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General Professionals 
 
Diabetes Distress and High-Deductible Health Plan for Patients in Primary Care 
Basta D. 
 
BACKGROUND: Diabetes is an expensive, life-threatening, time-consuming, and burdensome chronic medical 
disease affecting nearly 30 million Americans. Elevated levels of distress in persons with diabetes have been 
associated with poorer blood sugar control than without distress. Costs of health care for people with diabetes 
are 2.3 times higher than those without diabetes. Having any chronic medical condition, including diabetes, 
shifts cost burdens directly to individuals and families insured via high-deductible health plans (HDHP). Data 
measuring levels of distress with diabetes and diabetes control for those insured with HDHPs have not yet 
been published, although both HDHPs and diabetes are becoming increasingly prevalent in the United States. 
AIMS: This research/quality improvement project proposes to assess the status of diabetes distress and 
average blood sugars amongst 70 invited adult patients with diabetes (PWD) over a three to six month period 
in an employer-based HDHP (Live Well Work Well Primary Care-LWWW) at Dartmouth Hitchcock Medical 
Center. In the prior year (2019), diabetes medications and most supplies were covered in entirety by the 
employer for the first time since an HDHP was chosen by this employer. This change allows more treatment 
choices for the patient and their medical team. We seek to understand if increased treatment options and 
potentially lower costs of care create change in measured distress levels and diabetes control in this 
population. 
METHODS: Using the 17 question, Likert scaled Diabetes Distress Scale (DDS-17) the patient’s current 
Hemoglobin A1C (Ha1C), and diabetes history, the LWWW Nurse Practitioner/ Certified Diabetes Educator 
(NP/CDE) will review current options for managing diabetes with patients who choose this opportunity. This 
visit, and any subsequent visits related to diabetes will be completed in person or via phone-calls. Medications 
and care modalities will be managed during this time by the NP/CDE together with the PWD. After three 
months, both the Ha1C and the DDS-17 will be once again completed, reviewed, and analyzed for the 
individual as well as the set of participants. 
 
 
Implementation of a Geriatric Trauma Consultative Service at a Level 1 Trauma Center. 
Crow RS, Elinsky CA, Klare JJ, McKinnon EM, Batsis JA. 
 
BACKGROUND: Older adult trauma-related injury is increasing as the aging population is at particular risk for 
complications and early mortality. In response to this need, the American College of Surgeons’ Trauma Quality 
Improvement Program (ACS TQUIP) developed an evidence based Geriatric Trauma Management Guideline 
aimed at improving trauma care and outcomes in older adults sustaining trauma. These guidelines include a 
comprehensive geriatric assessment by a geriatrician in the early stages on an in-patient admission. 
OBJECTIVE: To conduct a process evaluation of a geriatric trauma consultative service focusing on transitions 
of care from the inpatient to the outpatient setting admitted to a rural, Level 1 Trauma Center. 
METHODS: We identified patients aged  ≥ 70 years old admitted to the inpatient trauma service. Goal 
evaluation time was 48 hours from admission. This consult was conducted by an inpatient geriatrician 
performing a one-time comprehensive geriatric assessment and making recommendations to primary surgical 
team. At discharge, a one-time outpatient consultation in the Geriatric Trauma clinic was schedule with a key 
focus on geriatric syndromes developed from the insult or trauma event. An programmatic survey was sent to 
the interdisciplinary trauma service consisting of social workers, nurse practitioners and general surgeon. 
Respondents were asked to answer questions on a scale of 1-10 (1=strongly disagree and 10=strongly agree). 
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RESULTS: All 11 members of the trauma service responded to the survey (8 physicians, 1 nurse practitioner 
and 1 social worker and 1 Registered nurse). The geriatric consultations (both inpatient and outpatient) were 
believed to be helpful to their patients (mean score 8.6 with 74% rating a 10) as an enhancement to their 
ability to provide care to older adults (average score 8.4 with 54.5% rating it a 10). Aspects of consultation 
viewed as “very helpful” were cognitive assessment (81%) and addressing polypharmacy (73%).  Other highly 
rated assessments were: falls (64%), communication with primary care provider (64%), and advance care 
planning (64%). 
CONCLUSIONS: These results demonstrate the feasibility and acceptability of implementing a collaborative, 
programmatic initiative for high-risk, surgical patients. Geriatric consultation appears to have the most benefit 
on addressing polypharmacy and cognition in the inpatient and outpatient setting. 
 
 
Barriers and Facilitators to Rural Primary Care Clinician Engagement in Research 
Gabrielson S, Barton K, Wierda L, Korsen N. 
 
INTRODUCTION: Despite the need for strategies to improve the health of rural Americans, only a fraction of 
research is inclusive of rural populations. In order to increase rural representation in research, strategies to 
include rural clinicians in research must be understood. The purpose of this analysis was to explore the 
barriers and facilitators to rural primary care clinician participation in research.  
METHODS: We conducted semi-structured interviews with thirteen rural primary care clinicians and eight 
health system leaders/administrators within a large health system in Maine, eliciting their perceptions of their 
involvement with, understanding of, and experience with research; the influence of research activities on their 
self, their work and their community; and the barriers and facilitators for conducting research in a rural 
setting. We recorded and transcribed interviews and used a thematic approach to analysis. 
RESULTS: From participant interviews, we identified several themes. First, clinicians view their primary role as 
meeting the health needs of their patients; thus, they would be most motivated to participate in research that 
is clinically relevant to their patients’ needs. The primary perceived barriers/facilitators were the absence or 
presence of protected time and financial compensation to conduct research. Other essential facilitators 
included clear communication and a bi-directional flow of research ideas between rural clinics and the 
academic medical center; and institutional and local support to participate in research activities. 
CONCLUSION: Our qualitative study provides insight into rural primary care clinicians’ and health system 
leaders’ perceptions of barriers and facilitators to conducting research in rural primary care settings. Findings 
can guide strategies to engage rural clinicians in research that may ultimately improve patient outcomes. 
 
 
The GITT-PC Learning Collaborative Model: Supporting Primary Care Teams to Do the Right Thing 
Hesselton TM, Moran DS, Pepin RL, Gerard LA, Oliver BJ, Flaherty E. 
 
BACKGROUND: Implementing new visit types within primary care is challenging. Implementation efforts take 
dedicated time and resources, which are often limited in busy primary care practices. The Geriatric 
Interprofessional Team Transformation in Primary Care provides a practical approach to implementation 
support while engaging a primary care practice team as they implement geriatric best practices. A key feature 
of this approach is an interprofessional learning collaborative. We used this strategy to support 12 clinics 
implementing the Medicare Annual Wellness Visit throughout northern New England and New York between 
January 2017 and April 2018. 
METHODS: GITT-PC provides primary care practice teams with a day-long, in-person training focused on 
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conducting the Medicare Annual Wellness Visit (AWV) and an ongoing learning collaborative focused on 
implementation support. The learning collaborative includes monthly web-based learning sessions comprised 
of: 1) coaching on implementation procedures, 2) coaching on clinical procedures, 3) facilitated discussion 
with peers, and 4) monthly data collection/data sharing.  
Practices were considered learning collaborative completers if they participated in at least 80% of the learning 
sessions and consistently submitted process measure data. Successful implementation is defined as 
successfully conducting and billing for the AWV. Sustained implementation is defined as successful 
implementation for the 6 months following the completion of the learning collaborative. 
RESULTS: Learning collaboratives were conducted with two cohorts of participant practice teams. Cohort 1 
included 8 practices and spanned from March 2017 through June 2017, with 4 practices completing the 
learning collaborative. 69% of Cohort 1 participants were registered nurses (RN), licensed practice nurses 
(LPN), medical assistants (MA), or office support staff. All Cohort 1 practices successfully implemented the 
AWV by the end of the learning collaborative and all 4 practices also had sustained implementation of the 
AWV.  
Cohort 2 included 12 practices and spanned from November 2017 through April 2018, with 8 practices 
completing the learning collaborative. 59% of Cohort 2 participants were RNs, LPNs, MAs, or office support 
staff. In phase 2, 6 out of the 8 completer practices successfully implemented the AWV by the end of the 
learning collaborative. 3 out of 8 practices had sustained implementation of the AWV.  
CONCLUSION: These findings suggest that the GITT-PC learning collaborative approach may provide practices 
with adequate implementation support to successfully and sustainably implement new visit types. Future 
research will be needed to show the model’s success in facilitating the implementation of other visit types and 
whether these implemented visits led to better patient outcomes. 
 
 
Spine Pain Management: A New Paradigm to Meet the National Guideline Challenge of Non-Pharmacological 
Approaches as First-Line Treatment 
Kazal LA Jr., Goehl JM, Whedon JM. 
 
BACKGROUND: Spinal pain is one of the most common, costly, and disabling problems seen in the U.S. Low 
back pain (LBP) is the second most common reason for symptomatic primary care physician visits, and among 
U.S. adults prescribed opioids, 59% reported having back pain. Clinical guidelines from the American College of 
Physicians call for non-pharmacological treatment as the first-line approach to treating back pain. Primary care 
physicians are now faced with evidence-based guidelines for the management of spine pain that few are 
trained to be able to deliver. We offer an approach for how primary care physician practices might be able to 
comply with these guidelines. 
The primary spine care clinician 
Evidence-based Primary Spine Care (PSC) may be practiced by chiropractors, physical therapists, and 
osteopathic physicians who have the skills to recognize the majority of patients who may be conservatively 
managed, and can identify the minority of patients who require imaging, further diagnostic evaluation, or 
specialized interventions. The PSC clinician uses shared decision-making and is skilled in several first-line 
treatment approaches to provide appropriate primary treatment without referral. 
IMPLEMENTATION: Family physicians and associate providers at a Dartmouth-Hitchcock Medical Center 
(DHMC) primary care clinic implemented the PSC model. A Doctor of Chiropractic, who had completed a 
residency at the West Los Angeles Veterans Administration Medical Center, and subsequently completed a 
clinical fellowship in primary spine care at Southern California University of Health Sciences took on the role of 
PSC clinician within a primary care clinic at DHMC. 
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OUTCOMES: Implementation of evidence-based primary spine care was associated with reduced costs and 
decreased clinical resource utilization as compared to controls. Spine pain patients who responded to an 
online survey expressed high satisfaction when treated in the model, and there were no negative comments 
or negative clinical outcomes. 100% of family medicine faculty responded to a survey about the new approach 
to spine care. Fourteen (82%), reported that the presence of the PSC clinician made it easier for them to care 
for patients with spine pain, while three respondents (18%) reported no change.  
CONCLUSION: There is a need for models of evidence-based spine care in primary care settings to meet new 
clinical guidelines for management of patients with spine pain. Future research should examine this model for 
an increase in timely access to care, a reduction of unnecessary utilization of resources and imaging, a 
reduction in opioid prescriptions, an increase in real-time team collaboration among clinicians, and 
introduction of efficiencies within a multi-provider setting where primary care physicians can focus on patients 
with other conditions. 
 
 
Lung Cancer Screening Guidelines: Attitudes and practices of Maine Primary Care Providers 
Korsen N, Hinton A, Leeds S, Janis J, Han P. 
 
This poster will present results of a survey of Maine family physicians about their knowledge, attitudes and 
current practices regarding lung cancer screening. We were interested in learning about how Maine primary 
care clinicians are approaching this relatively newly recommended screening process. We were particularly 
interested in how family physicians were approaching lung cancer screening, since the American Academy of 
Family Physicians has not endorsed this screening service, as opposed to the US Preventive Services Task Force 
and other national organizations.  
The poster will present selected results of the survey that address what Maine family physicians report they 
are currently doing as far as discussing lung cancer screening with eligible patients and what they report they 
would see as the ideal role for PCP's in lung cancer screening. 
 
 
Engaging Community Providers in Reducing Drug Related Harm: 
The Harm Reduction Education and Technical Assistance (HRETA) Project 
Nolte K, James R, Averill A. 
 
Health care providers have opportunities to engage and support clients who use drugs in setting and attaining 
health related goals. People who inject drugs (PWID) who have good rapport with their care provider are more 
likely to discuss their drug use, adopt provider recommendations, maintain continuity of care, and seek timely 
care. Each connection with a patient in any setting presents an opportunity to establish rapport, promote 
health, and set goals to reduce risk. Harm reduction informed practices have demonstrated success within 
syringe service programs (SSPs), but haven’t been widely applied across healthcare settings. As overdose 
deaths in New Hampshire (NH) increased dramatically, the Harm Reduction Education and Technical 
Assistance (HRETA) Project sought to disseminate evidence-based harm reduction practices to NH providers 
across the state. The HRETA project was funded by the NH Department of Health and Human Services. Phase 1 
of the HRETA project engaged 202 providers with academic detailing. The majority of providers were 
physicians (n = 34), nurse practitioners (n = 34), mental health counsellors (n = 24), and registered nurses (n = 
24). Best practices disseminated were routine screening for substance use, safe opioid prescribing and 
tapering guidelines, goal setting with clients who inject drugs, and providing compassionate care for opioid 
use disorder. Practice change goals included use of person-first language to reduce stigma (n = 50), provide 
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handouts to clients on reducing drug related harms (n = 47), and discussion of sterile syringe access through 
SSPs or pharmacies (n = 37). Harm reduction practices most likely to have already been incorporated in 
current care included routinely screening for substance use (n = 114), collaborating with clients if opioid 
misuse was identified (n = 95), and recommending medication assisted treatment (MAT) as a method of 
recovery (n = 88). All academic detailing participants received a project evaluation survey by email with a 
response rate of 37%. The majority of follow up survey participants rated the quality of the detailing session as 
high (n = 48, 64%) and the quality of the resources as high (n = 55, 73%). Follow up technical assistance (TA) 
offerings to support practice changes were offered to all HRETA project participants. Technical assistance 
offerings included resources (n = 59) and practice-site trainings (n = 35). Recommendations for additional 
harm reduction education needs in the state included pharmacy focused detailing, emergency department 
focused syringe access detailing, and support of new and developing syringe service programs. 
 
 
VA-Community Dual Care: Veteran and Clinician Perspectives 
Schlosser J, Kollisch DO, Johnson DA, Perkins T, Olson A. 
 
Many veterans receive care in both community settings and the VA. Recent legislation has increased veteran 
access to community providers, raising concerns about safety and coordination. This project aimed to 
understand the benefits and challenges of dual care from the perceptions of both the Veterans their clinicians. 
We conducted surveys and focus groups of veterans who use both VA and community care in VT and NH. We 
also conducted a web-based survey and a focus group involving primary care clinicians from both settings. The 
main measures included (1) reasons that veterans seek care in both settings; (2) problems faced by veterans 
and clinicians; (3) association of health status and ease of managing care with sites of primary care; and (4) 
association of veteran rurality with dual care experiences. The primary reasons veterans reported for using 
both VA and community care were (1) for convenience, (2) to access needed services, and (3) to get a second 
opinion. Veterans reported that community and VA providers were informed about the others’ care more 
than half the time. Veterans in isolated rural towns reported better overall health and ease of managing their 
care. VA and community primary care clinicians reported encountering systems problems with dual-care 
including communicating medication changes, sharing lab and imaging results, communicating with specialists, 
sharing discharge summaries and managing medication renewals. Both Veterans and their primary clinicians 
report substantial system issues in coordinating care between the VA and the community, raising the potential 
for significant patient safety and Veteran satisfaction concerns. 
 
 
Survey of Sleep Conditions in a New Hampshire Jail and Vermont Prison 
Sorscher AJ, Crockatt W. 
 
INTRODUCTION: In the United States, 2.2 million people sleep in prisons and jails nightly. Sleep disorders and 
insufficient sleep have documented deleterious effects on health, but, of significance to the incarcerated 
population, may negatively impact participation in the rehabilitation process and exacerbate disruptive 
behavior in the daytime. 
STUDY OBJECTIVES: This study aimed to elucidate sleep quality in prisons and jails through questionnaires and 
semi-structured interviews. 
METHODS: Questionnaires including basic demographic information and the Insomnia Severity Index (ISI) 
were distributed randomly to 50% of the incarcerated male population at a Vermont state correctional facility 
and a New Hampshire county jail. Semi-structured interviews were also conducted with a targeted sample of 
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inmates to further explore inmates’ sleep experiences while incarcerated. 
RESULTS: Response rates from the VT state prison and NH county jail were 44% and 53%, respectively. The 
average ISI score of inmates at both institutions was 15.4, with 54% of those surveyed at the VT state prison 
and 69% of those surveyed at the NH county jail reporting clinically significant insomnia (ISI score of 15+). 
CONCLUSION: Both the quantitative questionnaire data and qualitative interview data indicated high rates of 
insomnia in a VT state prison and NH county jail; suggesting higher rates of insomnia compared to the non-
incarcerated population. Improved sleep conditions for the incarcerated population could reduce behavioral 
problems, improve rehabilitation, and ultimately influence recidivism. 
 
 
Injections and Infections: Rural Harm Reduction Access and Regional Trends 
Thakarar K, Murray K, Carwile J, Lucas FL, Burris D, Borelli T, Pinsky R, Liechty C, Smith R. 
 
BACKGROUND: Increasing rates of injection drug use (IDU) associated-infections suggest significant syringe 
service program (SSP) underutilization. Our study objective is to assess patient knowledge, attitudes, and 
practices of safe injection techniques and to determine predictors of SSP utilization. 
PATIENTS AND METHODS: This is an ongoing, eleven-month prospective pilot study of participants 
hospitalized with IDU-associated infections at four hospitals in Maine. Data are being collected through Audio 
Computer-Assisted Self-Interview survey and medical record review. A descriptive analysis of six-month data 
was performed to characterize injection knowledge, attitudes and practices. Primary outcomes include past 3 
month 1) SSP utilization and 2) use of clean needles/syringes. Secondary outcomes include: uptake of past 3 
month safe drug paraphernalia, naloxone, and medication for opioid use disorder (MOUD). After study 
recruitment is complete, additional descriptive analyses and logistic regression analyses will be performed to 
identify factors associated with SSP utilization.  
RESULTS: Of the 58 study participants enrolled, 27 participants (77%) reported past 3 month SSP utilization, 
though only 34% used SSPs frequently. Few participants (12%) reported clean needle/syringe use or safe drug 
paraphernalia use (19%). Thirty-eight percent of participants reported naloxone uptake, and 71% of 
participants were prescribed MOUD prior to admission. Injection of stimulants (27%) and opioids (71%) were 
common, and 93% of participants reported injecting alone in the 30 days prior to hospitalization. Many (63%) 
participants lived more than 10 miles from an SSP, with 24% of participants living in rural areas. Fifty-one 
percent reported difficulty accessing an SSP. 
CONCLUSIONS: Our study highlights unsafe injection practices and lack of frequent SSP utilization among 
people admitted with IDU-associated infections in Maine. Especially given stimulant use, our results also 
highlight the need to promote harm reduction even among individuals prescribed MOUD. Particularly in rural 
areas, expansion of harm reduction services could reduce the rates of IDU-associated infections. 
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Students & Fellows 
 
Rural Health Scholars: Creating a Pathway for Future Rural Primary Care Physicians 
DeGroote M, O’Leary S. 
 
BACKGROUND & AIMS: Rural Health Scholars (RHS) was started at the Geisel School of Medicine at Dartmouth 
in 1996 to support medical students nurture interest in and develop skills necessary to provide care to rural, 
underserved patient populations. As compared to urban counterparts, rural populations in the United States 
experience higher rates of chronic disease, poverty, homelessness, and intimate partner violence. Rural 
regions have lower ratios of physicians to residents and there are numerous challenges to recruiting and 
retaining providers in rural communities. Rural patients also face particular barriers to health care access 
including increased distance to medical services and transportation costs. The primary aim of this study was to 
characterize the 104 Rural Health Scholar alumni and evaluate how many work in primary care and/or rural 
communities. 
METHODS: In July 2018, 104 RHS alumni were researched online to determine their medical specialty and 
location of practice. Primary care specialties were defined as family medicine, general pediatrics, and general 
internal medicine. The state and address of the scholars’ current medical practices were categorized by 
rurality using the Rural-Urban Continuum Area (RUCA) codes which range from 1-9 (RUCA 1 = urban; RUCA 4 = 
large rural or micropolitian; RUCA 9 = isolated rural). Rural was defined here as a RUCA code of 4 or higher.  
RESULTS: 71 scholars are in practice, 32 scholars are in residency or fellowship training, and 1 scholar is an 
entrepreneur. In the US, 35% (23/66) of scholars work in rural areas. The highest proportion of scholars 
practice in New Hampshire (14/71), Maine (11/ 71), and Washington (9/71). 43% (37/87) of scholars are 
training to work in or currently practice in primary care. The most represented specialties are family medicine 
(25/87), pediatrics (13/87), emergency medicine (11/87), internal medicine (9/87), and OB/GYN (9/87). 
CONCLUSION: About a third of Rural Health Scholar alumni are currently working in rural regions of the United 
States. A large proportion of Rural Health Scholars pursue a career in primary care (43%), however over 17 
different specialties are represented. It would be valuable to compare this data with the location and 
specialties of all Geisel alumni. This database of alumni may be used to improve communication between the 
current 34 scholars in medical school and RHS alumni, including through article discussions, career advising, 
and rural shadowing or elective opportunities. 
 
 
Smoking cessation in the digital age: evaluating the usability and appeal of two cessation apps among young 
adults with serious mental illness 
Gowarty M, Kung N, Maher A, Brunette M. 
 
SIGNIFICANCE: Young adults with severe mental illness (SMI) are over twice as likely to smoke than the general 
population, and are less likely to seek treatment or achieve abstinence. Scalable interventions such as 
smartphone apps created with evidence-based content by the National Cancer Institute (NCI; QuitGuide – QG, 
or quitSTART – qS) could increase access to behavioral treatment for this group, but have yet to be tested.  
METHODS: We enrolled 22 daily smokers with SMI, aged 25-35, who were stable in community mental health 
treatment in 2019. We conducted five focus groups to identify facilitators and barriers to app use for smoking 
cessation, as well as desirable and undesirable app features. Three members of the research team coded 
transcriptions of the focus groups using thematic analysis. 
Twelve participants were randomly assigned to use QG or qS on their smartphone and were evaluated using a 
laboratory-based task-completion protocol, the System Usability Scale (SUS), and semi-structured interviews 
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at baseline (Visit 1; V1) and after two weeks of unstructured app use (Visit 2; V2). Qualitative analysis and 
descriptive statistics were completed. 
RESULTS: Focus Groups: Participants were 45% female, and 41% were diagnosed with psychotic disorders. 
Facilitators to app use included perceived convenience of apps and ability to self-pace cessation activities. 
Barriers to app use included busy lifestyle, lack of accountability, and limited phone battery or storage. 
Desirable app features included tracking cigarettes smoked and money saved by not smoking, distraction 
tools, and motivational messages. Undesirable app features included references to cigarettes, which were 
perceived as triggers to smoke. 
Usability Testing: Participants were 41.7% female, and 41.7% were diagnosed with psychotic disorders. 
Participants smoked 17±7.31 cigarettes per day, and 80% used smartphone apps at least twice per day. While 
task completion rates remained high for QG at both V1 and V2 (96%), SUS scores decreased from V1 to V2 (66 
to 60). In contrast, both task completion rates and SUS scores for qS improved from V1 to V2 (79% to 84%; 55 
to 64). Qualitative feedback supported the SUS scores: initial interest in QG at V1 diminished by V2; initial 
difficulty navigating qS at V1 resolved by V2, with a corresponding increase in appeal. Four tasks challenged 
about half of participants using both apps at both visits: tracking cigarettes per day, setting a quit date, 
uploading a photo, and connecting to social media. Participants rated these tasks as important, and stressed 
the importance of tracking daily cigarette use to their ongoing interest in the apps. 
CONCLUSIONS: Young adults with SMI indicated that mobile apps are an appealing vehicle for tobacco 
treatment, but their concerns about lack of accountability suggest that clinical support for app use is 
warranted. While overall usability of both apps was high by Visit 2, several desirable features in both apps 
remained difficult to use. The growing usability and higher final appeal of qS suggests that qS may be the best 
choice for young adults with SMI, but teaching smokers how to use the app may be necessary to promote 
initial engagement. 
 
 
Capacity for Scholarly Activity Among Providers in an Academic Community & Family Medicine Department: A 
Needs Assessment 
Hatchell KE, DiMilia PR, St. Ivany A. 
 
BACKGROUND: Increasing the research capacity of family medicine departments has been an objective at 
academic medical centers for decades. Needs assessments are often used to evaluate current gaps in 
outcomes and identify opportunities to improve performance. Research needs assessments can help tailor 
funding and other resources to effectively stimulate scholarly productivity of providers in family medicine 
departments.  
OBJECTIVE: We sought to evaluate the current knowledge and skills of providers in a Community and Family 
Medicine (CFM) department related to scholarly activity (e.g. research and quality improvement, literature 
reviews) and to ascertain the appropriate support needed to increase scholarly activity. 
METHODS: Medical providers in a rural academic CFM department participated in an online survey collecting 
demographic information as well as prior scholarly experience and needs followed by in-person semi-
structured interviews to discuss the goals, barriers, and needs regarding scholarly activity.  
RESULTS: These results represent analysis of surveys from 21 of 23 medical providers in the CFM department. 
Providers were mostly female (57%) and were physicians (76%), physician assistants (10%), advanced 
registered nurse practitioners (10%), and a chiropractor. No providers had funded protected time for scholarly 
activities. The unfunded time dedicated to scholarly activities ranged from 0 to 15 hours weekly, with nine 
providers (43%) not dedicating any time to scholarly activities. Most providers (83%) felt that their amount of 
protected time was “too little.” For previous research experiences, five providers (24%) had prior formal 
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training in conducting scholarly activity, seven providers (33%) had previously conducted a literature review 
with the CFM department, and seven providers (33%) had applied for grant funding with the CFM department. 
In terms of the most common needs, ten providers (48%) stated a need for knowledge about finding funding 
opportunities and writing research protocols, nine providers (43%) indicated a need for knowledge about 
applying for funding, and eight providers (38%) desired help getting started or understanding the research 
process. 
DISCUSSION/CONCLUSIONS: This needs assessment sought to characterize the current knowledge and skills of 
providers in the CFM department so that funding and resources could be tailored to meet the needs. Survey 
results revealed that many providers have too little time to engage in scholarly activity and indicated that 
knowledge about finding funding opportunities and writing protocols were top needs. This needs assessment 
lays the groundwork for further efforts to increase scholarly activities in the CFM department and may serve 
as a model for conducting similar assessments in other family medicine departments. Analysis of the interview 
transcripts is ongoing and will further elucidate the needs of CFM providers and potential high-yield strategies 
for stimulating scholarly activity. 
 
 
The Mind, Mood, Mobility Project: A Community-Academic Research Collaboration to Support Independence 
among Rural Older Adults 
Kennedy MA, Pepin RL, Stevens CJ, Bartels SJ, Batsis JA, Beyea A, Bruce ML, Eckhaus JM, Korsen N, Pidgeon 
DM, Powell KE, Reynolds CF 3rd, LaMantia MA. 
 
Cognitive impairment, depressive symptoms, and mobility loss are common conditions identified in primary 
care that contribute to functional decline in older adults. Rural older adults may lack access to interventions to 
address these conditions, and socioeconomic barriers may limit engagement in existing programs. 
Collaborating with community aging agencies to deliver evidence-based interventions to at-risk older adults 
identified in primary care is a potential strategy to address gaps in health and social services and deliver 
effective interventions in rural communities. Our multistate team of researchers, primary care clinicians, and 
community-based organizations in VT, NH, and ME aims to assess the feasibility and acceptability of an 
intervention delivered by aging services staff for rural older adults at risk for functional decline due to early 
impairments in cognition, mood, and mobility. 
This research-in-progress poster will highlight initial lessons learned from this ongoing one-year, mixed-
methods pilot study, including feasibility of participant recruitment, development of academic-community 
collaborations, training, and barriers and facilitators to intervention implementation. We recruited older adult 
participants from primary care sites who are ≥65 years and screened positive for at least two of the following: 
early cognitive impairment, mild-moderate depressive symptoms, and increased falls risk. Community 
resource specialists from Area Agencies on Aging were trained to deliver a 3-component intervention 
consisting of an evidence-based falls prevention Tai Chi class, a home-based behavioral activation program, 
and assistance with community resources. Our long-term goal is to demonstrate an effective, scalable model 
to support functional independence and improve health outcomes for vulnerable older adults in rural 
communities. 
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Professional Nurse-Led Unjani Clinics: Empowering the Nurse as a Primary Care Provider  
McGrath B. 
 
INTRODUCTION: South Africa, burdened by a wide wealth gap, meets the health care needs of the 16% of the 
population with health insurance but provides unreliable services for the 84% that are uninsured. The 
employed low-wage workers suffer from long public clinic wait times and poor quality care. Due to the high 
cost of private sector providers, the public sector is overburdened and lacks sufficient resources to meet the 
population's needs. This makes primary health care (PHC) largely inaccessible (NEJM, 2016). In 2013, the 
Unjani model launched to provide quality affordable PHC to employed but uninsured families. Developed as a 
social franchise, Unjani aims to empower Black women nurses as entrepreneurs and providers (Unjani Clinic 
NPC, 2019). The Unjani NPC provides professional nurses with shipping containers that are converted into 
world class health facilities. The nurse entrepreneurs then run these clinics as their own business, while 
increasing access to primary care within their communities. Although nurses are central to the Unjani model 
there is no published research describing their experience. This study aims to identify the role of the nurse as 
PHC provider as well as the facilitators and barriers to participating in the Unjani model. 
METHODS: A qualitative study, IRB/Unjani approved, using snowball sampling and semi-structured interviews 
of ten Unjani nurses was conducted. Field notes were taken and interviews were recorded for verbatim and 
non-verbatim transcription. Thematic analysis was performed to identify themes. Key policy documents were 
examined for their contribution to answering research questions. 
RESULTS: Five significant themes emerged: 1. Engaging the community in, and serving the community with, 
PHC; 2. Moving from “employed nurse” to empowered entrepreneur; 3. Assuming the risk and benefits of 
practice autonomy; 4. Creating a sustainable PHC service that drives local economic development; and 5. Pride 
in achieving high-level autonomous practice as a highly-skilled Unjani nursing network colleague.  
IMPLICATIONS: These results suggest that Unjani nurses are invested, motivated, and proud to serve their 
community as they grow a profit-generating high-quality PHC business. Furthermore, the nurse-led Unjani 
model may be a powerful answer to global challenges in primary care access and quality. 
 
 
Factors associated with childhood sexual abuse and adolescent pregnancy for women who live in or received 
services in NH and VT 
McNiss CH, Kalarchian M, Hesselton TM.  
 
One in 12 children is sexually abused before turning 18 years old (Finkelhor, Ormrod, Turner, & Hamby, 2005). 
This sexual abuse can lead to psychological and somatic symptoms which include fear, insomnia, post-
traumatic stress disorder (PTSD), dysfunctional relationships, fatigue, gastrointestinal upset, and chronic pain 
(Wilson, 2010), as well as drug abuse, major depression anxiety, and poor self-esteem (Hall, 2011) in 
adulthood. Studies of the brain show changes in brain structure related to extreme stress from childhood 
sexual abuse (CSA) during periods of brain development (Anda, 2005). Research about these changes and 
what they mean in children with this type of abuse is ongoing (De Bellis, Spratt, & Hooper, 2011).  
Pregnancy during the teen years can have negative consequences for adolescents, their children, and society. 
A link between CSA and adolescent pregnancy has been established. Noll, Shenk and Putnam (2009) 
conducted a meta-analysis of 14 distinct samples that used comparison groups and found women who had a 
history of CSA were two times more likely to have experienced a pregnancy in adolescence than women who 
did not experience CSA. Continued research in the form of a longitudinal study by Noll et al.(Noll et al., 2018) 
found that sexual abuse conferred a risk for adolescent pregnancy. The results showed that the risk for 
experiencing adolescent pregnancy was 2.45 times higher in adolescent girls who were sexually abused than 
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their non abused counterparts.  
Epidemiological studies of adolescent pregnancy have been conducted for many years giving rich data on who 
gets pregnant, where they live, their race, socioeconomic and educational backgrounds. Girls who live in rural 
US are two times as likely to have an adolescent pregnancy compared to their urban counterparts (Atav, 
2002). Few studies address the underlying risk factor of childhood sexual abuse and the increased rate of 
pregnancy in the group. This study seeks to understand what might contribute to the increased risk of 
adolescent pregnancy in girls with CSA who live rurally. 
RESEARCH QUESTION: What is the nature and context of adolescent pregnancy as related to childhood sexual 
abuse in a rural population? 
The aim of this research is to advance, refine and expand a body of knowledge on CSA and adolescent 
pregnancy for women who live in rural settings. 
SPECIFIC AIMS: 1). To describe the experience and context of the lives of girls who have a history of CSA and 
adolescent pregnancy who live in rural locations. 2). To explain how the experience of childhood sexual abuse 
impacts the lives of adolescents who live rurally and become pregnant.  
DESIGN: A constructivist grounded theory approach will be used to analyze primary data to generate a theory 
about how CSA influences the lives of adolescents who become pregnant and live rurally. Data will be 
obtained systematically and analyzed using comparative methods looking to understand how and why 
adolescents who have CSA histories become pregnant at a higher rate than non abused adolescents and how 
they view rural factors and circumstances, i.e. geographical location, economic resources, and health care. 
 
 
The association between obesity & mental health; The mediating role of body dissatisfaction in rural 
adolescents 
Ojugbele O, Tanski S, White SLR, Bruce ML. 
 
BACKGROUND: Pediatric obesity is a major pediatric public health concern and rural adolescent populations 
are oft overlooked in current research. Obesity has been associated with adverse psychosocial outcomes 
including depression and body dissatisfaction. However, not all individuals with overweight/obesity (OV/OB) 
are equally susceptible to these correlates. We consider the effect of body dissatisfaction on mental health 
outcomes in rural adolescents. This project examines relationships between BMI; body dissatisfaction; and 
mental health defined by self-reported anxiety/depression while accounting for covariates including 
demographics and experiencing bullying. 
DESIGN/METHODS: 6475 rural adolescents ages 15-20, from a northern New England health system were 
asked to fill out the Dartscreen, a self-administered comprehensive health screening tool. BMI was categorized 
(underweight/normal weight/overweight/obese) based on published percentile norms or categories by age. 
Mental health was assessed by PHQ(patient health questionnaire) and GAD(generalized anxiety disorder) 
questions, with moderate to severe depression or anxiety coded as positive for poor mental health outcomes. 
Body dissatisfaction was measured by answering No to the question, “Are you satisfied with the size/shape of 
your body?” Bivariate and logistic regression analyses were conducted. Interaction effects examined the link 
between OV/OB status and screening positive for a mental health issue via body dissatisfaction, controlling for 
demographics and covariates. 
RESULTS: Mean age was 15.6y, 50.3% male. Subjects were 88.4% White, 3% Black and 8.6% other race; 92.8% 
were non-Hispanic, 4.8% were of Hispanic ethnicity. 57.6% had normal BMI (BMI 5th to 95%ile or >30). OV/OB 
adolescents reported higher rates of body dissatisfaction than normal-weight adolescents, at 2.4 times more 
likely. Logistic regression indicated that OV/OB adolescents were 1.45 times more likely to have poor mental 
health outcomes than normal-weight adolescents with a p value of < 0.05. Adolescents, regardless of weight, 
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who reported body dissatisfaction were 3.08 times more likely to have mental health issues. In the adjusted 
model, the relationship between OV/OB and poor mental health became insignificant, p-value of 0.8. A formal 
test for mediation suggests that the relationship between obesity and poor mental health was mediated by 
body dissatisfaction.  
CONCLUSIONS: Although OV/OB status is often thought to be linked to poor mental health, this research 
indicates that dissatisfaction with body image mediates the relationship between poor mental health 
outcomes and BMI status. Providers should consider body dissatisfaction as a useful screening tool for further 
evaluation of the mental health of adolescent patients. Fostering body satisfaction all among adolescents may 
serve as a health promotion tool towards improved mental health outcomes. 
 
 
Implications of an Aging Rural Physician Workforce 
Skinner L, Staiger DO, Auerbach DI, Buerhaus PI. 
 
Residents in rural areas suffer disproportionally from inadequate access to health care. In 2018, 66% of Health 
Professional Shortage Areas for primary care were located in rural areas and rural residents are more likely to 
be older, poorer, uninsured, and have a lower life expectancy compared to their urban counterparts. Growing 
numbers of rural physicians are nearing retirement and little is known about the implications of the aging 
workforce on the future supply of physicians in rural areas. Maintaining physician supply is important in 
preventing the further exacerbation of health disparities between rural and urban residents. 
We used data from the U.S. Census to establish trends in age distribution and to forecast the future supply of 
physicians to 2030 in rural and urban areas. The forecast model uses life-cycle workforce-participation 
patterns associated with age and differences among birth cohorts to predict entry and exit from the 
workforce. 
Analysis of the age distribution of rural physician workforce show that in 2017, more than half of rural 
physicians are over the age of 50 and more than a quarter are over age 60. Only 39% of urban physicians are 
over 50 and 18% were at least 60. Because of the aging of the rural physician workforce, the number of 
doctors per rural resident held steady from 2000 to 2017, but by 2030, we forecast a decline of 23%. Supply of 
nonrural physicians is projected to remain steady at 29.6 per 10,000 population by 2030, just below the rate of 
30.7 in 2017. 
In 2030, residents of rural areas will have access to one third as many physicians per capita as their suburban 
and urban counterparts. If nothing is done to prevent the forecasted workforce decline, the already large 
disparity in access to physicians between rural and urban populations is going to widen. 
This work was published in the New England Journal of Medicine, July 25, 2019.  
Skinner L, Staiger DO, Auerbach DI, Buerhaus PI. Implications of an Aging Rural Physician Workforce. New 
England Journal of Medicine 2019;381(4):299–301. 
 
 
“Life free and die:” the urgency of screening for a lifetime of acquired brain injuries in women in primary care 
clinics 
St. Ivany A, Ojugbele O, Blodgett K, Munro-Kramer ML. 
 
It is estimated that 50% of women living in New Hampshire (NH) have experienced some form of physical or 
sexual assault in their lifetime (NHCADSV, 2015), a rate twice as high as estimates of 25-30% of women in the 
United States (Black et al., 2010). Research demonstrates between 50-100% of women who experience IPV 
experience traumatic brain injuries (TBIs) associated with the abuse, with 50% or more experiencing more 
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than one TBI (St Ivany & Schminkey, 2016; Valera & Kucyi, 2017) and over 60% of women experiencing 
strangulation during IPV (Taliaferro et al., 2009). Acquired brain injuries (ABIs), such as TBI and strangulation, 
may be the injuries that have the most lasting neurological consequences. This long-term impairment to the 
neurological system may affect the survivor’s ability to execute tasks such as decision making, engaging in 
safety planning, storing memories, and maintaining consistent employment for stability and financial 
resources (St Ivany et al., 2018; Valera et al., 2018). The purpose of this study was to perform an exploratory 
analysis of the circumstances surrounding ABIs from IPV among survivors as well as the health care needs of 
these individuals in NH. The research question guiding the study was: what is the nature and context of 
episodes of IPV when ABIs occur and what are the health care needs of these survivors?  
METHODS: Situational analysis (SA), a subset of constructivist grounded theory (GT), was used to analyze the 
data. The key tenant of SA is that the situation itself is the focus of the analysis. This includes the GT 
component of coding the central process as well as exploring how non-human elements, such as policies, 
geographic location, and legislation also influence the situation.  
FINDINGS: Analysis of 20 interviews with sexual assault nurse examiners, gender-based violence advocates, 
attorneys, and survivors revealed three themes of the situation: lack of surveillance and knowledge around 
ABI from IPV among healthcare workers, increasing incidence of non-fatal strangulation in young people and 
adolescents (both violence related and non-violence related), and lack of resources needed to address ABI 
from IPV. A salient dimension of the situation includes challenges unique to a rural environment such as lack 
of transportation, cell phones, and internet. The emerging area of anoxic brain injuries from near overdose 
events was identified as an area of concern. 
CONCLUSION: While NH may not be inherently different from neighboring states, rurality in the northern part 
of the state as well as recent changes to strangulation law making it a felony are impacting women’s ability to 
seek medical care and decision-making around legal action. The small, connected nature of rural communities 
are added barriers to successfully leaving abusive relationships and women are receiving multiple head 
injuries over the course of their lifetimes. Currently the relationship between violence and violence 
prevention, addiction, and head injuries is unexplored. Implementing lifetime head injury screening in primary 
care will increase surveillance data to begin to explore shared risks between violence, head injuries, mental 
health, and addiction. 
 
 


