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I. MISSION STATEMENT

A. Summary – Statement – To ensure that the highest quality health care continues to be
delivered through the coordination of available resources for the purpose of improving the health
of the communities we serve. Winchester Hospital focuses it’s community benefit efforts on
primary prevention and early detection and treatment of preventable health problems, while
offering an array of social encounters tailored to provide continued group/community interaction,
in an effort to promote social well being. The Hospital’s specific preventable health concern is
osteoporosis, a declared public health problem in the Commonwealth.  It is the mission of the
Winchester Hospital Community Benefit Program to:

• Raise awareness of osteoporosis as a preventable disease
• Identify community members at risk for osteoporosis
• Provide screenings for osteoporosis
• Teach community members how to identify risk factors and how to prevent

osteoporosis

B. Approval of governing body -  The current mission statement was adopted February 28,
1995 and approved by the Winchester Hospital Board of Directors.

II. INTERNAL OVERSIGHT AND MANAGEMENT OF COMMUNITY BENEFITS
PROGRAM

A. Management Structure - Winchester Hospital senior management is involved in the
planning and execution of the community benefit program.  We have an osteoporosis community
benefit advisory group that is instrumental in assessing the needs of the community and planning
interventions.

A Registered Nurse Community Benefit Coordinator and Community Benefit Administrative
Assistant reports to the Associate Director of the Community Health Institute, who reports to the
Director of the Community Health Institute, who reports to the Vice President for Planning and
Business Development, who reports to the President and CEO, who reports to the Winchester
Hospital Board of Directors.  The Plan is developed by the Community Health Institute and
approved by Senior Management and the Board.

We have a Senior Outreach Plan that is devised and managed by the Marketing and Business
Development Manager.  The outreach plan is revised and reviewed BI-annually as well as



monitored quarterly by the Hospital’s Senior Management team and CEO. A Senior Outreach
Coordinator is responsible for the event implementation and reports to the Manager of Marketing
and Business Development, who reports to the Director of Strategy, Communications and
External Affairs, who reports to the Vice President of Planning and Business Development, who
reports to the President and CEO, who reports to the Winchester Hospital Board of Directors.

B. Method of Sharing information with staff - The community benefits mission/programs are
shared with staff at all levels through the orientation, hospital staff newsletter, mox, intranet,
staff and board meetings.  All employees are encouraged to participate in program
opportunities for the community.  There have been several volunteer opportunities to provide
services to the communities in our service area.

III. COMMUNITY HEALTH NEEDS ASSESSMENT

A. Process- To identify the needs of our communities we used data from Yankee Alliance,
Miser, Department of Public Health and it’s Division of Health Care Policy and Finance.  We
looked at hospital data with admission rates and diagnosis. We began the process with the
creation of a Health Mapping Report of the area we serve. The socio–economic data was
gathered from Yankee Alliance, Massachusetts Division of Health Care Policy and Finance and
Miser.  We looked at hospital data with admission rates and diagnosis. This report gave us
information on the highest incidence of specific health issues in the area. It gave us demographic
information  that included the age groups and economic setting for our communities.  We also
learned the prevalence of chronic diseases that needed management to improve quality of life.
All of the boards of health were provided with a Health Mapping Report and a forum to share
with questions and comments.  Next we met with several community groups. These forums were
set up with seniors, community organizations, community leaders and open to anyone health
programs.  The participation in these programs has averaged 50-60.  There are also Community
Information Sessions for this population.

To identify the social needs of our communities we have worked with both our local Senior
Center Directors and community residents.   Our interactions have included meetings and
surveys

B. Information Sources –
Health Mapping Report, Yankee Alliance, Winchester Hospital Planning and Development,
DPH, boards of health, senior centers, community forums, community employees, community
leaders, and our large senior population.

C. Summary of Findings –
Through the reports we found the need to focus on the senior population.  We found the need to
have volunteers help with the growth of the lifeline program.  The seniors voiced a need for
educational information regarding legislation, HMO’s, and new medical technology.  There was
also a need for social encounters for this population.  The medical needs included flu
immunization access, help and education with chronic disease management, education and
screenings to decrease the high incidence of osteoporosis and fractures, home services for the



elderly, and availability of alternative therapies which are not covered by insurance as well as for
those without insurance.

IV. COMMUNITY PARTICIPATION

A. Process and mechanism
We set up information and brainstorming sessions with several populations.  The community
residents, senior population in the communities, Council on Aging in each community and
Executive Office of Elder Affairs advisors, school nurses, and local boards of health.  We also
talked with representatives from several organizations that included senior residential housing
and service organizations.  At the sessions we provided information and then let groups divide
and discuss their perceived needs for the community and improvement of individual quality of
life.  We presented the Health Mapping Report with the statistical needs of the communities. We
run monthly senior health initiatives at which time we have asked individuals to fill out surveys.
There are several groups addressing specific health issues such as Breast Cancer, Diabetes,
Prostate Cancer which meet on a monthly basis.  At these programs we ask for feed back as to
their needs.  We have a senior hotline that allows seniors to call with questions, concerns and
needs.

B. Identification of community participants
Seniors, Senior Planning Committee with key senior advisors, school age youth, community
residents, and church members.

C. Community role in development , implementation and review of community benefits
plan and annual reports
The seniors have played a big part in the development of our plans.  They have given us
direction on what they need and when.  Each individual program has its own planning
mechanism and evaluation process.

V. COMMUNITY BENEFITS PLAN

A. Process of development of the Plan - While the use of the National Civic League Model
served us well as an initial planning strategy, additional approaches were needed to address the
medically under-served and disadvantaged populations, as well as specific health problems.
There have been many different ongoing community benefit programs.  This year we are
planning to focus on one major identified problem.  Each of our present programs has had a
different focus, population and level of activity.

B. Choice of Target Population -
This year we chose the senior population due to the statistics in our service area.  The overall
population in the PSA (patient care service area) is not expected to grow significantly from
2000-2005 (1.95%).  However, the senior population (65+) is projected to increase by 4%, the
adult population 18-29 will decrease by 4%, the adult population 30-44 will decrease by 6%, but
the adult population 45-64 will increase 14%.  We also looked at where the largest population is
located.  This information led us to look at what the community residents in this group felt they
needed.  We responded with home care services for those unable to get out.  We provided



educational programs for our seniors on Hospital/Health Care Contracting, New Medical
Technology, and Key Legislative Issues of importance to this group. We also looked at the
population that was requesting specific needs such as those living with chronic illnesses and
chronic pain. To this need we provided grant-funded programs, educational programs and
support groups. We looked at trends in the health care system and ways that we could improve
health and decrease hospitalizations.  For this population we provided flu clinics, tobacco
education, asthma, osteoporosis and diabetes education.

The target population is seniors who are at risk for developing osteopenia and osteoporosis.
Ninety-six screenings will be held annually - 25 in businesses, 25 for community groups, 21 in
pharmacies, and 25 in physician practices (the IPA has expressed a strong interest in working
with us on this endeavor).  A projected 72 people are expected at each screening, - 6,785
participants annually.  Previous screenings have netted a 13% positive rate in screenings.  This
would result in a total of 894 new diagnoses made as a result of this program.

While early detection is a goal, the prevention of osteoporosis remains paramount.  Using the
screenings as vehicles for awareness and promoting weight-bearing exercise and calcium intake
makes this a true community benefit program.

Additionally, seniors are our target population for our social outreach initiative.  The initiative
works with both the socially active and inactive senior.  Each event is coordinated in a manner
that allows for attendees to participate at various levels.  Five (5) events are held monthly at
various community locations with topics ranging from Luncheon Socials to Internet Training.
On a monthly basis we connect socially with more than 400 seniors.

C. Short-term (one-year) strategies  -
Our strategies will be to meet with our community advisory groups and continue to hear from
them where they see their needs.  We have planned four forums in our service area to brain-
storm with the residents. To initiate open and honest discussion with our key senior advisors
(Council on Aging, Executive Office of Elder Affairs, Senior Volunteer Group).

The short – term (one-year) goal:
The goal is to continue direct discussion with these groups and provide their community health
needs and services especially to our largest growing population base - the seniors.
We plan to implement an Osteoporosis Prevention and Early Detection Program.  This is a result
of the statistical information we have gathered regarding the number of admissions with
osteoporosis and our aging population.  Osteoporosis is a serious illness that can be prevented
with education.  We can also decrease the number of breaks and fractures with early detection
and treatment.  This will result in decreased hospitalizations.  The Massachusetts Department of
Public Health has classified Osteoporosis as a preventable disease.

Long Term (three-five years) strategies:
We plan to meet on a regular basis with our community advisory group to identify health needs.
Through this process we will be able to identify a community benefit program for FY 2003.



D. Process for measuring outcomes - Outcomes will be measured with the Osteoporosis
program by looking at the hospitalization data for the admission rate of fractures and osteporosis
diagnosis.  We will look at the number of participants in the program and the success of the
community advisory committee.  We hope to see a decrease in hospitalizations and an
improvement in quality of life for the seniors.

In the past we have evaluated the programs by the volume of participation and the improvement
in health.  We looked at the number of individuals who were identified through the programs
with chronic disease and entered into the health care system. These individuals were followed up
and data was collected to show decrease in hospitalizations.

E. Process and consideration for determining a budget - The budget for the present program
was created to fit the needs of the program.  We identified the need for staff, supplies and
equipment to run the program. The budget and proposal were submitted to senior management
and approved.

F. Process for reviewing, evaluating and updating the Plan - The program will be reviewed
quarterly with the community advisory committee. A report will be submitted annually with the
evaluation information as previously explained.  The plan will be looked at and needed changes
decided for implementation.
.

VI. PROGRESS REPORT: ACTIVITY DURING REPORTING YEAR

A. Expenditures - See Expenditures chart in Attachment 2

B. Major programs and initiatives which were provided in 2001 are as follows:

Adult Vaccination Initiative

This was the fourth year of the Community Health Institute’s Adult Immunization Initiative.
This year we administered over 1300 vaccinations partnering with Boards of Health, employers,
and low-income housing developments.  Our volume was lower this year due to the fact that we
were unable to get the vaccine until the end of November.  By this time many people had found
the vaccine at other sites.  This initiative targeted the middle-age working population and care
givers, the seniors and low income individuals.

Partnership with Boards of Health
The Community Health Institute partnered with the Winchester Board of Health to vaccinate the
middle-aged working population.  Both influenza and pneumonia vaccinations were
administered.
Working with Employers
The Community Health Institute provided vaccinations to 924 employees of 22 different
companies.  The companies we provided this benefit to include: Winchester Savings Bank,



BMC, Charette, August Busch, General Scanning, WSI, FujiFilm, One Source,  StrideRite, Tasc,
Wang, Stratus, Progress Software, and Corp. Tech.

Cost Analysis:

Expense
Vaccine cost $2.53 per shot for 2000 $ 5,060
Our staff + supplies cost per shot @ $2.41 $ 2,227
Staff extra cost for rescheduling (5 hours) $    100
Total                                                                                                       7,387

Diabetes Counseling

Winchester Hospital’s Diabetes Program is one of 26 American Diabetes Association Certified
programs in the state.  The program provides a certified diabetes nurse educator and certified
diabetes dietician educator for the patients to help them control their diabetes and improve their
quality of life.

Preventing complications is one of the main goals of tight blood sugar control.  The diabetes
nurse educator educates the patients to the importance of blood sugar monitoring on a regular
schedule daily.  Exercise and nutrition are discussed and medication as needed.  Insulin
preparation and administration is taught.  Patients are encouraged to have an annual eye and foot
exam.  They are taught to check their own feet for circulation problems.

We offered gestational diabetics a group education program.   This allowed for sharing amongst
the participants.  The diabetes educator taught blood sugar monitoring, nutrition, exercise and
medication when needed.

Winchester Town Day

In June the Winchester Hospital in collaboration with the Winchester Fire Fighters and the Board
of Health offered a Health Fair during the annual Town Day.  There were over 2000 participants
who went through the fair in the fire station.  The following screenings were provided free of
charge - Blood Sugars, Cholesterol, Lung Capacity, Blood Pressure, Height and Weight,
Hearing, Vision, Nicotine Dependency, Peak Flow Meters, and Posture/Spinal.  Massages were
free as well as Chiropractic evaluations.

There was Health Education information on skin cancer, breast cancer, smoking cessation, organ
donation, Lifeline, violence prevention, nutrition/dietary counseling, and seat belt safety. During
the fair we identified several with elevated blood sugars and cholesterol.  These individuals were
followed up to see that they had received the appropriate health care.  Resources and physicians
were made available as needed.

The following are the expenses for Winchester Town Day:



Health Watch – 161 Cholesterol & Blood Sugars at $12 each -       $1932.00
Peterson Party Center – chairs and tables rented            $  237.00
Staff -                        $1243.64
Total cost of Town Day                                                                   $3,449.14

Support Groups

We offer several support groups that are free to the population we serve.  Diabetes Support
Group for the Type II diabetics is facilitated by the Diabetes RN Educator.  This group meets
monthly.  Parents Supporting Parents is for the parents of children living with diabetes.  This
group meets monthly lay lead with guest speakers as requested.  Prostate Cancer Support group
meets monthly lay lead with the support of a physician on staff and CHI for equipment, speakers,
etc.  The HOPE Group meets monthly and is lay lead with the support of the obstetric staff and
CHI.  This group is for parents who have lost a baby.  All of these groups receive administrative
support with advertising, mailings and supplies.  They also receive support and direction from
the staff of CHI.   Each of our groups has a steady attendance of 15-30.  We provide the space
and scheduling. Our Support Group’s are all provided free.  Expenses include space, staff and
supplies for mailings, utilities.

Elizabeth and George Sanborn Foundation Grant

Winchester Hospital received a grant from the Elizabeth and George Sanborn Foundation to
provide acupuncture, hypnotherapy, and massage therapy with a small co-pay to residents of the
town of Arlington who have cancer.  In 2001 twenty-two patients had a total of 285 visits.
Patient evaluations reveal excellent outcomes in the relief of pain, nausea, anxiety, and stress.

Mt. Vernon House Grant

Mt. Vernon House, a residential home for seniors in Winchester, has given Winchester Hospital
a grant to provide acupuncture, hypnotherapy, massage therapy and chiropractic care to the
residents of Mt. Vernon House and residents of Winchester over 65.  There is a small co-pay for
the residents of Winchester.  In 2001 we provided the Mt. Vernon residents with 276 treatments
and the community residents with 287 treatments.  The clinical issues we are treating include
back pain, nausea, musculosketal problems, sciatica, disk problems, carpal tunnel, tennis elbow,
arthritis, cancer, constipation, digestive problems, dizziness, headaches, stress and Parkinson’s.

Asthma

We received a Teen Asthma Grant for Woburn High School from CHNA 15.  The school nurse
reviewed all student records and identified 14 students diagnosed with asthma.  Letters were sent
to the parents of these students requesting their participation in the asthma intervention program.
Follow-up telephone calls were made by the school nurse to encourage participation.  Four
parents responded and were seen with their child.  Assessment and teaching were done.  The



students were provided with One-Minute Asthma booklets, peak flow meters and peak flow
diaries.  We are still working on trying to get the other 10 students to participate.

Lactation Counseling

Outpatient lactation counseling is done by an internationally board certified lactation consultant
(IBCLC). Clients are referred to the lactation consultant by hospital staff, obstetricians,
pediatricians, and through telephone triage.  It is a 55 minute visit in which a breastfeeding
mother comes with her baby.  During this visit the lactation consultant works with the mother in
resolving breastfeeding difficulties.  A follow-up phone call is made to the client within 1 week
of the appointment.  Follow-up visits are scheduled on an as needed basis.  Most issues are
resolved with 1 visit.  Mothers are also encouraged to attend the weekly Breastfeeding Support
Group.  Through this support group we are seeing clients who are continuing to breastfeed
presently into the fourth month.  We currently average 4 to 6 consults per week.

New England School of Acupuncture

The New England School of Acupuncture uses the Winchester Hospital Family Medical Center
site for a clinical rotation.  Students see patients 1 day per week at 2 different sites.  The students
are observed by an instructor from the school.  Patients pay a reduced rate of $25 per one-hour
treatment.  We have 48 patients currently participating in the program.  The program is using 3
examination rooms and conference room area at each site.  This space has been given free of
charge for the past year.  Linen services, maintenance services and scheduling are all free of
charge as part of the use of the space.  This has been a successful program to help those in
chronic pain who would other wise be unable to pay for these services.  The space, utilities, staff
and advertising are provided by hospital.

WIC Implementation Program

In October, 1998, the Cambridge-Somerville WIC Program moved from the Town of Arlington
Public Library to vacant contiguous at Alewife Brook Community Pediatrics,
29 Massachusetts Avenue, Arlington, MA.

After reviewing several designs developed by Steffian BradleyAssociates, Inc., a two room
design with access through the pediatric practice was chosen with associated  capital expenditure
of $27,241, which included the buildout and furniture and equipment.
WIC occupies 440 sf feet with a first year annual rental of $7000, which increased to $7440 on
July 1, 1999.

ABC provides WIC with utilities, including telephone and use of photocopier and fax machines,
with an annual expenditure of about $1800.

The goals of developing this program at ABC included:

1. Using vacant space.



2. Attracting mothers and children to the practice site who may not have known the practice
was there.

3. Supporting WH charitable mission.

The practice reports that having WIC on site allows patients, already known to the practice, to
avail themselves of WIC services, but unfortunately, has not resulted in an influx of new
patients.

Chiropractic Arthritis Research Grant
Winchester Hospital received a grant from the Farrington Foundation to provide a research study
on the efficacy of chiropractic care for the patient with osteoarthritis of the back.  There are 141
subjects enrolled in the study to date.

Tobacco Treatment Services Grant

Winchester Hospital provides a tobacco treatment program facilitated by a certified tobacco
treatment specialist.  In 2001 we treated 77 individuals with counseling and nicotine replacement
as needed.  The treatment specialist facilitated 9 community group programs, 4 work-site group
programs and a weekly support group.  Participation averaged 10 per group.  The overall quit
rate for 1 year was 67%.  80% of the patients were treated with reduced rate NRT.   This has
been a very successful program and of great support to many of our patients who have health
problems.

 Town of Winchester Worksite Wellness

The goal in 2001 was to provide intervention programs for the town employees who that would
improve their health.  The needs were identified through previous testing and surveys.  We
provided 12 fitness classes and 2 nutrition programs.  Each employee received a ticket to health
worth $25 off any program or alternative therapy treatment CHI provided.  Approximately 100
employees participated in the program.

D. Notable challenges, accomplishments and outcomes –
• The lactation counseling and pump rental program have shown us some good outcomes.  We

have found that an average of 60% of the mothers who rent pumps continue to breast-feed for
more than 3 months.

• The diabetes program has shown that on a scale of 1-10 our patients report an average of 9 in
diabetes knowledge.  98% of our patients report that they are able to do their own blood
sugar testing.

• Tobacco Control program with NRT replacement - we are finding that we have a 75%
success rate for patients who have quit smoking for more than 6 months.

VII. NEXT REPORTING YEAR

We have been approved to launch a Community Benefit Osteoporosis Prevention and Early
Detection Program in 2002.  The approved budget and expected expenditures are:



A. Approved budget/projected expenditures

Capital Expenses:
• Cost of Lunar Pixie               $14,650.
• 2 PCs with Microsoft Office   $  3,502

Total Capital   $18,152

Operational Expenses:
• R.N. Community Benefit Specialist (120NUR) – 1FTE             $62,400

Benefits @ 18%   11,232
• Administrative staff  (220ADS)        .60FTE               17,056

Benefits @ 18%                3,070
• Health Admin. Allocation                20,000
• Office supplies   $ 4,000
• Marketing       $ 4,000

Total Direct Expenses            $121,758

This constitutes a $139,910 community benefit.

B. Anticipated goals and program initiatives

Fund Lunar Pixie.  Plan to begin program by February 2002.

• The Osteoporsis Prevention and Early Detection Program will save lives.
• The program will decrease fractures.
• It is financially profitable.

The plan is to establish a community outreach program consisting of:

• Screenings – using a peripheral bone densitometry unit such as the Lunar PIXI (note:  this is
not a diagnostic test, but simply a screening.  It does not replace a diagnostic bone
densitometry; it merely indicates who may be at risk.)

• Education Programs– physician community lectures
• Awareness Campaigns – marketing and public relations

The goals are prevention and early detection of osteoporosis.  When participants test positive for
osteoporosis or osteopenia, they will be referred to Winchester Hospital physicians for
evaluation and bone densitometry testing.  We will refer them to physicians who are accepting
new patients if they do not have a physician. They will be given information on osteoporosis and
what they can do to decrease their chances of fractures and hospitalizations.  These participants
will be called to determine how many followed through on evaluation and testing
recommendations.

Screenings will be done at:



• Community sites
• Businesses
• Health fairs
• Municipal sites
• Community organizations
• Physicians practices – OB/GYN, internal medicine, family practice

C. Projected outcomes
We will hold 96 screenings annually (25 businesses, 25 community groups, 21 drug stores and
25 physician practices) with 72 participants at each screening, totaling 6,875 participants.
Business Planning and Development will help us to market the screenings. Our experience is that
13% of those screened will test positive and need to be referred for bone densitometry. This data
is from screenings we have provided in our own communities.  A 13% positive finding would
result in a total of 894 scheduled for diagnostic bone densitometry annually.

Physician lectures will be provided as part of some of the screenings, at targeted organization
meetings and in the community.  These lectures will be presented by the hospital staff and
include materials from the Department of Public Health and Center for Disease Control.

Working with Public Relations we will put notices of screenings and feature articles with photos
from screenings in the local papers.  Flyers and pamphlets will be placed in the 25 racks we
presently have throughout the Winchester Hospital system.  Letters will be sent to all of the
organizations in our communities.  The school nurses will be contacted in each community to set
up screenings in their schools for the staff.

CONTACT INFORMATION

Susan E. Powers R.N.M.S.
Associate Director, Community Health Institute
Winchester Hospital
Baldwin Park I
Suite 207
12 Alfred Street
Woburn, Mass. 01801
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Report for Fiscal Year  2002

COMMUNITY BENEFITS MISSION

To ensure that the highest quality health care continues to be delived through the coordination of available
resources for the purpose of improving the health of the communities we serve.

PROGRAM ORGANIZATION AND MANAGEMENT

Winchester Hospital senior management is involved in the planning and execution of the community
benefit program.  We have an osteoporosis community benefit advisory group that is instrumental in
assessing the needs of the community and planning interventions.

A Registered Nurse Community Benefit Coordinator and Community Benefit Administrative Assistant
reports to the Associate Director of the Community Health Institute who reports to the Director of the
Community Health Institute who reports to the Vice President for Planning and Business Development
who reports to the President and CEO.

KEY COLLABORATIONS AND PARTNERSHIPS

We have a Senior Outreach Plan that is devised and managed by the Marketing and Business
Development Manager.  The outreach plan is revised and reviewed BI-annually as well as monitored
quarterly by the Hospital’s Senior Management team and CEO. A Senior Outreach Coordinator is
responsible for the event implementation and reports to the Manager of Marketing and Business
Development, who reports to the Director of Strategy, Communications and External Affairs.  WE have
also included input from key senior advisors, local boards of health, and senior center staff.

COMMUNITY HEALTH NEEDS ASSESSMENT

The process included gathering information from Yankee alliance, Miser, DPH and it's Division of Health
Care Quality, and hospital discharge data.  Next we met with several community groups - seniors,
community organizations, community leaders, and open sessions to find out the perceived needs of the
community members.  Results of our findings were the need to focus on our senior population.  The
seniors are in need of education on HMO's, legislation, and medical terminology.  The medical needs
included flu immunization access, chronic disease management, education and screenings.

COMMUNITY BENEFITS PLAN

The target population is the seniors.  The priority is osteoporosis screening and education for early
detection and prevention.  The program effectiveness will be evaluated by looking at the hospital data for
admission rates of fractures and osteoporosis diagnosis.  We will also look at the number of participants
in the program and the success of the community advisory committee.  Long term strategic plans include



meeting on a regular basis with our community advisory group to identify health needs.  Through this
process we will be able to identify a community benefit program for FY 2003.

KEY ACCOMPLISHMENTS OF REPORTING YEAR

Flu Immunization for 1300 adults - decrease risk of infection for chroincally ill elders, diabetes
counseling - improved contol of a chronic disease, Lactation Counselling - increased the number of
breastfeeding mothers for a longer period of time, Tobacco Treatment Services - increased the number of
individuals who have quit smoking and improved their health, identified the need for Osteoporosis early
detection and prevention program.

PLANS FOR NEXT REPORTING YEAR

We plan to implement an Osteoporosis  Prevention and Early Detection Program.  This is a result of the
statistical information we have gathered regarding the number of admissions with osteoporosis and our
aging population.  Osteoporosis is a serious illness which can be prevented with education.  We can also
decrease the number of breaks and fractures with early detection and treatment.  This will result in
decreased hospitalizations.  The Massachusetts Department of Public Health has classified Osteoporosis
as a preventable disease.

CONTACT

Susan E. Powers R.N.M.S., Associate Director, Community Health Institute, Baldwin Park I, Suite 207,
12 Alfred Street, Woburn, Mass. 01801



SELECTED COMMUNITY BENEFITS PROGRAMS
PROGRAM OR INITIATIVE TARGET

POPULATION/OBJECTIVE
PARTNER(S) HOSPITAL/HMO CONTACT

Adult Immunization Program seniors and chronically ill adults

Ojective - to decrease risk of flu
in this population

Winchester Board of Health Sue Powers

spowers@winhosp.org

Diabetes Counseling Adults living wiith diabetes

Objective - imrpove qulity of life
and health, decrease HBA1C's

          Sue Powers

spowers@winhosp.org

Winchester Town Day Open to everyone

Objective -  provide screenings
and education, health awareness

Winchester Board of Health and
Winchester Fire Department

Sue Powers

spowers@winhosp.org

Tobacco Treatment Services Smokers

Objective - provide NRT and
counseling to decrease the
number of smokers

DPH Sue Powers

spowers@winhosp.org

Asthma Teens

Objective - decrease incidence of
asthma attacks

Woburn High School/CHNA 15 Sue Powers

spowers@winhosp.org

EXPENDITURES
TYPE ESTIMATED

TOTAL EXPENDITURES FOR [REPORTED FISCAL
YEAR]

APPROVED PROGRAM
BUDGET FOR [NEXT FISCAL

YEAR ]*

COMMUNITY BENEFITS PROGRAMS (1) Direct Expenses [$228904]

(2) Associated Expenses [$0]

(3) Determination of Need Expenditures [$0]

(4) Employee Volunteerism [$80000]

(5) Other Leveraged Resources [$288313]

[$139910]

*Excluding expenditures that
cannot be projected at the time of
the report.

COMMUNITY SERVICE PROGRAMS (1) Direct Expenses [$110,000]

(2) Associated Expenses [$0]

(3) Determination of Need Expenditures [$0]

(4) Employee Volunteerism [$45000]

(5) Other Leveraged Resources [$0]

NET CHARITY CARE OR
UNCOMPENSATED CARE POOL
CONTRIBUTION

[$4405530]

CORPORATE SPONSORSHIPS [$          ]

TOTAL [$4951733]



Hospitals:  TOTAL PATIENT CARE-RELATED EXPENSES FOR Reported Fiscal
Year: [$116,449,163]
HMOs:  MASSACHUSETTS PLAN MEMBERS [#          ]
Select Status




