
Visiting Nurse Advocate for the  
County (VNAC) Program
Nurses in the VNAC program provide intensively focused services to:

	 1. Support families in crisis.

	 2. Provide parenting education and case management for families. 

	 3. �Advocate for the safety of the infant/child even if that may mean 
the family unit is not maintained or reunited.

These nurses are primarily advocates for the health, safety and well-being 
of our community’s children, working hand in hand with the referring 
county Office of Children, Youth & Families. They perform their duties 
under stressful conditions and environments, and do so admirably with 
the children’s welfare always at the center of the work. Partnering  
to create safety nets for the children involved and promote positive 
growth in the families are key components of the VNAC program. 

Many will wonder how these nurses continue to maintain positive 
outlooks while working daily with cases of negligence and maltreatment, 
but if you see the faces of the children, if you see the growth they 
demonstrate and if you see the pride in parents who learn the skills 
and feel ready to handle the challenge of parenting, you will understand 
what keeps them going. 

While some cases involve lack of parenting knowledge and skills, many 
more involve medical neglect and abuse. During this past program 
year, the VNAC program provided nursing case management and 
parenting educational services to 165 families (a 64 percent increase 
from last program year). It is worth noting that of the 26 cases during 
this past year had as a goal termination of parental rights, and that  
15 (58 percent) of those had that goal changed from reunification in 
the past year: 

	 • ��Chart 1 breaks down the ultimate goals of our VNAC cases 
for the past program year.

	 • �Our nurses provided a total of 8, 243 hours of service. 

	 • �The most common risk factors present in families were mental 
health/mental retardation of one parent, mental illness in one/
both parents and evidence of ineffective parenting. 

	 •� �Court-involved cases are increasing (48 percent of all cases) and 
require much documentation, preparation and testimony by our 
nurses, not to mention the complexity of these cases compared 
to others. 
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Chart 1

For more information or to offer your efforts to either the 
PATH or VNAC programs, please contact Melissa Craig, 
RN, at 610-954-6203 or craigmm@slhn.org. 

�

�

��

��

��

��

�����������
�����
��������
��

	�	�
����
�
��������

	������������
����
���
�

�����
����•�
���•
•��•���

�
�•��
�•���
�•
�� ���



•
�­­��­���
�� ���

�
���€����

‚

ƒ

��

„

��

�

��

��������������������������
�
������
��
�	���������� 
�	�



Community Health Center Network
The Bethlehem Partnership strongly supports the Neighborhood Health 
Centers of the Lehigh Valley and their goal of establishing a Federally 
Qualified Health Center (FQHC) in the Lehigh Valley, as part of the 
broader initiative of reducing minority health disparities in our local 
area. The doors to Vida Nueva opened this past year, and an application 
for FQHC “look-alike” status has been submitted. The overall goal is  
to create a community health center network with access sites in 
Allentown, Bethlehem and Easton.

Access to Culturally and Linguistically 
Responsive Services
Continuing to advocate for improved access to linguistic support in the 
hospital setting continues as one of the objectives of the Partnership’s 
past year’s efforts. Advocacy, assessment and allocation of funds to 
address equipment needs at various access points continue. 

Marvine Family Center’s Community Health Clinic
Sixty-two visits for uninsured individuals were provided in this access-
to-care monthly clinic during the past program year. Of these, 66 percent 
(42/62) were for individuals living in either the Southside Bethlehem or 
Marvine/Pembroke areas of the city. All individuals were referred for 
insurance application support, and individuals with chronic conditions 
were referred to the Donegan Family Center clinic so access to medical 
management could be provided. This community clinic has served our 
community well over the past 11 years but, with the expansion of services 
at the Family Practice at Donegan Fowler Family Center for adults, the 
service ended as of June 30, 2009. 

Minority Health Initiatives

Healthy People 2010 Goal 2:  
Eliminate Health Disparities

Healthy People 2010 Objectives:

	 1-1:	� Increase the proportion of persons with 
health insurance. 

	 1-5:	� Increase the proportion of persons with 
a usual primary care provider. 

	 1-6:	� Reduce the proportion of families that experience 
difficulties or delays in obtaining health care  
or do not receive needed care for one or more 
family members. 

Access to Care / Health Services Improvement21

Many living in our community remain disconnected to a regular source of 
care, many are of minority population groups and many are uninsured. The 
Partnership focuses much energy on facilitating access for these families 
through various venues. This past program year was no different with some 
large as well as incremental steps taken to improve quality of care and 
access to care for our most needy families.

Sixty-two visits for uninsured individuals were provided in  
this access-to-care monthly clinic during the past program year.  
Of these, 66 percent (42/62) were for individuals living in either 
the Southside Bethlehem or Marvine/Pembroke areas of the city.



Medical Insurance/Access to Care Project
The Insurance Initiative team met several times this past year with the 
goal of trying to get our “collective arms” around how best to capture 
the referral support provided in a way that shares and measures the 
need in our community. The partners agreed to collect specific, similar 
data for tracking purposes. They also submitted and received a marketing 
grant through the PA CHIP project (PA Dept. of Insurance) to reach  
out to needy communities, specifically minority community groups,  
to improve rates of referral and application to CHIP. The partners 
enthusiastically embraced the opportunity to reach out to the 
community and offer application assistance to eligible families. 
Unfortunately, as Charts 1 and 2 demonstrate, completing this 
process is time consuming and often not completed. Our partners  
will be regrouping in the new program year to determine how best  
to proceed with this very important initiative. 

Bethlehem Partnership Annual  
BASD Minority Award
In an effort to promote educational opportunities for minorities,  
the Bethlehem Partnership supports a scholarship for the BASD’s 
Minority Senior Awards ceremony. This past year, the Bethlehem 
Partnership for a Healthy Community Scholarship was awarded to 
Cesar Bustos at Freedom High School, who will attend Penn State 
University in the fall. 

Community Services for Children, Inc (CSC) — 
HeadStart Services
CSC continues to ensure that their program children are connected to 
medical homes and has done an excellent job yet again. This past year 
CSC reports that 99 percent of children were UTD with well care as 
per the program expectations. St. Luke’s HealthStar I mobile van and 
staff provided two days of service for 17 uninsured children this past 
year. Each child was provided a physical and any needed immunizations. 
The HealthStar II dental van also supports these children and provided 
dental care for an additional 42 children. 
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2007 – 08 # referred # applied # approved Pending/ Incomplete

SLFP at Fowler Family Center 107 39 33 66

Community Health of St. Luke’s Hospital 224 92 79 132

Easton Area School District 20 13 6 7

Bethlehem Health Bureau 46 39 12 8

397 183 130 213

Chart 1

2008 – 09 # referred # applied # approved Pending/ Incomplete

BASD Family Center Staff 147 — — — 

Community Health of St. Luke’s Hospital 170 84 61 13

Easton Area School District 35 — 5  —

Bethlehem Health Bureau 29 29 7 22

Chart 2

If interested in joining any of the Minority Health 
Initiatives, please contact Melissa Craig, RN at  
610-954-6203 or craigmm@slhn.org. 

This past year, the Bethlehem Partnership for a  
Healthy Community Scholarship was awarded to  

Cesar Bustos at Freedom High School, who will attend  
Penn State University in the fall. 



years of program students. This is the seventh consecutive year that this 
high achievement has been accomplished by our students. Of the senior 
students, nine of the thirteen (69 percent) have already been accepted 
into higher education or are currently pursuing enrollment for a winter 
semester start. 

Health-Related Career Exploration Program 
The STW program has served as an access point for a hospital-based 
program that combines a year-long mentoring program with a paid work 
experience. Through a partnership between the CareerLink LV/ Private 
Industry Council and St. Luke’s Hospital, 15 adolescents (many STW 
students) are provided the opportunity to continue exploring health 
careers while participating in a year-long work experience. 

Adolescent Career Exploration Mentoring Programs

Healthy People 2010 Objective:

	 7-1:	� Increase high school completion. 
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The Partnership is proud to embrace career mentoring that exposes local, 
often low-income adolescents to potential health care careers. Our programs 
expose them to many career opportunities while supporting the program 
participants to complete high school. We use team-building activities, 
classroom instruction, on-site experiences and work to reach our goal: 
high school graduation and transition into either full-time employment  
or enrollment in higher education programs of study. 

School to Work (STW) Program
This past year marked the 12th year of the STW program. This program, 
designed to encourage English-acquisition high school students to complete 
high school through an interactive, hospital-based curriculum, has had 
another year of exceptional success. The STW program takes a health- 
and hospital-focused science and English curriculum, provided by our 
partners in the Bethlehem Area School District, and combines it with 
on-site observational experiences in the health care environment to 
facilitate understanding of the English language and expose the participating 
students to potential careers in health care. Many hospital departments 
participate in this program, with participating students observing in both 
in-hospital and off-site locations. 

This program year we enrolled 18 students, with 100-percent enrollment 
maintained for the entire year. The team keeps in touch and offers support 
for all past and current students throughout their high school career. This 
past June, all 13 eligible senior grade students graduated, covering three 
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Participating departments include the Laboratory, Neonatal Intensive 
Care Unit, Radiology, Community Health, Accounting, Women’s Health 
Center, Central Transport and several of the family practice offices. These 
youth employees learn valuable job skills while being supported through 
mentoring and tutoring as needed to achieve academic success. Our 
team develops an Individual Employment Plan with each youth and 
can often be found advocating for the youth employee as they learn 
skills necessary to perform successfully in a professional work 
environment. Fourteen of the 15 youth employees successfully 
completed the program work year. 

One hundred percent of the seven senior grade students graduated 
high school, and five of the seven have been accepted to and enrolled 
in higher education: four at Northampton Community College, and one 
at Penn State and one at Bloomsburg University.

Next Step Program 
An exciting new opportunity presented itself this year for funding under 
the Economic Recovery and Reinvestment Act (ARRA). This allowed 
the Partnership to develop an exciting transitional program for recent 
high school graduates and young adults to expand their work experiences 
in a health care setting. The goal of the Next Step program is to 
provide these young adults with the additional training and job 
coaching that will support a successful transition from subsidized 
employment to unsubsidized employment in the health care environment. 
Twelve young adults were interviewed and accepted into this eight-month 
program and will be working in various entry-level jobs at St. Luke’s 
Hospital & Health Network. With this opportunity in mind, we encouraged 
recent HCEP graduates to consider this opportunity instead of automatically 
seeking unsubsidized employment outside the health care environment 
and six of nine (66 percent) of the recent graduates transitioned into 
this program. Two of the 12 Next Step youth employees were never in 
any of the Partnership programs, but have community-based educational 
programs and experiences that are a great match and will provide 
them with an opportunity to achieve regular employment in their 
career fields (medical coding and dental assistant). 

We look forward to beginning this exciting new opportunity to engage 
and retain motivated and bright minority youth in helping to improve 
the health of our community. 
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“I love this program (Health Career Exploration Program)  
because we have to learn to be more independent, but at  

the same time we feel supported because there are people  
that always care about us.” 

— Kiara Almodovar

Several of the STW students and youth employees  
were awarded Minority Award book awards and 
scholarships as well as general community awards: 

Antonia Ramirez 
	 George Maunz STW Scholarship

Kiara Almodovar 
	 CLA-Student Scholarship; Roberto Clemente Scholarship

Shani Batiste 
	 Council of Spanish Speaking Organizations of the LV Scholarship

Jeremiah Ragsdale 
	 Cauldron Award

For more information or to be involved in supporting  
our Adolescent Career Mentoring Programs, please 
contact either George Maunz at maunzg@slhn.org or 
Victoria Montero at monterv@slhn.org or 610-954-2100. 
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In FY 09, 587 community members utilized HealthStop, a 95-percent 
increase from FY 08. Of the 587 individuals utilizing the HealthStop 
program this program year:

	 • �33 percent (n = 194) of individuals reported having no insurance;  
49 percent (n = 288) reported having medical assistance.

	 • �140 people received a rapid HIV test and pre/post-test counseling; 
one positive was found.

	 • �10 percent ( n = 61 ) had a Hepatitis C screening and eight received 
a Hepatitis C test; five of the eight people tested positive for Hepatitis C.

	 • �44 percent ( n = 258 ) had a cholesterol screening completed;  
45 percent of those who received a cholesterol screening had 
either a borderline high or high result.

	 • �18 percent ( n = 107 ) had Body Mass Indices (BMI) completed and  
70 percent were determined to be either overweight or obese.

	 • �47 percent ( n = 275 ) had their blood pressure checked and 48 
percent had pre-hypertension, stage one or stage two  
hypertension results.

	 • �280 people (47 percent of HealthStop clients) received a free  
flu shot during the month of October.

In addition to the services offered, referrals to medical providers, the 
insurance program and community-based programs (STD clinics, drug 
and alcohol programs, etc.) were made, especially if screening results 
indicated high values.

Also, an abstract titled HealthStop: Incorporating Health Screenings 
and Rapid HIV Testing Into a Mobile Health Screening Program was 
submitted and accepted at the 2009 National HIV Prevention Conference. 
The poster will highlight the reduction of stigma for HIV testing by 
incorporating health screenings into HIV testing. 

HealthStop 
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Access to health care services continues to be a challenge for many 
members of the community living in the greater Bethlehem area and the 
Lehigh Valley. HealthStop with HealthStar I continued in its third year of 
providing health screenings and education, prevention education, and 
referral services for individuals living in traditionally low-income neighborhoods.

HealthStop is designed to provide services during the warmer months, 
which allows staff to interact with community members outdoors in their 
neighborhoods. HealthStop visits nine designated sites on a rotating 
monthly basis so that targeted neighborhoods have access to services and 
staff is able to follow up with the clients. HealthStop provided services in 
the following areas for the 2008 – 2009 program year: Marvine/Pembroke, 
South Bethlehem, Parkridge/West Bethlehem, Easton Circle, New Bethany 
Ministries, Trinity Soup Kitchen, Unity House and Safer Harbor. 

Healthy People 2010 Objectives:

	 1-1:	� Increase the proportion of persons with 
health insurance. 

	 1-3:	 �Increase the proportion of persons appropriately 
counseled about health behaviors. 

	 1-4:	� Increase the proportion of persons who have 
a specific source of ongoing care. 

For more information about this initiative, please  
call Hollie Gibbons, MPH, RD, manager of Disease 
Prevention Initiatives, at 610-954-2301 or email her  
at gibbonh@slhn.org. 



Nurse-Family Partnership
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The Nurse-Family Partnership (NFP) is a voluntary, 
evidence-based program of home visitation in which 
nurses work with low-income, first-time mothers 
from early in pregnancy and the first two years  
of the child’s life to accomplish three goals: 

	 1. Improve pregnancy outcomes.

	 2. Improve child health and development.

	 3. Improve families’ economic self-sufficiency.

Based on the long-term research of Dr. David Olds, the NFP has been 
recognized by the RAND Corporation, the Brookings Institution and the 
Coalition for Evidence-Based Policy as a “program that works.” The 
ability to get maximum return on investment is dependent on three 
important factors: 

	 1. �Highly educated registered nurses who deliver the program  
via home visits to their clients.

	 2. �The program is implemented with fidelity to the intervention 
model tested in randomized trials.

	 3. �Services are delivered at a sufficient scale to benefit from basic 
operational efficiencies (generally 100 families seen by four nurses). 

The NFP program at the VNA of St. Luke’s began in December 2001  
as part of a statewide initiative to expand services to needy mothers 
and infants. In July 2008, the NFP programs from Easton and Allentown 
joined the VNA of St. Luke’s program, resulting in a significantly expanded 
program with 10 full-time and two part-time registered nurses serving 
over 279 clients. This report includes information from the beginning 
of the NFP program in late 2001 to June 30, 2009. 

Participant Characteristics
	 • �712 women enrolled as of June 30, 2009: median age 19  

(range 13 – 37 years); 94 percent unmarried; median household 
income $17,500.

	 • �Race/Ethnicity: 44 percent non-Hispanic white; 44 percent 
Hispanic; five percent multi-racial; five percent African  
American/black; two percent other.

Program Implementation
Entry into the program early in pregnancy is related to longer stays in 
the program during the infancy phase. Sixty-six percent of mothers were 
enrolled in the program by 16 weeks of pregnancy, and 96.1 percent 

were enrolled by 28 weeks gestation. The national program benchmark 
is to enroll 60 percent by 16 weeks gestation. Seventy-eight percent of 
referrals come from health care providers but others come from WIC, 
soup kitchens, schools and current clients.

Participants receive more visits during all program phases, on average, 
than participants in the national NFP. In addition, visit lengths in each 
program phase averaged at least 80 minutes; the NFP benchmark is a 
minimum of 60 minutes.

Completed/Expected Visits
	 • �Pregnancy: 84 percent (NFP benchmark = 80 percent,  

state NFP = 77 percent).

	 • �Infancy: 48 percent (NFP benchmark = 65 percent,  
state NFP = 44 percent).

	 • �Toddler: 47 percent (NFP benchmark = 60 percent,  
state NFP = 34 percent).

Program Outcomes
	 • �22-percent reduction in smoking during pregnancy (14-percent 

state NFP average, 16-percent national NFP average).

	 • �8.7-percent premature birth rate (9.5-percent state NFP average, 
9.7-percent national NFP average).

	 • �8.0-percent low birth weight rate (10.0-percent state NFP 
average, 9.3-percent national NFP average).

	 • �Immunization rates were 87.8 percent at 12 months of age (state 
NFP average 89.6 percent, national NFP average = 84.2 percent).  
At 24 months, the immunization rate was 89.1 percent.

	 • �23 percent of mothers reported subsequent pregnancies at 24 
months postpartum (NFP benchmark = 25 percent or less; state 
NFP average = 30 percent; national NFP average = 32 percent).

	 • �Of those clients who were 18 or older at intake, workforce 
participation increased from 40.2 percent at intake to 68.4 
percent at program completion. For those who were 17 years  
or younger at intake, the rate increased from 33.3 percent to  
57.4 percent at program completion. 

For more information regarding this program, please 
contact Sara Klingner MSN, RNprogram manager, 
Nurse-Family Partnership, VNA of St. Luke’s, at  
610-954-2778 or at klingns@slhn.org. 



Outpatient Tobacco Cessation Counseling
In FY 09, The Tobacco Cessation Treatment Center expanded services to 
three new sites — St. Luke’s Family Practice, Trinity Soup Kitchen and Unity 
House of Bethlehem — in addition to the following established sites:   
St. Luke’s Community Health Department office, Union Station Health 
Center and the Allentown Family Health Center. We also partnered  
with the Nurse-Family Partnership to provide prenatal and post-partum 
tobacco cessation services to first-time mothers through a home 
visitation program.

Patients enrolled in outpatient tobacco cessation counseling meet with 
a tobacco cessation specialist for individualized counseling to discuss 
pharmacotherapy, stress management skills, potential danger situations 
or triggers, roadblocks and rewards of quitting tobacco, and techniques 
to prevent relapse of tobacco use. Telephone support is also provided in 
addition to the face-to-face counseling. Counseling services are also 
offered in Spanish.

This past year, we provided cessation counseling to 292 outpatients.  
In general, patients who enrolled in the outpatient program have been 
long-term, heavy smokers who need multiple quit attempts before 
succeeding and often experience many barriers to achieving cessation. 
For example, 58 percent of outpatients smoked for 20 years or more and 
69 percent smoked one or more packs per day. Eighty-eight percent of 
outpatients previously attempted to quit using tobacco products and  
13 percent reported a mental health diagnosis such as depression, 
bipolar disorder, anxiety or schizophrenia. 

Tobacco Cessation Program
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The St. Luke’s Tobacco Cessation Treatment Center receives tobacco 
cessation funding from the Pennsylvania Department of Health (PA DOH) 
through the Coalition for a Smoke-Free Valley. The funding is used to 
promote tobacco cessation among adults and adolescents through 
inpatient and outpatient counseling, increase the utilization of the 
approved PA DOH tobacco cessation programs in the Lehigh Valley,  
and raise awareness among local employers about tobacco cessation  
and pharmacotherapy insurance coverage. 

Inpatient Tobacco Cessation Consults
The Tobacco Cessation Treatment Center offers tobacco cessation counseling 
and assessment for pharmacotherapy to patients admitted to the hospital. 
In FY 09, 465 inpatients consults were received. Of these, one third was 
determined to be former smokers of greater than one year. Of the remaining 
310 inpatients, 46 percent were assessed to be precontemplative or 
contemplative upon admission and received brief bedside interventions. 
The remaining 54 percent were determined to be in the preparation or 
action stage, received cessation counseling and were referred for 
outpatient counseling. Also, of the 310 inpatients, 74 percent were 
admitted to the hospital with a cardiac diagnosis and 24 percent with  
a pulmonary-related diagnosis. 

Healthy People 2010 Objectives:

	 27-1:	� Reduce tobacco use by adults. 

	 27-5:	� Increase smoking cessation attempts 
by adult smokers. 

	 27-6:	� Increase smoking cessation during pregnancy. 
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Our program continues to see many patients who are successful in 
quitting tobacco early in their cessation attempt, but as the year 
progresses, they relapse due to the return of triggers and barriers  
that initially prevented them from achieving cessation. For example, 
stress and socializing with other smokers are often identified as 
reasons for relapse. Also, working with primarily uninsured and 
underinsured individuals continues to pose many challenges. This 
population tends to be transient and is often lost to follow-up and  
has multiple stressors in their lives. This program year, 54 percent of 
outpatients reported having Medicaid as their primary insurance or 
were uninsured. 

Quit rates for FY 08 are being reported since all patients have fully 
completed the one-year program. Of the 285 patients enrolled in  
the outpatient tobacco program in FY 08, 84 percent became lost to 
follow-up at some point throughout the one-year program. Of the 45 
patients that were fully engaged in the program, 49 percent (n = 22) 
quit using tobacco products. 

As previously mentioned, patients are more successful in quitting 
early in the cessation attempt but relapse as the year progresses and 
become lost to follow-up. The FY 08 data speaks to this trend. Of the 
285 patients enrolled in the program, 25 percent were smoke free at 
their one-month follow-up, 17 percent were smoke free at three 

months and 14 percent were smoke free at six months. The previously 
discussed 22 patients who reported being smoke free at one year 
accounts for only eight percent of the 285 patients enrolled throughout 
the year.

We are continuously looking for effective strategies to assist the 
population of “hard-core” transient smokers to achieve cessation. 
Despite working with this difficult population, the patients who 
achieve cessation are grateful for the program. According to the  
St. Luke’s Tobacco Cessation Treatment Center satisfaction survey 
data, patients enrolled in outpatient counseling attribute their 
cessation success to having one-to-one cessation counseling versus 
making quit attempts on their own. Simply stated by an outpatient,  
“I could not have quit smoking without the help of a structured 
program. The counselors are very supportive and did not judge  
me when I was struggling to remain smoke free.”
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For more information about this initiative, please  
call Hollie Gibbons, MPH, RD, manager of Disease 
Prevention Initiatives, at 610-954-2301 or email her  
at gibbonh@slhn.org. 

We are continuously looking for effective strategies to assist the population of  
“hard-core” transient smokers to achieve cessation. Despite working with this difficult  

population, the patients who achieve cessation are grateful for the program.
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Minority Health  
Disparities Reduction

Minority Health Initiatives

Adolescent Career Exploration Mentoring Programs

• School to Work Program

• Health-Related Career Exploration Program

HealthStop with HealthStar I

Child/Adolescent Health 
Promotion and Education

Asthma Initiative

Mobile Youth Health Center

Resource Room at Liberty High School

Maternal & Child Health Programs

Improve Access to Care
Dental Health Initiative

Vision Initiative

The Fowler Family Center at Donegan

HIV Initiative

Strategic Goals
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