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message from the  
                director

Traditionally, rural health care organizations have 
had a strong motivation to remain independent.  
However, more and more are realizing the impact 
of “big data” and the need for information systems 
and data analytics to prepare for and adjust to the 
new value-based payment models. The cost and 
complexity of these systems have many rural provid-
ers considering one or more options for alignment. 
Rural health care providers should enter these affili-
ation discussions knowing they are bringing many 
assets to the partnership. Higher Hospital Consumer 
Assessment of Healthcare Providers and Systems or 
HCAHPS scores, equal or better quality measures, 
and lower costs, coupled with the covered lives they 
bring to affiliation or merger agreements, make them 
attractive to these larger systems. As these affiliations 
occur and as new community-based providers are 
established, shifts occur across the health care system 
as systems adjust to the new normal. This will be 
an on-going occurrence as the triple aims of health 
care reform—high quality, low cost, and population 
health—are realized.  

Please let us know how the Pennsylvania Office of 
Rural Health can assist you as your organization 
strives to adjust and realize the triple aims and, as 
always, please be sure to stay in touch. 

Lisa Davis 
Director

I recently read an article in The New Yorker about 
the “The Really Big One,” the catastrophic earth-
quake that is predicted to hit the Pacific Northwest.  
This event will occur along the Cascadia subduc-
tion zone, which runs for 700 miles along the 
Pacific Ocean, from northern California to Vancou-
ver Island in Canada. According to seismologists, 
there’s no doubt that this earthquake will happen; 
it’s just a question of when. Some estimate that the 
quake is about 70 years overdue, others predict it 
may happen in roughly 50 years or in 1,000 years 
or precisely on February 6 at 9:41 a.m. The impact 
of the quake will have far-reaching and long-lasting 
effects as the northwest struggles to restore order, 
residents flee to other areas of the nation, and the 
U.S. adjusts to a new normal. 

I mention this since it 
seems to mirror much 
that is happening in 
health care today. 
Newton’s third law of 
physics reminds us that 
for every force there is 
an equal and opposite 
simultaneous force. 
In Pennsylvania, there 
have been no less than 
seven hospital and health 
system mergers, consoli-

dations, affiliations, and alliances announced in 
recent memory. Nationally, the pace of mergers is 
the fastest that has been seen in a decade, according 
to some researchers. These alignments are changing 
the face of rural and urban health care and in some 
cases, bringing them together.
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gnace Eugene Godonou is not a physician, but he was able 
to help this patient. Godonou is not a nurse or pharmacist 
or EMT, but he visited this patient at his home and was 
able to influence the way the patient managed his health.

Godonou is a community health worker (CHW)—a patient 
health advocate and promoter, someone who is often the life-
saving or life-changing bridge between a patient in need and 
the health care system—for the Temple Advantage Program of 
the Temple University Health System. Godonou, and others in 
his profession, identifies patients who, for a variety of reasons, 
have barriers that prevent them from fulfilling their own health 
care needs. 

Community health workers are members of the community. 
They understand the population and build relationships of 
trust with patients in order to connect them with the services 
and help they need. Because CHWs are not medical profession-
als, patients often feel more comfortable sharing information 
about issues they are having related to transportation, cultural 
disparity, family issues, finances, education, employment, food 
and clothing, medication and drug use, and much more. The 
CHW knows the available local resources and how to connect 
people to them. 

Godonou described his patient as a proud and private man 
who did not readily share information with his physicians. His 
frequent hospital visits, however, flagged him as someone who 
could be helped by a CHW, so Godonou approached him, 
struck up a casual conversation explaining what a CHW does, 
and asked to visit the patient at his home. 

The first home visit was casual. “We just talked,” Godonou 
said. “He told me about his family.” During the second visit, 
however, the patient felt comfortable enough to show Godonou 
the medications he had been prescribed—more than sixty in all. 
Realizing the patient did not know which medications to take 
and when, Godonou arranged an appointment with the man’s 
primary care physician for medication reconciliation, which led 

By Susan J. Burlingame

Standardizing Community Health Worker 
Practice, Policy, and Payment:  
Changing the Lives of Pennsylvanians

to a reduction of medication to nine and a plan for their proper 
use. Today, the patient is doing well. He visits the hospital less 
frequently, and he calls Godonou just to say “hello.” “My favorite 
part of the job is helping people like this patient,” said Godonou. 

The concept of the CHW is not new to Pennsylvania, said 
Lisa Davis, director and outreach associate professor of health 
policy and administration for the Pennsylvania Office of Rural 
Health (PORH), describing programs like the one at Temple 
and others coordinated by the University of Pennsylvania, and 
the Jewish Healthcare Foundation, to name a few. A presen-
tation about an American Cancer Society CHW program, 
however, sparked the concept that “the CHW model would be 
a great model for health care delivery in rural populations.”

CHWs can be connected to patients with a specific disease such 
as cancer or diabetes, to a community-based organization, or 
to a health care system, hospital or clinic. Their salaries may be 
funded by grants, and there are also many who volunteer. What 
was missing, Davis said, was a common understanding in Penn-
sylvania about how CHWs are defined, how they are trained, 
and how they are compensated.

In conversation with colleagues at the Eastcentral Pennsylvania 
Area Health Education Center (EC AHEC), Davis learned of 
a training program for CHWs that had been funded by the 
American Recovery and Reinvestment Act passed early in Presi-
dent Barack Obama’s first term to stimulate economic growth. 

“Through a member of our board of directors, we were asked to 
become involved in a community health worker project,” said 
Shelba Scheffner, M.P.H., MCHES, EC AHEC executive direc-
tor. “The stimulus money was to be put toward recruiting a class 
of people who would be trained as CHWs, and there was enough 
money to place them in community-based organizations as 
employees for one year.” The objective was to create training and 
employment opportunities for people who were unemployed. 

“Though training is an important part of our mission, the 
CHW training project was a new one for us,” Scheffner added. 
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“We didn’t have a curriculum, so we looked at best-practice 
models in other areas of the country and developed a 300-hour 
curriculum that included everything from cultural competency 
to utilizing local resources. We recruited a class and were able 
to train and place six people out in the community. That cur-
riculum is the basis of what we continue to do in our training.” 
Since then, AHEC has trained approximately seventy-five 
CHWs.

Jamie Santana, now a CHW for the Community Health 
Department in the Lehigh Valley Health Network, was one of 
those trainees. “I had no experience in health and no idea what 
would be required of me,” she said. “The training involved a lot 
of learning and a lot of hands-on experience. I learned how to 
navigate the resource systems to help the people in my neigh-
borhood—not only with health situations but with other issues 
like landlord and tenant difficulties, food or transportation.”

Because I live in the community and know people and re-
sources,” Santana continued, “I can relate to people who are 
intimidated by doctors. I speak their language and can be an 
advocate for the patient, the family, and even the health care 
provider. Being a CHW has changed my life, too.”

In April of 2015, the Jewish Healthcare Foundation hosted a 
statewide CHW summit in Harrisburg to begin the process 
of creating a Pennsylvania action plan for policies related to 
training, certifying, and reimbursing CHWs, explained Robert 
Ferguson, director of government grants and policy for the 
Foundation.“We have been working with primary care orga-
nizations for several years, and we know that health happens 

between visits to 
the doctor. To 
help break down 
the walls, we 
became interested 
in the concept of 
community health 
workers to reach 
patients who are at 
risk.”

The Harrisburg 
summit, he said, 
specifically fo-
cused on what 
policies make sense 
in Pennsylvania. 
“With that goal in 
mind, we brought 

in speakers from Massachusetts and Texas to discuss their state 
policies and local Medicaid and CHW program speakers to 
describe their best practices. Ultimately, we are planning on 

launching a CHW program for seniors. The aim of the program 
is to identify seniors who are at risk of being admitted to hospi-
tals or nursing homes and to connect them to community health 
workers to help them remain safely in their home.”

In 2013, a CHW survey conducted by the Pennsylvania De-
partment of Health, in partnership with the Alliance of Penn-
sylvania Councils, confirmed what PORH, the EC AHEC, 
and the Jewish Healthcare Foundation already knew about the 
Pennsylvania CHW system. “The report revealed how impor-
tant the CHW workforce is, how they’re being used nationwide, 
and what a great impact they make on their communities,” said 
Sirisha Reddy, former Healthy Woman Program; Policy, Sys-
tems and Environmental Change (PSE) manager; and CHW 
project coordinator for the Pennsylvania Department of Health. 
“We [the Pennsylvania Department of Health and Pennsylvania 
Department of Human Services] were all on board in wanting 
to promote the program and make it better.”
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The biggest barrier in Pennsylvania is creating sustainable financ-
ing mechanisms, Reddy said, adding that CHWs are funded by 
grants and other funding streams, including Medicaid, though 
there is no consistent standard.  Standardizing training, creating 
a common definition and job title, and developing guidelines for 
evaluation are also important issues,” Reddy added. 

A Summit for Pennsylvania

“Ultimately, we realized we should think about hosting a summit 
on community health workers,” said Davis. With funding from 
the Department of Health, the Appalachian Regional Commis-
sion, and the Staunton Farm Foundation, the EC AHEC and 
PORH led the planning of a statewide event, held in May 2015. 

The summit had five goals, the first of which was to define and 
adopt a standard definition of a CHW, since titles and responsi-
bilities vary statewide. The second goal was to compile resources 
on evidence-based best practices to better understand and define 
the role of the CHW. Providing information on certification and 
training programs and identifying models for reimbursement com-
prised the third and fourth goals. Finally, the idea of developing a 
statewide CHW professional association was to be considered.

Approximately 250 people, including CHWs, health care orga-
nizations, educational entities, and others, attended and heard 
presentations about the role of CHWs, how they are integrated 
into the health care system, and how they impact patients’ lives. 

Tamala Carter, community-based interviewer for the Penn Center 
for Community Health Workers in Philadelphia, was one of the 
speakers. The mission of the Penn Center for Community Health 
is to improve health in high-risk populations through the effective 
use of CHWs. Established to “harness the great potential of the 
CHW workforce,” the center developed a research-based model 
for community health workers. Carter’s role at the center—and 
the basis for her presentation at the CHW summit—is to inter-
view low-income patients, both in the hospital and in their homes. 
“Patients have told me things that are preventing them from 
staying healthy—not just medical issues but all life issues,” Carter 
said. “The information I gathered was used to help researchers 
design the IMPaCT model, a model community health work-
ers use to provide support to help patients achieve individualized 
health goals.

Carter said her interviews reveal how important CHWs are in pa-
tients’ lives. “Patients love the CHWs. They do a phenomenal job 
connecting patients to help and services, and they provide patients 
with the care and support they greatly need.” 

A strategic planning session was held the next day where the 
initial steps were identified for developing a strategic plan for stan-
dardizing CHW policy, practice, and payment. Workgroups will 
be meeting throughout the year to create a blueprint to extend the 
CHW model to communities throughout Pennsylvania.  

“So much of what has happened on the CHW front has come out 
of urban centers,” said Davis. “Luckily, much of what they learned 
is being disseminated across Pennsylvania and into rural communi-
ties where CHWs can make a tremendous difference as well.”

“Community health workers are not only important for improv-
ing the quality of life of patients,” concluded Reddy. “They have a 
positive impact on improving the health of populations of people. 
In doing so, they ultimately decrease the cost of health care as 
well. We are making small but important steps toward creating a 
statewide CHW program that benefits patients, communities, and 
the entire healthcare network.”

For more information about community health workers, visit the 
Temple University program at cph.temple.edu/cspcd/community-
health-workers, the Jewish Healthcare Foundation at jhf.org, the 
Penn Center for Community Health Workers at chw.upenn.edu, the 
Eastcentral PA AHEC sscheffner@ecpaahec.org, the Pennsylvania 
Department of Health at health.pa.gov, or the Pennsylvania Office 
of Rural Health at porh.psu.edu.

“Community health workers are not 
only important for improving the 
quality of life of patients, they have 
a positive impact on improving the 
health of populations of people. In 
doing so, they ultimately decrease 
the cost of health care as well. We 
are making small but important 
steps toward creating a statewide 
CHW program that benefits 
patients, communities, and the 
entire health care network.”

~ Sirisha Reddy, former Healthy Woman Program; Policy,  
Systems and Environmental Change (PSE)manager; and CHW 
project coordinator for the Pennsylvania Department of Health

4  |  PORH.psu.edu 
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“Medicare has no official estimate of the amount of money lost to fraud each year, but the  
Federal Bureau of Investigation refers to estimates of 3-10 percent of all health care billings.”

                                – The Medicare Newsgroup  

Fraud can take many different forms. Money lost to fraud can lead to increased premiums, other costs for beneficiaries, and most 
disturbingly, diminished quality of care. In some cases, Medicare fraud can result in the denial of medically necessary treatment. 

Defined as “the collection of Medicare health care reimbursement under false pretenses,” Medicare fraud is estimated to cost tax-
payers anywhere from $60-80 billion every year (calculated using 2012 Medicare expenditures of approximately $600 billion). 

Examples of fraud include billing for services or supplies never provided; double-billing or overbilling; and/or incorrectly reporting 
diagnoses, procedures, medications, or equipment to generate higher payments.

The 1997 federal Health Care Fraud and Abuse Control Program, a joint effort of the Departments of Justice and Health and 
Human Services, has been has been making tremendous strides in returning monies to the Medicare Trust Funds and the trea-
sury, recovering a record-breaking $4.3 billion in taxpayer dollars in fiscal year 2013, according to a statement issued by the U.S. 
attorney general in February 2014. 

Another federal program, the Senior Medicare Patrol (SMP) of the U.S. Administration for Community Living, a volunteer net-
work developed to educate about and prevent Medicare fraud, is making a difference on a more grass-roots level in Pennsylvania 
and elsewhere across the country.  

The Center for Advocacy for the Rights and Interests of the Elderly (CARIE)—a private, non-profit organization dedicated to 
improving the well-being, rights, and autonomy of older adults—started the Pennsylvania SMP nearly two decades ago. Its volun-
teers give fraud prevention presentations to seniors, caregivers, and others at senior centers, faith communities, and other venues 
across Pennsylvania. Audiences are given real-world examples and education on how to protect themselves and Medicare, how 
to detect fraud, and where to report it. Volunteers also staff tables at health fairs and senior expos. The PA-SMP’s 65 volunteers, 
through partnerships with AARP, APPRISE, and RSVP, have informed tens of thousands about Medicare fraud.  CARIE’s PA-
SMP staff also respond to inquiries related to fraud and distribute scam alerts to interested consumers.

Curbing 
Medicare Fraud: 
The Pennsylvania  
Senior Medicare Patrol 

For more information about CARIE and the PA-SMP,  
call 1-800-356-3606 or visit CARIE online at carie.org.
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By Susan J. Burlingame

hecking for ticks is a fairly 
regular practice in the 
household of Kelly Shan-
non and her husband, 
Mark, an Adams County 
fruit and vegetable grow-

er. The couple’s three boys, in addition 
to spending time outdoors recreation-
ally, often help their father on the farm. 
Aware of the prevalence of Lyme disease 
in Pennsylvania, the couple educated 
the boys and encouraged them to be 
cautious.

Education, caution, and regular tick 
inspections, however, did not prevent 
two of the three boys from contracting 
Lyme disease, a growing problem in 
rural—and urban—Pennsylvania.

“We would always check their hair, and 
limbs, and torsos, and we often found 
the bigger types of ticks and took them 
off,” said Kelly. “We thought we were 
doing what we were supposed to.”

According to the Centers for Disease 
Control and Prevention (CDC), “Lyme 
disease is caused by the bacterium Bor-
relia burgdorferi and is transmitted to 
humans through the bite of infected 
blacklegged ticks. Typical symptoms 
include fever, headache, fatigue, and a 
characteristic skin rash called erythema 
migrans. If left untreated, infection 
can spread to joints, the heart, and the 
nervous system.”

 “When Tyler started getting sick a lot, 
Lyme disease was the furthest thing from 

our mind,” Kelly said. “But after a series 
of tests for other illnesses, the doctor con-
firmed that Tyler had Lyme disease.”

The trouble with Tyler’s diagnosis—and 
with his brother Jack’s a couple of years 
later—was that none of the circum-
stances fit the Shannons’ understanding 
of the disease.

1) They never saw the offending tick. 
(Deer ticks can fit on the head of a pin.)

2) There was no tell-tale bull’s eye rash 
on Tyler; conversely, Jack had bull’s 
eye rashes all over his body, rather than 
around a single bite. (Studies suggest that 
anywhere from 30-60 percent of Lyme 
victims will never get a bull’s eye rash.)

3) The boys’ symptoms were different 
from each other’s. (One kept getting 
sicknesses like strep throat and had trou-
ble sleeping; the other had more typical 
flu-like symptoms and exhaustion.)

4) It was winter. (Black legged ticks can 
be found in every month of the year.)

Fortunately, both boys responded to 
antibiotics and have recovered. None of 
Kelly’s statements, however, would come 
as a surprise to Douglas Fearn, presi-
dent of the Lyme Disease Association of 
Southeastern Pennsylvania (LDASEPA), 
an all-volunteer organization aimed at 
improving the lives of people suffering 
from Lyme and other tick-borne dis-
eases and preventing new cases through 
education, support, public information, 
research, and partnership.

“Pennsylvania has more Lyme dis-
ease cases than any other state in the 
country, with some five to six thousand 
reported cases, though the CDC esti-
mates the number could be ten times 
higher due to unreported and misdiag-
nosed cases,” Fearn explained. “People 
can contract the disease any time of 
year virtually anywhere—rural or ur-
ban. The only place where one is truly 
safe is in the middle of a big parking lot 
in the full sun.”

“There are other tick-borne illnesses 
people contract, the most common of 
which, in Pennsylvania, are Babesiosis 
(a blood parasite, similar to malaria) 
and Bartonella (another bacterial dis-
ease). Both diseases can cause serious, 
long-lasting health issues, and they 
require different types of antibiotics 
from those used to treat Lyme disease,” 
Fearn added, saying he believes the 
failure to diagnose and treat these and 
other tick-borne diseases are why some 
people never seem to recover from 
Lyme.

“Lyme disease is spread by deer ticks; 
the more deer you have in an area, the 
more Lyme disease you see,” Fearn said. 
“Each deer can be host to up to 3,000 
ticks, and each female can lay 10,000 
eggs, so it doesn’t take much to spread 
the population really quickly.”

“Lyme gets very little funding from 
the National Institutes of Health,” 
lamented Fearn, himself a Lyme disease 
victim. “There just isn’t enough re-

Defeating Lyme disease in Pennsylvania: 
An Enduring Challenge

6  |  PORH.psu.edu 
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search going on. And despite how much 
we know about Lyme disease and how 
to prevent it, the challenge is still to get 
people to take precautions. In Penn-
sylvania, you have to protect yourself 
every single time you go outside, even if 
you’re just going out to your garden to 
harvest a tomato for dinner.” 

“Mice are the reservoir for the bacteri-
um that causes Lyme disease,” explained 
Thomas Ford, commercial horticulture 
educator for Penn State Extension. “A 
young tick’s first meal is usually on a 
rodent—many of which carry Lyme as 
well as other dangerous tick-vectored 
diseases.” Ford says the precautions in-
clude keeping the landscape manicured 
(to reduce the mouse population), keep-
ing children’s playground equipment 
away from the edge of the woods, using 
an appropriate level of DEET (at least 
20 percent) or other approved insect re-
pellant, wearing light colored clothing, 
and tucking pants into socks. 

Clothing treated with permethrin, a 
powerful insecticide that kills ticks, 
also is available. “After being out-
doors, individuals should be vigilant 
about showering and inspecting every 
part of the body. Ticks tend to hide in 
the nooks and crannies,” Ford said.

“I almost never meet a grower who 
hasn’t had Lyme himself or doesn’t 
know someone who has,” said Jim 
Harvey, rural health farm worker 
protection safety specialist with the 
Pennsylvania Office of Rural Health, 
who travels the commonwealth pro-
viding information to growers about 
the federal Worker Protection Stan-
dard. Though his chief responsibility 
is to discuss safety measures related 
to pesticide use, Harvey has begun 
distributing a booklet published by 
LDASEPA titled Lyme Disease and 
Associated Diseases: The Basics. The 
booklet gives “a plain language intro-
duction to Lyme and other tick-borne 

diseases” and offers practical informa-
tion on diagnosis, treatment, tick re-
moval, finding doctors, and additional 
references. 

“We’re seeing so much Lyme disease 
out there,” Harvey concluded. “The 
more information we can provide to 
Pennsylvania growers and to the gen-
eral population, the better chance we 
have of reducing the number of people 
who suffer from the disease.” 

“Despite all of our efforts, the inci-
dence of Lyme disease is increasing,” 
concluded Doug Fearn. “I hope some-
day I work myself out of a job and see 
those numbers drastically reduced.” 

For more information about Lyme  
disease, visit LymePa.org, or cdc.gov/
lyme. For clothing treated with perme-
thrin, visitinsectshield.com.
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A Medical Student’s Perspective
By Ashley Baronner

Before I wanted to 
become a physician, I 
dreamed of becoming a 
ballerina. At age three, 
my parents took me to 
see the Nutcracker. I 
was captivated by the 
performance, and de-
clared that I was going 
be on stage someday. 
From that moment 
forward and throughout 
high school, my passion 
for classical ballet was 
unwavering. Although 

ballet is no longer a large part of my life, I often draw par-
allels between the culture of the ballet world and medical 
education. The discipline and focus I learned as a young 
dancer made me a better student in the academic setting 
and provided a strong foundation for my work ethic as a 
medical student. 

Having recently transitioned from my second to third year 
of medical school, I am beginning to notice more simi-
larities between these two very unique professions. “The 
Art of Medicine” is a phrase I hear frequently and deeply 
appreciate as a student striving to master the vast amount 
of medical information as well as grasp the intricacies of 
applying this knowledge to individual patients. However, 
after a few weeks as a third-year medical student I feel that 
this phrase should be tweaked. Medicine is a performing 
art. The hours a ballet dancer spends at the barre master-
ing the technique are analogous to the first two years of 
medical school spent mastering anatomy, biochemistry, 
physiology, and pathophysiology. A ballet dancer must de-
velop a strong technical foundation before performing on 
stage for an audience, just as a medical student must ab-
sorb the vast amount of medical information and pass the 

United States Medical Licensing Examination (USMLE) 
boards prior to treating patients in a clinical setting. As a 
third-year student, I must communicate complex medi-
cal information to patients and their families and present 
information at rounds to my fellow students, residents, and 
attending physician. This act feels like a performance and 
embodies “The Art of Medicine.” I am beginning to see 
how important my first two years of medical school were 
for learning the language of medicine. Yet as a third-year 
student completing clinical rotations, I realize how much 
refining I must do to successfully apply this knowledge to 
my audience, whether this be my patients or my team of 
physicians. This is the true performing art of medicine.

With every clinical encounter, I must modify the way I 
interact with my audience, the patient, based upon his/
her unique medical and personal attributes. Communicat-
ing a diagnosis and treatment plan to a patient not only 
requires an understanding of the facts, but also demands a 
demonstration of empathy and compassion for the patient. 
It is the art form of medicine that enables physicians to 
establish connections with their patients and convey their 
knowledge in an appropriate manner. Just as every ballet 
dancer generates a unique energy and expression of their 
art on stage, physicians have very individual approaches 
to practicing their art and skill set. Furthermore, the 
instruction and expertise from more advanced clinicians 
has the potential to shape the type of doctor an impres-
sionable student may become. While I am still very early 
in my medical training, I am very excited to perform the 
art of medicine and develop my own approach to treating 
patients. Now that I have completed my two years of class-
room learning, I am ready to face the challenges of clinical 
medicine and utilize my knowledge in a way that is un-
derstandable and compelling to my patients. I am hopeful 
that I will develop the ability to motivate patients to live 
healthier lifestyles, as well as treat more acute concerns. 

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, formerly Jefferson Medical College. Ashley 
is the daughter of Larry Baronner, PORH’s rural health systems manager and deputy director.
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The Pennsylvania Medicare Rural Hospital Flexibility (Flex) Program received an award for quality reporting for the state’s 
Critical Access Hospitals (CAHs). Presented by the Federal Office of Rural Health Policy of the Health Resources and Services 
Administration, the inaugural State Quality Ranking Award recognizes the program’s efforts to improve the quality of care 
provided in the state’s smallest and most rural hospitals.

Quality reporting is a component of the Medicare Beneficiary Quality Improvement Project (MBQIP), an initiative designed 
to improve the quality of care in CAHs by increasing voluntary quality data reporting and then driving quality improvement 
activities. The project provides an opportunity for individual hospitals to look at their data, measure their outcomes against 
other CAHs, and partner with other hospitals on quality improvement initiatives.

Pennsylvania was one of twelve states acknowledged for reporting on inpatient and outpatient services and for completing 
and submitting patient satisfaction scores through the Hospital Consumer Assessment of Healthcare Providers and Systems 
(HCAHPS), a national standardized survey instrument and data collection methodology for measuring patients’ perspectives 
on hospital care. Pennsylvania was one of the first states to achieve 100 percent reporting from all CAHs on these metrics.

A CAH is a small rural hospital certified under a set of Medicare Conditions of Participation. CAHs may have no more than 
twenty-five inpatient beds; offer twenty-four-hour, seven-day-a-week emergency care; and are located at least thirty-five miles 
from any other hospital or CAH. The Pennsylvania CAH program is administered through the Pennsylvania Office of Rural 
Health (PORH).  

Larry Baronner, PORH’s rural health systems manager and deputy director, coordinates the CAH program in Pennsylvania. 
“The Pennsylvania Critical Access Hospital Quality Improvement directors have made a concerted effort to measure quality 
performance in their hospitals. They are continually striving to improve quality performance and should be commended for 
their efforts,” he noted.

For additional information, please contact Larry Baronner, rural health systems manager and deputy director,  
Pennsylvania Office of Rural Health, at (814) 863-8214 or ldb10@psu.edu.

Pennsylvania’s Critical Access Hospital Program 
Receives National Award

Join your rural colleagues in celebrating 
the 5th Annual National Rural Health 
Day, November 19, 2015.  

Visit celebratepowerofrural.org/ for informa-
tion on national webinars and Celebrate the 
Power of Rural!

The Pennsylvania 
Office of Rural Health 
has moved!

Please note our new address:  
310 Nursing Sciences Building 
University Park, PA  16802

Other contact information remains the same. 
Telephone: 814-863-8214 
Fax: 814-865-4688 
Website: porh.psu.edu

Staff e-mail addresses also remain the same. 
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“Heroin. It’s not just an urban problem. It’s an everywhere 
problem. An every-age problem. An every-race problem. An 
every-socioeconomic-status problem.”

In March 2015, the Centers for Disease Control and Preven-
tion (CDC) reported that the rate for deaths involving heroin 
has almost tripled since 2010.

People are dying. More every year.

Susan Kelly, a grieving mother from Indiana County, knows 
this truth all too well. She lost her son Daniel to an accidental 
heroin overdose in 2005. A bright and talented young man 
with enormous potential, Daniel was only 23 years old when 
he died. He had been battling his addiction for several years, 
Kelly said, but the drug had too much power over him. 

What is worse, Kelly believes her son’s death could have been 
prevented. She believes that the friends with Daniel on that 
fateful day “knew something was wrong, but they didn’t have 
access to naloxone, a medicine that reverses opiate overdose, to 
give to Dan. They were also afraid to call 911 for fear of being 
prosecuted on drug charges. They eventually brought him to the 
hospital, dropped him off in the parking lot, and drove away.”

But it was too late.

A few years after Daniel died, Kelly went to console a friend 
who had lost her child as well. Realizing there were positive 
actions she could take to help others, Kelly decided to start a 
support group, and for a time, became a counselor for GRASP 
(Grief Recovery After a Substance Passing), a national not-
for-profit organization providing resources and support to the 
people left behind. Though the GRASP support group did 
not really take hold, despite the fact that Kelly knew of at least 
six other families in Indiana County who had lost children to 

heroin overdose, Kelly continues to field phone calls and be a 
resource person for those who reach out.

Kelly also decided to testify in commonwealth heroin crisis 
hearings in hopes that the state would pass laws legalizing a 
drug called naloxone (commercially known as “Narcan”) which 
reverses the side effects of a narcotic overdose, and to providing 
immunity from prosecution to those who call for help.  

“Heroin is extremely addictive and extremely inexpensive,” said 
Barry Denk, director of the Center for Rural Pennsylvania. “It 
has become a huge crisis all over the commonwealth as well as 
nationwide. We did some research and found that in Pennsyl-
vania, more adults between the ages of 20-44 die from drug 
overdoses than from motor vehicle accidents.”

According to Denk, an annual rural health briefing held in 
spring 2014 in Harrisburg yielded the idea for public hearings 
on the growing crisis.

At the briefing, co-sponsored by the Pennsylvania Rural Health 
Association, the Pennsylvania Office of Rural Health, the 
Center for Rural Pennsylvania, and other organizations, legisla-
tors are updated on the status of health care for rural residents, 
communities, and delivery systems, Denk explained. 

“As we always do, we ask legislators to talk about issues in their 
districts, and the topic of heroin and opioid addiction and 
abuse—particularly in rural areas— came up. As a result, the 
Center for Rural Pennsylvania decided to hold a series of public 
hearings around the state to raise awareness about the issue and 
strategize about solutions.”

More than 20 hours of testimony from more than 50 individu-
als, including Susan Kelly, plus hundreds of pages of written 
testimony from emergency room doctors, law enforcement of-

Heroin Addiction: 
A Growing Problem in Rural Pennsylvania

By Susan J. Burlingame
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ficers, prison directors, family members of victims, and others 
helped lead to the passing of two important bills. 

“There were two pieces of legislation working their way 
through the Pennsylvania House and Senate that, supported 
by the awareness created by these hearings, were passed in 
November 2014,” Denk explained. “One was the Good 
Samaritan bill (Act 139), which means that if you’re with 
someone overdosing on drugs, you can call for assistance and 
not be subjected to prosecution. The Good Samaritan bill 
also allows first responders and family members (who often 
are the first responders) to carry naloxone and administer it to 
drug-overdose victims. Naloxone effectively reverses the effect 
of the overdose and can save lives if administered right away.”

The other bill passed was the prescription drug registry bill, 
Act 191, which keeps a record of a person’s prescription medica-
tions regardless of which doctor prescribes them. “When an 
individual’s doctor stops writing prescriptions, the individual 
simply goes to another doctor for a prescription. Nearly 80 

percent of people addicted to heroin begin with an addiction 
to prescription medications. This bill protects individuals as 
well as the medical community by effectively halting over-
prescription.”

While there is much more to be done, Denk concluded, the 
new laws as well as all that’s been done to raise awareness, 
are a good start.

Though Kelly will always feel the loss of her son, she is 
channeling her energy toward positive activities related to 
heroin addiction.

“I am so glad to have played a small role in seeing these 
important laws get passed,” said Kelly. “Heroin addiction 
can happen to anyone, anywhere. Sharing my story helped 
me to help others.”

For more information on GRASP, visit grasphelp.org. 
For information on drug abuse and treatment, visit the 
National Institute on Drug Abuse at drugabuse.gov. 

People who stop smoking greatly reduce 
their risk for disease and premature death.   

Cause and effect. Simple logic. 

And yet, people continue to smoke or 
begin smoking fully knowing the risks. 
Among current U.S. adult cigarette 
smokers, 68.8 percent report wanting to 
quit smoking completely, but “wanting” 
is surely not enough. Despite perfect 
logic—tobacco-use causes disease and 
death; giving up tobacco reduces one’s 
risk of getting certain life-threatening 
diseases—people have a difficult time 
quitting due to stress, social pressures, 
fear of weight gain, withdrawal symp-
toms, and other factors.

According to a 2012 report by the 
American Lung Association titled Cut-
ting Tobacco’s Rural Roots: Tobacco Use 
in Rural Communities, “People living in 
rural communities are more likely to use 
tobacco and they have especially high 
rates of smokeless tobacco use. Rural 
Americans also are more likely to be 
exposed to secondhand smoke and less 
likely to have access to programs that 
help them quit smoking.”

An initiative sponsored by the Pennsylva-
nia Department of Health, “Fax to Quit,” 
provides access to help for people through-
out the Commonwealth who want to quit 
using tobacco. It allows both health care 
and non-health care professionals to refer 
tobacco users to the PA Free Quitline—a 
free, confidential program of helpful tools, 
information, and support for individuals 
who are ready to quit. Without the need 
to travel, consumers can access services 
that include a quit plan, up to five coun-
seling calls with a trained quit coach, 
and nicotine-replacement education and 
therapy for eligible participants. For preg-
nant women, an opt-in program increases 
the number of free counseling calls to 10 
(up to five during pregnancy and up to 
five post-partum). Since 2010, the Fax to 
Quit initiative has allowed primary care 

providers to receive confirmation of 
contact and fax-back reports on patient 
progress.  

Follow-up calls are made at three, six, 
and 12 months after completion of the 
program; according to the pa.quitlogix.
org website, one-third of callers not 
only quit smoking but are tobacco-
free after six months. The majority of 
those referred through the Fax to Quit 
initiative indicated they were mostly or 
very satisfied with the PA Free Quitline 
services, materials, and counselors. More 
than 13,000 tobacco users access the 
counseling services of PA Free Quitline 
each year. 

For more information, visit COGInc.org  
or pa.quitlogix.org.  

Access to Tobacco Cessation Programs  
in Pennsylvania is Only a Fax Away
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t is amazing what a little walking can do. It can connect 
families and friends. It can help people lose weight, fight 
illness, and boost endorphins. It can introduce people to 
places they have never been.

Promoting wellness through educational programs and activi-
ties has long been a goal of Penn State Extension. Everybody 
Walk Across PA, a free, eight-week, non-competitive program 
sponsored by Extension has been growing in popularity. Karen 
Bracey, extension educator for Penn State Extension in Wyo-
ming County, coordinates the statewide program.

“It’s called ‘Everybody Walk Across PA’ because there is a 
similar national movement with lots of resources,” Bracey said, 
explaining the program was first established in Texas. “The 
program is intended to be a semi-structured walking program 
to give people a little bit of a nudge to get into the habit of 
walking. As we brainstormed and talked about it, we realized 
we could use technology to reach a lot of people.”

Everybody Walk Across PA encourages teams of five to log 50 
miles of walking per week (10 miles per person) for eight weeks 
during April and May. Teams register online with Penn State 
Extension, and team captains report their miles each week. 
Team members receive weekly e-mails about fitness, nutrition, 
and other health-related issues. There are no requirements for 
when, where or with whom participants walk, as long as they 
are part of a team and report their miles to the team captain.

“We realized we also could use the program to promote econom-
ic development and tourism in an area by highlighting places to 
walk. We hope to inspire people to go somewhere they haven’t 
gone before and discover something new,” Bracey said. In spring 
2014—the first statewide attempt—Everybody Walk Across PA 
promoted places along Route 6 in Pennsylvania. In 2015, people 
were encouraged to explore many of the state’s parks.

Participants range in both ability and age, Bracey explained. 
“Some are experienced walkers. Some are just getting started 
in a physical activity program. Some are marathon runners 
and some are people for whom walking even a quarter mile is 
a challenge. We have all age ranges and capabilities, but by the 
end of eight weeks, we hope they are in the habit of walking.”

During the program’s first year, approximately 1,000 people 
participated. In 2015, more than 1,700 people participated 
from 49 Pennsylvania counties who reported a total of 194,332 
miles walked. A follow-up survey yielded some interesting out-

comes. “We found the program had an impact on the children 
of parents who walked, even if the children weren’t participants 
themselves” reported Bracey. “Thirty-six percent of respondents 
reported an increase in fruit and vegetable consumption, and 
ninety-five percent reported an increase in physical activity.” 

The program is free, voluntary, and does not award prizes for 
most miles. “Teams are under no obligation to walk together, but 
many do. Fun and wellness are our main objectives, and people 
enjoy coming up with interesting team names [Cirque du Sore 
Legs, Flab U Less, Kitchen Divas, to name a few] and ways to 
motivate each other.”

After two successful years coordinating the program, Bracey has 
goals for its growth. “In the future, we’d like to see more schools 
and organizations and companies incorporate this program into 
the wellness programs for their students and employees. The 
beauty of the program is that it is Internet based, which means 
there really is no limit to the number of people who participate.

Ultimately, I would like to see the program expand in terms 
of numbers,” Bracey concluded. “But we also want to see this 
program serve as a little bit of an umbrella for the educational 
programs we have and as a way to deliver those pieces to peo-
ple—Dining With Diabetes, Strong Women, and more. Because 
we get a large number of participants, the potential for people 
to get involved in some of Extension’s other health and wellness 
programs is higher.” 

Best of all, she said, “People are actually walking.”

For more information, visit  
extension.psu.edu/health/walk-across-pa.
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Everybody Walk Across PA participant quotes from the 2015 follow-up survey:

“Increased the amount of water I drank and reduced unhealthy snacking.”

“I have never exercised a lot before joining Everybody Walk Across PA. I am now trying  
 to lose weight, and the walking and physical activity really helps.”

“My teenage daughter made adjustments to her eating habits and exercised with me.”

 “My whole family became more active.”

Plus, 44 percent said they planned to visit a State Park they learned about during the program.

 “I just want to pack a lunch and head out.”

 “I didn’t realize how close some of these parks were to me. I plan to visit!”
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Upcoming Events

  May 10-13, 2016

39th Annual National Rural Health Conference
Minneapolis, MN

Sponsored by the National Rural Health Association

ruralhealthweb.org/annual, 816-756-3140

  April 2016 (date to be announced)

2016 Community and Public Health Conference
Harrisburg, PA

Sponsored by the Pennsylvania Public Health Association, the 
Pennsylvania Office of Rural Health, the National Network of 
Libraries of Medicine-Middle Atlantic Region, and other partners

porh.psu.edu, 814-863-8214

  February 2-4, 2016

27th Rural Health Policy Institute
Capital Hilton, Washington, DC

Sponsored by the National Rural Health Association

ruralhealthweb.org/pi, 816-756-3140


