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“Better Care.” Many of us have heard stories or have per-
sonal experience with a health care episode in which the 
care was less than optimal. Mine involved a cardiologist 
who wanted to do a stress test on my 88 year-old father-
in-law who been on kidney dialysis for over a year. Why 
order a test that is potentially harmful with the likelihood 
that if something was found, the best option would be 
to do nothing? Our volume-based payment system has 
encouraged this unnecessary and potentially harmful care. 
Evidence-based practice will deliver us not only “better 
care” but the greatest value.

For those of us who are champions of rural health, the 
goal of “Healthier People” has been a particularly chal-
lenging one. Current statistics show that large segments 
of our rural population are older, sicker, and poorer than 
the population at large. The Pennsylvania Office of Rural 
Health (PORH) has provided a number of our rural hos-
pitals and communities with a tool to begin the journey 
to a healthier population. The Healthy Communities 
Institute system provides hospitals communities with an 
online resource to help communities measure and target 
their health disparities and provide nationally vetted best 
practices for health improvement (see porh.psu.edu). This 
tool may prove to be extremely valuable for those rural 
hospitals that decide to participate in an exciting new 
initiative announced by the Pennsylvania Department 
of Health. It was recently announced that Pennsylvania 
was successful in its application for a CMS State Innova-
tion Model Initiative Model Design grant. The Health 
Innovation in Pennsylvania (HIP) plan has three primary 
strategies: 1) accelerate the transition from volume- to 
value-based payment models; 2) achieve price and quality 
transparency; and 3) redesign rural health care delivery. 

PORH is excited that, for the first time, rural health is a 
stated priority for the commonwealth and a Rural Health 
Redesign Center at the state level is in the planning stages. 
Through a global budget model, rural hospitals are being 
encouraged to participate in a new transformation plan 
that will reward them for improving population health 
outcomes, improving care management, and increasing 
operational efficiency. Rural hospitals, by delivering com-
munity-appropriate services and demonstrating improved 
care, will be able to invest in the health of their communi-
ties helping to achieve the goal of “Healthier People” in 
our rural communities.

“Better Care, Smarter Spending, Healthier People,” is 
the aim of health care in the 21st Century and the new 
goal for the Centers for Medicare and Medicaid Services 
(CMS). It is more than just a catchphrase; it represents a 
monumental change in how our country pays for health 
care. While the provider reimbursement system has 
undergone a number of adjustments in the past, it has 
been primarily a volume-based, fee-for-service system. 
For providers, the more services that were provided, the 
higher the income, largely irrespective of outcomes. No 
more.  We are now transitioning into a value-based re-
imbursement system where CMS has set a goal of having 
90 percent of traditional Medicare services be reimbursed 
on a value-based model by 2018. As goes traditional 
Medicare, so goes commercial, Medicare Advantage, and 
Medicaid Managed Care plans.

Why such drastic changes to our health care payment 
system, ones that will have profound effects for health 
care providers, most notably hospitals and physicians? 
First, the goal of “Smarter Spending” needs to be ad-
dressed.  An article in the July 13, 2016 issue of the New 
York Times announced that, for the first time, national 
health spending per person will average more than 
$10,000 per person ($12,000 per Medicare beneficiary). 
By 2025, health care spending will represent 20 percent 
of the total economy. State budgets are already strained 
by their Medicaid costs, reducing the ability of states to 
invest in education and infrastructure projects. Medicaid 
expects cost-per-beneficiary to be $12,500 by 2025, up 
from the current approximate amount of $8,000. 
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hen lead was removed from gasoline and 
paint several decades ago, most people 
stopped worrying about lead exposure in 
children. What once was a great concern—
adverse neurological and physical effects of 

lead poisoning—became a back-burner issue for parents, 
physicians, caregivers, teachers, and legislators.

“For some reason, perhaps because so much had been done 
to abate children’s exposure to lead, the issue just wasn’t 
important anymore,” said Caryl Waggett, Ph.D., Healthy 
Homes-Healthy Children associate professor in the depart-
ment of environmental science at Allegheny College in 
Meadville, Pennsylvania. “Compared to other childhood is-
sues, it seemed perhaps not as important since those children 
who were being tested were shown to be below the Centers 
for Disease Control and Prevention (CDC) threshold. And 
since most of the kids being tested were in urban areas, many 
thought it was only an urban problem.”

Head Start children, however, are required to be screened 
for lead exposure because they are considered at risk, re-
gardless of whether they are from rural or urban areas. The 
program requires that children be screened within 90 days 
of enrolling in the program. For migrant children, there is  
a thirty-day requirement.

“Lead screening is one of the many screenings Head Start is 
required to do, along with vision, hearing, developmental, 
anemia, and others,” explained Amy Requa, MSN, CRNP, 
health consultant and state oral health coordinator for the 
Pennsylvania Head Start Association. “We follow the federal 
EPSDT (Early and Periodic Screening, Diagnostic, and 
Treatment) schedule, which requires that a child be screened 
for lead at twelve months and again at twenty-four months.” 
EPSDT was developed to ensure that underserved children 
and adolescents receive appropriate preventive, dental, mental 
health, and developmental, and specialty services.

By Susan J. Burlingame

“If we don’t have written documentation that a child has 
been screened for lead, we find a way to get that screening 
done. We know it can be difficult for low-income families to 
get the screenings done themselves, so we provide it on-site 
or through other channels,” Requa continued, adding that 
Head Start partners with other organizations to meet the 
needs of the children it serves.  Ninety-five percent of Head 
Start children are low-income and on Medicaid or CHIP, 
the Children’s Health Insurance Plan, which also requires 
lead screening. 

When the Head Start program serving Schuylkill and 
Carbon counties (as well as other areas in Pennsylvania and 
New Jersey) lost its lead screening provider, St. Luke’s Hos-
pital - Miners Campus in Coaldale, Pennsylvania, stepped 
in to help. 

“Pinnacle Health had been providing screening to Head 
Start for years but lost their funding,” said Tracie Mercado, 
deputy of health and disability services, Head Start, Path-
stone Corporation—a not-for-profit community develop-
ment and human service organization providing services to 
low-income families and economically depressed communi-
ties in several states.

“We were in a bit of a jam, so we reached out to physicians’ 
offices and other organizations to increase our partner-
ships and see what we could do to provide the required lead 
screenings. We were able to form a great partnership with 
St. Luke’s,” Mercado said, adding that they see higher lead 
levels in places where houses are older. “In places like Coal-
dale and Lehighton, a lot of the homes still have lead-based 
paint on the walls, and many lower income families are 
using mini-blinds that have lead in them.”

Tara Stauffenberg, center administrator for Pathstone 
Corporation, took the lead in forming a sound partnership 
between Head Start and St. Luke’s Miners Campus. “Part of 
my role was to meet with St. Luke’s, along with our health 

person, and form a relationship,” explained Stauffenberg. 
“We expressed our needs and they’ve been really great with 
trying to meet them. In Carbon County last year, there were 
roughly 50-60 children who still needed screenings. Because 
of St. Luke’s, we only have four who still need them.” 

“When the Affordable Care Act (ACA) was passed, we 
conducted a community health needs assessment to find out 
what our community needed and find local partnerships,” 
said Kim Sargent, vice president of patient care services at 
St. Luke’s. “We looked at Carbon and Schuylkill counties 
and thought of ways to improve access to care, promote 
healthy lifestyles, promote mental and behavioral health—
which is where our lead testing came in—and improve child 
and adolescent care.”

“Head Start approached us to see if we could partner with 
them to provide lead testing for students who couldn’t af-
ford their own,” added Lauri Price, community health nurse 
navigator for St. Luke’s. “Many rural families have limita-
tions related to transportation, so we decided to take the 
testing lab to the school. 

“The kids are used to seeing me at the school because I do a 
lot of activities with them, so I was able to bring a lab phle-

botomist with me,” continued Price. “We were able to give 
them their lab work right there. Of the children for whom 
we were able to obtain consent, all were found to be negative 
for lead.”

ABATING LEAD ON THE HOME FRONT.

In Crawford County, lead exposure in children was a great 
concern for Caryl Waggett as well. After examining the data 
related to rural lead exposure and vetting best practices for 
home lead screening, she concluded that working one-on-
one with families showcased the best results. In response, she 
decided to start a program called Healthy Homes-Healthy 
Children to offer the service for free.

“We started looking for mold and then expanded the con-
versation around lead,” she explained. “We did all kinds of 
outreach to build awareness—county fairs, health fairs, open 
houses at the schools. We worked with Head Start, WIC, 
local non-profits—anything we could get our hands on as a 
mechanism to legitimize the program.”

Lead Exposure in Children: 
Community-based Approaches to Address a Pervasive Issue
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Waggett and her team of students followed Environmental 
Protection Agency protocols, trained themselves to do home 
assessments and soil testing, and did the lab work themselves. 
“We needed to be careful because people think it costs a 
fortune to completely remediate lead,” said Waggett. “We were 
able to work with families and develop a management strategy 
that was super low-cost and would help them find easy ways to 
manage their households and reduce exposure for their kids.”

Waggett said it is quite easy to make a big difference, citing 
simple solutions such as using wet wipes on the surfaces chil-
dren use the most until you don’t see any dirt left on the wet 
wipe or putting duct tape on low painted windowsills where 
kids tend to chew. 

Nutrition, Waggett explained, is another critical way to 
reduce lead poisoning. “There is a huge correlation between 
how much calcium is in your blood and lead exposure. Lead 
decreases calcium levels, so if there is low calcium already, lead 
gets embedded in bone structure, which can effect neurologi-
cal development. Every neuron, when it transmits, communi-
cates through a calcium-related channel, so if that calcium is 
replaced by lead, the neurons don’t connect.

“If children have lead poisoning and poor nutrition,” she con-
tinued, “they will seem unintelligent or slow in school because 

they take a longer time to answer a question. It’s terrifying 
how devastating it can be. Simply advising families to have 
healthier diets that contain a lot of calcium from dairy prod-
ucts, broccoli, and other sources, is an important strategy.”

In the last year, Pennsylvania Governor Tom Wolf indicated 
he wants a state mandate that all children be tested for lead 
exposure at least once before the age of seven. U.S. Senator Bob 
Casey, (D-PA), is pushing for federal legislation that would 
help pay for costly abatement programs for aging homes and 
infrastructure. 

“Too many children are only seeing pediatricians for immu-
nizations and when they are sick, so there are missed oppor-
tunities for a well visit where issues like lead exposure can be 
discussed,” said St. Luke’s Kim Sargent. “Children should be 
tested at ages one and two and then again before seven. Every-
one should be aware of the risks, and everyone can take steps 
to reduce lead exposure in their homes and yards.”

By making sure at-risk children like those in Head Start pro-
grams are tested for lead exposure and by promoting aware-
ness through as many educational channels as possible, lead 
exposure statistics can dramatically improve.

“We are basically disabling our poorest populations and 
preventing them from long-term stability—long-term job 
opportunities, success in school—because of this problem,” 
emphasized Waggett. “This environmental exposure is so eas-
ily preventable and education is the number one piece of that, 
because none of what is required to reduce exposure is hard 
to do. Reducing lead exposure is not the sole way to break the 
cycle of poverty, but it’s a major contributor. It’s an easy fix, 
but it requires a massive effort.”

“Head Start’s goal is not only to screen children for lead expo-
sure but also to provide the follow up,” concluded Requa. “We 
want to ensure that every child with elevated levels receives the 
care he or she needs—and ultimately, we want to prevent lead 
poisoning altogether through home remediation and educa-
tion. Prevention is the gold standard we are all seeking.”

For more information on lead and lead screening, visit health.
pa.gov, pathstone.org, sluhn.org, or sites.google.com/a/allegheny.
edu/hhhc/. In October 2016, the Pennsylvania Head Start State 
Collaboration Office facilitated a panel presentation called “Get 
the Lead Out Pennsylvania! Efforts to Help Ensure Children are 
Safe” at the annual Early Childhood Education Summit held in 
State College, PA.

New Pennsylvania 
Program to Help 
Curb Opioid Misuse

e all know there’s a public health crisis related to 
opioid overdose,” said Meghna Patel, director of 
the Pennsylvania Department of Health’s Pre-
scription Drug Monitoring Program (PA PDMP) 

Office. “In fact, according to Centers for Disease Control and 
Prevention (CDC) data, nationwide about 14,000 people died 
from prescription opioid overdose in 2014.” 

Opioid misuse, Patel said, is as prominent in rural areas as it is in 
urban, impacting every social class, age, and ethnicity.

A law passed by the Pennsylvania General Assembly in October 
2014 is one of the commonwealth’s many responses to the  
growing problem. Act 191, Achieving Better Care by Monitoring 
All Prescriptions (ABC-MAP), legislated the creation of the new 
PA PDMP. Launched in August 2016, the PA PDMP is a new 
drug monitoring program aimed at “improving patient care and 
finding a way to decrease a problem that is reaching epidemic 
proportions nationwide,” Patel said. Patel was named the pro-
gram’s director in March 2016.

The new PA PDMP replaces the prescription drug monitoring 
program, which was operated by the Office of the Attorney  
General and only available to law enforcement. The new law 
places the responsibility for operating the system on the  
Pennsylvania Department of Health and is more focused on  
helping individuals than on identifying criminal activity, though 
law enforcement will continue to have access to Schedule II  
controlled substances records from the new PA PDMP system. 

The program gives physicians, pharmacists, and their delegates 
access to an electronic database that includes a patient’s pre-
scription medication history. Armed with the knowledge 
the database provides, medical professionals can make 
better-informed treatment determinations. The data 
from the former PDMP system were transferred into 
PMP AWARxE, PA PDMP’s new data system, and 
pharmacies will be responsible for submitting prescription 
records within 72 hours of dispensing the drugs to patients.

“The database provides prescribers and dispensers with infor-
mation on potential misuse and abuse of opioids that helps 

them strike a balance between alleviating pain for patients and  
ensuring safe prescribing,” Patel explained. “If physicians 
encounter a patient who is seeking out opioids from various 
prescribers and dispensers, they would need to ensure an inter-
vention and a treatment referral is placed for their patients. This 
intervention will help keep their patients from seeking out other 
options to manage pain and addiction.”

Though PA PDMP is a Pennsylvania program, the data are 
available nationwide through the National Association Boards  
of Pharmacy (NABP) PMP InterConnect, Patel explained.  
Forty-nine states now have PDMPs; Missouri is the only state 
without one. Physicians and pharmacists can check bordering 
states’ databases to see if patients are crossing state lines to get 
prescription opioids. 

 “This is a new program from the ground up, and we need to 
make sure we are collecting quality data so our medical profes-
sionals have a proper system that is working for them. We need 
to communicate to the public and to our prescribers and pharma-
cies, making sure everyone knows this system is available,” said 
Patel. “The next step is education, education, education. We want 
to make sure health systems and providers, pharmacies, 
and their delegates use the system, and we 
want to have a seamless integration estab-
lished so people who misuse or abuse 
opioids can get the help they need.” 

For more information on ABC-

MAP Act, PA PDMP 
and the Pennsylvania 
Department of Health, 
visit health.pa.gov.  

By Susan J. Burlingame
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Integrating Oral Health and Primary Care:
         Promoting Long-Term Health Outcomes for Rural Residents

ooth decay is a 100 percent preventable disease, 
and we have a great deal of evidence demonstrat-
ing the importance of oral care and its role in 
systemic well-being,” said Sean Boynes, DMD, 
director of interprofessional practice at the 

DentaQuest Institute, located in Westborough, Massachu-
setts. “From the time the first tooth emerges, a child should 
be receiving fluoride varnish—a simple step that can prevent 
a variety of future health issues.” The DentaQuest Institute 
provides clinical care and practice management solutions that 
help health care providers improve oral health. 

“For people living in rural areas, it can be hard to find a den-
tist who will see a child before age three,” explained Kelly 
Braun, RDH, MSDH, dental delivery systems coordina-
tor at the Pennsylvania Office of Rural Health (PORH). 
“That’s why we have been working with our partners in 
dental care and primary care to find ways to provide not 
only fluoride varnishes to babies but also risk assessment and 
referral mechanisms.”

Seeking to address the disparities in rural areas across the 
country, the DentaQuest Institute launched the Medical 
Oral Expanded (MORE) Care Collaborative to provide 
primary and secondary preventive oral health 
services in primary care medical offices 
to underserved populations and test 
optimal patient-centered referral 
systems between primary care 
and dental care teams. Begin-
ning in South Carolina and 
now in Pennsylvania and 
Colorado, the Collaborative 
is coordinated through the 
respective states’ offices of 
rural health. 

“Through MORE Care, we 
are trying to facilitate oral 
health networks in rural com-
munities to improve access for 
people living there, improve the 
quality of care they receive, and help 
build networking and infrastructure to 

allow the community to function as a whole, from a health 
care perspective,” said Boynes. “Ultimately, we want to defrag-
ment a fragmented rural health system.”

In Pennsylvania, the focus of MORE Care is on children from 
birth to age five. “Insurance companies will pay for fluoride 
varnish in primary care offices,” stated Braun. “It’s very effec-
tive, and it can halt decay or prevent decay from progressing. If 
medical providers can provide it, and insurance companies can 

reimburse it, why isn’t it happening more?”

The goal through MORE Care, she explained, 
is not only to apply preventive varnish but 

also to encourage primary care providers 
to “actually look in patients’ mouths.  

“Every time they come to their 
pediatrician for a well-child visit, 
an oral health risk assessment 
should be completed and fluoride 
varnish, anticipatory guidance, 
and a dental referral also should 
be provided.”

“MORE Care is also about 
increasing awareness,” Boynes 

stressed. “We want parents and 
caregivers to understand they can 

make a difference in their own health 
and systemic, long-term well-being, as 

well as that of their children.”

MORE Care in Pennsylvania will focus on identifying 
seven to ten rural health clinics in dental provider short-
age areas, providing resources and training, and building a 
dental referral network. As of September 2016, nine clinics 
have been identified; the first learning session was held in 
the fall of 2016. Two additional learning sessions, pre-
sented by expert faculty from the commonwealth, will be 
held over the course of a year, after which the program will 
be evaluated, modified, and possibly rolled out to more 
providers. 

“This initiative is both a learning process and a journey,” 
explained Braun. “We hope clinics will be open to chang-
ing some of the things they’ve been doing in their offices 
related to oral health.” And, she adds, “We have had a 
great, team-based approach with the DentaQuest Institute. 
By combining the knowledge they gained in South Caroli-
na with ours, we’ll find what works best for Pennsylvania.”

While the DentaQuest Institute is providing financial 
support for MORE Care, Boynes looks at it differently. 
“The DentaQuest Institute does not really look at itself 
as a funder but more as a partner,” he asserted. “We come 
in and offer our expertise, knowledge, and resources to 
facilitate what our partners need. We help set up the 
infrastructure they need to have a successful program,” 
he said, adding that the DentaQuest Institute is working 
with Pennsylvania in part because of its strong office of 
rural health.

“The people at PORH care about working with rural com-
munities to make them better. They want to drive change, 
and they are going to help us develop a model that can be 
disseminated on a national level.” 

For more information on the MORE Care Collabora-
tive in Pennsylvania, contact Kelly Braun, RDH, MSDH. 
at 814-863-8214 or via e-mail to kub277@psu.edu. For 
more information on the DentaQuest Institute, contact Kelli 
Ohrenberger, MA, at 857-383-9252 or via e-mail to kelli.
ohrenberger@dentaquestinstitute.org. 

Kelly Braun, R.D.H., 
M.S.D.H., PORH’s 
dental systems delivery 
coordinator, is leading 
the implementation of the 
MORE Care Collaborative 
in Pennsylvania. 

Department of Health 
Publishes State Health 
Improvement Plan
The Pennsylvania Department of Health announced in July 
2016 the publication of the Pennsylvania State Health Im-
provement Plan 2015-2020 (SHIP). The plan is the culmi-
nation of a two-year public process that began in 2014 and 
was developed using Public Health Accreditation Standards 
for SHIPs. The SHIP was developed by the Division of Plan 
Development (Bureau of Health Planning) in partnership 
with broad representation of public health system stakeholders 
across the commonwealth, other state agencies, and representa-
tives of Department of Health programs. Participants in this 
public health planning process were engaged to identify critical 
Pennsylvania health improvement priority areas to be addressed 
in Pennsylvania over the next five years through state-wide col-
laborative and strategic efforts.

The three Pennsylvania SHIP health priorities are:

• Obesity, physical inactivity, and nutrition;
• Primary care and preventive services; and
• Mental health and substance use.

As a five-year strategic plan, SHIP establishes population 
health status goals and objectives and includes recommended 
strategies to achieve those goals and objectives. The SHIP also 
identifies lead and collaborating agencies and organizations in 
addition to the Department of Health, which will implement 
SHIP strategic initiatives.

An Advisory Committee of stakeholders and department staff 
guided the development of SHIP. Three task forces of experts 
representing each of the three health priority areas created 
the objectives and strategies recommended in the SHIP. The 
Advisory Committee and task forces will guide the five-year 
SHIP implementation. The Division of Plan Development in 
the Bureau of Health Planning will continue to coordinate this 
state-wide health improvement initiative. Progress toward achiev-
ing objectives will be measured utilizing data collected by the 
Department of Health and by other organizations and agencies.

The SHIP can be accessed at the Pennsylvania Department of 
Health’s website at health.pa.gov/Your-Department-of-Health/
Offices and Bureaus/Health Planning/Pages/State-Health-
Improvement-Plan.aspx.

For further information on the SHIP, please contact Mark  
Milliron, public health program administrator, via e-mail  
to mamilliron@pa.gov or to 717-772-5298.
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The value of the fourth year of medical school has been a 
topic of debate in the past few years. The decision to make 
medical school a four year course of study was determined 
by the 1910 Flexner Report. Certainly a lot has changed 
in medicine since 1910, but the medical school curriculum 
has been slow to evolve. However, curtailing the clinical 
exposure of medical students does not seem like the most 
sensible modification. Although my fourth year has just 
started, I feel that I have acquired many practical skills and 
refined medical knowledge applicable to my plans to pursue 
a career in internal medicine.

I began my fourth year of medical school with a sub-
internship in internal medicine, designed to simulate the 
demands and expectations of an internal medicine intern. 
Third-year was all about learning the ropes of the hospital, 
writing subjective, objective, assessment, and plan (SOAP) 
notes, and communicating effectively with patients. The 
third year was also the time to develop a solid clinical 
knowledge base and physical exam skills for the diagnosis 
and treatment of disease. However, fourth-year students 
are expected to have a comprehensive knowledge of the 
“basics” of medicine and act as a dedicated team member. 
Despite the higher expectations, the overall experience 
was much more enriching than my previous experience in 
internal medicine. The learning curve is incredibly steep as 
a third-year medical student. Having climbed this ascent, 
I felt confident in my abilities and strived to take owner-
ship of my patients. Rather than focusing on grasping the 
fundamentals, I was able to apply my knowledge effectively 
and communicate more confidently with colleagues and 
patients. I also discovered the joys of teaching the third-year 
medical students on our team. I was able to put the phrase 
“see one, do one, teach one” into practice. Furthermore, I 
was able to confirm my passion for internal medicine and 
identify qualities in senior team members that I hope to 
emulate as a physician.

Among the skills I acquired was how to approach difficult 
conversations with patients. These conversations ranged 
from discussing code status to explaining a poor progno-

sis to my patient and their family to issues surrounding 
discharge from the hospital. These skills are essential for 
the year when I will serve in my internship, but not always 
prioritized during the third year. Furthermore, I developed 
a better grasp of when to call a rapid response team and 
systematically evaluate the reason for a patient’s decline. I 
learned to make decisions independently with the supervi-
sion of my residents. These are some of the most valuable 
qualities one must hone before intern year. Third-year is not 
sufficient time to gain exposure to all of the clinical special-
ties and develop proficiency in one field. Although there are 
very few exams during the fourth year, it is the perfect time 
to learn independently about a particular field of medicine. 
Reading journal articles and applying evidence-based medi-
cine to patient care is incredibly valuable. 

In the coming months, I will 
have rotations in outpatient 
family medicine, hematology, 
oncology, advanced physical 
diagnosis, emergency medi-
cine, and critical care. These 
focused rotations were not 
covered during my third year, 
yet they are very applicable to 
internal medicine. Although I 
have decided on internal med-
icine for residency, there is so 

much more to explore within this broad area of medicine. I 
am still deciding if I would prefer to focus on primary care, 
hospitalist medicine, or purse a fellowship in a subspecialty. 
The fourth year of medical school allows for this type of 
exploration. Residency is an incredibly demanding time 
with many mandated requirements. I feel that the fourth 
year of medical school is essential for academic growth and 
refinement of career goals. In just one month, my patients, 
attending physicians, and residents have deepened my pas-
sion for internal medicine. As I begin the process of match-
ing into a residency, I don’t plan to waste any time improv-
ing my knowledge and clinical skills. 

A Medical Student’s Perspective
By Ashley Baronner

This column chronicles Ashley Baronner’s experiences as a medical student in the Physician Shortage Area 
Program at the Sidney Kimmel Medical College in Philadelphia. Ashley is the daughter of Larry Baronner, 
PORH’s rural health systems manager and deputy director.

Mary Rosman, a May 2016 graduate of the Penn State 
undergraduate program in health policy and administra-
tion, was the first recipient of the Jennifer S. Cwynar 
Community Achievement Award. Presented to Rosman 
during the 19th annual Stanley P. Mayers Endowed 
Lecture on April 13, 2016, the award was established in 
memory of Jennifer S. Cwynar, a 2008 graduate of HPA 
and a 2008 undergraduate intern at the Pennsylvania 
Office of Rural Health (PORH).

Created by PORH, the award honors a senior under-
graduate student who has demonstrated service and 
commitment to a community or underserved popula-
tion, preferably, but not exclusively, in a rural area of 
Pennsylvania. It is intended to encourage and foster 
personal and professional development. Rosman’s award, 
which included a plaque and $250, was presented by 
Lisa Davis, director of the Pennsylvania Office of Rural 
Health and outreach associate professor of HPA.

Diane Spokus, Ph.D., M.C.H.E.S., associate professor 
of development in HPA, nominated Rosman for the 
award, citing her high level of enthusiasm, initiative, and 
passion in several related activities. Rosman was the vice 
president and treasurer for the Penn State student chap-
ter of the American College of Health Care Administra-

tors Club and served in numerous campus roles, such as 
a Lion Ambassador tour guide, orientation leader, and 
public relations chair of the Campus Activities Board. 

Spokus also lauded Rosman for her achievements dur-
ing her undergraduate internship at ten skilled nursing 
facilities in California, where she expanded the organi-
zation’s market through an increased web presence, and 
for her work with a home health and hospice agency in 
St. Mary’s, Pennsylvania, where she worked on open 
enrollment benefits and compensation, developing and 
implementing a three-month health and health screen-
ing program.

Rosman was raised in Weedville, Elks County, Pennsyl-
vania. In a letter accompanying her nomination, Ros-
man said that creating a healthy community is impor-
tant no matter where the location. 

“Growing up in Elk County, one of the most rural 
counties in the state, I witnessed first-hand some of the 
challenges that communities face in terms of health 
care,” Rosman said. “Living and working in a rural area 
allowed me to develop an understanding of the impor-
tance in advocating for healthy communities, specifically 
rural and underserved populations. For this reason, I 
chose to major in HPA and turn advocating for healthy 
communities into a career.”  

 “We are very pleased to present this award to Mary Ros-
man and to honor the legacy of Jennifer Cwynar, who 
was an exceptional student and intern with our office,” 
said Davis. “This is one way in which we can encourage 
excellence in those who will become leaders in advocat-
ing for the health of rural Pennsylvanians.”

To learn more about the Jennifer S. Cwynar Community 
Achievement Award and the Pennsylvania Office of Rural 
Health, visit porh.psu.edu.  

PORH Presents First Student 
Community Achievement Award

Mary Rosman, a 2016 
graduate of the Penn 
State undergraduate 
program in health policy 
and administration, re-
ceived the 2016 Jennifer 
S. Cwynar Community 
Achievement Award dur-
ing her senior year.
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s professor of intergenerational programs and aging at Penn State, my job is to conduct research, develop curricular 
resources, and provide statewide leadership in developing and evaluating intergenerational programs. I focus pri-
marily on those intergenerational initiatives that meet real needs, for example, by improving health and well-being 
across the lifespan; strengthening families; and helping to build more cohesive, caring communities.

A new and unique intergenerational program called Valuing Vaccinations Across Generations has been developed. This cam-
paign was launched in 2016 by Generations United in partnership with The Gerontological Society of America and the Ameri-
can Academy of Pediatrics, and with funding from Pfizer. The primary goal is to heighten public awareness of the importance 

Valuing Vaccinations
Across Generations: 
              A New Way to Think about Vaccinations

of vaccinations for individual, family, and community health. 
This is done through a media campaign and educational 
tools and resources designed to encourage intergenerational 
conversations within families and among different genera-
tions with regard to getting vaccinations.

The campaign includes:

• An intergenerational discussion guide for  
grandparents, families, and grandfriends;

• Memes and brief video testimonials from  
people who lived through epidemics;

• Traditional and social media toolkit; and

• An informational infographic depicting  
the value of vaccinations across the ages.

To be honest, my first reaction upon learning of this cam-
paign was one of surprise. My thinking was that there are 
already ample opportunities and resources for people to gain 
information and access to needed vaccinations. I wondered, 
“What value is there to adding an intergenerational compo-
nent to a public health education campaign focused on im-
munizations?” In other words, “Why approach the challenge 
of educating the public about vaccinations from an intergen-
erational angle?” 

However, as I learned more about this campaign, it became 
clearer to me that it does make a significant contribution to 
the field of vaccination education and awareness.

One of the most compelling arguments in favor of vaccina-
tions is history. Here I am referring to the history of older 
adults’ personal experience with regard to their encounters 
with diseases that now can be prevented through vaccination. 

For example, in 1952, during the worst recorded polio epi-
demic in U.S. history, there were over 57,000 reported cases 
of polio. In the few years following the licensing of the polio 
vaccine in 1955, the incidence of polio in the U.S. fell by 
85-90 percent. For younger generations who are far less likely 

By Matt Kaplan, Ph.D., Department of Agricultural Economics, 
Sociology, and Education, The Pennsylvania State University

to have relatives, friends, and neighbors inflicted with polio, 
this is just a neutral, cold fact. However, it becomes more 
meaningful when listening to the testimony of older adults 
who have witnessed the destruction that this disease can do 
to individuals, families, and communities. Such exposure to 
firsthand accounts of the physical and emotional toll of living 
with diseases and illnesses that can now be prevented through 
vaccine programs helps younger generations gain increased 
awareness and appreciation of the importance of vaccinations.

Generations United’s unique perspective advocates for vac-
cinations as a part of the commitment of caring between 
generations. The campaign raises awareness of how certain ill-
nesses that can be passed between older and younger genera-
tions (e.g., flu, pneumonia, and whooping cough) are prevent-
able with immunizations.

From my perspective, the campaign meets the basic criteria 
for being regarded as an exceptional intergenerational pro-
gram. It addresses a real need, helps people understand their 
health and well-being from a lifespan perspective, and stimu-
lates family conversations about health and safety, in this case 
about the role vaccinations play in protecting individual and 
family health.

I am particularly impressed by the campaign’s intergenera-
tional discussion guide, which provides a series of conversa-
tion starters, discussion questions, and activities for generat-
ing conversations about vaccinations with family and friends. 
Segments of this guide could be used or modified for inclu-
sion in public health educational programs conducted by 
Penn State Extension educators and other professionals. 

The Valuing Vaccinations Across Generations campaign re-
sources are continually updated, shared with a variety of news 
media outlets, and posted at: bandageofhonor.org/.

For more information, contact Matt Kaplan, Ph.D., Professor, 
Intergenerational Programs and Aging, Department of Agricultural 
Economics, Sociology, and Education, The Pennsylvania State 
University, at 814-863-7871 or to msk15@psu.edu. 
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Pennsylvania Small Rural Hospital Program 
Receives Quality Excellence Award
For the second year in a row, the Pennsylvania Medicare Rural Hospital Flexibility Program received the Medicare Beneficiary 
Quality Improvement Project (MBQIP) Certificate of Excellence Award in recognition of outstanding critical access hospital 
(CAH) state quality reporting and performance.  The award was presented on July 20, 2016 at the annual Medicare Rural 
Hospital Flexibility Program Meeting in Bethesda, Maryland and was given by the Federal Office of Rural Health Policy 
(FORHP) in the U.S. Department of Health and Human Services’ Health Resources and Services Administration. Lawrence 
Baronner, rural health systems manager and deputy direc-
tor at the Pennsylvania Office of Rural Health (PORH), 
accepted the award on behalf of the state’s fourteen CAHs.

MBQIP is a quality improvement activity under the Medi-
care Rural Hospital Flexibility grant program of FORHP. 
The goal of MBQIP is to improve the quality of care 
provided in CAHs by increasing quality data reporting 
by CAHs and then driving quality improvement activities 
based on the data. MBQIP is a voluntary reporting system 
that includes quality and satisfaction measures from CMS 
Hospital Compare plus a CAH-specific Emergency De-
partment Transfer Communication measure set. Pennsyl-
vania was one of the first four states to have 100 percent  
participation in MBQIP.

The Rural Health Research Gateway provides easy and timely 
access to research conducted by the Rural Health Research 
Centers, funded by the Federal Office of Rural Health Policy.  
The Gateway efficiently puts new findings and information in 
the hands of policymakers, educators, public health employ-
ees, hospital staff, and more. Find answers to all of your rural 
health research by accessing ruralhealthresearch.org.

If you’re looking for information, opportunities, and resourc-
es on rural health, you’ve come to the right place. The Rural 
Health Information Hub, formerly the Rural Assistance Cen-
ter, is funded by the Federal Office of Rural Health Policy to 
be a national clearinghouse on rural health issues. The RHI-
hub is committed to supporting health care and population 
health in rural communities and is your guide to improving 
health for rural residents by providing access to current and 

reliable resources and tools to address rural health needs.  

Access the RHIhub at ruralhealthinfo.org.

12  |  PORH.psu.edu 

November 17, 2016
2016 National Rural Health Day

Sponsored by the National Organization of State Offices of  

Rural Health 

nosorh.org

November 29-December 2, 2016
2016 National Rural Housing Conference

Renaissance DC Downtown Hotel, Washington, DC 
Sponsored by the Housing Assistance Council

ruralhome.org/calendar/nrhconf

Upcoming Events

February 6-9, 2017
28th Rural Health Policy Institute

Washington, DC

Sponsored by the National Rural Health Association

ruralhealthweb.org/go/events/28th-rural-health-policy-institute

May 9, 2017
22nd Health Equity Conference

San Diego, CA

Sponsored by the National Rural Health Association

ruralhealthweb.org/go/events/21st-health-equity-conference

In August 2016, Rural Health Leadership Radio (RHLR) 
went on the air, the very first radio show of its kind. RHLR 
is a weekly podcast featuring leaders working in rural health; 
leaders of hospitals, clinics, networks, companies and com-
munities. For more information or to express interest in 
being a guest, contact Bill Auxier, Ph.D., host of RHLR, at 
bill@billauxier.com or visit rhlradio.com.

Rural Health Leadership 
Radio Launched

The Robert Wood Johnson Foundation issued a follow-up to their 2016 County Health Rankings, outlining specific policies and 
programs rural communities can implement to improve health and wellbeing. The report includes details about finding and choos-
ing the right solution for communities; what’s working to prepare and strengthen local workforces, improve diet and exercise, and 
reduce injuries; and a discussion of the many factors that influence health. Strategies that have been studied and deployed in rural 
communities are emphasized. The report can be accessed at countyhealthrankings.org/roadmaps/what-works-for-health.

County Health Rankings: What Works for Rural Health

Many states are exploring innovative approaches to transform health and health care delivery. The commonwealth’s Health Innova-
tion in Pennsylvania (HIP) plan is a comprehensive, multi-stakeholder statewide initiative to improve the health of all Pennsylvanians 
by redesigning the way we pay for, deliver, and coordinate health and health care services. The plan will include strategies to advance 
population health, health information technology, and workforce development. Led by Governor Wolf, the HIP plan, once imple-
mented, will lead to better care, smarter spending, and healthier Pennsylvanians. To view the Health Innovation in Pennsylvania 
plan, access health.pa.gov/Your-Department-of-Health/innovation/Pages/Innovation/What-is-Innovation.aspx#.V5_DMKKw4aw.

What is Health Innovation in Pennsylvania (HIP)?
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For more information, contact Lawrence Baronner, PORH’s rural 
health systems manager and deputy director, at 814-863-8214 or 
via e-mail to ldb10@psu.edu. 
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Upcoming Events, con’t.

May 9, 2017
Rural Medical Education Conference

San Diego, CA

Sponsored by the National Rural Health Association

ruralhealthweb.org/go/events/rural-medical-education-conference

May 9-12, 2017
Rural Hospital Innovation Summit

San Diego, CA

Sponsored by the National Rural Health Association

ruralhealthweb.org/go/events/rural-hospital-innovation-summit

May 9-12, 2017
40th Annual Rural Health Conference

San Diego, CA

Sponsored by the National Rural Health Association

ruralhealthweb.org/go/events/39th-annual-rural-health-conference


