








3. A large percentage of our cases involves parenting education In general, VNAC works case-by-case to improve the overall

needs and nursing case management. VNAC has begun using health and safety of the children of our community. In as much as
an evidence-based tool, Life Skill Progression Tool, to not only representatives are also involved in the formation of a Northampton
assess a family’s possession of specific life skills, but also County Child Advocacy Center, we are collaborating with other
objectively monitor progression to obtaining necessary life community representatives to bring a source of constant, centered
skills (i.e., safe relationships, attendance to medical/mental child advocacy to this county, similar to that found in Lehigh
health needs, basic essentials met, child development, etc.). County. Also, representatives serve on the Fatal and Near Fatal

This assessment is done quarterly on each family and helps Review committees for the counties.

determine goals for the coming quarter(s). Graph 23 demonstrates
that the majority of families are improving or able to function
within ‘acceptable ranges” despite whatever the reason is for
Children and Youth involvement. The two most notable areas
of improvement were in the Relationships and Access/Use of
Appropriate Healthcare domains, with almost 20 percent
improving into the acceptable range.

VNAC CLIENTS: LIFE SKILL
PROGRESSION ASSESSMENTS FROM
ADMISSION TO DISCHARGE

For more information about the PATH and
VNAC programs, please contact Melissa
Craig, 484-526-6203 craigmm@slhn.org.

Graph 23
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Minority Health Initiatives

Our Partnership
efforts will continue,
potentially in new
ways, as they
Intersect with other
community efforts
and partners so

we achieve the
most we can in an
efficient and non-
duplicative manner.

Healthy People 2020 Objectives

AHS-1.1
AHS-3

Increase the proportion of persons with medical insurance.

Increase the proportion of persons with a usual primary
care provider.

During the past two decades, one of Healthy People’s overarching goals has focused on disparities. In Healthy
People 2000, the goal was to reduce health disparities among Americans. In Healthy People 2010, it was to
eliminate, not just reduce, health disparities. In Healthy People 2020, that goal was expanded even further:

to achieve health equity, eliminate disparities and improve the health of all groups.

Since the Partnership began, our efforts have contained a strong emphasis on reducing and eliminating
health disparities experienced by our increasingly diverse community. One of our main efforts threaded
throughout all our projects has been the facilitation of access to a usual source of primary care — a medical
‘home’ Our Partnership efforts will continue, potentially in new ways, as they intersect with other community
efforts and partners so we achieve the most we can in an efficient and non-duplicative manner.

This past year was robust with activities that attend to the needs of our uninsured and disconnected families.
While perhaps appearing disconnected, each project attends to populations within our community that have
experienced and continue to experience, health disparities and access to care issues.

Mosser Family Center — Mobile Medical Services

Providing a means for uninsured individuals/families to access basic medical services prompted the team
from the Mosser Family Center to approach St. Luke’s, requesting a partnership that would primarily serve
the families living in the East Side of Allentown service area. The family center staft support families living
in this area for many other community related needs, and the hospital would meet medical needs. Since
the start of this partnership in 2008, over 685 clients have received service, the vast majority being new

to the service/area.

This weekly clinic is staffed by a Nurse Practitioner, a nurse, and a Family Liaison who not only attend to
medical needs, but also referrals and assistance linking them to medical insurance and a medical home.
The importance of the liaison cannot be underscored in these projects to support the application process.
The number of individuals that completed the process was highest during the year (2009-10) that we had
support for the entire year. This most current year, over 50 percent of all insurance referrals came from
this one site, with 50 percent involving families that were uninsured.
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Our goal for 2011-12 is to provide more timely and complete
follow-up for all referrals (i.e., insurance, medical home, social
services, etc.) so that we can create more than just a one-time access
point — our goal is to be a true linkage site for the families we serve.
Other potential models of care, including the HealthLeads model,
are in consideration for us to best serve these needy families.

MOBILE MEDICAL SERVICES AT

MOSSER FAMILY CENTER
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Graph 24

Community Health Center Network

The Bethlehem Partnership remains committed to the success of the
Neighborhood Centers of the Lehigh Valley’s (NHCLV) quest for
Federally Qualified Health Center status as a means of providing
quality service to those most in need. During this past year, NHCLV
successfully received the FQHC look-a-like status and has been
providing services to the community.

While the designation is the first step, there remain other steps to
formally and successfully achieve a fully funded status for this local
center with two current Allentown based sites (Vida Nueva at Casa
and New Life at the Caring Place). This community needs the
FQHC funding and, if achieved through the 330 federal application
process, the care needed for the 65 percent of clients visiting the
NHCLYV sites that are uninsured (most of these between the ages
of 18-50 years) is a realistic goal.

Partnering with the health systems in the area allowed for
development of the infrastructure needed to develop this network
(primarily Lehigh Valley Hospital and Health Network and Pool
Trust Foundation), as well as expansion of services that includes
on-site portable vision and dental care (St. Luke’s Hospital & Health
Network) and referrals to Sacred Heart Hospital Dental Clinic.

Goals for the coming year include integrating behavioral health
services into their practices by partnering with a local organization
and re-submission of the 330 funding application. Also included
will be the proposed expansion to South Bethlehem, an already
designated medically underserved area.

Access to Culturally and Linguistically Responsive Services

As our local community grows and further diversifies, the need

for health systems and services that are culturally and linguistically
responsive is imperative. Developing a community health center
network helps to connect those disconnected. Providing community
based services such as those through HeadStart or the Mosser Family
Center mobile clinic, helps to provide initial access services for
those new to the community or disconnected as well. Encouraging
and facilitating quality services at each partnering health entity

are imperative as well.

As part of the 2002 State Health Improvement Plan (SHIP) grant
and 2006 community call to action (signed by community leaders),
St. Luke’s Hospital & Health Network has continued to pursue
opportunities to facilitate quality access for those with communication
barriers or limited English proficiency. To this end, great progress

has been made and, with the support of a business partner, access to
ASL sign language interpretation in a timelier manner and medical
interpretation services over the phone are now going to be more readily
accessible to everyone coming into contact with this health system.

Medical Insurance/Access to Care Project

Challenging times are upon us and the difficulties achieving medical
insurance coverage for families (especially adults) demonstrate that
need. In Lehigh and Northampton Counties, the rate of uninsured
(all ages) is 21 percent and 19 percent, respectively, as per the 2010
Census data. When we look at some of the local programs, the rates
of individuals accessing our services far outweigh those percentages:

= 33 percent of our mobile youth center clients and 32 percent
of the mobile dental van clients are uninsured.

= Nearly 100 percent of families accessing services through
our Mosser Family Center are uninsured.
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Minority Health Initiatives continued

Healthy People 2020
defines health equity
as the “attainment
of the highest level
of health for all
peaople. Achieving
health equity requires
valuing everyone
equally with focused
and ongoing societal
efforts to address
avoidable inequalities,
historical and
contemporary
Injustices, and

the elimination of
health and health
care disparities.”

In general, the BPHC partners focus efforts on connecting uninsured families with a source of care and
assistance with the medical insurance application process. Graph 25 reflects our collective efforts since 2007,
specifically, the efforts of the BPHC clinical initiatives and the Bethlehem Health Bureau for this year (as
opposed to years prior that included more partners).

INSURANCE ASSISTANCE INITIATIVE RESULTS
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Bethlehem Partnership Annual BASD Minority Award

Each year the Partnership supports and promotes academic achievement and educational opportunities for our
local minority youth. This past year, the BPHC scholarship was awarded to Raymundo Rosa who also was a
“School To Work” Liberty High School student. Raymundo will be attending Northampton Community
College in the fall.

Community Services for Children, Inc. (CSC) — HeadStart Services

The longstanding partnership for our youngest children in a learning environment continues with CSC.
While CSC staff diligently work with families to connect each to a medical home with medical insurance,
there are still those that need some help up front. This last year, we provided entry related physical
examination and immunizations to 20 uninsured children. In addition, ten children received screening
and needed restorative dental care through our Dental Initiative.

Overall, the CSC staff reports that of the 1,099 children accessing their services, 91 percent of all children
completed their physical exams, with 95 percent being up to date on immunizations, and 85 percent
completed the requisite dental exam. Not discounting the high-need nature of the families with which
they work, their efforts are to be commended. It is interesting to note that 19 percent (208) of these children
have asthma, the number one medical health condition of children in their programs.

For more information regarding the Partnership efforts regarding these
projects, please contact Melissa Craig, 484-526-6203 or craigmm@slhn.org.
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Minority Influenza and Pneumococcal

Immunization Campaign * FY 2011

Healthy People 2020 Objectives:

IID-12: Increase the percentage of children and adults who are vaccinated annually against

seasonal influenza.

IID-13: Increase the percentage of adults who are vaccinated against pneumococcal disease.

The Pa. Department of Health reports that, nationally, it is estimated
that over 36,000 people die from flu-related complications each year.
In Pennsylvania, approximately 1,000 deaths occur each year.

Minority populations are significantly less likely to receive
vaccinations, and therefore are at greater risk of illness and death
from influenza and pneumonia. Our local partners join efforts to
focus on these individuals to provide them with free influenza and
pneumococcal vaccines. Immunization clinics are held at multiple
community-based sites and on the Health Star mobile van. These
sites are located throughout the greater Bethlehem area.

For the 2010-11 influenza season, a total of 12 immunization
clinics were held at community sites that provided easy access for
the low-income and minority populations to obtain their vaccines.
Shelters and soup kitchens were included in these sites. A total

of 518 influenza vaccines and seven pneumococcal vaccines were
administered to this population. This is a 30 percent increase

in the number of influenza vaccines that were administered in

the previous year.

Each year the minority influenza and pneumococcal program
partners with students from the Health, Medicine, and Society class
at Lehigh University. Karen Hicks, PhD, is the professor of this class.
Students conduct outreach efforts among minority and underserved
areas to raise awareness of influenza vaccine availability. At the same
time, they have individuals complete an influenza and pneumococcal
vaccine survey to help us get a better understanding of the barriers
that prevent this population from getting vaccinated.

For 2010-11, there were 420 surveys completed throughout the greater
Bethlehem area done through convenience sampling. Surveys were
available in both English and Spanish. Students analyzed the survey
data and presented the information during class. This data will be
used to help design and implement future influenza and pneumococcal
immunization campaigns.

Graph 26 shows a portion of the data the Lehigh students presented.
The most commonly reported reasons for not getting a flu shot were
being unsure if they needed a shot (14 percent) and their doctor
never told them to get the flu shot (11 percent). Another 7 percent
reported that they do not have a primary care doctor.

REASONS FOR NOT GETTING FLU VACCINE
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Graph 26

Bethlehem Partnership Annual Report ¢ 32



Minority Influenza and Pneumococcal

Immunization Campaign * FY 2011 continued

The Pa. Department
of Health reports
that, nationally, it
IS estimated that

over 36,000
people die from
flu-related
complications
each year.

Students noticed that many survey respondents lacked education about the health care system. Respondents
were unaware of health resources, unsure of what health related questions to ask their primary care
physician, or were underinsured or uninsured. It also seemed that many respondents did not understand
the term “chronic disease.” Many reported not having a chronic disease but then circled the illness they had,
not realizing it was a chronic disease. In future surveys this question will need to be clarified to ensure
accurate data are being collected.

2010 2009 | 2008 | 2007 | 2006 | 2005 | 2004 | 2003 | 2002 | 2001
N =420 | N=602 | N=622 | N=950 | N=618 | N=633 | N=70 | N=227 | N=371 | N=107

Ever had a
pneumonia 23% 22% 24% 30% 22% 27% 40% 22% 31% 26%
vaccine

13:c il 64% | 63% | 65% | 63% | 60% | 58% | 47% | 68% | 73% | 54%
flu vaccine
Had a flu
vaccine 46% | 41% | 44% | 40% | 34% | 32% | 53% | 59% | 51% | 44%
last year

N = number of people surveyed

In future influenza and pneumococcal
immunization campaigns, students recommended
conducting an education campaign, focusing
efforts on the following points:

= The importance of getting a flu shot, especially
for those with chronic illnesses

= Risks, if any, associated with getting a flu shot
= Preventative measures for flu and chronic diseases

= How to access health resources in
the community

For more information about this initiative, please call Julie Kindig, RN,
Nurse Coordinator, at 484-526-6204 or email kindigj@slhn.org
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Adolescent Career Mentoring Initiatives

Healthy People 2020 Objectives:

AH-5:

AH-5.1
four years after starting 9th grade.

AH-5.3:

Increase educational achievement of adolescents and young adults.
Increase the proportion of students who graduate with a regular diploma

Increase the proportion of students whose reading skills are at or above

the proficient achievement level for their grade, 12th grade.

Over the 14 years that the Partnership has committed to improving
educational achievement for at-risk youth, we have grown our
programs into a multi-year step approach that is aimed at academic
achievement, career exploration and job skill development.

Specifically, our programs begin with in-school English Acquisition
students in our School To Work program, a partnership with the
Bethlehem Area School District that exposes these youth to career
options while strengthening English language skills and overall
academic performance. These and other eligible youth are then able
to work in the Health Career Exploration Program, a subsidized
employment program through a partnership with CareerLink
Lehigh Valley, until they graduate high school. Finally, for those
high school graduates that qualify and are accepted, our Next Step
program (another CareerLink Lehigh Valley funding partnership)
provides on-the-job training in subsidized entry level positions in
St. Luke’s Health Network. This training strengthens job skills and
enables students to gain valuable skills and experience with the goal
of obtaining unsubsidized employment in the health care arena. At
every level, academic achievement is stressed with mentoring and
support provided.

Looking ahead to the HP2020 goals, improving the percentage

of students achieving high school graduation within four years,
considering their language development needs, is a challenge.
Increasing the proportion of students whose reading skills are at
or above the proficient level for their grade will also be a challenge,
but we believe our community efforts will demonstrate progress

in these two areas as well as current progress achieved since 1997.

School To Work Program

Graph 27 depicts the graduation rates of senior level students

since 2001. Of the 12 (12/14) students who graduated this year,

nine are pursuing higher education in the fall of 2011 and two plan
to attend in the spring semester of 2012. We are fortunate to have
the commitment of the hospital and partnering departments to
provide observational experiences for the youth to explore potential
careers while practicing their English (written and spoken) language
skills. This year 23 different departments in the St. Luke’s Hospital

& Health Network participated in the program.

SCHOOL TO WORK GRADUATION RATES
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Adolescent Career Mentoring Initiatives continued

Over the 14 years
that the Partnership
has committed to
Improving educational
achievement for at-
risk youth, we have
grown our programs
into a multi-year step
approach that is
aimed at academic
achievement, career
exploration and job
skill development.

Health Career Exploration Program

Seventeen high school students were enrolled in the program this year. Of these, 13 successfully completed
the program in June 2011, with 100 percent (7/7) of seniors graduating high school. Five of the seven have
enrolled in higher education and one is in the process of enrolling for the spring semester.

Five students returned for a second year; three advanced to the Next Step Program; and one has attained
unsubsidized employment outside of the hospital, so that nine of the 13 (69 percent) are still employed.

There were 16 St. Luke’s Hospital & Health Network departments participating in the Health Career
Program this year.

Starting with the new program year, this particular program will only accept senior level grade students and
expansion to the Allentown School District has been strengthened by the addition of the Roberto Clemente
Charter School linkage to the St. Luke’s Hospital - Allentown Campus for 2011-12.

Next Step Program

Ninety percent (9/10) of program participants successfully completed the program. Next Step focuses
on providing on-site skill development in specific areas to maximize opportunities at program end to
achieve unsubsidized employment in a health care-related position. ‘Unsubsidized’ means they have
secured regular employment with a salary coming directly from the employer.
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Scholarships and Achievements

Current Participants
Bethlehem Partnership for a Healthy Community Scholarship

* Raymundo Rosa (School To Work Program)
Roberto Clemente Program

* Marielis Colon (School To Work Program and HCEP Program)
Roberto Clemente Scholarship

* Chanceline Ndihokubwyo (School To Work and HCEP Program)
George Maunz School To Work Program Scholarship

®» Marielis Colon (School To Work Program and HCEP Program)
Neisha Sanchez (School To Work Program)

Employees of St. Luke’s Hospital & Health Network

Twenty-one youths from the Adolescent Career Mentoring
Programs (since program inception) are currently employed by

St. Luke’s Hospital & Health Network. The Adolescent Career
Mentoring programs have given these youths the opportunity to
pursue careers which were far beyond their initial goals when they
entered high school. They are currently working in 13 different
departments throughout the Health Network.

Media Coverage for Adolescent Career
Mentoring Programs:
= The Morning Call Article - “A Healthy Chance” (February 2011)

= The Express-Times Article - “From School to Work to Success”
(February 2011)

= US. Department of Labor Employment and Training
Administration - Allied Health Access “How to Develop
Programs for Youth in Allied Health Careers” (July 2010)

= APHA Conference “Step Stones For At-Risk Youth:
Community partnership designed to provide English
Acquisition students health career exploration and work
experience opportunities” (November 2011)

Departments that participated
in Next Step Program

1.

= = © ® N U WN

0.
1.

Ambulatory Surgical Center
Outpatient Business Office
Pharmacy

Central Transport

Donegan Clinic

NICU

Lab

Union Station Medical Clinic
Radiology

Dental Clinic

Bio-Medical Engineering

Unsubsidized Employment
(Program Participants 2010 — 2011)

1.
2.

3.

4.
Unsubsidized Employment
(Program Participants (2009 — 2011)

1.

Noeli Sosa — St. Luke’s Laboratory

Alexander Ascencio —
St. Luke’s Central Transport

Edwin Almodovar — St. Luke’s Pharmacy
Gina Ascencio — St. Luke’s NICU

Heidee Rosado — Second position,
St. Luke’s Laboratory

Program Contact Information: Victoria Montero, 484-526-2104 or monterv@slhn.org
and George Maunz, 484-526-2311 or maunzg@slhn.org.
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Service Learning

Service learning
opportunities are
strongly encouraged
as a method to
Increase general
knowledge of
community and
public health and

to create healthier
communities.

Healthy People 2020 Objectives

ECBP-7: Increase the proportion of college and university students
who receive information from their institution on each of
the priority health risk behavior areas (all priority areas;
unintentional injury; violence; suicide; tobacco use and
addiction; alcohol and other drug use; unintended pregnancy,
HIV/AIDS, and STD infection; unhealthy dietary patterns;
and inadequate physical activity).

ECBP-14: Increase the inclusion of core clinical prevention and
population health content in undergraduate nursing.

The Institute of Medicine (IOM) recently recommended that “..all undergraduates should have access to
education in public health” The Educated Citizen and Public Health Initiative was developed in part by the
Association for Prevention Teaching and Research (APTR), the Council of Colleges of Arts and Sciences
(CCAS), the Association of Schools of Public Health, and Association of American Colleges and Universities
to help address this IOM recommendation. Faculty develop public health curricula in all our nation’s colleges
and universities. The Educated Citizen and Public Health Initiative serves the broader, higher education
community, setting the stage for integration of public health perspectives within a comprehensive liberal
education framework. Service learning opportunities are strongly encouraged as a method to increase general
knowledge of community and public health and to create healthier communities.

Service Learning is a teaching and learning strategy that integrates meaningful community service with
instruction and reflection to enrich the learning experience, teach civic responsibility and strengthen
communities. Service Learning provides college and university students with a “community context” to their
education, allowing them to connect their academic coursework to their roles as citizens. The work of the
Partnership is rich with learning opportunities for those learning about Community Health — both for

the student as well as the preceptor. Throughout the years, we have been fortunate to partner with our local
higher education institutions to provide opportunities for students to learn about community health while
doing community health work.

In celebration of Healthy People 2010, St. Luke’s Hospital, the Bethlehem Health Bureau and Lehigh
University’s HMS Department established an Outstanding Public Health Student Award to be presented
annually to a Lehigh student for outstanding commitment and dedication to the field of public health as
evidenced by community service efforts. The award is intended to promote awareness of the field of public
health, recognize and celebrate the efforts of students who have committed to improving the health and
well-being of residents in our local area.

The 2011 recipient of the Outstanding Public Health Student Award is Caroline Kusi. Ms. Kusi was nominated
by Professor Judith Lasker for her work, both locally and internationally, in promoting public health. She came
to Lehigh University as part of the student ‘global citizenship’ program, and in that program she became
involved in global health studies and programs. While at Lehigh University, she started an Undergraduate
Public Health Club and served as its president. Her public health service learning activities included a study
abroad experience in South Africa, a summer internship at the Lourdes Clinic in Camden, N.J., research
and development of a social service and health promotion program for a free care clinic at Broughal Middle
School; and an internship at Lehigh Valley Hospital. After graduation from Lehigh, Ms. Kusi chose to
pursue an advanced degree in public health. She will clearly be a leader in the public health field as she
pursues her career.
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Outstanding Public Health Student Award Recipients:
= 2010 — John Lalomio
= 2011 — Caroline Kusi

Beginning this year, our reports will highlight the specific initiatives
and projects enriched by the work of these students as well as list
those programs for which we provided observational experiences.

Drexel University

= Minority Health Initiatives/Language Access — Two RNs to
BSN nursing students

¢ Accomplishment: Progress in the Language Access at St. Luke’s
Hospital & Health Network for medical interpretation

= Asthma Initiative — One MPH student

¢ Accomplishment: Pediatric Asthma research project related
to ER utilization

* Minority Health/Donegan Family Practice at Fowler Family
Center — One RN to BSN nursing student

¢ Accomplishment: Emergency Room utilization research

East Stroudshurg University
= AIDS Services Center @ St. Lukes — One MPH student

¢ Accomplishment: Researched and developed a health literacy
assessment for use in the St. Luke’s Southside Medical Center
Specialty Clinic

Lehigh University

= Minority Health Initiative/Minority Flu — 18 students as
part of a Health, Medicine, and Society class

¢ Accomplishment: Community flu survey process as well as
outreach for community clinics

= Literacy Initiative — The Lehigh University Athletic Department,
Community Fellows, and undergraduate students participate
in the Reading Rocks! Initiative and other literacy projects to
improve reading levels of students in the Bethlehem area.

¢ Accomplishment: Significant improvement in reading levels
for children participating in program.

Minority Health Initiatives/Donegan Family Practice at Fowler
Family Center — One student with a Spanish minor

¢ Accomplishment: Set groundwork for initiation of a
volunteer-base for medical interpreter exposure for
students interested in utilizing their language skills
in a health care environment
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Service Learning continued

Service Learning
provides college
and university
students with

a “community
context” to their
education, allowing
them to connect
their academic
coursework to their
roles as citizens.

* A Community Fellow has worked with the Youth Succeeding in School Initiative at Donegan
Elementary School to provide case management and social support to at-risk youth and their families.

¢ Accomplishment: Significant improvement in reading levels, math scores and grades for enrolled students

* Undergraduate students in the Introduction to Public Health class completed service learning projects
for the Southside community.

¢ Accomplishment: A HealthLeads model was developed for the Broughal HEARTS clinic; an after-
school activity program was provided, a community gardens awareness campaign was conducted,
and an assessment of healthy food choices was completed at Broughal Middle School; a recycling
awareness campaign was conducted for Lehigh University students; and Reading activities were
incorporated into the Cops-N-Kids annual spring event.

Moravian College

* MCH Initiative/PATH program — Three teams of RNs to BSN Nursing students

¢ Accomplishment: Submission of a grant proposal to the Childrens Trust Fund to allow
expansion of the program to focus on families with babies starting life in the NICU

* Minority Health Initiatives/Donegan Family Practice at Fowler Family Center-Five total
Senior Nursing students in two teams

¢ Accomplishment: Participated in a successful pediatric Flu clinic. Organized a nutrition focused
event with activities related to healthy eating and exercise for pediatric clients

¢ Accomplishment: Presented a hand-washing demonstration for the pediatric clients

Muhlenburg College

= Asthma Initiative — Follow-up calls for pediatric patients post-discharge from Emergency Department

¢ Accomplishment: Assistance provided to children with asthma and their families
to connect with primary care provider and necessary education

* Flu campaign

¢ Accomplishment: Assistance provided to assure minority and at-risk individuals
were able to obtain flu vaccine.

* Employee Wellness programs — Monthly educational broadcast emails and educational
presentations were provided for employees at the Bethlehem campus.
St. Luke’s School of Nursing, Diploma program
= MCH Initiatives/PATH and VNAC — Student Nurse Association of PA (SNAP)

¢ Accomplishment: Lead a book bag and school supply drive to provide these supplies
for the parents and preschool children

* MCH Initiatives/PATH program- Fourteen nursing students
¢ Paired with assigned families (two per student) and worked with them throughout the semester to
improve parenting and life skills while supporting growth and development of the child/children involved
Observational Experiences
= St. Luke’s School of Nursing, Diploma program

» DeSales University, Nursing program
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Tobacco Cessation Program e FY 2011

Healthy People 2020 Objectives

TU-1: Reduce tobacco use by adults.

TU-4.1: Increase smoking cessation attempts by adult smokers.

The St. Luke’s Tobacco Cessation Treatment Center receives tobacco
cessation funding from the Pennsylvania Department of Health
(PADOH) through the Tobacco Free Northeast Pennsylvania at the
Burn Prevention Network. Our program is structured to address
the CDC Best Practices for Comprehensive Tobacco Control
Programs which include:

1. Preventing tobacco initiation among youth and young adults
2. Promoting quitting among adults and youth
3. Eliminating exposure to secondhand smoke

4. Identifying and eliminating tobacco-related disparities
among population groups.

Preventing Tobacco Initiation
among Youth and Young Adults

To address preventing tobacco initiation, cessation counselors
participated in several health fairs this past year, including
Moravian College, Northampton Community College, the St. Luke’s
Hospital — Bethlehem and Allentown Campuses employee health
fair, and Saucon Valley Assisted Living community health fair. The
health fairs give participants an opportunity to engage in
educational activities relating to the negative health effects of
smoking, the visual difference between healthy lungs and a smoker’s
lungs and the chemicals found in tobacco products.

Promoting Quitting among Adults and Youth

In fiscal year 2011, cessation counseling to adults was provided at
St. Luke’s Community Health office, St. Luke’s Union Station Health
Center, St. Luke’s Allentown Family Health Center, Northampton
Community College, The Easton Community HIV/AIDS Organization
and Unity House. Services were also expanded to Carbon County

at St. Luke’s Nesquehoning Rural Health Center. Counseling consists
of meeting with a cessation specialist to develop an individualized
treatment plan which includes pharmacotherapy.

According to data collected in fiscal year 2011, 217 patients enrolled
in the tobacco cessation program and 203 ended the program this past
year. Patients who ended the program enrolled in either fiscal year 2010
or 2011. These are patients who completed the program, withdrew, or
were lost to follow-up. Seventeen percent of the 203 patients reported
achieving and maintaining cessation at the end of the program.

All patients who end the cessation program are asked to complete

a satisfaction survey. Of the 203 patients that ended the program,
130 patients completed a satisfaction survey. Ninety-eight percent
of these patients reported that St. Luke’s cessation program was very
helpful in their quit attempt.

Additionally, cessation counseling is provided to youth on the mobile
youth health center (MYHC) at all participating middle and high
schools and Valley Youth House. MYHC staff provides cessation
counseling and educational materials to every identified smoker. In
fiscal year 2011, 9 percent of adolescents who received services from
the MYHC were identified as current smokers. This is a 31 percent
decrease from fiscal year 2010.

Eliminating Exposure to Secondhand Smoke

To address secondhand smoke exposure, the cessation program
collaborated with the Bethlehem Health Bureau (BHB) and the
Community Health Asthma Initiative. During asthma home visits,
the BHB asthma nurse assesses the smoking status of household
members to identify secondhand smoke exposure as a trigger

for asthma exacerbation. Smoking households are provided with
secondhand smoke education, as well as, referrals for tobacco
cessation. In fiscal year 2011, one-third of households reported
tobacco use. This is an 8 percent decrease from fiscal year 2010.
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Tobacco Cessation Program e FY 2011 continued

Research shows

that smoking
prevalence is higher
among low-income
and mental health
populations. Smoking
Is often used as a
‘coping mechanism’
to help deal with the
stresses of living with
mental illness or
financial hardship.

The cessation program also partnered with the St. Luke’s Hospital Nurse Family Partnership (NFP), the Parent
Advocate in the Home (PATH) and Visiting Nurse Advocate for the County (VNAC) Programs to promote
secondhand smoke education to families enrolled in these programs. Program nurses have been trained to
assess the smoking status of household members, provide education on secondhand smoke exposure and tobacco
use, and make appropriate cessation referrals for those interested in quitting. This intervention is effective as
evidence by the 18 percent reduction in smoking during pregnancy in the NFP program from 2001 to 2011.

A public health intern from Muhlenberg College collaborated with the cessation program to lead a Great
American Smoke Out event on November 17th of last year. Secondhand smoke educational table tents were
placed in the St. Luke’s Hospital cafeteria. Employees were asked to sign a pledge to commit to providing a
smoke free environment in their homes. Approximately 60 employees participated.

Identifying and Eliminating Tobacco-related
Disparities among Population Groups

Research shows that smoking prevalence is higher among low-income and mental health populations. Smoking
is often used as a ‘coping mechanism’ to help deal with the stresses of living with mental illness or financial
hardship. The St. Luke’s Tobacco Cessation Treatment Center has also identified tobacco-related disparities in
patients enrolling in our program. High rates of transience, life stressors contributing to continued tobacco
use, mental health illness and multiple quit attempts continue to be noticeable trends with patients enrolling
in our tobacco cessation program. Of the 217 patients enrolled in cessation services this past year, 65 percent of
patients reported having previous quit attempts prior to enrolling in the St. Luke’s Tobacco Cessation Treatment
Center and 15 percent reported being previously enrolled in our program. Fifty-two percent were either
uninsured or underinsured and 45 percent reported having a mental health diagnosis. Yet, despite these
challenges, it is important that tobacco use is addressed among low-income, mental health populations.
Cessation counseling approaches need to be specifically tailored to address the individual needs of each
patient to help reduce the harm caused by tobacco use.

INSURANCE TYPE OF PATIENTS ENROLLED IN FISCAL YEAR 2011

® Private Insurance
Medicaid
© Medicare

St. Luke's Financial
Assistance Program

@ Uninsured

Other

Graph 28

For more information about this initiative, please call Hollie Gibbons,
MPH, RD, Manager of Disease Prevention Initiatives, at 484-526-2301 or
email her at gibbonh@slhn.org.

41 » Access to Care / Health Services Improvement



Strategic Goals

IMPROVE ACCESS TO CARE

Dental Health Initiative
Vision Initiative
The Fowler Family Center at Donegan
HIV Initiative

Tobacco Cessation Program

CHILD/ADOLESCENT HEALTH
PROMOTION AND EDUCATION
Asthma Initiative
Mobile Youth Health Center
Resource Room at Liberty High School
Maternal & Child Health Programs

MINORITY HEALTH

DISPARITIES REDUCTION
Minority Health Initiatives

Adolescent Career Mentoring Programs
HealthStop with HealthStar |

42



ANNUAL
REPORT

JULY 2010 rwrove JUNE 2011

Funding for this report provided by
St. Luke's Hospital & Health Network

Bethlehem Partnership
For A Healthy Community




