X X X
Julia Griffin Town Manager, Hanover X
Chris X| x| x| x| x| x X X
Christopoulos Chief, Lebanon Fire
Andy White Captain, Lebanon Fire/EMS XX x| xpxqx X X
Shawn Russell MD (Ret.), Orange, NH X X
Lara Saffo County Attorney, Grafton County x| x X X X x| X X X
Ed Andersen Chief, New London Police x| x|x x| x|x x| x|x X X
Jason Lyon Chief, New London Fire X| X x| xpxx X X
Kim Hallquist Town Administrator, New London X
Dennis Pavlicek Town Administrator, Newbury NH X
Derek Ferland County Manager, Sullivan County x| X x| X X X
Ryan McNutt City Manager, Claremont X
Charlene Lovett Mayor, Claremont X x| X x| x| x X X
Paul Brown Administrator, Town of Newport X
Steven Neill Selectboard Member, Charlestown X
Brenda Ferland Past SelectBoard Member, Charlestown X
Jane Barkie Town Manager, Washington X
Cindy Williams Town Clerk, Goshen X
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Donna X
Nashawaty Town Manager, Sunapee
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Keith Cutting EMS, Springfield X x| XX X X X
Stephanie Schell Human Services Director, Plainfield X| X | xpxpx) X)X X
Tracy Decker Town Secretary, Unity X
James Mullen Town Manager, Weathersfield X
Dick Beaty Past Select Board Chair, W. Windsor X
Glenn Seward Past Select Board Member, W. Windsor | x
Tom Kenyon Past Select Board Member, W. Windsor
Bryan Burr Chief, Claremont Fire XXX XX X X
Mark Chase Chief, Claremont Police x| x|x x| x| x x| x| x X
John Simonds Sheriff, Sullivan County x| x| x x| x| x x| x| x X
Kathi Bradt Administrative Assistant, Acworth
Doug Hackett Chief, Cornish Police x| x x| x|x x| x| x X
Ingrid Locher Official, Lempster X
Wayne Whitford Health Officer, Newbury X| XXX x| x4 X X
Tom Marsh Town Manager, Windsor
Director of Planning, South. Windsor X | x| X X X
Jason Rasmussen Regional Planning Commission
Southern Windsor Regional Planning x| x| x X X
Kathleen Otto Commission
Planner, Two Rivers-Ottauquechee X| x| X X X
Kimberly Gilbert Regional Planning Commission
Christopher Planner, Two Rivers-Ottauquechee x| x| x X X
Damiani Regional Planning Commission
Area Director, VT Division of Children
Kathy Hemenway | and Families X| x| x| x| x| x| x|x|x|x]|x
Maryann Babic-
Keith NH DCYF, X x| x| x| x| x| x|x|x]|x
Kevin McAllister Chief, Windsor Fire X
Community Corrections District X | x X X X | x| X
Bill Soule Manager, VT Probation & Parole
Bill Sampson Chief, Windsor Police x| x|x x| x|x x| x|x X
Superintendent, Sullivan County X | x X X x| x| x
Dave Berry Corrections
William Daniels Chief, Weathersfield Police X| x| x X| x| x X| x| x X
Philip Swanson Town Manager, Woodstock VT
Chief Blish Chief, Woodstock VT Police x| x| x x| x| x x| x| x X




Kelly Murphy Consultant, Nonprofit First Responders
Mike Chamberlin Sheriff, Windsor County x| x X x| X X x| X X X
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Executive Director, Community Dental,
Sally Bouchard Claremont X x| x
Medical Director, CHaD/Boyle
Steve Chapman Pediatrics Program X[ x| x| x| x| x]| x| x X | x| X X | x| x
Doug Williamson MD, APD Pediatrics X| x| x| x| x| x| x| x X| x| x X X| x| X
Cathy Morrow MD, D-H Primary Care X| x| x| x| x| x]| x| x X| x| x| x X| x| x| x
Daniel Stadler MD, D-H Geriatic Primary Care X| x| x| x| x| x| x| x]x X | X X | X
Lisa Furmanski MD, APD Senior Care Team X| x| x| x| x| x| x|x]|x X | x X | x
Patricia Lanter MD, D-H Emergency Dept. X[ X[ x| x| x| x| x| x| x| x|x]|x]|x X | X
Volunteer Dentist, Red Logan Dental
Bob Alvarenga Clinic X X | x
Brian Lombardo Medical Director, APD Primary Care X| x| x| x| x| x|x|x]|x X | X X| x| x| x
Dave Beaufait MD, Enfield X| x| x| x| x| x| x| x]|x X | x X| x| x| x
Clinical Director, Mascoma Valley
Donna Ransmier Health Clinic X| x| x| x| x| x| x|x|x]|x]|x]|x]|x X| x| x| x
Linda Sawyer Director,D-H Pharmacy X X | x| x X
Pharmacist/Owner, Enfield Family
Ed McGee Pharmacy X X | X| X X
Jeanne President/CEOQ, Visting Nurse and
Mclaughlin Hospice of VT & NH X X| x| x| x X X | X X x| x
Steven Powell,
MD Psychiatrist, New London Hospital X X
James Murphy, MD, Senior Administrator, New London
MD Hospital X
President/CEO, Lake Sunapee Region
James Culhane Visiting Nurse Association X X | x| x| x X X | x X X | x
Community Outreach Manager, Lake
Jeana Newbern Sunapee Region VNA X X | x| x| x X X | X X X | X
Administrator, Sullivan County
Ted Purdy Healthcare / Nursing Home X| x| x| x X X
Administrator, White River Family
Lisa Paquette Practice X| x| x| x| x X X | x X X X
Mary Bender, MD | Section Chief Pediatrics, MAHHC X| x| x| x| x| x| x| x X| x| x X X| x| X
Mary Joyce, MD Medical Director, Clinic, MAHHC X| x| x| x| x| x| x| x]|x X | x X| x| x| x
Marlene Sachs,
MD Geriatric Lead MD, MAHHC X| x| x| x| x| x| x| x]|x X | X X | X
Richard Marasa,
MD Med. Dir., ED, Springfield Hospital X| x| x| x| x| x| x| x| x|x]|x|x]|x X | x
Catherine Surgeon, MAHHC
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Schneider, MD
Clinical Specialist, Visiting Nurse and
Carol Lecthaler, Hospice of VT & NH X X| x| x| x X X | x X X | x
Karen Baranowski | MD, CT Valley Home Health X X| x| x| x X X | x X X | x
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MD, Internist, Valley Regional
Oliver Herfort Healthcare X| x| x| x| x| x X X X
Trish Peters Case Manager, NLH X| X | x| x| x| x X X X
Dr. Kramer Dentist, Claremont, NH X X
Chris Lopez Pharmacist, New London Hospital X X | x| x X
Erin Angley,
LICSW Social Worker, Newport Health Center X| x| x| x| x| x X X X
Kelley Spanos Newport Health Clinic X| x| x| x| x| x X X X
Lisa MacLean School Nurse, Kearsarge Schools X| x| x| x| x| x X[ x| x| x| x X X
Monica Valovic Health Teacher, Kearsarge Schools X X | x X | x X | x X
Executive Director, HIV/HCV Resource
Laura Byrne Center X| X[ X|Xx]|Xx X
Ginny Alvord Primary Care MD, Valley Regional X| x| x| x|x]|x X X X
Jim Keady MD, Keady Family Practice X| x| x| x| x| x X X X
Laura
McNaughton Director, VT DOH WRIJ region XX | X| x| x| x| x| x|x]|x]|x|x]|x X[ X| x| x|x
Executive Director, UV Public Health
Alice Ely Council X| x| x| x| x| x| x| x| x|x]|x|x]|x X| x| x| x|x
Deb Langner Health Officer, New London X
Coordinator, Greater Sullivan County
Ashley Greenfield | Public Health Network X | x| x X | x X X X
Coordinator, Upper Valley Public Health
Bridget Aliaga Network x| x| x x| x X X X
Coordinator, Upper Valley Public Health
Jackie Baker Network x| x| x x| x X X | x X
Lead, Greater Sullivan County Public
Kirsten Vigneault Health X X
Suzanne Carr Human Services Director, Claremont X X X
Suellen Griffin CEO, West Central Behavioral Health X| x| x| x| x X| x| x| x X | x X
Donna Stamper Director, NAMI-NH Upper Valley X| X[ x| x| x X| X[ x| X X | X X
Clinical Supervisor, West Central
Katie McDonnell Behavioral Health X| x| x| x| x X | x| x| x x| x X
Adult Services Lead, Health Care
Kate Lampher Rehabilitative Services X| x| x| x|x x| x| x| x X | x X
Child Services Lead, Health Care
Christine Reid Rehabilitative Services X| x| x| x| x X[ x| x| x x| x X
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Senior Program Coordinator, Health
Kathy Duhamel Care Rehabilitative Services X| x| x| x| x X | x| x| x x| x X
Manager, NH Region 1 Integrated
Jessica Powell Delivery Network X| x| x| x|x x| x| x| x X | x X
Benita Walton,
MD MD, New London Hospital X| x| x| x| x| x X X X
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Jennifer Connors Community Mental Health, MAHHC X | x X | x X[ x| x| x X | x X
Michael Johnson Director, Turning Point, Springfield, VT X | x X | x X | x X
Heather Prebish Executive Director, Groups/ Lebanon X | x X | x X | x X
Gianessa Pirro Reg. Mgr, SE VT Community Action X | x X | x X X
Sara Kobylenski Executive Director, Upper Valley Haven X | x X | x x| x| x| x X
Ditha DiSimone Director, Lebanon Housing Authority X | X x| x X | X X
Cameron Ford Executive Director, Headrest X | X X | X X | X X
Kathleen Russo Clinical Director, Headrest X | x X | x X | x X
Heidi Postupack Executive Director, Second Growth X | x X | x X | x X X
Angie Laduc Facilitator, All Together Coalition X X X X | x X | x
Deanna Dolan Coord. Great. Sullivan Co. Public Health | x X X X | X X | X
Medical Director, NH Region |
Peter Mason, MD | Integrated Delivery Network X | x| x| x| x X[ X| x| X X | X X
Melanie Sheehan | Mgr, Mt Ascutney Prev. Partnership X X X X | X X | X
Julie Frew, MD Medical Dir., D-H Mom's in Recovery X x| x| x| x| x| x|x|x]|x X| x| X X | x
Claudia Marieb Consultant, VT Dept. of Health X | x| X X | x X X | x X
Jeff Backus Assistant House Director, Dismas House X | X X| x| x| x| x X X | X| x| x
Daisy Goodman CNM, D-H Mom's in Recovery XX | X| x| x| x| x|x|x]x X | x| X X | X
Wayne Miller Manager, Hope for NH Recovery X | X x| x X | X X
Director, Second Wind/Turning Point
Shelia Young Peer Recovery Center X | x X | x X | x X
Fred Lord, MD Med. Dir., Connecticut Valley Recovery X | X X | X X | X X
Kyle Fisher Executive Dir., Listen Comm. Services X | X X | X X X
Faye Grearson Manager, Twin Pines Housing Trust X | X X | X X X
Keith Thibault Mgr, Southwest Community Services X | X x| x X X
Homeless Outreach Coord., Southwest
Rob Waters Community Services X | X X | X X X
Van Chesnut Executive Director, Advanced Transit X X X
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Terri Bingham Chair, Kearsarge Comm. Food Pantry X X
Pam Smith Lead, Trinity Evangelical Food Shelf X X
Hanna Koby Lead, Kearsarge Food Hub X X
Prudence Pease Coordinator, Working Bridges X | X X| x| x| x| x| x|x|x]|x X
Cindy Stevens Ex. Dir., Claremont Soup Kitchen X | X x| x X X
Robin Wittemann | Ex. Director, Baby Steps X | x X | x X X X
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Rebecca Gagnon Gen. Manager Current X X X
John Tansy President, Windsor Improvement Corp X
Mark Mills CEO, Pathways X| x| x| x X | x| X X
Matthew Garcia Director, SPARK Community Center X X
Executive Director, High Horses
Nicole Jorgensen Therapeutic Riding Program X | x| x
Laura Perez Ex. Dir., Special Needs Support Center X | X| X X
sheila powers Principal, White River School x| x| x x| x X| x| x| x| x X X
Nelson Fogg Principal, Harford High School X | x| x X | x X| x| x| x|x X X
Stephanie Pluhar Nurse, Mascoma High School X| x| x| x| x| x X | x| x| x| x X X
Cynthia Collea McKinney Act Coord, Enfield School x| x| x x| x X | x| x| x| x X X
Creigh Moffat Nurse, Rivendell Middle/High School X| x| x| x| x| x X[ x| x| x| x X X
Valerie Mahar VP, Student Srvcs, River Valley College X| x| X X | x X[ x| x| x|x X X
Patrick Andrew Superintendent, Mascoma Schools X| x| X X | X X| x| x| x| x X X
Joanne Roberts Superintendent, SAU 88 X | x| x X | X X| x| x| x| x X X
Debbie Laffan GED Coordinator, SAU 88 X | x| X X | x X[ x| x| x| x X X
Jeannette
Hutchins Nurse, Hartford Schools X| x| x| x| x| x X[ x| x| x| x X X
Sue Stuebner President, Colby Sawyer College X X X
Cindy Gallagher Superintendent, SAU 43 X | x| x X | x X| x| x| x|x X X
Winifried
Feneberg Superintendent, SAU 65 X | x| X X | x X[ x| x| x|x X X
Larry Elliot Dir. of Student Support Srvcs, SAU 65 x| x| x x| x X | x| x| x| x X X
Beth Stern Guidance Counselor, Kearsarge Schools | x| x | x X | x X[ x| x| x| x X X
Russell Holden Superintendent, Sunapee SAU x| x| x x| x X | x| x| x| x X X
Lori Landry Superintendent, Fall Mountain SAU X | x| X X | X X[ X| x| x|Xx X X
Michele Munson Supt, Lempster/Goshen Schools X| x| X X | x X[ x| x| x| x X X
Kelly George Teaching Principal Croydon School X | x| x X | x X| x| x| x|x X X
Jennifer Prileson Principal, Cornish School X | x| X X | x X[ x| x| x| x X X
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Christy Whipple Head, Newport Montessori School x| x| x x| x X | x| x| x| x X X
Coordinator, English as a Second
Rebecca Wurdak Language, SAU 88 X | x| X X | x X[ x| x| x|x X X
Representative Head Start X| x| x X | x X| x| x| x|x X X
Debbie Freeman Teacher, NH Jobs for America's Grads. X | x| X X | x X[ x| x| x| x X X
Dr. David Baker Supt., Windsor SE Supervisory Union X| x| x X | x x| x| x| x|x X X
Jean Marie
Oakman Principal, Weathersfield Elementary x| x| x x| x X | x| x| x| x X
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Jennifer Aldrich Principal, Albert Bridge, W. Windsor X | x| X X | x X[ x| x| x X X
Christine Bourne Principal, Hartland Elementary x| x| x x| x X| x| x| x| x X X
Tiffano Cassano Principal, Windsor K-12 X| x| X X | x X[ x| x| x|x X X
Karen Townsend Nurse, Windsor K-12 X| x| X X | X X| x| x| x| x X X
Middleton
McGoodwin Superintendent, SAU 6 X | x| x X | X X| x| x| x| x X X
Corey Leclair Assistant Superintendent, SAU 6 X | x| X X | X X[ X| x| x|Xx X X
Lori Brown Reg. Manager, Vermont Adult Learning X X
Kelly French Nurse, The Family Place X | x X| x| x| x X | x| x X
Jenn Hosmer Dir., Children's Ctr of the Upper Valley X X X X | x x| x| x
Tina Walker Dir. of Child Care Srvcs, ABC's Childcare X X X X | x X | x| X
Maggie Monroe- Executive Director, TLC Family Resource
Cassell Center X| x| x| x| x]|x|x x| x| x X X | x
Richard Beard VT Probation and Parole
Hope Charkins Children with Special Needs, V DOH X| x| x| x| x| x|x|x|x]|x]|x X X | x
Lawrence Kopp Manager, Bayada Health X | x X X X X
Family Services Specialist, Springfield
Diane Baird Head Start X | x X | x X x| x| x X X
Cindy Stevens Ex. Director, Claremont Soup Kitchen X | X| X X X
Ellen McPhetres Pathways of the River Valley X
Dawn Ranney Director, Sullivan County United Way
Leigh Niland Planned Parenthood of Northern NE
Nancy Russell Director Babble-On Day Care X
Becky Holland Workplace Success Program
Maureen Burford | Creative Lives After School Program
Sharon Miller- Executive Director, Green Mountain
Dombroski Children's Center X
Child, Youth and Family Resiliency field
Gail Kennedy Specialist, UNH Extension
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Cathy Pellerin Lead, One-4-All Center
Laurie Adams Prog. Dir., Windsor Early Child. Ed. Ctr X
Jillian Ripanotti Director, Springfield VT Parent Child Ctr X
Trinity Dix Manager, Fast Forward Program, SAU 6 X
B. Daniels Prog. Dir., Southwestern Comm. Srvcs.
Rev Stephen Minister, First Congregational Church of
Silver Lebanon X| x| x| x| x X| x| x| x| x| x| x X
Senior Pastor, Trinity Evangelical Free
Rev. Paul Voltmer | Church, Windsor X| x| x| x| x X| x| x| x| x| x| x X
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Kelly Sundberg Reverend, St. Andrew's and Epiphany
Seaman Episcopal Churches X| x| x| x|x X| x| x| x|x]|x|x X
Reverend, South Congregational
Eliot Fay Church, Newport X| x| x| x| x X| x| x| x| x| x| x X
Senior Pastor, Firth Baptist Church, New
Charles Glidewell London X| x| x| x| x X| x| x| x| x| x| x X
Reverend, St Andrews Episcopal
Jay Macleod Church, New London X | x| x| x| x X| x| x| x| x| x| x X
Cheryl Dean Chaplain, New London Hospital X| x| x| x| x X| x| x| x| x| x| x X
Chari Urban South Congregational Church, Newport | x | x | x| x | x X| X | x| x| x| x| x X
Minister, Hartland Unitarian
Paul Sawyer Universalist Church X| x| x| x| x X| x| x| x| x| x| x X
Rusty Fowler Human Resources, Hypertherm X[ x| x| x| x X X | X X X | X
Executive Director, Lake Sunapee
Patty McGoldrick | Region Chamber of Commerce X
Executive Director, Newport Chamber
Ella Casey of Commerce X
Executive Director, Lebanon Area
Rob Taylor Chamber of Commerce X
Tammy Latvis Chair, Hartford Chamber of Commerce X
richard ackerman | Senior Director, Red River Computing X
Elyse Crossman Dir., Claremont Chamber of Commerce X
Tom Sullivan VP of Operations, Sturm Ruger X
Diversity and Education Training
Gabrielle Lucke Program, Dartmouth College X
Beverly widger Sr. Dir. HR, Mascoma Savings Bank X | x| x| x| x X X | x X X | x
Melissa Miner Wellness Director, Dartmouth College X| x| x| x| x X X | x X X | x
Bob McClellan Medical Dir., D-H Live Well Work Well X| x| x| x| x X X | x X X | x
Scott Hausler Director, Hartford Recreation X X X X
Kati Jopek Director, Mascoma Recreation X X X X
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Shelby Glle Executive Director, CCBA X X X X
Rich Synnott Executive Director, UVAC X X X X
Paul Coats Director, Lebanon Recreation X X X X
Scott Blewitt Director, New London Recreation X X X X
PJ Lovely Director, Newport Recreation X X X X
Rachel Quaye Ops. Mgr, New London Outing Club X X X X
Harry Ladue Director, Windsor Recreation X X X X
Mark Brislin Director, Claremont Community Center | x X X X
John Leonard Director, Hartland Recreation X X X X
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laurie harding Co-Dir., UV Community Nursing Project X | X X | X X X X
Roberta Berner Ex. Dir., Graft. Co. Sr. Citizens Council X| x| x| x| x X X X
Sharon Dunbar Director, Mascoma Senior Center X | x| x| x| x X X X
Janet Lowell Community Nurse, Lebanon X| x| x| x| x X X X
Deanna Jones Ex. Director, Thompson Senior Center X| X[ x| x| x X X X
Len Brown Ex. Director, Bugbee Senior Center X | x| x| x| x X X X
Dale Gephart Lead, Thetford Elder Network X| x| x| x| x X X X
Carolyn Lorie Coord., SASH, Twin Pines Housing Trust X | x| x| x| x X X X
Ellen Thompson Community Nurse, Lyme X| x| x| x| x X X X
Kelley Keith Ex. Director, Kearsarge Council on Aging X| x| x| x| x X X X
Brenda Burns Ex. Director, Newport Senior Center X | x| x| x| x X X X
Mark Boutwell Dir. of Social Services, Senior Solutions X| x| x| x| x X X X
Carol Stamatakis Executive Director, Senior Solutions X| x| x| x| x X X X
Larry Flint Community Champion, Sullivan County X X
Rita Bennett, RN Wellness Nurse, SASH X| x| x| x| x X X X
Nancy Nurse, MAHHC Community Health
McCullough Team
Claire Lessard Ex. Director, Claremont Senior Center X| x| x| x| x X X X
Leigh Stocker Dir. Marketing, Summercrest Sr. Living X| x| x| x|x X X X
Linda Schettino Earl Bourdon Center, Claremont X| x| x| x| x X X X
Coordinator Coord., Sullivan Co. Meals on Wheels X| x| x| x| x X X X
Rebecca Rostron ServiceLink X| x| x| x| x X X X
Nora Kells
Gordon ServiceLink X| x| x| x| x X X X
Janet Lowell Comm. Nurse, Lebanon LIGHT program X| x| x| x|x X X X
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Jill Lloyd Lead, Aging in Hartland X| x| x| x| x X X X
Jane Rayno President, New London Rotary X
Dean Cashman Lebanon Rotary/ Riverside X
Suellen Griffin President, Lebanon Rotary X
Todd Allen Hanover Rotary X
Martha McLeod President, Lake Sunapee Bank X
Abby Tassel Senior Program Advisor, WISE X | x X X| x| x| x|x X X
Deborah Mozden Ex. Director, Turning Points Network X | x X X[ x| x| x|x X X
Sexual Assault/CAPP Coordinator,
Cathy Bean Dartmouth-Hitchcock X | x X X| x| x| x|x X X
Peggy O'Neil Executive Director, WISE X | x X X[ x| x| x|x X X
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Transit Director, Southwestern
Terri Page Community Services X X
Rob Schultz Regional Director, Granite United Way X | X X X | X X| x| x| x| x| x|x|x|x]|x
Courtney Coordinator, Mt Ascutney Prevention
Hillhouse Project X X | x X | x
Executive Director, Twin Rivers Regional
Peter gregory Planning Commission X | x X X | X
Planner, Transportation, UVLS Regional
Pat Crocker Planning Commission X X
Paula Wehde Media Member, Windsor On Air X
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APPENDIX D

List and Description of Community Discussion Groups

o  May I, 2018 at The Family Place Parent Child Center, 7 participants. Discussion with low-
income, teen or young adult, pregnant and parenting women who are participating in alternative
education programs to gain a HS diploma or GED while developing strong parenting skills.
Anonymity was offered to members of this discussion group.

o May 4, 2018 at Spark Community Center in Lebanon, NH, 8 participants. Discussion with
adults with special needs and their families/caregivers. Anonymity was offered to members of
this discussion group.

o May8, 2018, at the Alice Peck Day Memorial Hospital Dwinell Room, with 12 participants.
Discussion with Community Nurses and Case Managers of Grafton County Senior Citizen’s
Council who serve chronically ill, homebound, and otherwise vulnerable seniors in multiple local
towns. Attendees included: Amy Thornton, Anne Sutton, Bill Boyle, Carolyn Lorie, Doris Yates,
Erika Direnzo, Jane Conklin, Janet Lowell, Lise Duncan, Lori Fortini, Molly Bennett, Roberta
Berner, Samantha Wendell, and Trish Peters.

o April 9, 2018, at the Dartmouth-Hitchcock Mom’s in Recovery Program, with 2 participants.
Discussion with pregnant and parenting women who are receiving treatment for substance use
and/or mental health disorders. Anonymity was offered to members of this discussion group.

o  May 14, 2018, at the Mascoma Community Health Center, with 7 participants. Discussion with
Board and Leaders of a community health clinic seeking FQHC Look-Alike status and who
primarily serve a health-disparity region. Attendees included: Board Members: Scott Berry, Tim
Jennings, Sean Murphy, Mike Sampson, Peter Thurber, Clinical Director: Donna Ransmeier;
Dentist, Dr. Henry Lemieuz DMD; Medical Director, Carrie Weber, MD

e May 16, 2018, at Alice Peck Day Memorial Hospital, with 10 participants. Discussion with
Human Resources leaders of multiple regional businesses to understand community needs they
experience through their interactions with their employees. Attendees included: Annette Hollatz,
Lebanon School District; Lisa Labombard, Hypertherm; Brenda Howard, Alice Peck Day
Memorial Hospital; Courtney Rotchford, Dartmouth College; Rich Wallace, Valley News; Rob
Taylor, Lebanon Chamber of Commerce; Karen Hebert and Rick Lamont/ FujiFilm; Rice
Haunstrup, Timken Aerospace; Jennifer Packard, Blue Sky Restaurant; Bob McLellan,
Dartmouth-Hitchcock; Prudence Pease, Granite United Way; and Lori Brown, Mascoma Savings
Bank.

o  May 10, 2018, at Kilton Library, West Lebanon, NH, with 10 participants. Discussion with

persons of color (Black and African-American) regarding perceptions of community needs
broadly as well as through their experience as racial minorities in their communities.
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APPENDIX E

Summary Sources of Demographic, Public Health, Health, and Other Secondary Data Sources

Used in This CHNA

1. U.S. Census Bureau, 2009 — 2013 American Community Survey 5-Year Estimates

2. U.S. Census Bureau, 2010 US Census

3. Vermont 2-1-1, Common Referral Needs, Custom Report, 2018

4. Community Commons, Institute for People, Place, and Possibility — Service area specific data
report, various indicators and years

5. Behavioral Risk Factor Surveillance System, Vermont and New Hampshire, Centers for
Disease Control and Prevention, National Center for Chronic Disease Prevention and Health
Promotion, 2014-2016

6.  Centers for Disease Control and Prevention. 2017 Youth Risk Behavior Survey, Vermont and
New Hampshire

7. State Health Department data at healthvermont.gov., NH Health WISDOM and NH Health
WRQS for vital statistics and hospital discharge data, various years and indicators, Bureau of
Data and Systems Management (BDSM), Office of Medicaid Business and Policy (OMBP),
Office of Health Statistics and Data Management (HSDM), Bureau of Public Health Statistics
and Informatics (BPHSI)

8. Dartmouth College Institute for Health Policy & Clinical Practice, Dartmouth Atlas of Health
Care. 2014

9. NH Division of Vital Records Administration, 2012-2016; VT Dept of Health, 2016; birth

certificate data

10. NH Division of Vital Records, 2012-2016; VDH, 2012-2014; death certificate data

11.  US Department of Health & Human Services, Health Indicators Warehouse. Centers for
Disease Control and Prevention, National Vital Statistics System. Accessed via CDC
WONDER. 2015-16

12. VT Cancer Registry, 2011-2015; NH State Cancer Registry, 2011 - 2015

13.  National Cancer Institute, State Cancer Profiles, 2011 — 2015

14.  Vermont Agency of Human Services, 2016

15. National Center for Health Statistics, National Vital Statistics System accessed via County

Health Rankings, 2014-2016.

23



APPENDIX F

Persons Consulted in this CHNA Who Represent Governmental Organizations

Name

Title/Organization

Steve Schneider

Executive Director, UV Lake Sunapee Regional Planning Commission

Paula Maville

Interim City Manager- Lebanon

Lynne Goodwin

Director of Human Services, Lebanon

Lori Hirshfield

Director of Planning, Hartford

Leo Pullar

Town Manager, Hartford

Bill Bellion

Chief, Canaan Fire/EMS

Charlie Dennis

Chief, Hanover Police

Timothy Julian

Chief, Springfield Police

Phil Kastem

Chief, Hartford PD

Scott Cooney

Chief, Hartford Fire/EMS

Brett Mayfield

Health Officer, Hartford

Alan Johnson

Selectboard, Hartford

David Cahil

State's Attorney, Windsor County

Julia Griffin

Town Manager, Hanover

Chris Christopoulos

Chief, Lebanon Fire

Andy White

Captain, Lebanon Fire/EMS

Lara Saffo

County Attorney, Grafton County

Ed Andersen

Chief, New London Police

Jason Lyon

Chief, New London Fire

Kim Hallquist

Town Administrator, New London

Dennis Pavlicek

Town Administrator, Newbury NH

Derek Ferland

County Manager, Sullivan County

Ryan McNutt

City Manager, Claremont

Charlene Lovett

Mayor, Claremont

Paul Brown Administrator, Town of Newport
Steven Neill Selectboard Member, Charlestown
Jane Barkie Town Manager, Washington

Cindy Williams Town Clerk, Goshen

Donna Nashawaty

Town Manager, Sunapee

Keith Cutting

EMS, Springfield

Stephanie Schell

Human Services Director, Plainfield

Tracy Decker

Town Secretary, Unity

James Mullen

Town Manager, Weathersfield

Bryan Burr

Chief, Claremont Fire

Mark Chase

Chief, Claremont Police

John Simonds

Sheriff, Sullivan County

Kathi Bradt

Administrative Assistant, Acworth

Doug Hackett

Chief, Cornish Police
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Ingrid Locher

Official, Lempster

Wayne Whitford

Health Officer, Newbury

Tom Marsh

Town Manager, Windsor

Jason Rasmussen

Director of Planning, South. Windsor Regional Planning Commission

Kathleen Otto

Southern Windsor Regional Planning Commission

Kimberly Gilbert

Planner, Two Rivers-Ottauquechee Regional Planning Commission

Christopher Damiani

Planner, Two Rivers-Ottauquechee Regional Planning Commission

Kathy Hemenway

Area Director, VT Division of Children and Families

Maryann Babic-Keith

NH DCYF

Kevin McAllister

Chief, Windsor Fire

Bill Soule Community Corrections District Manager, VT Probation & Parole
Bill Sampson Chief, Windsor Police
Dave Berry Superintendent, Sullivan County Corrections

William Daniels

Chief, Weathersfield Police

philip swanson

Town Manager, Woodstock VT

Chief Blish

Chief, Woodstock VT Police

Kelly Murphy

Consultant, Nonprofit First Responders

Mike Chamberlin

Sheriff, Windsor County

Laura McNaughton

Director, VT DOH WRIJ region

Alice Ely

Executive Director, UV Public Health Council

Deb Langner

Health Officer, New London

Ashley Greenfield

Coordinator, Greater Sullivan County Public Health Network

Bridget Aliagia

Coordinator, Upper Valley Public Health Network

Jackie Baker

Coordinator, Upper Valley Public Health Network

Kirsten Vigneault

Lead, Greater Sullivan County Public Health

Suzanne Carr

Human Services Director, Claremont

sheila powers

Principal, White River School

Nelson Fogg

Principal, Harford High School

Cynthia Collea

Principal, Enfield School

Creigh Moffat

Nurse, Rivendell Middle/High School

Patrick Andrew

Superintendent, Mascoma Schools

Joanne Roberts

Superintendent, SAU 88

Cindy Gallagher

Superintendent, SAU 43

Winifried Feneberg

Superintendent, SAU 65

Russell Holden

Superintendent, Sunapee SAU

Lori Landry

Superintendent, Fall Mountain SAU

Michele Munson

Superintendent, Lempster/Goshen Schools

Kelly George

Teaching Principal Croydon School

Jennifer Prileson

Principal, Cornish School

Dr. David Baker

Superintendent, Windsor Southeast Supervisory Union

Jean Marie Oakman

Principal, Weathersfield Elementary

Jennifer Aldrich

Principal, Albert Bridge, W. Windsor
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Christine Bourne

Principal, Hartland Elementary

Tiffano Cassano

Principal, Windsor K-12

Middleton McGoodwin

Superintendent, SAU 6

Corey Leclair

Assistant Superintendent, SAU 6

Richard Beard

VT Probation and Parole

Hope Charkins

Children with Special Needs, Vermont Dept. of Health

Scott Hausler

Director, Hartford Recreation

Kati Jopek

Director, Mascoma Recreation

Paul Coats

Director, Lebanon Recreation

Scott Blewitt

Director, New London Recreation

PJ Lovely

Director, Newport Recreation

Harry Ladue

Director, Windsor Recreation

John Leonard

Director, Hartland Recreation

Peter Gregory

Executive Director, Twin Rivers Regional Planning Commission

Pat Crocker

Planner, Transportation, UVLS Regional Planning Commission
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APPENDIX G

Persons Consulted in this CHNA Who Represent Public Health Organizations

Name

Title/Organization

Brett Mayfield

Health Officer, Hartford

Wayne Whitford

Health Officer, Newbury

Alice Ely

Executive Director, UV Public Health Council

Deb Langner

Health Officer, New London

Ashley Greenfield

Coordinator, Greater Sullivan County Public Health Network

Bridget Aliagia

Coordinator, Upper Valley Public Health Network

Jackie Baker

Coordinator, Upper Valley Public Health Network

Kirsten Vigneault

Lead, Greater Sullivan County Public Health

Deanna Dolan

Coordinator Greater Sullivan County Public Health

Melanie Sheehan

Manager, Mt Ascutney Prevention Partnership

Claudia Marieb

Consultant, VT Dept. of Health

Laura McNaughton

Director, VT DOH WRIJ region
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Appendix H: Upper Valley Area Resource Guide
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Addiction

Consumer’s Guide to Substance Use Treatment
http://www.uvalltogether.org/resources/
Lists additional providers and resources for those seeking substance abuse treatment

Upper Valley Mental Health Resource Guide
http://www.uvmentalhealth.org

New Hampshire

The Doorway

www.thedoorway.nh.gov

phone: dial 211

Through the Doorway NH, you will be connected to support, guidance, and community, and
access treatment, recovery, and self-sufficiency services. Whether you are seeking help for
yourself or a loved one, or are simply looking for information on resources related to substance
misuse, you've come to the right place. The Doorway NH will direct you to the help you need,
from screening and evaluation, to treatment including medication-assisted treatment, to long-
term recovery supports.

Dartmouth-Hitchcock Medical Center Addiction Treatment Program
Rivermill Complex. Suite 3-B1

Lebanon, NH 03766

(603) 653-1860 M-F, 8-5

(800) 556-6249 24 hours, 7 days a week

Headrest

http://www.headrest.org/

14 Church Street

Lebanon, NH 03766

(603) 448-4400

Emergency (800) 639-6095 or (800) 784-7433

West Central Behavioral Health
http://www.wcbh.org/home.php?msg=RS
Dartmouth-Hitchcock Counseling Center of Lebanon
20 W. Park Street, Suite 416

Lebanon, NH 03766

(603) 448-1101

Emergency (800) 556-6249
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Vermont

Vermont Department of Health
Substance Abuse Treatment and Recovery Directory,
http://healthvermont.gov/adap/treatment/treatment _county.aspx

Healthcare and Rehabilitation Services of Southeastern Vermont
http://www.hcrs.org/adult-services/substance-abuse-and-addictions.php
49 School Street

P.O. Box 709

Hartford, VT 05047

(802) 295-3031

Emergency (800) 622-4235

First Stop for Children’s Services: (855) 220-9430

Second Growth
http://www.secondgrowth.org
205 Billings Farm Rd., Building 1
White River Junction, VT 05001
(802) 295-9800

Upper Valley Turning Point
http://www.secondwindfound.org/upper-valley-turning-point
200 Olcott Dr

Hartford, VT 05001

(802) 295-5206

Aging Resources

New Hampshire

Upper Valley Community Nursing Project
https://www.uvcnp.org/about.html

ServicelLink
http://www.servicelink.nh.gov/
(866) 634-9412

Dartmouth Hitchcock Aging Resource Center
http://www.dartmouth-hitchcock.org/aging resource center.html
46 Centerra Parkway, 2nd Floor, Lebanon, NH

(603) 653-3460
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Grafton County Senior Citizens Council
http://www.gcscc.org/

10 Campbell Street

PO Box 433

Lebanon, NH 03766

(603) 448-4897

Vermont

Senior Solutions
http://www.seniorsolutionsvt.org/
38 Pleasant Street

Springfield, VT 05156

1 (800) 642-5119

SASH (Support And Services at Home)
http://www.sashvt.org/
(802) 863-2224

Dental Care Safety Net

New Hampshire

New Hampshire Department of Health and Human Services
NH Smiles Program
http://www.dhhs.nh.gov/ombp/medicaid/children/dental.htm

Mascoma Community Health Center
18 Roberts Road

Canaan, NH 03741

(603) 523 4343

Vermont

Red Logan Dental Clinic
http://www.goodneighborhealthclinic.org
70 North Main Street

White River Junction, VT 05001

(802) 295-7573
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Emergency Medical Care

Alice Peck Day Memorial Hospital
http://www.alicepeckday.org/

10 Alice Peck Day Drive, Lebanon, NH 03766
(603) 448-3121

Dartmouth Hitchcock Medical Center
http://www.dartmouth-hitchcock.org/
One Medical Center Drive

Lebanon, NH 03756

(603) 650-5000

Dial 911 to connect to your local Fire, EMS or FAST squad for emergency assistance

Mental Health Care
Upper Valley Mental Health Resource Guide
http://www.uvmentalhealth.org

New Hampshire

Counseling Associates Upper Valley
2 Buck Road, Hanover NH
https://ca-mh.com/

(603) 865-1321

Dartmouth Hitchcock Psychiatric Associates

One Medical Center Drive
Lebanon, NH 03756

(603) 650-7075
Emergency (800) 556-6249

National Alliance on Mental lliness — New Hampshire
http://www.naminh.org/
1 (800) 242-6264

West Central Behavioral Health
http://www.wcbh.org/home.php?msg=RS
Dartmouth-Hitchcock Counseling Center of Lebanon

20 W. Park Street, Suite 416

Lebanon, NH 03766

(603) 448-1101 (Lebanon Children's counseling)

(603) 448-0126 (Main Office)

(603) 448-5610 (Counseling & Recovery Center Adults)
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Vermont

Healthcare and Rehabilitation Services of Southeastern Vermont
http://www.hcrs.org/adult-services/substance-abuse-and-addictions.php
49 School Street

P.O. Box 709

Hartford, VT 05047

(802) 295-3031

Emergency (800) 622-4235.

First Stop for Children’s Services: (855) 220-9430

Clara Martin Center
http://www.claramartin.org

11 North Main Street

Randolph, VT 05060

(802) 728-4466

Emergency (800) 639-6360

National Alliance on Mental lliness — VT
http://namivt.org/

(802) 876-7949

Prescription Assistance

GoodRx
https://www.goodrx.com/
Helps patients locate discount pharmacy programs

NeedyMed
http://www.needymeds.org/
Helps patients locate and apply for drug company prescription assistance programs

Rx Assist
http://www.rxassist.org/patients
Helps patients locate and apply for drug company prescription assistance programs

If you have a primary care doctor, ask them for assistance finding affordable medications or
medication coverage plans.

New Hampshire

Foundation for Healthy Communities

Medication Bridge Program
http://www.healthynh.com/index.php/medication-bridge.html
(603) 415-4297
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Alice Peck Day Memorial Hospital
Prescription Assistance- Call your APD provider for assistance
(603) 448-3122

Dartmouth Hitchcock Medical Center Medication Assistance Program
(603) 650-5400

NH Rx Card
www.nhrxcard.com

Vermont

Vermont Department for Children and Families
Healthy Vermonters and VPharm
http://www.greenmountaincare.org
1-(800)-250-8427

Good Neighbor Health Clinics

http://www.goodneighborhealthclinic.org/index.html

70 North Main Street

White River Junction, VT 05001

(802)-295-1868

Helps patients apply for drug company assistance programs and provides some medication
vouchers

Primary Care

New Hampshire

Dartmouth Hitchcock Primary Care-Heater Road Lebanon NH
18 Old Etna Road, Lebanon NH
Find a Provider (800) 653-0776

Alice Peck Day Memorial Hospital

Multi-Specialty Clinic, Level 2

Find a Provider http://www.alicepeckday.org/providers/find _a provider/
(603) 448 3122

Family Health Center
252 Mechanic St, Lebanon NH 03766
(603) 448-1941
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Mascoma Community Health Center
18 Roberts Road

Canaan, NH 03741

(603) 523 4343

Vermont

Vermont Medicaid Provider Lookup
http://www.vtmedicaid.com/secure/providerLookUp.do
1 (800) 250-8427

Good Neighbor Health Clinics
http://www.goodneighborhealthclinic.org/index.html

70 North Main Street

White River Junction, VT 05001

(802)-295-1868

Provides free care for low income and uninsured individuals in their service area

Little Rivers Health Care

http://www.littlerivers.org/

146 Mill St.

Bradford, VT

(802) 222-4637

Provides free or reduced cost care for low income and uninsured individuals in their service
area

White River Family Practice

331 Olcott Dr # U3
White River Junction, VT 05001
(802) 295-6132

Special Needs Services

New Hampshire

Pathways of the River Valley
http://www.pathwaysnh.org
654 Main Street

Claremont, NH 03743

(603) 542-8706
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Special Needs Support Center

http://snsc-uv.org/

12 Flynn St.

Lebanon, NH 03766

(603) 448-6311

Provides links to many other local resources at
http://snsc-uv.org/links-to-local-and-regional-resouces/

Vermont

Healthcare and Rehabilitation Services of Southeastern Vermont
http://www.hcrs.org/adult-services/developmental-services.php

49 School Street

P.O. Box 709

Hartford, VT 05047

(802) 295-3031

Provides home services, employment assistances and other supports for individuals with
developmental disabilities

Lincoln Street, Inc.
http://www.lincolnstreetinc.org
374 River Street

Springfield, Vermont 05156
(802) 886-1833

Care Coordination

New Hampshire

LISTEN Community Services
http://www.listencommunityservices.org/
60 Hanover Street

Lebanon, NH 03766

(603) 448-4553

Office of Care Management

Dartmouth Hitchcock Medical Center
http://www.dartmouth-hitchcock.org/supportive-services/care coordination.html
(603) 650-5789
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Women’s Information Service of the Upper Valley

http://www.wiseuv.org

38 Bank Street

Lebanon, NH 03766

Offices: (603) 448-5922, Hotline: 866-348-WISE

Crisis support and advocacy for survivors of domestic abuse, sexual assault and stalking

Vermont

Southeastern Vermont Community Action
http://www.sevca.org/family-services/crisis-resolution

220 Holiday drive, Suite 30
White River Junction, VT 05001
(802) 295-5215

07 Park Street, Suite 2
Springfield, VT 05156
(802) 885-6153

Upper Valley Haven
https://uppervalleyhaven.org/
712 Hartford Ave

White River Junction, VT 05001
(802) 295-6500

Financial Assistance

New Hampshire

Tri County Community Action Program
http://www.tccap.org/
(800) 552-4617

LISTEN Community Services
http://www.listencommunityservices.org/
60 Hanover Street

Lebanon, NH 03766

(603) 448-4553

Southwestern Community Services
http://www.scshelps.org

96-102 Main Street

PO Box 1338
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Claremont, NH 03743
(603) 542-9528

Vermont

Department for Children and Families

Economic Services Division
http://dcf.vermont.gov/benefits

Hartford District Office

118 Prospect Street, White River Junction, VT 05001
(802) 295-8820

Capstone Community Action
http://www.capstonevt.org
(802) 479-1053

Southeastern Vermont Community Action
WWW.Sevca.org
(802) 722-4575

Food Services

New Hampshire

Community Action Program Belknap-Merrimack Counties (Includes Grafton County)
http://www.bm-cap.org/wic.htm

2 Industrial Park Drive

Concord, NH 03302

(603) 225-2050

Provides WIC and CSFP programs

Southwestern Community Services (Includes Sullivan County)
http://www.scshelps.org/wic.htm

PO Box 603, 63 Community Way

Keene, NH 03431

(603) 352-7512

Provides WIC and CSFP programs

Grafton County Senior Citizens Council
http://www.gcscc.org/

10 Campbell Street

PO Box 433
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Lebanon, NH 03766

(603) 448-4897

Provides information about various congregate meals for seniors throughout the week, and
about Meals on Wheels Programs

Vermont

Vermont Department of Health
http://dcf.vermont.gov/benefits

Hartford District Office

118 Prospect Street, White River Junction, VT 05001
(802) 295-8820

Provides WIC and CSFP programs

Listen Community Services
http://www.listencommunityservices.org/
Community Dinner Hall

42 Maple Street

White River Junction, VT 05001

(603) 448-4553

Provides daily congregate meals

Upper Valley Haven

https://uppervalleyhaven.org/

712 Hartford Ave

White River Junction, VT 05001

(802) 295-6500

Provides daily congregate meals, food shelf, and nutrition services

Legal Services

New Hampshire

Legal Advice and Referral Center
http://www.larcnh.org/

15 Green Street

Concord, NH 03301

(800) 639-5290

New Hampshire Legal Assistance
http://www.nhla.org

24 Opera House Square, Suite 206
Claremont, NH 03743

(800) 562-3994
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Vermont

Vermont Legal Aid
http://www.vtlegalaid.org
56 Main Street, Suite 301
Springfield, VT 05156
(802) 885-5181

Disability Rights Vermont

http://www.disabilityrightsvt.org

1 Scale Ave., Suite 23

Howe Center, Bldg. 14

Rutland, VT 05701

(802) 773-3944

Provides a variety of legal services for crime victims, aging, disabled, and mentally ill persons,
among other programs

Parenting Resources

Molly’s Place at the Children’s Hospital at Dartmouth-Hitchcock
chadfamilycenter@hitchcock.org
(603) 653 9899

Planned Parenthood
https://www.plannedparenthood.org

136 Pleasant St
Claremont, NH 03743
(603) 542-4568

79 South Main Street
White River Junction, VT 05001
(802) 281-6056

New Hampshire

Good Beginnings of the Upper Valley
http://www.gbuv.org/

PO Box 5054

West Lebanon, NH 03784

(603) 298-9524

TLC Family Resource Center
http://www.tlcfamilyrc.org
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109 Pleasant St. PO Box 1098
Claremont, NH 03743
(603) 542-1848

Vermont

The Family Place
http://www.familyplacevt.org/
319 US Rte 5 South
Norwich, Vermont 05055
(802) 649-3268

Physical Activity Resources

CCBA (Lebanon Recreation Center)
http://www.joinccba.org/

Witherell Recreation Center
Pool/Fitness Center

1 Taylor Street

Lebanon, NH

(603) 448-6477

Carter Community Building
Youth Drop-In Center/ Preschool
1 Campbell Street

Lebanon, NH

(603) 448-3055

Grafton County Senior Citizens Council

http://www.gcscc.org/

10 Campbell Street

PO Box 433

Lebanon, NH 03766

(603) 448-4897

Provides information about various recreational opportunities for older adults, including falls
prevention programs

Upper Valley Aquatic Center
http://uvacswim.org

PO Box 1198

White River Junction, VT 05001
(802) 296-2850
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Upper Valley Trails Alliance
http://www.uvtrails.org/

PO Box 1215

Norwich, VT 05501

(802) 649-9075

Transportation

Advance Transit
http://www.advancetransit.com/
(800) 571-9779

Grafton County Senior Citizens Council
http://www.gcscc.org/

10 Campbell Street

PO Box 433

Lebanon, NH 03766

(603) 448-4897

Provides scheduled transportation for seniors

Stagecoach
http://www.stagecoach-rides.org/

(802) 728-3773

Provides scheduled transportation for seniors

Shelter

New Hampshire

New Hampshire Helpline

(800) 852-3388

24/7 October — April, 8:30 am — 8:30 pm April — October. Connects the caller to local shelter
coordinators

LISTEN Community Services
http://www.listencommunityservices.org/

60 Hanover Street

Lebanon, NH 03766

(603) 448-4553

Provides rent, fuel payment assistance, and loans for housing
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Southwestern Community Services
http://www.scshelps.org/homeless.htm
(603) 542-3160

Tri County CAP Homeless Programs
http://www.tccap.org/
(603) 443-6150, after hours and on weekends call: Headrest at (603) 448-4400

Vermont

United Ways of Vermont 211
http://www.vermont211.org/
Dial 2-1-1

Upper Valley Haven

https://uppervalleyhaven.org/

712 Hartford Ave

White River Junction, VT 05001

(802) 295-6500

Provides supportive housing for adults and families in transition as well as temporary, seasonal
sheltering

DailyuVv

https://dailyuv.com/

Provides listing of physical activity and social engagement opportunities in the Upper Valley

Valley News Calendar
http://calendar.vnews.com/
Provides listing of physical activity and social engagement opportunities in the Upper Valley
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Appendix I: Evaluation of Current Progress and Impact of Actions Taken to Address Needs Identified in the Previous CHNA

CHIP Goal CHIP Strategies Brief Evaluation of FY17-FY18 Efforts Learnings/Next Steps
Increase access to | Provide cash support to | APD awarded a $10,000 grant (using Dartmouth Hitchcock No next steps anticipated
mental/behavioral | the West Central Population Health Funding) to WCBH for this project that

health care

Behavioral Health
project, “Access
Redesign.”

Provide site and in
kind technical
assistance for “Rx for
School Success” pilot
project

results in significant reduction in client wait times, increase in
client retention rates and increase in cost efficiencies.

1300 children completed the CSS well child screener in this
two-year timeframe, with 36% scoring in the mid-high risk
range. 71 children from 19 schools were served by the
program, with average of 5 visits.

Program is providing
intervention services that
MDs would typically assume
(without compensation),
which has saved providers
time. Learning challenges
clearly can pose a current or
potential risk on children’s
overall health and well-
being. Pediatric providers
report the screener is a
useful took for them when
discussing school-related
concerns with their patients.

Increase access to
affordable health
insurance and
prescription
drugs

Provide marketplace
health insurance
counseling during
Open Enrollment

Continue offering

The number of community members/established patients
seeking our help during Open Enrollment was surprisingly
small. It is unclear what caused this two-year trend.

APD’s Community Health Director provided one-on-one

Given staffing limitations we
may not be able to “grow”
this service in the future, but
if that becomes a goal, it will
be important to determine
root causes of prior year
enrollment patterns.

The ability to offer intensive




prescription assistance
to uninsured and
underinsured patients
needing help paying
for medications.

Screen uninsured and
underinsured patients
for in-house and NH
Health Access
Network financial
assistance.

support for patients unable to afford their prescriptions, with
the majority of patients falling into the Medicare Part D
“donut hole.”

APD’s Financial Assistance Counselor provides this service
to an average of 20 patients per month, the majority of whom
are enrolled in Medicare and need help with Part B expenses.

individual help for patients
unable to afford medications
is critically important, and
with the increased costs
patients are facing, this
service needs to be provided
by a dedicated staff person.
In FY’19 an outpatient social
worker was hired in our
primary care clinic, and will
have the resources available
to be proactive with patients
in assuring they do not face a
“prescription coverage gap.”

It is important to offer one-
on-one counseling for those
patients who are unable to
complete the extensive
documentation on their own.

Reduce harm
from substance
misuse

Continue to offer free
meeting space for local
AA and Al-Anon
groups.

Provide Suboxone
treatment for addicted

APD continues to provide over 300 hours of weekend meeting
space each year, with 20-25 participants attending one or
more support group meetings per week.

All MD’s received MAT waiver; staff training and coaching
was provided; risk tools were built and implemented

Local residents count on
being able to find a weekend
evening meeting that is
vitally important to
maintaining sobriety.

30 active patients in FY ’19.
Initial barriers to success:




patients in the primary
care clinic

stigma, previous behavioral
issues surrounding patients
on chronic opiod
medications; workload and
resources; training costs

Improve oral
health status of
low income
children

Provide oral health
education and
preventive treatment to
at-risk children in
school and WIC clinics

APD continues to invest substantially in oral health education
and preventive treatments for low income children, through
the school-based “Upper Valley Smiles” program offered in
nine elementary schools within our service area (Lebanon,
Mascoma, Newport, Hartford, Hartland school districts.)
Preventive treatments were expanded, in FY 17, to include
(in addition to topical fluoride varnish and sealants) interim
therapeutic restorations and silver diamine fluoride, to arrest
early decay. Totals for FY 17 and FY 18 combined: 1512
children had a dental screening; 1643 received preventive
treatment (we visited the Richards School twice), 6,607 teeth
were sealed, 107 interim therapeutic restorations were
delivered, and 273 teeth were treated with silver diamine
fluoride.

We continue to explore the
feasibility of including
middle schools in our
program, and are planning a
pilot at the Hartford
Memorial Middle School in
FY’19. (note: we learned
several years ago that it is
difficult to enroll middle
schoolers, as they are not
likely to bring home the
consent forms in their
backpacks. We will explore
social media to improve
participation rates.

Increase physical
activity levels of
children and
adults

Pilot a “before school”
physical activity
program for children
enrolled in the Canaan
Elementary School.

Pilot a 4-week
recreation/fitness
scholarship program
for low-income
children and adults
referred by primary
care physicians school

During the pilot year (FY’17) approximately 200 students
participated in the twice-weekly program. The same number
participated in FY ’18.

Pilot did not get off the ground in FY *17, but was created at
the end of FY ’18 and fully implemented in FY *19.

Program was discontinued in
FY ’19 due to a staff
turnover.

Program design changed at
onset, with eligibility limited
to adults with one or more
chronic conditions for whom
regular exercise is
recommended by the




physician. Among lessons
learned: it is important to
maintain regular contact
with participants, many of
whom would benefit from a
“workout buddy” or phone
call. APD will invest
additional resources into the
program moving forward.

Reduce harm
from poor
nutrition/lack of
access to
affordable foods

Provide (co) leadership
of the “Healthy Eating,
Active Living”
workgroup of local
public health council.

Create pilot summer
lunch program for the
Lebanon School
District.

Meetings were discontinued in FY 18 due to group consensus
that existing workgroup structure needed substantial revision.

Pilot program ran for 10 weeks in the first summer, 5 days per
week with 6,700 lunches delivered to children living in 3 low-
income housing developments. The program was expanded in
FY 18 to 5 sites, with 7,465 meals delivered.

It is difficult to make inroads
into school food policy,
without strong internal
champions!

Volunteers are critical to our
success, as is having a “point
person” at each housing site.
In FY ’19 we plan to
increase the enrichment
activities (reading aloud to
children, engaging them in
physical activity) that were
part of the original program
design but only offered in a
limited fashion.

Increase access to
primary care

Provide annual cash
and in-kind donations
to the Good Neighbor
Health Clinic

APD continues its 25-year support of the Good Neighbor
Health Clinic, with an annual cash donation. We also provide
an in-kind donation of clinic space for the GNHC “Lebanon
Satellite”, offered on our campus 3 evenings per month.

In addition to continuing
support for GNHC, APD
hired 2 new primary care
physicians/midlevels in FY
’19.




Strengthen health
care safety net for
seniors,
especially frail
elders in the
community

Continue APD Senior
Care Team’s home
based primary care
program for frail
elderly in the local
community.

Host “Elder Forum,” a
networking/educational
forum for health and
human services
professions who work
with the elderly.

Continue annual cash
support for the Grafton
County Senior Citizens
Council, earmarking
transportation.

250 patients were served annually.

Meetings were held 10 months per year on the APD campus,
with an average attendance of 25. Participants consistently
reported high level of satisfaction with the educational content
and networking opportunity.

In FY ’17 and FY’18, an annual donation of $12,000 was
made.

Financial sustainability is a
challenge

No changes anticipated.
Challenges: identifying
monthly speakers willing
and able to present at 7:00
on a Friday morning!

No changes anticipated
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