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Regional Institute for Health and Environmental Leadership 
Class of 2002 Leadership Projects 

 
 

ASTHO Alumni in Service to States 
Robert Irwin 

 
The Association of State and Territorial Health Officials (ASTHO) is the national, 

nonprofit organization representing the state and territorial public health agencies of the United 
States, the U.S. Territories, and the District of Columbia. Through its members, who comprise 
the chief health officials of these jurisdictions, ASTHO to helps formulate and influence sound 
public health policy and helps to assure excellence in state-based public health practice. 

ASTHO records indicate that more than 300 state health officials have left their posts 
during the past two decades. Many have gone on to serve in other executive positions in local, 
state, or federal government. Others have moved to influential roles in health care organizations, 
philanthropic foundations, the corporate world, and academia. Most remain committed to public 
health. Many are eager to collaborate with current and former state health officials, through 
ASTHO, to achieve common goals. Until now ASTHO has had no systematic way to bring their 
experience and understanding to bear on current public health policy and practice. 
 
Vision 
 ASTHO will capitalize on the collective experience and wisdom of former state health 
officials by involving them in efforts to develop state-based public health policy and practice. 
 
Results to Date 

� Created a new column, “Alumni Commentary,” for ASTHO’s monthly 
publication, The ASTHO Report. So far, the column has published comments from 
seven former state health officials. 

� Formed an ad hoc committee of former state health officials to advise the 
National Library of Medicine regarding which peer-reviewed public health 
publications should be indexed in Index Medicus. 

� Identified ASTHO alumni to serve on peer-review scientific panels at CDC. Plans 
are underway to offer the same opportunity to HRSA and other federal agencies. 

� Selected ASTHO alumni to serve on ASTHO policy committees and to help 
develop the program for ASTHO’s annual meeting. 

� Secured funding from the Robert Wood Johnson Foundation to bring six to eight 
distinguished former state health officials to Washington for a symposium to 
formulate long-term plans for deploying former state health officials in public 
health policy and practice. 
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Next Steps 
� Include a special forum and “concurrent session” for former state health officials 

at ASTHO’s annual meeting in September in Nashville, Tennessee. 
� Convene a meeting for distinguished former state health officials in Washington 

in July. (See above.) 
� Identify a cadre of highly experienced former state health officials to serve as 

short-term, on-site consultants to current health officials (following July meeting). 
� Promote the availability of short-term consultants to states. 
� Deploy consultants to selected states (Fall/Winter 2002). 
� Evaluate initial deployment of alumni consultants (Spring 2003). 
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Building Relationships Among Nonprofit Staff and Directors 
Gretchen Greer 

 
 The Boulder Valley Women’s Health Center is a nonprofit health center that provides 
family planning, reproductive health services, cancer screening, and gynecologic surgery 
services to approximately 2,400 women yearly. Almost 70 percent of the patients are 
low-income and would have trouble gaining access to these services were it not for the Center. I 
serve on the Center’s board of directors. 
 During the past three years, the Center has faced some big issues and decisions. We lost a 
significant amount of state funding, changed the scope of services we provide (twice), and hired 
a new executive director. Through all of this the board and the Center staff have worked very 
well together. All in all, the Center continues to be successful. 
 Now with no “big” issue or decisions facing us, the board and the Center are struggling to 
figure out our relationship to one another. Complicating the relationship is the fact that we have a 
very stable staff (two nurse practitioners have worked there for 18 years) and a very new board 
(the longest-standing member has served for just over two years). The new executive director is 
the former president of the board, which makes the relationship even more complicated. 
 
Vision 
 My goal is to find a way for the board and the Center staff to have the discussions we 
must have in order to figure out how we want to relate to one another.  
 
Results to Date 

� Through a series of informal conversations with board members and staff, I 
gained clarity about the nature of the relationship of the board and the Center. 

� The executive director held a retreat with the Center’s administrative staff. Prior 
to this meeting, I met with her to help her think about the agenda for the meeting. 
I shared with her my thoughts about how the Center and board relate to one 
another. During the retreat, the administrative staff learned more about the goals 
and aspirations of the Center and how the board can support these aspirations. 

� The Annual Board Retreat is scheduled for June 1. I volunteered my organization 
to manage the retreat and met with the president of the board to outline the goals 
of the retreat. Our goal for the retreat is to educate the board about the Center’s 
goals and aspirations and then determine the goals and aspirations of the board. 

� I was able to ensure that both groups are talking about issues that are similar 
enough so that we can begin to build common understanding about one another. 

 
Next Steps 
 In the future, I will support my organization as it manages the retreat (I will act as a 
participant, not a facilitator), and find ways for the board and Center to begin to build the 
relationship we want to have.  
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Colorado on the Move Black Church Initiative 
Lucille Johnson 

 
 The U.S. Surgeon General has recognized that obesity is the second leading cause of 
preventable deaths in the United States and has issued a national Call to Action to address 
obesity as a public health issue. 
 Colorado on the Move is a statewide initiative to prevent obesity and improve health by 
increasing lifestyle physical activity. The program uses electronic step counters to help 
participants monitor and increase their physical activity. 
 In response to growing concern about health disparities among people of color, the Metro 
Denver Black Church Initiative launched a major new program in 2001 to focus on health issues 
threatening African American people. This initiative is called Faith & Health Ministries. A 
collaboration of 24 churches and a host of related partners, Faith & Health Ministries focuses on 
education, outreach, and screening for diseases that disproportionately affect African Americans. 
These diseases include diabetes, hypertension, glaucoma, heart disease, and breast and prostate 
cancers. 
 The Colorado on the Move Black Church Initiative is a collaboration involving the 
University of Colorado Center for Human Nutrition, the Partnership to Promote Healthy Eating 
and Active Living, and the Metro Denver Black Church Initiative’s Faith & Health Ministries. 
Our goal is to increase walking by 2,000 steps per day, which is equivalent to walking about one 
mile. 
 Introducing this program in Black churches may have a positive effect on the health of 
people who suffer a disproportionate share of negative outcomes in several disease states.  
 
Vision 
 To mobilize churches within the Faith & Health Ministries collaborative to participate in 
a pilot program that focuses on the benefits of physical activity. My goals are to: 

� Educate congregation members about the importance of physical activity and its 
impact on weight management and decreased risk for the onset of diabetes. 

� Encourage and motivate health ministry liaisons and pastors to model the way by 
wearing step counters to monitor physical activity.  

� Collaborate with The Center for Human Nutrition to present data on the program 
and sign up participants. 

� Distribute step counters through Faith & Health Ministries. 
� Establish a data-collection process. 
� Analyze data by individual church and as a collaborative. 
� Report data to The Center for Human Nutrition for use in a published study. 

 
Results to Date 

� 50 percent of Faith & Health Ministries churches have launched the Colorado on 
the Move program. 

� Pastors and liaisons are wearing step counters to model the way. 
� More than 700 step counters have been distributed. 
� A data-collection process has been established. 
� Preliminary data has been reported to The Center for Human Nutrition. 
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Next Steps 
 During the next few months, the Faith & Health Ministries churches that have not yet 
joined this fun and easy program will be encouraged to do so. Preliminary results suggest that we 
can increase lifestyle physical activity among African American people through collaboration 
with Black churches. Strategies are being developed to sustain the program to promote lifelong 
changes for generations to come. 
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Coordinated School Health Programs in Wyoming 
Sunny Kaste 

 
Vision 
 The purpose of this project is to implement a coordinated school health program (CSHP) 
in Wyoming. The CSHP Collaborative will educate school administrators, staff, and teachers 
about the program and provide them with tool kits to use in implementing it. Education and 
dissemination of the tool kits will take place in a two-part series at the Spring and Fall 2002 
Wyoming Department of Education (WDE) School Improvement Conferences. 
 
Process 
 At the Spring 2002 School Improvement Conference, the CSHP Collaborative held a 
plenary session featuring national and local CSHP experts. The presentation offered a broad, 
user-friendly overview of both the risk indicators for Wyoming youth and the promising results 
CSHP has shown in decreasing risk behaviors and improving protective factors. Conference 
participants also learned what to expect in the implementation tool kit. 
 At the Fall 2002 School Improvement Conference, the CSHP Collaborative will provide 
a hands-on CSHP implementation workshop. The collaborative will distribute CSHP 
Implementation Tool Kits, which are organized in eight sections corresponding to the eight 
components of CSHP. (The collaborative intends to create the tool kit using ASTDHPPHE 
funds.) With the tool kits the collaborative will distribute implementation worksheets tailored to 
Wyoming. These worksheets will include: 

� The WDE Health and Physical Education Standards. 
� Suggested curricula designed to meet the standards and the eight components of 

CSHP.  
� Implementation success stories for each component. 
� Tools from “Changing the Scene: Improving the School Nutrition Environment” 

and other Team Nutrition materials. 
� Methods for improving the parent/community/school partnership. 
� A contact list for technical assistance from the CSHP Collaborative. 

 
Objectives 

� Develop K-6 and 7-12 CSHP Implementation Tool Kits. These kits will explain 
how to implement each of the CSHP components. Produce enough of the tool kits 
so that every school in Wyoming receives at least one. 

� Provide CSHP training and tool kits to at least one representative from each 
Wyoming school district at the Spring and Fall 2002 School Improvement 
Conferences. 

� Make on-site technical assistance available to all Wyoming schools upon request. 
 
Expected Outcomes 
 All Wyoming schools will have Wyoming-specific tools to implement CSHP. Wyoming 
schools will use technical assistance as needed. Wyoming schools will fully implement CSHP by 
2006. 
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Results to Date 
 March 2002: The WDE Health, and Safety Unit sponsored a CSHP presentation at the 
spring School Improvement Conference. William Potts-Datema provided a general session 
entitled Healthy Kids Make Better Students. This session presented research that supports the 
relationship between healthy students and academic achievement. He also presented two 
follow-up breakout sessions titled “Healthy Schools, Healthy Wyoming: Making School Health a 
Reality in Your District.” In addition, Judy Barbe, MS, RD, who partners with the WDE and the 
Wyoming Department of Health to promote healthy school nutrition, presented four break-out 
sessions titled “Is Health Only an Academic Exercise? Let’s Stop Giving Our Students Mixed 
Messages.” Her presentations discussed the importance of good nutrition and physical activity to 
improving academic performance and test scores. More than 600 school district staff, including 
superintendents, principals, administrators, and teachers, attended the conference. 
 April/May 2002: The CSHP Collaborative held its second retreat. The primary goal was 
to organize teams that will assemble materials to promote CSHP and to put in the tool kits. 
Teams correspond to the eight components of the CSHP, and each team is chaired by two people 
who have expertise in the CSHP component that is the team’s focus. At least one of the chairs is 
a community-based partner; this promotes government/school/community partnerships. The 
teams began to brainstorm about what materials to include in the tool kits. Tool kit sections are 
due to WDE by August 1, 2002. The WDE plans to have the tool kits ready for distribution by 
September 2002. 
 
Next Steps 

� The Fourth Annual Summer Institute for Health Education will be held in June. 
This conference features training around five components of CSHP: 
parent/community involvement (the overall conference theme), health education, 
physical education, school health and mental health services, and healthy school 
nutrition environment. 

� The WDE has contracted for on-site evaluations of all 48 Wyoming school 
districts. The evaluations will assess the schools’ implementation status and 
readiness to implement CSHE/CSHP. School districts will receive technical 
assistance as needed during these site visits. During site visits, the evaluators will 
distribute CSHP tool kits and teach staff how to use them. The evaluators are 
members of the Wyoming CSHP Collaborative and are involved in developing 
the tool kits. 



RIHEL Project Reports 2002 / 8 

Culturally Competent Interpretation and Translation Services 
Mitzi Moran 

 
Vision 
 My project aims to improve the culturally competent interpretation and translation 
services provided by health care services to Spanish-speaking patients in Greeley, Colorado. 
 
Background 

� 30-35 percent of Greeley’s population is Hispanic. This percentage reflects 
the City of Greeley, not the surrounding service area. Of that group, it is 
estimated that 30 percent speak only Spanish. 

� Only the local hospital provides a basic formal training program for Spanish 
interpretation. 

� The local community mental health organization provides culturally 
competent interpretation services. 

� Most health care organizations rely heavily on a few bilingual and semi-
bilingual staff members and/or members of the patient’s family for 
interpretation. 

� Local professional translation services are used only occasionally. 
 
Key Organizations 

� North Colorado Health Alliance. This is an alliance of the all of the 
community providers who serve the underserved. The alliance is focusing its 
efforts on how best to meet the needs of the underserved populations in 
Greeley and the surrounding areas. This group meets monthly. Its members 
include the Sunrise Community Health Center, North Range Behavioral 
Center, North Colorado Medical Center, North Colorado Family Residency, 
Weld County Public Health and Environment Department, and Specialty 
Physicians/Private Offices. 

 
Results to Date 
 December 2001 and January 2002 

� As a member of NCHA, I contacted the alliance’s codirectors and asked to 
bring this vision to NCHA. I asked to lead the project if NCHA embraced it. 
The codirectors agreed. The need to improve interpretation and translation 
services was discussed at the January NCHA meeting. The group responded 
enthusiastically, and it was placed on the agenda for the months to come. 

� I became aware of a grant from the Robert Wood Johnson Foundation and the 
Tomas Rivera Policy Institute focusing on improving culturally competent 
communications with non-English speaking patients. I applied for the grant on 
behalf of NCHA. I connected with several local agencies for support letters. 
Doing this raised awareness that, whether or not the grant was funded, this is a 
community issue and I am seeking a community solution (that is, a solution 
that will benefit all patients across all continuums of care in Greeley). All of 
the organizations I contacted (including the local 4-year college, the local 2-



RIHEL Project Reports 2002 / 9 

year college, the Latino Chamber of Commerce, Rocky Mountain SER, the 
local school district, local specialty healthcare providers, and others) 
enthusiastically supported the effort and verbally committed to being part of 
community solution and discussion. 

 
 February 2002 

� I received notice the grant was not funded; 176 applications were received 
from around the nation, and only 10 were selected. 

 
 March 2002 

� A small group of Sunrise Community Health Center providers began to focus 
their energy on this problem, but they focused only on the hospital. Trying to 
channel this group’s energy into a larger community problem/community 
solution approach has been difficult. The group doesn’t want to acknowledge 
that the problem is community-wide; at this point, it sees the hospital as the 
only provider failing in this area. 

 
 April 2002 

� NCHA meeting held. Next steps were discussed at length. It was decided that 
a smaller group of interested members would form a task force to begin the 
project. Actual group members were not identified, because key NCHA 
participants were not at the meeting. 

� Verbally received enthusiastic commitment from a key internal resource: Alex 
Trujillo, PhD, North Range Behavioral Health. He has extensive experience at 
the University of New Mexico and NRBH in developing culturally competent 
organizations and training programs. 

  
Next Steps 

� Formalize the Task Force. Include member(s) from the Sunrise group. 
� Catalog and conduct an in-depth exploration of local resources (who does 

what training, who provides what for their patients, who provides what for 
their staff, etc.). 

� Research and create solutions. Some possibilities include: 
� Internal resources. Expand the hospital training program to the next level 

and across the NCHA? 
� Contract with local learning institutions for community solutions 
� Hire or contract with a bank of interpreters who serve on an on-call basis 

and are assigned to organizations based on patient numbers, services, etc. 
� Hire interpreters who train others within each organization (possibly 

training bilingual and non-bilingual staff). 
� Provide funding or scholarships to send NCHA staff to training. 

� Secure funding. 
� Grant possibilities (RWJ grant again next year, Caring for Colorado, etc.). 
� Share costs proportionally among NCHA members (Sunrise has verbally 

committed funds to a portion of this effort.) 
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� Identify timeline to implement selected solution. 
� Enact change/begin programs. 

 
Completion Dates 

� Identify and commit to solution(s by end of 2002. 
� Begin implementation in last Quarter 2002 or beginning Quarter 2003. 

 
Challenges: 

� Sustaining enthusiasm (mine and NCHA’s) for the vision despite many 
canceled meetings. 

� Rolling with the punches, accepting that some things, such as meeting 
cancellations, are beyond my control. 

� Bringing others into the vision. The small group of Sunrise providers needs to 
be involved in the solution. The group has great energy and ideas, but getting 
it to proactively use that energy and those ideas has been very difficult. 

� Accepting this is a secondary (at best) priority for NCHA and yet keeping it 
alive. 

� Accepting this is a long-term goal. I want it fixed now! 
� Taking the vision to the stage of implementation. 
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Dental Clinic for Artesia, New Mexico 
Albert Esparsen 

 
 The Artesia Coalition for Better Health determined that the city desperately needs dental 
services for individuals who have no dental provider or who cannot afford dental services. There 
are two dentists in Artesia; both have full practices, and neither accepts Medicaid patients. 
 
Vision 
 In collaboration with the County Commissioners of Eddy County, New Mexico, we will 
explore the possibility of bringing dental services to the community of Artesia. The target 
populations will be children and adults with or without ability to pay for the services. The areas 
of concentration for this collaboration will include obtaining funding, a facility, and dental 
provider(s). 
 In early January 2002, the vision of this project was “Will develop as the collaborative 
meets and sets direction.” Since then, much work has been done to make the dental clinic a 
reality. 
 
Background 
 Artesia is a small community in Eddy County. The population fluctuates somewhat, but 
generally remains at about 12,000. The population has not changed much over the past 20 to 30 
years. The other major urban center in Eddy County is Carlsbad, which has a population of 
approximately 37,000. 
 Artesia has been seen as the junior urban center and, consequently, has received a junior 
share of the county’s resources. Eddy County has an estimated population of 51,658, according 
to the 2000 census. The average annual income is $27,261, which is approximately equal to the 
state average of $27,302. Approximately 19 percent of the county’s population lives at or below 
the poverty level. Again, this figure is equal to the overall poverty level in the state. About 25 
percent of the county’s children under 18 years of age lives at or below the poverty level, as 
compared to the state figure of 27 percent.  
 The county’s major industries are oil, agriculture, the Waste Isolation Pilot Plant (WIPP) 
and the dairy industry. Artesia is a close-knit community that depends heavily on agriculture, 
including alfalfa, large vegetable farms, pecan orchards, and the dairy industry. The area also 
depends heavily on the Navajo Oil Refinery. 
 County Commissioner Glenn Collier, who lives in Artesia, is the consummate advocate 
for the people of Artesia. Commissioner Collier and I have successfully worked on projects to 
benefit the citizens of Artesia. Two years ago we secured funding to establish a Farmworkers 
Outreach Resource Center (FORC), where farm workers could receive referrals to agencies for 
help with needs related to education and training, health, and immigration. The FORC has been 
in operation for about one year. 
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Results to Date 
 We have been collaborating on the dental clinic for approximately 18 months. Working 
with the Artesia Coalition for Better Health, the following funding was secured: 

� About $200,000 has been raised locally. Donations have been received from 
private individuals and corporate contributors, including several oil companies, 
the Dairy Association, several local banks, and a local managed care company. 

� A $144,000 disbursement was received from the New Mexico state legislature 
and was allocated to purchase dental equipment. This disbursement resulted from 
the efforts of local politicians who went to Santa Fe and lobbied for the funding. 
Area representatives and senators carried the bill to success. 

� A 3-year federal grant, providing $200,000 per year, will cover operational costs. 
 The City of Artesia donated a piece of property on the hospital campus for the clinic. 
A local managed care company that made a sizeable contribution to the project has been 
contracted to operate the facility and provide the dental staff. 
 Groundbreaking was held April 1, 2002. The facility will measure approximately 2,000 
square feet. It will have three dental chairs, X-ray facilities, and an area to address the dental 
needs (denture maintenance) of the elderly. 
 
Next Steps 
  The clinic must raise an additional $50,000 to purchase a few additional dental tools and 
to pave the parking lot. 
 Artesia’s community spirit has permitted citizens to come together on several significant 
projects. Though this project has come up a bit short on financing, ongoing efforts are being 
made to raise the remaining funds. 
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Developing a Team for New Mexico’s Improving Health Initiative 
Susan Gonzales 

 
 The state of New Mexico began performance-based budgeting in FY2000. Developing 
local health councils is considered a way to increase budget accountability and improve health 
status. 
 To this end, the New Mexico Department of Health (DOH) created a department-wide 
Improving Health Initiative (IHI) team. The team’s goal is to “improve health status throughout 
New Mexico” by supporting the development of local health councils that will develop a 
comprehensive health plan for each community. 
 The team has nine members. The state’s four health districts are represented by six IHI 
coordinators, and three program managers share statewide supervision and oversight. The IHI 
team leader is in the office of the secretary of DOH. 
 My project involves helping this statewide team develop a shared aim so that its form and 
function can be improved. 
 The team agreed to a facilitated process of team development . The process will involve 
establishing group values, developing a shared aim and vision, defining roles, establishing an 
effective system of communication, defining the decision-making process, and managing the 
structure. My final task will be to make a recommendation to the DOH about how to put together 
an effective team for best results. 
 I have attended and facilitated many IHI meetings to date. So far, the team has 
established group values, established a common, shared aim, and developed a shared vision. 
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Disparities of Disability-free Life Expectancy Among Colorado Adults 
Huiyun Xiang 

 
 Disability-free life expectancy (DFLE) is an indicator of the mean duration of life in good 
health, based on the measurement of mortality combined with the measurement of disability. 
Mortality data are usually gleaned from death registration, while population-based survey data 
are usually used to estimate the prevalence of disability among various socioeconomic groups. 
Some experimental calculations of DFLE have been done in Canada, England, France, the 
Netherlands, and the United States. The results of DFLE often highlight the potential impact of 
disability as a component in a composite measure of population health status. For example, 
although women often live longer than men, almost all this apparent advantage in longevity is 
spent in some state of disablement. 
 Health authorities are showing increasing interest in this indicator because of its 
simplicity in practice and its usefulness for determining objectives, allocating resources, 
measuring the success or failure of health policies, assessing current needs, and defining future 
scenarios. In particular, it has the potential to direct research and policy toward enhancing the 
active years of life rather than just the postponing mortality. 
 The objective of this project is to estimate disability-free life expectancy for various 
age-sex-racial groups of Colorado adults. If data are available, estimates will be stratified by 
rural and urban areas. The results from this project are expected to highlight the disparities of 
disability-free life expectancy among various socioeconomic groups in Colorado. 
 
Results to Date 

� The source of mortality data was identified. Colorado death registration data, 
housed in the Health Statistics Section, will be used for this project.  

� The source of morbidity data was identified. The Colorado Behavioral Risk 
Factor Survey data will be used to estimate the prevalence of disability among 
various age-sex-racial groups. This CDC-funded study collected information 
about disability among Colorado adults between 1998 and 2000. Each year about 
1,800 people were interviewed using standard disability measurements, and 
enough data are available for this project. 

� Two experts who designed the disability survey in Colorado were consulted about 
issues related to using Behavioral Risk Factor survey data to estimate prevalence 
of disability. 

� A survey data analysis expert has promised to help me analyze the disability 
survey data to determine estimates of prevalence of disability among Colorado 
adults. In addition, an expert from Colorado Injury Control Research Center has 
promised to work with me to prepare the final report. 

 
Next Steps 
  The plan is to compile all data necessary, estimate disability-free life expectancies, and 
produce a report or manuscript by the end of Summer 2002. The results will be shared with 
health authorities and other health professionals in Colorado using meetings, special 
presentations, or publication in a peer-reviewed academic journal. 
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Elementary School Environmental Health Project 
Suzanne Bohan 

 
 Many chemicals are widely used in schools. Some of these chemicals are used to clean 
facilities and to kill insects, weeds, and fungus. Others are used in curricular activities, such as 
art projects or science experiments. 
 Children are far more susceptible to the adverse health effects of these chemicals than 
adults are. There are several reasons for this. Children absorb more pollutants relative to body 
weight than adults do. In addition, children’s developing organ systems are more vulnerable and 
less able to detoxify and excrete such chemicals. Children also behave in ways that expose them 
to higher levels of toxics than adults, for example, they play on the floor or on the ground, and 
they may place their unwashed hands in their mouths. Further, children are unlikely to 
understand or fully appreciate warning signs, even when they can and do read them. 
 Despite significant evidence about the adverse effects of chemicals on young children, 
most school administrators are unaware of the danger posed by chemicals used in schools. 
 
Vision 
 Three elementary schools in the Boulder Valley School District (BVSD) will establish a 
prevention, monitoring, and control program that offers staff the opportunity to eliminate or 
significantly reduce chemical use and to minimize the toxicity of and exposure to any chemicals 
that are used. 
 
Goals  

� School administrators, staff, and parents at three BVSD elementary schools will 
gain a better understanding of the link between children’s health and the 
environment. 

� The selected elementary schools, in cooperation with BVSD administration, will 
take positive action to improve children’s environmental health. 

 
Results to Date 
 I have gained support for the project from the district’s operations and maintenance and 
facilities management, as well as the principal and health nurse for one of the three selected 
schools. I will speak at a school staff meeting, to begin to educate teachers, custodians, and other 
adults working at the school about school environmental health issues. 
 At the other target schools, I am working with two parent volunteers to gain support of 
the schools’ administrators and to set up similar staff briefings. 
 In addition, I am building a network of individuals and groups, at the local and national 
levels, who are committed to reducing children’s exposure to chemicals in schools. 
 
Next Steps 
 In Fall 2002 parent volunteers and I will make presentations about school environmental 
health to the faculty, administrators, and parent groups of the selected elementary schools. 
Following these presentations, I will coordinate efforts to enlist volunteers to form an 
environmental committee at each school. The environmental committees will implement an 
environmental health program tailored to the specific needs of each school. It is my hope that the 
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three target schools will have programs in place by the end of the first semester of the 2002/2003 
school year. 
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Encouraging People of Color to Access Preventive Health Services 
Gloria Johnson 

 
 Health care disparities among populations of color have long been talked about in 
minority communities. Information about disparities is passed along through oral histories or 
exaggerated experiences turned urban legend. Oral histories are replete with accounts about the 
Tuskegee Study, involving syphilis among African Americans in rural Alabama in the 1930s; 
tuberculosis among urban Asian populations; and HIV in Hispanic and African-American 
communities. These stories foster distrust of the traditional medical model. 
 If this distrust can be surmounted, the minority populations within my community can 
benefit from the dissemination of preventive, interactive information on five health concerns that 
greatly affect populations of color. These include cardiovascular disease, cerebral-vascular 
disease, diabetes, pulmonary disease, cancer, and HIV. (Vascular disease is subdivided to better 
analyze the incidence of brain-related events from those of the central circulatory system.)  
 My goal is to build trust, promote community, and increase awareness of and access to 
preventive services among populations of color. My challenges are learning how to influence 
primary care providers and learning to form a partnership to deliver culturally competent health 
care. 
 
Background 
 The first step was to define my community, which includes El Paso County and the city 
of Colorado Springs. I assessed the community by population, per capita income, and health care 
services. 
 Population: The population of El Paso County is 516,929. Approximately 20 percent are 
people of color, including Hispanic (9.5%), African American (6.5%), Native American (0.9%), 
and Asian/Pacific Islander (2.8%). The population of Colorado Springs is 360,890. About 21 
percent are people of color, including Hispanic (10.2%), African American (6.6%), Native 
American (0.9%), and Asian/Pacific Islander (3%). 
 Income: The per-capita income in Colorado Springs is 95.5 percent of the U.S. 
population. More than 65 percent of the payroll for Colorado Springs and the surrounding county 
is generated by the military-industrial complex and  downstream technical-support industries. 
The constant influx of people that support the infrastructure enhances the community’s diversity. 
 Health care network: Colorado Springs boasts a myriad of public and private health care 
facilities that deliver a variety of services to the community and to southern Colorado. This 
network comprises four hospital systems, an association of community health facilities, and 
public and private physician services.  
 The final step in community assessment is to determine how information about health 
care is communicated and how available resources are used. I learned that information is 
generally sought through word of mouth, and the local community center offers a great deal of 
information about recreation, housing, employment, and community health resources.  
 
Vision 
 The project vision is to communicate health information in a culturally sensitive way. 
The collaborative process is the best method to implement this change. 
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 Two community organizations helped achieve this vision. The community center needed 
to provide an interactive program about health issues for senior citizens, and a local organization 
needed to complete a community service project related to health. A partnership was formed to 
implement a project called Seniors on Saturday. The project uses Healthy People 2010 goals. 
 The Seniors on Saturday Project began in November 2001. The seniors meet monthly in 
the community center. Topics presented include: heart disease, hypertension and stroke; diabetes 
and nutrition: “Reading the Label”; screenings for breast and prostate cancer; exercises for 
seniors; and “Talking about Health.” 
 Alpha Kappa Alpha, a community organization, furnishes a healthy snack, an interactive 
health program lasting 20-30 minutes, and a social activity (Bingo). The lure is the Bingo game 
and its prizes. Attendance ranges from 10 to 15 participants, most of whom are African 
American women. However, the women were successful in persuading six men to attend the 
prostate screening video session. 
 At the end of 2002, the program will be evaluated to determine what enhancements are 
needed before taking the activity to other populations in specific neighborhoods. We have an 
interest in both the Hispanic and Asian communities. Currently, the Native American community 
is not easily identified by neighborhood. 
 Because the program is presented in a nonthreatening venue, participants are willing to 
ask questions. They are also willing to try new methods of self-care for existing chronic health 
problems. 
 Each program is designed to promote dialogue between participants and the primary 
health provider. For example, participants have received blood pressure cards to track their blood 
pressure at provider visits and glucose records to track blood screening (random and fasting) for 
diabetes. These two tools help participants develop a list of questions to ask the provider. 
 
Next Steps 
 A web site is under consideration, as is another means of distributing printed health 
material and resources. The next goal is to educate providers about culturally diverse health care. 
This will help providers understand how to answer questions in culturally relevant and applicable 
ways, which will increase patient compliance and self-care and decrease morbidity. 
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Enhancing Diversity and Reaching Out to Students 
Cristy Geno 

 
 As a board member of the Colorado Public Health Association (CPHA), I oversee the 
marketing committee and work closely with the organizational development committee. 
Members of both committees are working together to revitalize the organization’s mission 
through this project. 
 The community resources project that I am proposing to the CPHA Board responds to the 
need for increased communication and awareness of public health and environmental issues 
across the state of Colorado. In conjunction with the public health marketing and organizational 
development committees of CPHA, I will address two major goals of the marketing committee’s 
2002-2003 action plan: enhance the diversity of CPHA and reach out to students. With this in 
mind, I proposed the following vision and plan to increase awareness of community resources 
across Colorado. 
 
Vision 
 My goals are to enhance the diversity of the Colorado Public Health Association 
(CPHA). Diversity, for this project, encompasses more than ethnic diversity. It also includes 
diverse geographic representation and diverse academic and discipline affiliations. Specifically, 
my goals are to: 

� Goal 1: To actively and meaningfully involve and support students who are 
interested in protecting and promoting public and environmental health in 
Colorado. 

  Objective 1.1: Student Liaisons  
Identify individuals (e.g., professors) in academic programs or settings 
across Colorado to act as liaisons, or conduits for student involvement in 
CPHA. To support their role, liaisons will receive a strategic toolkit that 
includes CPHA membership information and a “Talk It Up” CD-ROM 
(this is a CPHA campaigning tool). The CD-ROM can be used to make 
student presentations (e.g., at student orientation). The liaisons also 
receive an incentive (e.g., free membership) as long as they fulfill their 
role as liaison. Liaisons will facilitate the selection of a student 
ambassador to the CPHA Board. 

  Objective 1.2: Focus Groups 
Conduct student focus groups comprising members and nonmembers of 
CPHA to explore how CPHA can best respond to students’ needs, 
including: how to direct recruiting efforts towards students, tailoring 
CPHA materials and incentives for students, and planning conferences and 
other professional development activities aimed at students. 

 
� Goal 2: To enhance the diversity of CPHA by actively connecting with 

constituencies important to ensuring healthy people and places in Colorado. 
Objective 2.1: Outreach to Existing Organizations 

Encourage active involvement in CPHA by sharing information and ideas 
via the CPHA web site and, possibly, a listserv. Post county public health 
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and environmental organization and group activities on the CPHA web 
site, and list key players for each county (i.e., nursing associations, county 
public health departments, etc.). 

 
Results to Date 
 The committee members and I have been working with students at the University of 
Northern Colorado to develop a complete list of public health and environmental organizations 
and activities. We have developed a list of organized health departments and nurses associations 
in all of Colorado’s counties and are working to make contacts at each academic program or 
setting to identify individuals who can serve as student liaisons. 
 We have held two focus groups to assess students’ needs and to explore ways to 
incorporate appropriate professional development activities through continuing education and the 
CPHA conference. 
 We are working with the CPHA webmaster to develop a Community Resources page for 
the CPHA website. This page lists the resource information for each county in the state. It also 
lists major health organizations, such as health departments, traveling nurses associations, 
medical facilities, college or university health/environmental health programs; contacts (key 
players in the community and at the schools); and activities, such as health fairs and community 
health outreach programs. 
 Finally, another idea we have been discussing is a listserv that would serve schools and 
organizations across the state. 
 
Conclusion 
 I believe that most potential CPHA members see only one real benefit of membership: 
the annual meeting, where individuals can network. Perhaps through the projects outlined in this 
report, CPHA can begin to communicate with its constituencies, learn more about potential 
members’ real needs, and discover how CPHA can best address public and environmental health. 
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Establish a National Association of State Units on Aging Nutritionists 
Laura Hudspeth 

 
 This year is the thirtieth anniversary of the Older Americans Act Elderly Nutrition 
Programs. The nutrition services provided through these programs are congregate meals, 
home-delivered meals, nutrition screening, nutrition education, and nutrition counseling. These 
important services link older adults to other community services to help them remain 
independent. Research supports that nutrition is essential for health, functionality, and quality of 
life. 
 Since 1972 there have been only two meetings of the State Unit on Aging (SUA) 
nutritionists who administer the Elderly Nutrition Programs. A third meeting is scheduled for 
June 2002. 
 
Vision 
 To establish a National Association of State Unit on Aging Nutritionists (NASUAN) to 
provide a framework for ongoing networking, a means of sharing best practices, timely 
continuing education opportunities, and a forum for advocacy for the health and well-being of 
older adults.  
 Potential benefits for NASUAN members include: 

� Ongoing dialog through a newsletter, listserv, and/or an annual conference. 
� Mentoring. 
� An orientation packet for new SUA nutritionists. 

 
Results to Date 
 I have partnered with the SUA Nutritionists in Vermont and Georgia to pursue this 
vision. In addition, the National Policy and Resource Center on Nutrition and Aging at Florida 
International University has agreed to assist with a survey of all SUA nutritionists to determine 
the interest for a national association. Following several e-mails and a conference call, a letter 
and an interest survey were developed and sent to each SUA nutritionist. 
 
Next Steps 
 The survey responses will be compiled by the National Policy and Resource Center on 
Nutrition. The results will be discussed via a conference call, and plans will be made to presented 
and discuss the information at the SUA Nutritionists Conference in June 2002. 
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Federal Facilities Compliance Agreement for a Coal-Fired Power Plant 
Dean A. Dunn, PE, REA-2 

 The 21 Space Wing, headquartered at Peterson AFB, Colorado, is responsible for 
operating a coal-fired power plant at Clear Air Force Station (AFS), Alaska. The coal-fired 
power plant is located approximately 90 miles from Fairbanks. 
 In January 2000, the state of Alaska issued a Title V air permit that required opacity 
compliance during start-up, shut-down, and soot-blow operations. Previous operating permits 
required opacity compliance to be accomplished only once per day during any condition of 
operation. The changes in the opacity requirements immediately placed the coal-fired power 
plant out of compliance. As a result, the regulator could issue a notice of violation (NOV) and/or 
the force closure of the power plant for operating in noncompliance with the Clean Air Act 
(CAA). 
 The coal plant operates as a cogeneration facility, providing the sole source of electrical 
and heat generation for the complex. This coal plant is the only federally operated coal-fired 
power plant without a notice of violation and/or penalty in the state of Alaska. Federal Facilities 
Compliance Agreements (FFCA) usually are introduced after the issuance of a compliance order, 
notice of violations etc. But, due to the situation at Clear AFS, it was decided to aggressively 
pursue an agreement with the regulatory agencies to avoid a fine or penalty. 
 
Background 
 The primary mission of Clear AFS is to provide missile warning and space surveillance 
for NORAD and U.S. Space Command. This is accomplished by operating a solid state phased 
array radar system (SSPARS). To support this mission, electrical power supply must have 100-
percent redundancy with a reliability of 0.9999.  

The installation currently operates three traveling grate, spreader stoker coal-fired boilers, 
each of which each is rated for 100,000 pounds of steam per hour. These boilers were installed in 
1961 and predate the New Source Performance Standards (NSPS) for industrial boilers. Two 
boilers operate on-line at all times, with the third on standby or undergoing maintenance. The 
current particulate controls on the boilers are multiclones. 

The change in opacity requirements required the 21 Space Wing to evaluate (1) whether 
it would be physically possible to bring the coal-fired power plant into compliance with the 
permit requirements and (2) what capital improvements that would be necessary to do so. In 
addition, legal assessments,1,2,3,4,5,6 mission impact, and environmental vulnerability assessments 
were accomplished. 
 
Strategy 
 Pursuing a pre-emptive compliance agreement to avoid the issuance of an NOV required 
that we develop a strategy that brought together many areas of consideration. Foremost was the 
problem: how to fix it, time required to fix it, cost of fixing it, and time frame for 
implementation. Completing a mission impact assessment and a legal analysis of both federal 
and state laws assisted in the development of the overall strategy with regard to the regulatory 
community. 
 During the environmental vulnerability assessment, the regulatory environment was 
closely evaluated to determine whether a pre-emptive agreement would be acceptable to the 
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agencies. In addition, because the Clean Air Act (CAA) contains provisions for citizen suits,7 we 
also assessed the activity of area environmental groups and their efforts focused on CAA issues. 

Compliance agreements can be pursued by persons in a multitude of disciplines, 
including technical and legal professionals. It is essential to address the regulatory interfaces to 
best understand which discipline takes the lead in the negotiations. It is also important to realize 
that adversity can occur when technical and legal professionals are involved in negotiations. 

Once the assessments are complete, a negotiation strategy must be developed. This 
includes the structure of the negotiation team, ground rules for engagement, milestones to 
measure accomplishment, and development of a cooperative atmosphere to develop a win-win 
situation. Developing both professional and personal relationships can be key to successful 
completion of the agreement. However, the foundations of these relationships must be honesty, 
trust, and full disclosure. Developing relationships founded on these principles ensures that both 
parties maintain a positive and proactive relationship and that neither party compromises its 
responsibilities.  

The overall strategy was finalized with the following critical elements: The compliance 
agreement would be pursued by an Air Force environmental discipline technical lead, assisted 
behind-the-scenes by a diverse team of legal and technical professionals. All Air Force 
discussions regarding the agreement would be channeled through the technical lead. The 
structure of the agreement was established on legal principles to include a dispute resolution 
clause to resolve issues that might arise during the execution of the agreement. The agreement 
also contained language to protect the Air Force in the event that congressional funding was late. 
To ensure the agencies could track progress to completion, the document included key 
milestones and provisions for the submission of status reports. 
 
Execution 
 The overall agreement process and negotiations were estimated at 13 months. Because 
the environmental technical lead was located in Colorado Springs, Colorado, we envisioned 
frequent face-to-face negotiations on a monthly basis. Because both agencies and the Air Force 
would require considerable reviews if modifications were made, representatives of the parties 
identified key reviewers by name and organization. Because it was anticipated the process would 
take more than one year to accomplish, both parties agreed to assign this task to long-term 
employees who were likely to survive the entire process, in order to maintain consistency. 

To kick off the process, the Air Force developed the initial draft of the document. During 
the draft development, meetings were held to discuss what all the parties felt were the most 
important aspects of a pre-emptive compliance document. From this framework, Air Force 
personnel built an initial draft document, noting key elements from the inputs. 

The way in which the initial draft is presented should not be understated. The AF 
personnel decided to meet with the agency to review the initial draft rather than sending 
documents through the mail. This strategy set the stage for positive and proactive negotiation, 
which carried through to completion of the project. 

As mentioned earlier, extensive effort was made to develop personal and professional 
relationships based on honesty, trust, and full disclosure. A document of this magnitude required 
members of the negotiating team to advocate for decisions within their own organizations. In 
addition, both parties had fundamental needs that had to be met to ensure they could continue 
within the process. This area alone was a very delicate area and involved extensive legal and 
philosophical discussions. 
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Conclusion 
Several assessments were essential to developing the strategy for pursuing a pre-emptive 

Federal Facilities Compliance Agreement with the regulatory agencies. Execution of the process 
depended on a commitment of both parties to seek the same vision without compromising an 
agency’s position. 

The pre-emptive compliance agreement was signed on February 13, 2002. The agreement 
protected the Air Force from the receipt of a notice of violation for past excess emissions and 
established a compliance plan to correct the deficiency with measurable milestones that could be 
tracked by the regulatory agency. In addition, the agreement outlined key personnel for reporting 
progress, provisions to ensure the participation of both parties during the process, and a dispute-
resolution clause to exhaust all alternatives to resolve the situation while not voiding the 
agreement. 
 
Evaluation 
 The leadership program was instrumental in developing the strategy and self-confidence 
to pursue an extremely “risky” proactive agreement. Since an agreement of this type had not 
been accomplished before, there were no examples to follow. Also, skeptics within the 
organization believed the effort would be a waste of time; their attitude reduced the odds of 
success. 

In the RIHEL program, we have learned and practiced leadership skills and discovered 
our core values, which helps us to believe in ourselves. Our core values carry us to out-of-the-
box solutions based on clearly defining our objectives, evaluating possible solutions, developing 
a strategy of implementation, maintaining flexibility, and focusing our attention of what is 
important. 

Before attending this program and selecting this project, I felt my leadership skills were 
exceptional. Through honest self-evaluation I discovered my skills and self-confidence were far 
from where they needed to be. 

Though the project was successful and I am enjoying the success, I am careful to 
maintain my core values as I approach the next challenge. I am setting an internal pace, to value 
my successes and learn from my mistakes. I believe I can monitor my progress by maintaining a 
journal that will help me create a baseline of my current skills and document areas of 
improvement. 
 
References 
1. 42 U.S.C. § 7413 (d)(1), [CAA § 113(d)(1)] 
2. 42 U.S.C. § 7413 (d)(3), [CAA § 113(d)(3)] 
3. 42 U.S.C. § 7413 (c)(1), [CAA § 113(c)(1)] 
4. 42 U.S.C. § 7413 (c)(4), [CAA § 113(c)(4)] 
5. 42 U.S.C. § 7413 (c)(5), [CAA § 113(c)(5)] 
6. 18 Alaska Administrative Code (AAC) 50.345 (1)(A)-(C) 
7. CAA § 304(a).  
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Frontier/Rural AIDS Directors Network 
Teresa Garrett 

 
 Frontier and rural states face unique challenges in providing adequate HIV/AIDS 
prevention services and treatment resources. The HIV epidemic in frontier and rural states does 
not generally follow current national trends. However, federal partners often mandate that funds 
be tied to national statistics. The result, for frontier and rural states, is that funds are allocated to 
areas that planning groups do not consider to be a high priority. 
 In addition, there are significant funding disparities among federal partners, particularly 
in the area of treatment and care. Also among federal partners there are many definitions of the 
word rural; a general lack of comprehension of the geography of the West; and an expectation 
that because fewer individuals are served in rural and frontier states, it is less expensive to 
provide services. 
 The stigma associated with people who are infected with HIV does not always promote 
favorable treatment or funding of services for HIV prevention, treatment, and care. Finally, 
AIDS directors in rural and frontier states often find themselves with limited infrastructure, 
expanding grant requirements, limited community resources, and multiple program 
responsibilities. 
 
Vision 
 Develop a regional coalition of rural and frontier state AIDS directors to promote 
communication, collaboration, resource sharing, and influence on national policy. 
 
Project Plan 

1. Obtain information about the African American AIDS Directors Group and the 
Southern Rural AIDS Directors Group. (Does this model work?) 

2. Discuss the need for collaboration with key colleagues. (Am I the only one who 
believes a regional coalition is needed?) 

3. Obtain support and buy-in from the national organization. (We need resource 
support and guidance.) 

4. Determine potential partners. (Which states are frontier and rural states?) 
5. Schedule an exploratory conference call. 
6. Identify common issues for discussion and develop policy statements. 
7. Continually evaluate the ongoing need for the network. 

 
Results to Date 
 I discussed issues, successes, and barriers with the leaders of the African American AIDS 
Directors Group (AAADG) and the Southern Rural AIDS Directors Group (SRADG) in March 
2002. The model works well when a common interest or theme can be used as a starting point for 
group discussions. For the AAADG, the issue was the rapidly escalating HIV epidemic among 
African Americans and the need for African American AIDS directors to provide leadership and 
assistance to all AIDS directors. The SRADG had previous experience in coming together over 
syphilis elimination efforts. The addition of an expanding HIV epidemic in the rural South 
further cemented the need for networking and relationship building. A major barrier for both 



RIHEL Project Reports 2002 / 26 

groups was the fear that this would generate “yet another meeting or conference call” with little 
to show for the time and effort. 
 In February and March, I had a series of e-mail conversations with Wendy Craytor, AIDS 
Director for Alaska, and Julie Scofield, Executive Director of the National Alliance of State and 
Territorial AIDS Directors. We had two conference calls in late March and early April. Both 
Wendy and Julie have had discussions with other AIDS directors about this topic. I was not the 
only one who felt the need for a group like this! 
 NASTAD quickly and willingly offered support for conference calls, staff time, and 
resources. 
 Determining potential partners was a bit of a trick. There are approximately 19 states that 
qualify as having rural areas. After discussion, review, and nail biting, Wendy and I decided to 
focus on states with a small to mid-size metropolitan city and an extensive frontier area. The 
following states were invited to participate in the first conference call: Utah, Idaho, Montana, 
North Dakota, South Dakota, Wyoming, Nebraska, Colorado, Alaska, Arizona, New Mexico, 
and Nevada. 
 The first conference call of the Frontier/Rural AIDS Directors (FRADs) was held April 
16, 2002. Ten states participated. To deal with the issues and barriers identified earlier, I 
personally contacted each of the AIDS directors to ask for their participation in the first call. I 
didn’t ask for their support, I mostly wanted them present for the conversation. Second, the 
agenda focused on establishing common ground, identifying common issues, and discussing how 
to best meet the need for networking. 
 The first question on the agenda was, Is there a need for this group? All participants felt 
the need for a formal network, but not a routine call or meeting. The group agreed to come 
together on hot-button issues. Interestingly enough, the group identified six hot-button issues that 
immediately affect the implementation of HIV programs in frontier and rural states! 
 The first issue to be dealt with is the revision of the HIV Prevention Community Planning 
Guidance. Amy Kelly and I developed a policy statement regarding the impact of community 
planning on frontier and rural states based on our participation in a CDC consultation in Los 
Angeles. A conference call was held on May 1 to review the document and obtain feedback. 
Colleagues from Alaska and Nebraska are attending a similar DCD consultation in Atlanta. They 
will use this information to restate and reinforce issues unique to FRADs. 
 The second issue on the table is the implementation requirements of the Ryan White 
CARE Act, especially quality improvement mandates.  
 
Next Steps 

� Face-to-face meeting at the Annual NASTAD meeting on May 19, 2002. Time 
has been scheduled for FRADs to meet to continue identifying common issues for 
discussion and direction. 

� A third conference call is scheduled for June 5 to finish discussions on the 
Community Planning document and its best use. We will also begin to discuss 
quality management issues. 

� Consider other communication mechanisms, such as a chat room or listserv to 
allow collaboration and networking. 

� Implement suggestions from the face-to-face meeting and consider a follow-up 
meeting at the Four Corners TB/HIV Conference in Durango in October 2002. 
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HIV Community Education in Crook County, Wyoming 
Barbara Coy 

 
Vision 
 To enhance the knowledge, attitudes, and behaviors of county citizens towards HIV. 
 
Background 
 In the fall of 2001, a Crook County woman was arrested for allegedly assaulting her 
live-in boyfriend by infecting him with the human immunodeficiency virus (HIV). Evidently, the 
woman knew she was HIV-positive and chose not to tell her boyfriend. 
 Many of you live in states where cases involving HIV have already gone to trial, but this 
is the first case in Wyoming. The case was very unfortunate because of the havoc that it caused 
to the individuals involved. However, immediately after the charges were filed, it became 
apparent that this topic was causing havoc in the community at large. After more than 20 years of 
national media education about HIV, many people in Crook County still lack basic knowledge 
about HIV and how to keep themselves safe from it. 
 Public Health began to receive telephone calls from citizens demanding that the agency 
investigate individuals whom the callers believed might be HIV-infected. The Sundance City 
Council became so concerned about these rumors that it asked Public Health to hold a 
community forum to alleviate some fears. 
 At this time I envisioned a comprehensive, continual network of HIV information and 
education. This network would meet the needs of all age groups and enhance the knowledge, 
attitudes, and behaviors of citizens towards HIV.  
 
Process 
 The Public Health forum for Sundance was the beginning of this project. Three weeks 
after the forum, Crook County had its first reported case of HIV in the 15-18 year old age group. 
Because of this case parents began threatening to take their children out of various school 
activities because they thought they knew which student was infected and they did not want their 
children near that student. 
 From this point, the project took an entirely new turn. The community was becoming 
more concerned about risky behaviors than basic HIV education. Because of this new twist in the 
public demand, we refocused to meet those needs. 
 The county agencies have completed public presentations of what risky behaviors they 
deal with on daily basis in their jobs. At the present time, a synopsis of those presentations are 
being disseminated through all local newspapers.  
 
Next Steps 
 The next step will be to meet with the designated contact people from each community 
and begin to address this issue in a manner that they think best. 
 
Conclusion 
 Although the project has become much larger than I intended it to be, I can see immense 
accomplishments in a very short time. To achieve my original vision will take more time than I 
had planned, but it is still feasible. 
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Implementing a Church-based Health Ministry 
Bridgett Jenefor 

 
 My project plan is to create and implement the House of Joy Health Ministry at the 
House of Joy Miracle Deliverance Church through resources provided by the Metro Denver 
Black Church Initiative. Areas of focus are: early detection and prevention of cancer, controlling 
diabetes, preventing stroke and managing hypertension, eye care, physical fitness, and nutrition. 
 I am documenting a health and nutrition program curriculum for the Rueben Beechum 
Family Life Center/House of Joy Health Ministry. This curriculum is called “Back to the Basics 
of Life” (“Fit for the Master’s Use”). The curriculum will address adults, teens, and children. It 
will focus on children, because that is where health and nutrition education will encourage 
healthy lifestyles. The program will help people achieve and maintain optimal health by studying 
God’s word as it relates to using natural resources to govern and take control of our health. 
 My curriculum will be based on biblical and spiritual principles. I will find and 
acknowledge adults, teens, and children in the church who are interested in health, and I will 
guide them. 
 
Results to Date 

� The House of Joy Health Ministry has been established as an auxiliary within the 
House of Joy Miracle Deliverance Church. 

� An area in the church bookstore is devoted to the health ministry. A Faith and 
Health Ministry billboard identifies the area, and a bulletin board offers health 
and nutrition resources. 

� The health ministry has established a 2002 Health Observances Calendar. 
Monthly activities are held at the church. Activities include screenings, lectures, 
and workshops. Activities are chosen based on a needs and interests survey of the 
congregation and/or to coincide with monthly National Health Observances. 

� The ministry meets monthly with the Metro Denver Black Church Initiative, 
which has been providing current resources, training, supplies, etc. 

� The ministry collaborates with other area churches regarding health activities. 
� A blood pressure kit and a first aid kit have been provided to the health ministry. 

They are available to members of the congregation.  
 
Conclusion 
 I plan to create and expand the House of Joy Health Ministry to encompass many areas 
pertaining to health and nutrition. These efforts will reach out to the community as well as the 
congregation. This is an exciting start! 
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Improving Colorectal Cancer Screening Rates in Primary Care 
Fred Grover 

 
 More than 100,000 new cases of colon cancer are detected each year in our country. It is 
second only to lung cancer as the leading cause of cancer-related deaths in the United States. 
Unfortunately, many cancers are detected in the later stages, making treatment and survival 
difficult. 
 A growing amount of evidence suggests that the number of individuals dying from 
colorectal cancer could be greatly reduced by colon cancer screening. National survey data has 
shown that less than half of adults older than 50 have been screened. There is a need to improve 
these screening rates, particularly using fecal occult blood testing and endoscopy. 
 
Goals 
 My goals are to determine the barriers that prevent patients older than 50 from receiving 
colorectal cancer screening. I intend to submit a grant proposal to NIH/AHRQ to fund a study 
that will help identify these barriers and improve colorectal screening rates. 
 
Process 
 Study question: Can an informational computer module installed in the waiting room of a 
primary care clinic increase colorectal cancer screening rates among patients older than 50 
years? 
 Methods: A touch-screen computer module will walk a patient through basic 
demographic questions, family history, and medical history. This will generate a report that tells 
the patient his or her risk of colon cancer. The patient will receive a printed summary of the 
report and will be asked to review the summary with his or her physician. 
 Additional modules will teach the patient about colon cancer screening. One such module 
could be a video of a flex sig and/or colonoscopy with a picture of a polyp. Additional visual 
aids and analogies will simplify the presentation. The patient may of print this information to 
take home and read. 
 Outcomes will be measured by comparing the colon cancer screening rate of the study 
group to that of a control group, which will receive the usual care. Patients’ charts will be 
reviewed in 3 months to see whether interventions were made. 
 Options: Another way to administer the survey is to add a colon cancer screening module 
to the practice’s website. The patient is entered into the study and consented during a routine 
visit. Then he or she receives an access code and identification number for the online survey. 
After the patient completes the survey, it is e-mailed to the pcp, who may put a hard copy in the 
patient’s chart. (Paperless offices could make an electronic note.)  
 Yet another way to enter patients into the study is to mail them an invitation that asks 
them to schedule a meeting with the study coordinator. In this meeting, the study coordinator 
obtains consent and shows patients how to access and use the online survey. 
 
Results to Date 
 I have met with Wilson Pace, our department of family medicine research lead, to discuss 
proposals. We are still developing the study idea, and we are consulting Tim Byers and Dennis 
Ahnen for their expert opinions. Both have done extensive research in colon cancer prevention. 
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 Tim and I brainstormed about this project, and I learned that he is working on a project 
with similar aims. I am attending Colorectal Cancer Task Force meetings to learn more about 
colorectal cancer prevention, meet key players in our community, and help educate the public 
about colon cancer screening. 
 
Next Steps 
 I plan to give a grand rounds talk on colorectal cancer screening as prepared by the 
American Cancer Society and the Colorectal Cancer Task Force. I will also volunteer to give this 
talk to other family medicine residencies and interested groups. 
 As a clinician, I educate my patients about colon cancer screening, and I perform flexible 
sigmoidoscopy two or three times per week in my office. 
 My hope is to submit the grant application by Fall 2002. If the grant is approved, I would 
like to start the study within one year.  
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Increasing Attendance and Participation at the Zion Senior Center 
Emma Jackson 

 
 The vision and passion for this project began long before I began to participate in the 
RIHEL program. However, RIHEL’s leadership training allows me to accomplish two purposes: 
increase attendance and participation at the Zion Senior Center (ZSC) and use my existing 
leadership skills and test new leadership approaches. 
 The ZSC, located in northeast Denver, is part of a three-facility complex (the other two 
facilities are a high-rise apartment building that provides affordable housing for seniors and a 
nursing home). The facilities are owned and sponsored by Zion Baptist Church. The facility is 25 
years old and was the last to be constructed. Its offers a variety of services to persons 50 years 
and over. 
 During the past 5 years there has been a noticeable decline in the number of persons 
attending the Center and participating in programs (crafts, exercise, Bible study, low-cost lunch, 
etc.). Several factors, including the leadership style of a past director (called “the sergeant” by 
some participants), have contributed to the decline. 
 
Vision 
 My mission is to increase use of the ZSC by making it a Center for the prosperity, 
wellness, and wholeness of body, mind, and spirit for persons 50 years and over, using a myriad 
of services and programs. 
 
Goals and Results to Date 

� Establish a shared vision among the pastor and members of the sponsoring 
church; leaders of the senior apartment building and nursing home; current ZSC 
participants; and the community. 

� Hold collaborative planning sessions with leaders and participants. 
� Administer a survey to determine programming needs and interests. 
� Revitalize programs, including crafts, table games, exercise, and low-cost 

lunches. (Accomplished.) 
� Recruit volunteers. (Successful, but more are needed.) 
� Begin fundraising efforts. ZSC received a planning grant from the Denver 

Foundation. These grants fund efforts to strengthen neighborhoods. 
� Publish a newsletter to inform the community about ZSC and its programs. 
� Offer health screenings (blood pressure, diabetes, glaucoma). Decisions about 

what screenings to offer and when will be guided by expressed and perceived 
needs and by National Health Emphasis Months. 

� Schedule health professionals to make presentations about important health 
topics. 

� Invite guest speakers to address topics relating to social, economic, and 
relationship needs. 

� Schedule Visiting Nurse visits for foot care and other skilled services. 
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Next Steps 
� Continue marketing ZSC to the community. 
� Fundraising. 
� Recruiting volunteers. 
� Continue to increase program offerings based on a recent needs and interests 

survey. 
� Seek additional involvement from the Zion Senior Center Council. The Council is 

made up of community citizens (not limited to identified or well-known leaders), 
ZSC participants, persons from the U. S. Department of Aging, and others. 

 
 Thanks to my colleagues from Turning Point (Laura, Albert, and others), who shared 
information and expertise about senior centers. 
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Increasing Hearing Screenings and Follow-up for Newborns 
Joanne McConville 

 
Vision 
 To allow children who are deaf or have difficulty hearing to have the same language, 
cognitive, and social development as those without hearing loss. 
 
Background 
 Research has shown that, when hearing losses are identified and appropriate interventions 
are applied (hearing aids, special therapies) by six months of age, children show dramatically 
better language and social development than do children whose hearing losses are identified after 
six months of age. If this window of opportunity is exploited, lifelong negative cognitive, 
linguistic, and social outcomes can be mitigated or avoided. This fact is not widely known 
among health professionals or the general population.  
 
Goal 
 To enhance understanding and awareness of the importance of newborn hearing 
screening programs in Colorado. To convey a sense of urgency about the importance of early 
audiologic assessment and intervention after hearing losses are identified. 
 
Objective 
 To increase hearing screening rates and increase appropriate audiologic follow-up across 
the general population, with special emphasis on improving rates in certain populations with 
screening rates lower than the 85 percent that is mandated by statute. 
 
Strategies 
Social Marketing Campaign 
 Strategies will include 

� Press releases. 
� Nontraditional public service announcements, featuring a high-profile individual 

who has recently suffered hearing loss, to raise the public profile of newborn 
hearing screening programs and hearing health in general. 

� Targeted community outreach efforts to improve the screening rates of certain 
populations with less than optimal screening rates, in particular, home births and 
children born to Colorado residents who deliver in out-of-state hospitals without 
newborn hearing screening programs. 

 
Data Analysis 
 A merge of data from Colorado’s Newborn Hearing Screening Program with race and 
ethnicity data from electronic birth certificates (supplied by the Vital Records Section of the 
Colorado Department of Public Health and Environment) will take place in June 2002. Data 
regarding Spanish-speaking and minority populations will be assessed to discover whether there 
are disparities in screening rates and outcomes. Qualitative data suggests that follow-up activities 
for Spanish-speaking children who either fail initial hearing screens or who are identified with 
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hearing loss, can be improved to address limited English proficiency as well unique cultural 
norms. 
 
Results to Date 
 I am beginning to develop reciprocity agreements with adjoining states to share 
information about babies born out of the resident state who have not been screened for hearing. 
The State Registrars of Wyoming and Colorado agree on this collaboration, and we are in the 
process of writing a formal document that outlines the particulars of sharing records. In the 
future agreements will be sought with New Mexico, Kansas, Nebraska, and Utah. 
 Previous outreach efforts to increase the hearing screening rates for home births were 
successful. Educational and social marketing communications were sent to certified nurse 
midwives rather than registered (lay) midwives, who are the actual providers presiding over 
home births. As a standard of care, certified nurse midwives deliver babies in hospitals, and these 
infants typically are screened at the hospital. We have located a list of lay midwives and will 
write to them to urge that they exhort their patients to seek hearing screening tests. A recently 
developed partnership with the Office of Local Liaison at the State Health Department should 
allow for personal contact with lay midwives in outlying rural and mountain areas through local 
public health nursing agencies. 
 I had hoped to use the human interest potential of Rush Limbaugh’s recent hearing loss to 
raise public awareness about newborn hearing screening and hearing health in general. I have not 
been able to engage him as a spokesperson, voice, or advocate for a media campaign for this 
goal. (Repeated attempts to contact him have been unsuccessful.) I will keep trying. I may 
contact the House Institute in Los Angeles, the site of the procedure to place his Cochlear 
implant, in the hope that it might assist me in contacting him and presenting my proposal. 
 Currently, with the help of the director of communications of the Colorado Department of 
Public Health and Environment, I am writing a series of press releases to remind the general 
population of the value and importance of the State’s Newborn Hearing Screening Program and 
to gently prod populations with less than optimal screening rates to have the screenings done. It 
is my hope that the inspiring and courageous experiences of Cathy Ponce deLeon (whom I 
interviewed), mother of a later-identified profoundly deaf child, will be spotlighted on one of the 
Spanish-speaking TV stations. 
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Laboratory Training Network for Wyoming 
Angela McGuire 

 
 There is a need for a coordinated effort to provide training to clinical laboratorians in 
Wyoming. The typical clinical laboratory in Wyoming is very small, often with only a few 
laboratorians on staff. Few laboratories can send laboratorians to training at national or regional 
conferences. This is a major problem, especially since laboratorians are a potential first-line 
responder to bioterrorism (BT) and natural disease outbreaks. 
 Many agents of bioterrorism are present in the United States, though they rarely occur in 
humans. Because diseases caused by these agents are rare, it is very difficult for laboratorians to 
become familiar with the growth characteristics and identification of the agents. Yet, in the case 
of BT or natural outbreak, laboratorians may be the first to recognize an increase in unusual 
bacteria. In this sense, they would be front-line responders. 
 In addition, because many BT agents naturally occur in Wyoming wildlife, it might be 
useful to invite laboratorians that regularly work with wildlife to join the training network. 
 While bioterrorism preparedness may be a driving force for this training network, there 
also is a very real need for additional training in all areas of clinical laboratory practice. 
 
Results to Date 

� Two conference calls have been held with laboratorians in Wyoming to determine 
laboratories’ needs. 

� A public health preparedness grant proposal included laboratories’ needs for 
equipment and educational support. The proposal emphasized the fact that 
training must be supported financially by the state health department if travel is 
involved, or training must be provided in-house so laboratories can benefit. 

� At least four laboratorians have volunteered to join the Laboratory Capacity 
Steering Committee, which will determine training needs. This committee will 
collaborate with the other Wyoming Department of Health entities that are 
working on developing training needs assessments related to bioterrorism 
preparedness. A steering committee meeting is planned for June. 

� Talks have begun to include the Wyoming State Veterinary Laboratory and 
Wyoming Game and Fish in the BT Response Network. This would allow them to 
(1) increase surveillance of many diseases that are endemic in animals and (2) 
provide back-up support to the state’s public health laboratory for environmental 
testing. Bringing these labs into the BT network will greatly enhance laboratory 
diagnosis and training in Wyoming. Because many BT agents are found in 
Wyoming wildlife, these labs have expertise that could benefit others. Their 
knowledge will be a huge asset to the training network! 

� Though assessments are not yet complete, some training has been provided by the 
Wyoming Public Health Lab through collaboration with the National Laboratory 
Training Network. This has given some insight into what types of training most 
benefit laboratorians 
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Media Relations and Consumer Outreach 
at the Colorado Air Pollution Control Division 

Christopher Dann 
 
Background 
 Historically, the health divisions and the environmental divisions of the Colorado 
Department of Public Health and Environment have taken different approaches to media 
relations and media-based consumer outreach. 
 The health divisions generally approach media relations and consumer outreach 
proactively, identifying opportunities to provide information about injury prevention, disease 
control and awareness, tips to maintain a healthy lifestyle, and other similar topics. The health 
divisions readily report upon accomplishments, new programs, and other professional 
achievements. 
 Since joining the Colorado Department of Public Health and Environment’s Air Pollution 
Control Division as a media specialist and public information officer nearly 7 years ago, I have 
directed a media relations and consumer outreach effort that focuses almost entirely upon crisis 
communications. Media relations are typically reactive, that is, they are initiated by print and 
broadcast organizations. Topics generally are restricted to enforcement actions, violations of air 
pollution standards, asbestos contamination, etc. Consumer information and discussions of 
accomplishments are rare, and usually occur only when the media initiates the contact. 
 I believe the dominance of crisis communications within the environmental divisions is 
the cultural outgrowth of years of poor relationships with the media and a public perception that 
the environmental divisions were not meeting Coloradoans’ expectations for environmental 
protection and enhancement. 
 As a result, I believe, the environmental divisions have kept a low profile, discussing 
issues only when asked and working quietly to achieve stated environmental goals. When 
divisions had a significant achievement or accomplishment (“good” news), it generally did not 
seek coverage for fear that such action would invite “bad news” coverage of something else. 
 
Vision 
 My vision is to introduce a more proactive approach to media relations that, in part, 
focuses on achievements and progress as well as consumer-information outreach. 
 The Air Pollution Control Division of the Colorado Department of Public Health and 
Environment should seek to reshape its relationship with media and pursue a more positive 
public perception public by: 

� Regularly discussing ways in which the actions of the division protect and 
enhance the environment (modeling the way). 

� Identifying new programs that go beyond simple regulation (challenging the 
process). 

� Sharing with consumers information that develops a sense of individual 
responsibility for air quality (inspiring a shared vision and enabling others to act). 

� Celebrating successes (encouraging the heart). 
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Results to Date 
 The following results have been realized to date: 

� Arranged and conducted meetings with targeted program managers and unit 
leaders and their staffs to introduce the new approach envisioned for media 
relations and consumer outreach. 

� Held brainstorming sessions to generate ideas for media releases and consumer 
materials. 

� Drafted media releases that focus on environmental accomplishments and 
innovative approaches to environmental protection that go beyond regulation. 

� Issued two media releases. 
 
Next Steps 

� Set up a tracking system, using video and print monitoring services as well as an 
internal clipping service, to track media release penetration statewide. 

� Create a calendar for drafting and issuing consumer-oriented, informational media 
releases (about automobile maintenance, lawn equipment, etc.). 

� Continue to nurture relationships with identified internal stakeholders and identify 
new internal stakeholders. 

 
 Note: I recently assumed public information and media relations duties for the Water 
Quality Control Division as well. This will enable me to pursue this effort within another of the 
environmental divisions at the Colorado Department of Public Health and Environment. 
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Nurse-Family Partnership Sites Sustainability 
Ann Marie Farina 

 
Goals 
 My project plan involves three phases: 
 Phase I: Prepare a literature review about family attrition from this program. Lead a 
discussion about attrition in meetings with the executive team on quality improvement (QI) for 
sites. 
 Phase II: Create a database to organize and compile interview responses collected by site 
developers in a telephone survey of Nurse-Family Partnership (NFP) administrators and 
supervisors on state and national levels. 
 Phase III: With assistance from the evaluation team, prepare an evaluation analysis for 
executive team leaders. 
 
Vision 
 By 2003 the NFP will provide leadership and direction regarding quality improvement 
(QI) at NFP sites in order to maintain performance and promote sites’ sustainability. 
 
Background 
 The executive committee of the National Center for Children, Families, and Communities 
(NCCFC) has identified family attrition from the Nurse-Family Partnership (NFP) as one of the 
most significant programmatic challenges facing the replication of the program. The questions 
are What is causing attrition? and What can be done to decrease attrition? 
 The NCCFC evaluation team has spent some time analyzing the multifactorial nature of 
the problem by developing and using statistical models to look at possible influences on attrition. 
In conjunction with the results, the next phase of work is to look at site-level factors by working 
with agency administrators and supervisors on agency policies that affect attrition. My project 
involves coordinating, developing, and organizing responses from nurse home visitor supervisors 
through telephone interviews by site developers.  
 
Results to Date 
 One committee meeting on project management has been completed, and I have 
developed the draft review of literature on attrition. In multiple conference calls we have 
discussed survey questions and the literature review. Sample survey questions have been 
developed, discussed, and presented to the executive committee. 
 Site development officers will prepare to survey all sites throughout the nation by the end 
of Summer 2002.  
 
Next Steps 

� Develop a database to track trends discovered in site supervisors’ answers to 
survey questions. 

� Perform data analysis, including a quantitative/qualitative trend analysis. 
� Provide feedback to site supervisors throughout the nation. 
� Track and monitor site attrition. 
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Osteoporosis Project Summary 
Chet Cedars and Kris Gonzalez 

 
 The 9Health Fair is well known to everyone in Denver because of its commitment to promoting 
health and encouraging participants to take responsibility for their own health. In addition, the 
9Health Fair provides an inexpensive or free way for citizens to obtain screening tests for many 
common diseases. The goal of our project is to promote awareness and encourage screening for 
osteoporosis. The 9Health Fair has done a limited amount of osteoporosis screening in the past 
but was limited by the lack of volunteer personnel and loaned equipment. Because of the limited 
number of 9Health Fair sites offering peripheral bone density screening, the lines have been long 
and many people were unable to get the screening at all. 
 
Vision 

� To provide osteoporosis education and screenings to Colorado residents. 
� To provide risk surveys to residents of Colorado. 
� To provide free peripheral bone density screenings for residents at risk for 

osteoporosis. 
 
Results to Date 
 By contacting several stakeholders who share a similar vision, we were able to provide 
screening at more than 16 9Health Fair sites this year and to lay the groundwork for additional 
screening in future years. A pharmaceutical company that markets medication for the treatment 
 of osteoporosis was willing to help fund the cost of the equipment necessary for the screening 
(heel density testers) and to provide trained personnel to run this equipment. 
 Dr. Paul Miller, the father of osteoporosis, volunteered some of his time and his research 
staff’s time to develop a standardized protocol. The screenings were tremendously popular, with 
many, many participants turned away for lack of time. The 9Health Fair hotline took hundreds of 
calls from people looking specifically for bone density screening.  
 
Next Steps 
 Kris and Chet are volunteer members of the Colorado Osteoporosis Advisory Committee 
and will continue to provide the leadership necessary to expand this program in future years. 
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Policy Coordination Among Health-related 
Consumer Organizations in Northern Colorado 

Polly Anderson 
 

 Many health-related organizations in Colorado are working for similar legislative and 
regulatory purposes. However, their efforts could be better coordinated. Opportunities for 
information sharing and collaboration are frequently missed. In addition, many people working 
in health policy lack adequate data on which to base policy and planning decisions. 
 
Plan 

� Identify key players and interview or survey them to identify opportunities for 
collaboration, coalition building, and information sharing 

� Prioritize three to four solutions for improving the coordination of health policy, 
and enlist others in addressing the issues. Options will be prioritized based on 
impact, with significant consideration given to feasibility and cost or fundability. 

 
Results to Date 
 Two issues/solutions have been identified: 

� Health policy tracking sheet 
Problem: It’s hard to collaborate when we don’t know what others are doing. 
How addressed: Tracking sheet of all health-related legislation before the 
Colorado General Assembly (lists bill, sponsor, topic and those in support or 
opposition) circulated among people working in health policy. 
Leadership opportunity: Small, but a good step to show people I’m serious. 
Status: In use since 3/15/02. 

� Colorado health insurance mandate study 
Problem: Inadequate information to evaluate current efforts to change Colorado’s 
insurance mandates. 
How addressed: Through a scientific, actuarial study. 
Leadership opportunity: Enlist key health policy leaders in writing a proposal for 
a study that will be useful, respected, and funded. Leadership opportunity is huge. 
Will need to lead interested individuals through the process to identify study 
needs and funding opportunity. 
Status: Need identified; research underway. 

 
Other Results 

� Joined an informal group of health care lobbyists, the Legislative Coalition to 
Advance Healthcare Issues (LCAHCI). Helped lead discussion to identify 
information and information-sharing needs and opportunities. 

 
Next Steps 

� Create funding proposal for study of mandates. 
� Continue working with LCAHCI to determine how health care lobbyists can 

better work together. 
� Continue informal interviews to find out what other needs exist.
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Public Health Training in Family Practice Residencies 
Julian Hsu 

 
 As a recently Board-certified family physician, a large amount of my training was spent 
on disease and illness identification, treatment, and management. Another significant portion of 
training was devoted to health promotion and disease prevention, with the ultimate goal of 
producing the healthiest outcome possible in patients. However, medical training still is very 
focused on the health of an individual and not on the health of a community or population. After 
spending time with the talented employees at the Colorado Department of Public Health and 
Environment, it became clear to me that: 

� I knew very little about what the CDPHE does. 
� Our goals were very similar. 
� There is a disconnection between the CDPHE and the physician community. 
� Family physicians and the CDPHE can be synergistic allies in providing care. 

 
Vision 
 My goals for this project are (1) to incorporate the resources of the CDPHE into the 
training of future family physicians at the University Hospital family medicine residency 
program and (2) to standardize a curriculum for all of the family medicine residency programs in 
the state of Colorado. This could involve various modalities, including lectures by CDPHE 
officials, field trips to CDPHE sites, written materials, and a formal written curriculum. 
 As a result, resident physicians would start to think more globally (that is, in terms of 
patient populations and not individuals) and to have better awareness of how the CDPHE can 
help them and their patients.  
 
Results to Date 

� Invited Ann Lockhart, CDPHE historian, to give a lecture to our residents on 
“The History of Public Health in Colorado.” The lecture was very well received 
and appreciated. 

� Provided informational/educational materials regarding CDPHE resources to our 
resident physicians. 

� Reviewed the current curriculum for St. Joseph’s family medicine resident 
physicians. 

� Participated on a task force to create a unique month-long rotation for ambulatory 
care/practice management, including more training in public health through the 
CDPHE. 

� Scheduled a field trip for our resident physicians to visit certain divisions of the 
CDPHE in June 2002. 
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Public Health Response to a Bioterrorism Event 
Debra Werner 

 
 For the last several years, the New Mexico Department of Health (DOH) has been 
actively involved with other state agencies regarding weapons of mass destruction (WMD). The 
WMD group includes representatives from state and local police and fire departments, the FBI, 
hazmat teams, the Office of Medical Investigator, and state and local emergency medical system 
responders, as well as some public health staff. 
 Historically, the WMD group has focused on specific events, such as a chemical spill or a 
bomb exploding. WMD looks at the response times and responsibilities of the various groups 
involved in these exercises. Very little time or energy has been given to understanding individual 
agencies’ responsibilities if the community’s health became at risk with pandemics of 
communicable diseases. 
 With the events of September 11 and the anthrax exposure and deaths, there has been 
increased focus on bioterrorism. The DOH and the Public Health Division have become more 
actively involved in community groups regarding bioterrorism. The Public Health Division 
recently provided district personnel with training around the Incident Command System, which 
is used by emergency personnel. The system’s format and language differ markedly from what 
most public health district personnel are accustomed to. For this reason the training has been 
beneficial, because it allows public health workers to speak the language of local emergency 
personnel. 
 
Background 
 More than half the population of New Mexico resides in Bernalillo County. The county 
also includes one of the state’s three Air Force bases, the Department of Energy, and Sandia 
Laboratories. Intel, while not in the county proper, is less than one mile from the Bernalillo 
County line. The only state level-one trauma center is in Bernalillo County. There are separate 
county and city governmental agencies.  
 Almost all of the counties in New Mexico have a local emergency preparedness 
committee (LEPC). The primary focus for the LEPC has been WMD. The Bernalillo County 
LEPC consists of volunteers from business, transportation, county and city fire and police, 
contractors, military, county environmental, and public health. 
 The city and county have not been collaborating and emergency response efforts. For 
example, the county and the city have separate Emergency Operations Centers and have applied 
for similar grants as separate entities. Recently, as federal bioterrorism money has been 
distributed to states, the relationship has become even more strained. To exacerbate the problem, 
key players and funding changed due to a recent city election. 
 
Vision 
 My goals for this project are to develop a countywide collaborative approach to examine 
the public health response to bioterrorism. Steps to accomplish this effort include: 

� Establish a Public Health Emergency Planning Team (EPT) for the six public 
health offices located in Bernalillo County.  

� Develop a process that supports all Bernalillo County Public Health staff in 
learning about their responsibilities in the event of a bioterrorism event. 
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� Establish a basic understanding of the Incident Command System. This increases 
shared knowledge and “group IQ” for public health staff. 

� Identify and develop positive working relationships with key groups and their 
members. 

� Initiate, with Bernalillo County and City, a workable tabletop bioterrorism 
exercise that involves public health in the response effort. 

 
Results to Date 
 Most of my efforts have focused on two key points: awareness and collaboration. There 
have been two meetings that were facilitated by public health. These meetings included 
representatives from state, county, and city partners, National Guard, Board of Pharmacy, Red 
Cross, Albuquerque Public Schools security and health personnel, and local public health offices. 
Both meetings have increased awareness as the group considers what each organization’s 
responsibilities will be in the event of bioterrorism. 
 Communication that will lead to collaboration remains an important area of focus. Plans 
are in the works to sit down with the county and city emergency operations managers (EOM) to 
talk about how public health personnel should be involved in response to bioterrorism. 
Previously, public health personnel met with the city and county EOMs individually. In these 
meetings, it became clear that the county EOM and city EOM had quite different opinions of the 
role public health could play during a crisis. 
 The county EOM sees value in having public health personnel at the table, especially if 
there is a communicable disease event. The city EOM believes events will be immediate and 
localized to sites that support local EMS response. The city EOM does not see any value in the 
public health division’s involvement; he wants his superiors to decide how public health should 
be involved. 
 Public health district staff completed either a 2-hour introduction to Incident Command 
System training or a 5-day training. The determination of who would attend what training was 
based on who required what skills. Most people found the training valuable, and it raised 
awareness for many staff. 
 Recently I have learned there is a bioterrorism tabletop exercise that has defined goals 
and objectives for all players, including EMS. This exercise is an important tool to use in 
increasing knowledge about the roles and responsibilities of all groups involved in BT response. 
 
Next Steps 
 I will continue to seek knowledge of various working groups involved in WMD and BT 
while expanding public health staff awareness and involvement. 
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Quality Improvement at the New Mexico Department of Health 
Penny Jimerson 

 
 In 1993 New Mexico established a Quality Awards Program in accordance with 
Executive Order 95-16. For the past 9 years, organizations throughout New Mexico have used 
this program to showcase quality improvement efforts within their organizations. 
 The application process is based on the National Malcolm Baldrige Award criteria, which 
emphasize 11 core values and concepts. These core values and concepts are demonstrated beliefs 
and behaviors found in high-performing organizations. Quality New Mexico translates these 
values and concepts into seven categories used to rate the applications. The categories are: 
leadership, strategic planning, customer and market focus, information and analysis, human 
resource focus, process management, and business results. 
 Three awards are offered: the Zia, the Roadrunner, and the Pinon, with the Zia being the 
highest. In August 2001 the New Mexico Department of Health (DOH) submitted its second 
application for a Quality New Mexico Award. In December the department received a Pinon 
rating. With the award, the department also received a feedback report, which is a written 
assessment of the department’s strengths and opportunities for improvement. This assessment is 
based on information in the award application. The report is compiled by a team of expert 
examiners who have knowledge of both the industry/sector and the award criteria. 
 Information from the assessment, coupled with events that took place in the department, 
highlighted the need for standardized quality improvement processes. These factors led the 
department to renew its emphasis on quality improvement. 
 
Results to Date 
 Nine DOH employees and I attended the 2002 Quality New Mexico Conference to learn 
more about the Baldrige criteria for government. 
 In March 2002 senior management and selected staff participated in a facilitated 
discussion about the department’s feedback report. The purpose of the discussion was to achieve 
consensus and/or leadership direction on next steps the department could take. After reviewing 
the feedback report, the group proposed developing a DOH Quality Council. The group also 
identified four issues that the council should immediately address. These issues are financial 
document processing; human resource document processing; employee well-being, 
communication, and satisfaction; and ethics. The group decided to meet again in April to develop 
the council charter. 
 On March 25, 2002, the strategic planning director and I met with the department’s 
secretary to brief him on the March meeting. The secretary supported the DOH Quality Council 
and asked for a draft council charter. The DOH medical director, procurement director, and I 
drafted the council charter for presentation at the April meeting. 
 The two major outcomes of the April meeting were (1) consensus on council membership 
composition, authority, and roles and responsibilities; and (2) commitment to use a standardized 
quality improvement model. Also in April I was nominated to serve as the co-chair of the 
Quality Council. 
 The DOH medical director, procurement director, and I drafted the DOH Quality 
Improvement model for presentation to the department’s senior management team in May 2002. 
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Next Steps 
� Finalize the Quality Council chair/co-chair and members by the DOH secretary’s 

office (May 6, 2002). 
� Present DOH Quality Improvement Model to the department’s secretary and 

senior staff for adoption (May 6, 2002). 
� Convene the DOH Quality Council and charter four Quality Improvement Teams. 
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Redesigning the Cancer Registry at Kaiser Permanente (KP) 
Kimberly Bischoff 

 
Vision 

� A registry that collects accurate data and reports it in a timely manner. 
� A registry that serves the physicians and patients of Kaiser Permanente with up-

to-date survival data for cancer diagnoses. 
� A registry that reports its data to the state registry in a timely and efficient 

manner, so it can serve all physicians who are diagnosing and treating patients 
with cancer in Colorado. 

� A registry that is automated and allows cancer registrars to easily abstract and 
verify cases. 

� A registry department that provides staff with challenge, opportunity, and 
adequate compensation. 

 
Background 
 In June 2001 the director of Research & Development (R&D) asked me to take on the 
responsibility of the cancer registry department at Kaiser Permanente’s Colorado region. This 
was an assignment I was willing to accept. I quickly learned that the registry was faced with a 
tremendous backlog and it was my responsibility to turn it around.  
 
Initial Work 
 To manage this department successfully, I would need to spend considerable time 
understanding the registry’s current situation. My initial assessment indicated: 

� KP is mandated to report cancer cases diagnosed to the state cancer registry 
within 6 months of diagnosis. 

� The registry has a backlog of 18 months worth of abstraction, which is about 
3,000 cases. KP physicians diagnose approximately 1,800 cancer cases each year. 
This number will grow as our membership grows. An average abstraction can 
take 4 hours. 

� Current staffing is insufficient to deal with the backlog. Prior to July 2001, the 
staff consisted of one full-time registrar, two part-time clerical/follow-up staff, 
and two contracted registrars. The two contract registrars were the only staff who 
were actually abstracting cases, and both of them worked only a few hours each 
week. The full-time registrar was given the responsibility to identify and track 
cancer cases. Her computer skills are limited, and she probably was given 
responsibilities beyond her capabilities. 

� Two separate and incompatible databases are in use. One is used to track cases, 
the other to collect the abstracted data.  

� The computer equipment in use is quite old and needs to be replaced. 
� The system in use is antiquated. Automation is severely lacking. 

With this initial assessment, I have begun to redesign the department. 
 



RIHEL Project Reports 2002 / 47 

 July 2001: Hired a certified tumor registrar. 
 August 2001: I attended training conducted by the state. This training is for personnel 
who are learning the new releases for coding and abstracting as well as individuals pursuing a 
certification as a tumor registrar. My purpose in attending this training was to more fully 
understand the process of abstracting so that I could respect the knowledge and skills of my staff. 
 I had two research assistants from R&D trained in abstraction. They were assigned to 
work strictly on the breast cancer backlog. This is the number-one cancer that is diagnosed at KP 
each year. This data is vital in analyzing our breast-screening program. It is also one of the easier 
cancers to abstract. 
 September 2001: New computer equipment was approved and purchased. 
 December 2001: Reported 1999 breast and cervical data to the Women’s Health Task 
Force (WHTF). Making this report allowed me to become more familiar with the data that is 
available in the Rocky Mountain Cancer Data System (RMCDS). RMCDS is the licensed 
database that is used by the abstractors to enter abstracted data on each case. It also has canned 
reports that can be used to generate survival analyses. 
 January 2002: The breast cancer backlog for 2000 was eliminated. The 2001 cases are 
now being abstracted and should be completed by the end of June 2002. A report on the 2000 
breast and cervical cancer cases is due to the WHTF in June 2002. Fortunately, the number of 
cervical cancer cases is low, and identification and abstraction can be done rather quickly. Again, 
this will give me more exposure to the data and more experience in manipulating it for report 
purposes. 
 
Current Work 
 My overall plan for the registry is to make it as automated as possible. With automation 
should come efficiency. In order to do this, I will need a programmer who can work on this 
project exclusively. I have presented my plan to the director of R&D, and he has given me the 
initial approval to pursue this person. I am now working with the lead programmer for R&D to 
identify an individual who can be hired to work on this project. In addition, over the next several 
months I will look at other automated systems (particularly KP Southern California) to learn 
from their experiences. I have planned discussions with the lead state registrar to determine how 
we can fulfill the state’s needs while changing how we do business. These discussions will 
include the programmer and registry staff for their input. 
 Programming will take several months to complete and test. Roll-out for the new 
automated system is set for January 2003. 
 I am also examining the job requirements and duties of the staff to determine whether job 
descriptions and titles need to be updated. Currently they are members of the Local 105 Union. 
The union, while a part of the KP environment, provides very little flexibility in determining 
wages and salaries for staff. I would like to give them every opportunity to improve their careers 
at KP, which may take them out of the union and into salaried positions. 
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Reviving and Implementing Workforce Diversity Training 
Lynette Schick 

 
 The Colorado Department of Public Health and Environment started promoting 
workforce diversity issues in 1996, with the creation of the Employee Diversity Advisory 
Committee (EDAC). Since that time, the EDAC and the department have worked to increase 
awareness of the value of the differences each individual brings to the workplace. Although the 
EDAC has been a strong committee in the past, interest has waned for both committee members 
and employees. 
 Over the years the EDAC has sponsored many training seminars about diversity. These 
seminars were met with mixed success. In 2000 the EDAC selected a new training package, 
“Wealth, Innovation and Diversity,” produced and moderated by futurist Joel Barker. 
 
Vision 
 My vision is to lead the effort for diversity training at CDPHE. The ultimate goal is a 
public health workforce that embraces differences and works together to solve public health and 
environmental challenges. 
 
Goals 

� Generate employee interest in diversity. 
� Develop a team of employee trainers to provide ongoing, relevant training. 
� Include local public health and environmental professionals in CDPHE-sponsored 

training. 
� Revive interest in the EDAC. 

 
Results to Date 

� Five employee trainers were recruited and began to deliver training in September 
2001. 

� Training is delivered quarterly. Seven training sessions have been conducted, with 
more than 130 employees participating to date. (Class size is limited to 25). Three 
classes are scheduled for late May 2002. 

� Three new employees are being trained to deliver the training. 
� Met with Jeff Stoll and Karen O’Brien from the Office of Local Liaison to discuss 

the best method for including local public health professionals in the training. It 
was determined that the best way to proceed would be to pilot the class for local 
health staff. With the assistance of the Office of Local Liaison, the training was 
marketed to local health staff. The response was very positive, with 10 locals 
participating in the pilot class. Because of this success, local health staff have 
been invited to attend the spring quarter classes.  

� I was contacted about the possibility of delivering the training to local health 
departments at their worksites. This is pending. 

 
Challenges 
 Diversity is a sensitive topic for many people. It has been a challenge to ensure that the 
course curriculum was followed and that personal agendas were not brought into the training. It 
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has been very important to me to maintain the integrity of the training selected by the EDAC and 
to broaden the definition of diversity. 
 Classes are facilitated by teams of two or three trainers. These trainers have various 
degrees of experience. It has been challenging to assemble teams so that trainers with less 
experience can learn from their experienced colleagues yet experienced trainers will not be 
frustrated by working with those who have less experience. 
 
Next Steps 

� Mentor and train new facilitators to ensure the training continues. 
� Focus on the EDAC and how this committee can be revived. 
� Develop several models for bringing the training to local public health 

professionals and CDPHE satellite offices. 
 
Leadership Lessons 
 It has been a challenge to keep myself from doing everything. Every trainer has a full-
time job and can devote only so much time to the training effort. Expanding the training beyond 
CDPHE is not a priority for them, although they like the idea. 
 I am not sure that I inspired a shared vision because of the personal nature of this topic. I 
am relatively new to it from a training perspective and as a member of the EDAC. 
 Leadership takes time! 
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Sharing Drinking Water Data with Wyoming Agencies 
David E. Robbins 

 
 The EPA Region 8 Water Program manages a large database on the 750 public 
water systems in Wyoming. The database contains basic inventory information as well as 
analytical data for 80 regulated drinking water contaminants. This information helps Wyoming 
state agencies identify areas where the public water supply may be contaminated. 
 To date, data sharing has consisted of hard copy summaries produced on request. The 
goal of this project is to improve data sharing by providing Wyoming state agencies with 
real-time, read-only access to the EPA database through a secure connection. 
 
Results to Date 
 Achieving real-time access to the database will require additional attention to the issues 
of agency intranet security and software compatibility. The issues have been defined through this 
project, but the team necessary to resolve them has yet to form. A demonstration project appears 
to hold the potential to garner widespread interest that will lead to real-time access to the EPA 
database. 
 In mid-April 2002 the EPA database administrator copied both a snapshot of the database 
and a viewing tool onto CD-ROM and shared it with the manager of the Wyoming Department 
of Health Consumer Health Services Program. A report on the usefulness of the information will 
be presented to the Wyoming Governor’s Task Force on Small Water and Wastewater Systems 
in May. If the Task Force reacts favorably, a recommendation for full-scale implementation may 
be forwarded to the governor of Wyoming. 
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University of Colorado Hospital Interpreter Services 
Mark Cucuzzella, M.D. 

 
 The purpose of my project is to increase the use of medical interpreters. This is a very 
confused area in hospitals and clinics. (In addition to this report, I will distribute to class 
participants two documents that outline the scope of the current problem, the legal requirements, 
and the current levels of interpretation we use in medical settings, with their inherent limitations. 
These documents are too long to include with this summary, but the information is essential if 
one wishes to understand the issues involved.) 
 
Vision  
 In caring for patients with limited English proficiency (LEP), the University of Colorado 
Hospital (UCH) is operating in very dangerous territory. Physicians, nurses, and staff are not 
aware of the applicable legal requirements and do not appreciate the limits of using nonmedical 
interpreters. Currently, two interpreters are doing their best to serve the entire hospital and 
multiple off-site clinics. 
 The University sees an extremely diverse patient population. Many patients speak little or 
no English, and many receive federal or state funds for care. Staffing and dollars are tight, 
because the hospital provides millions of dollars of free care for the medically indigent. 
 Outlined below is my vision for University Hospital: 

� Educate providers, nurses, and staff about the relevant legal and quality issues, 
especially with regard to Title VI and the use of family members as interpreters. 

� Convince medical people that using trained interpreters improves the quality of 
care and patient satisfaction. 

� Increase the availability of quality, trained interpreters, especially for languages 
that are less frequently used. 

� Have a 24/7 Spanish interpreter in the hospital. Currently, the hospital has a 
human Spanish interpreter Monday through Friday, 8 a.m. to 5 p.m. 

� Bring the University into compliance with Title VI and JCAHO requirements. 
 
Results to Date 
 Over the last few months I have had several meetings and discussions with the interpreter 
services division at UCH, the Colorado Trust Language Coalition, the Spring Institute, and the 
Board of Medical Directors at UCH. I have been pleasantly surprised at the positive response I 
receive when I bring up the issue and propose ideas for improvement. My sense is that 
physicians have not been actively involved in this issue, and any interest from the physician 
corps is seen as a promise for the future. 
 Results so far include: 

� Linked UCH Interpreter Services to the Spring Institute to double the pool of 
trained interpreters for outpatient appointments and inpatient encounters. All of 
the interpreters from the Spring Institute have completed “Bridging the Gap” 
training, which is a 40-hour course for medical interpreters. The Spring Institute 
can provide 24/7 service, after the service is approved. 
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� Sent questionnaires to all medical directors of various departments at UCH for 
feedback on their current use of interpreters, knowledge of available services, and 
future needs. The results of this showed that directors had various degrees of 
knowledge about legal issues and the current level of use and compliance. One 
message was unanimous: We need 24/7 Spanish in-house. 

� Met with University Interpreter Services Division head, who will conduct a cost-
analysis for 24/7 in-house Spanish. 

� Met several times with the current in-house Spanish interpreter to address 
concerns and future goals. We are working together to gain support and financial 
data for 24/7 Spanish. There have been several incidents during off-hours in 
which proper consent could not be obtained because there was no interpreter. 
Title VI violations may have occurred as the result of not having an available 
interpreter. 

� Developed a 30-minute presentation to educate providers and staff about issues 
around medical interpretation. Included is a 15-minute video that illustrates the 
difference in care that is provided when a family member is used in place of a 
trained interpreter. I will make this presentation in June to incoming residents and 
rising third-year medical students. 

 
Future Goals 

� Obtain support and funding for 24/7 in-house Spanish. 
� Give presentation throughout hospital and outpatient settings to educate all who 

come in contact with patients. I will rely on other providers and staff to help give 
this presentation to the many who need it. A behavior scientist in our department 
is on board to help. 

� Provide all physicians, nurses, and staff with laminated cards that explain how to 
properly use interpreters and how to access the services at UCH (including phone 
numbers, hours of availability, brief legal tips, etc.). 

� Provide each floor and clinic with a protocol book that explains UCH policy on 
LEP patients. The book will explain how to identify patients with LEP and how to 
access interpreters; it will also explain legal issues. We will also provide this via a 
link on the home page of the hospital’s web site. With JCAHO coming in a year, 
this is a priority item. 

� Eventually I would like to take the UCH education program and policies to other 
hospitals in Colorado and to rural areas, to help them develop services to fit their 
needs. 
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Utah Public Health Workforce Enumeration (PHWE) Project 
Joyce Gaufin 

 
Vision 
 Through a collaborative process, create an accurate and comprehensive enumeration of 
the public health workforce in Utah. This will help partnering organizations meet the need for 
highly trained, competent public health workers for the next decade and beyond. This 
information will be used in planning academic and workplace continuing education 
opportunities, to enhance public health advocacy and legislative issues, and to help recruit and 
retain public health workers in private, public, academic, and nonprofit sectors. 
 
Background 
 This project was designed so that public health leaders in Utah could conduct a statewide 
PHWE based on a model that was originally used by the National Enumeration Project (NEP), 
which was affiliated with the Public Health Leadership Society. In simple terms, PHWE is an 
accurate accounting of all of the members of the public health workforce. The NEP defines the 
public health workforce as: “those individuals whose major work focus is delivery of one or 
more of the essential services of public health, whether or not those individuals are on the payroll 
of an official, voluntary, or not-for-profit public health agency” (The Public Health Workforce: 
An Agenda for the 21st Century). 
 There has never been an adequate inventory of the public health workforce in the United 
States. The NEP defined several principles for enumeration which were adopted by the Utah 
project. 
 
Process 
 Invitations were sent to organizations that would benefit from an accurate assessment of 
Utah’s public health workforce. These organizations include the Utah Department of Health; 
University of Utah Health Sciences Center; Utah Public Health Association; Utah Environmental 
Health Association; Health Education Association of Utah; Utah Department of Environmental 
Quality; Utah Association of Local Health Nursing Directors; and the Utah Association of Local 
Health Officers and Boards of Health. Each of these groups sent one leader to participate on the 
committee. 
 
Results to Date 
 Before setting up the first meeting, I contacted each committee member to determine his 
or her level of interest in and commitment to the project. I also provided background information 
about PHWE, with national data and current data for Utah. I asked committee members to read 
this information before our first meeting. 
 The first meeting was held January 15, 2002. Members talked about how the assessment 
would benefit their organizations, and they adopted the project vision statement. 
 Committee members identified what they wanted to gain personally and professionally 
from this experience. Comments included: learn more about various organizations and leaders, 
network with one another, share information and technology for training, better understand and 
restructure competency standards, and increase membership in professional organizations. 
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 During the first meeting the committee established ground rules and operating procedures 
and adopted a consensus style of decision making. It also considered whether the group should 
be expanded or enhanced, but decided against it. The group began to identify study boundaries 
and parameters, established a process and approach to the issues, and adopted a schedule that 
allowed some preliminary decisions to be made before May 1, 2002. This deadline was 
especially challenging, because most of the participants had major responsibilities related to the 
Olympics and/or the legislative session scheduled for February and March. Finally, the group 
decided to have some type of evaluation at the end of each meeting and to provide feedback to 
the team leader about her leadership style. 
 Three additional meetings were held (some by videoconference) on February 25, March 
18, and April 15. The group studied the issues and debated the pros and cons of various 
approaches to enumeration. After considerable discussion, it arrived at a consensus decision on 
what steps should be taken during the next 6 months. 
 All members remain committed to continuing the process for as long as it takes to 
achieve the ultimate goal expressed in the vision statement. 
 
Next Steps 
 The next meeting will be held June 4, 2002. The group will review surveys that are being 
prepared to cover employees in the state departments of health and environmental quality; all 
local health departments; the academic programs at the University of Utah and Brigham Young 
University; and, possibly, other undergraduate programs that emphasize public health. The 
committee determined that these would be the easiest groups to survey at present. 
  The surveys are limited to: employer name; current job title; job-related classification 
from the HRSA model; years in the current job; years in the field of public health; degrees 
obtained, including major field of study; professional licenses or certification (i.e., RN, MD, 
CHES, etc.); and any specialized training relating to public health. 
 After the surveys are approved and field tested, the committee will determine how the 
surveys will be administered and who will pay the associated costs. We believe that money for 
this assessment activity is available in the Utah Department of Health bioterrorism response 
grant. 
 Once the data are collected and analyzed for these groups, the committee will conduct a 
similar process for public health workers in community health centers, other private 
organizations, nonprofit groups, and other state or local agencies. 
 In addition, the committee supports an initiative to form a nonprofit Public Health 
Foundation in Utah. This entity would be able to continue the PHWE process and collect the 
type of comprehensive PHWE data that the vision requires. No other entity has the authority to 
collect comprehensive PHWE data. 
 The team leader will tabulate and analyze the leadership feedback. Special appreciation is 
expressed to Teresa Garrett for assisting in this process. 
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Victims to Victors: Self-Defense from the Inside Out 
Anthony Johnson 

 
 This project aims to develop a women’s self-defense course in which perceived risks will 
be addressed and appropriate skills will be learned in an environment of trust, support, and 
validation. This approach allows women to manage actual risks. 
 This program differs from other self-defense programs in two important ways. First, most 
self-defense classes focus exclusively on assertiveness or physical protection. This represents a 
positive start. However, self-defense is a three-legged stool, with mental, emotional, and physical 
legs, or dimensions. Take away just one leg, let alone two, and the stool falls down. Incorporating 
all three aspects into a self-defense course develops women who are better able to defend 
themselves. 
 Second, this program addresses a wide spectrum of conflict, from the unpleasant (yet legal) 
presence of an individual to an act of mortal combat. Addressing this spectrum helps women learn 
to respond appropriately to the level of aggressive behavior. The class does not offer or encourage 
a “one-size-fits-all” response. 
 
Results to Date 

� Developed a rough program curriculum. (This curriculum is available to any 
interested program participant with the caveat that your worldview could be 
challenged.) 

� Solicited involvement from more than 70 potentially interested parties. 
� Began to work with interested parties who critiqued the program’s technical 

details and offered their own knowledge and experience. 
� Began to informally develop the curriculum with members of a local women’s 

crisis center. (Lesson learned: The more emotional the topic, the more wary 
people are about becoming involved.) 

� A friend who is also a client of the crisis center unexpectedly became the 
program’s first student. This meant that the program had to endure a trial-by-fire, 
but it also allowed crisis center staff to see, first-hand, the results of the program. 

� Submitted an application for nonprofit status. 
 
Next Steps 

� Secure more local involvement to help critique technical aspects of program. 
� Finish developing the program. 
� Secure funding and technical assistance. 
� Secure remaining needed hard assets. 
� Execute program for a full class of eight students. 

 
Conclusion 
 Three experiences in the RIHEL program reinforced my belief in doing what is right, 
regardless of the consequences. First was reading The West Point Way of Leadership. Second was 
my interview with Joyce Meskis, owner of The Tattered Cover bookstore and a staunch supporter 
of the First Amendment. Third is this project. The lesson of all three experiences is that leadership 
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is founded on the Harder Right, that is, doing what is right because it is right, not expecting 
compensation, and willing to accept any and all consequences. 



RIHEL Project Reports 2002 / 57 

Web Site with Preventive Health Fact Sheets and Tips in Spanish 
Lori Maldonado 

 
 Colorado Latinos have high rates of diabetes, heart disease, and high blood pressure. 
These chronic diseases can be prevented and controlled by adopting healthy lifestyle habits, such 
as a healthy diet and exercise.  
 A portion of the Colorado Department of Public Health and Environment’s web site 
could used to publish fact sheets and tips for preventive health care for Latinos. The fact sheets, 
written in Spanish, would provide specific tips for preventing future illness or improving and 
maintaining good health. The fact sheets would contain helpful information that Latinos can 
relate to and can immediately apply to improve their health. The ultimate goal is to help Latinos 
gain greater control of their health. 
 In addition, the fact sheets would be written in plain language. This addresses the issue of 
health literacy. Health literacy refers to an individual’s ability to read, understand, and act on 
health information. Limited literacy inhibits access to health information and services and makes 
it difficult for individuals to follow care protocols. A large portion of U.S. adults have difficulty 
with the written word. Use of plain language is key to successful interactions with patients and 
clients and to individuals’ successful use of print materials. 
 The fact sheets would be listed on the web site alphabetically by topic. An A-Z index 
would provide easy access and navigation. People could access the fact sheets using the Internet, 
or they could receive the sheets from health care providers. 
 Because many Colorado Latinos report that they receive most of their health information 
from their doctors, one of the goals of this project is to raise awareness about the web site among 
Colorado health care providers. Ideally, Colorado physicians would access the fact sheets using 
the Internet. Providers would print the appropriate fact sheet for patients before or after seeing 
them. 
 Family physicians are trusted by many Latinos. Using physicians to disseminate 
important information to high-risk Latinos could maximize the impact of the message, which is 
the importance of making healthy lifestyle changes. 
 To raise awareness, I plan to write a news release to announce the availability of the new 
web site. The release will be sent to media outlets statewide. Also, an article will be written and 
submitted to each health care provider newsletter in Colorado. 
 
Results to Date 

� Received approval from the department’s web coordinator to proceed with the 
project. A web address has been assigned. 

� Conducted research to compare existing fact sheets. A few were selected, and 
elements that seemed most useful were used in the design of a new fact sheet 
template. 

� Obtained funding for Spanish translations: Divisions are paying for fact sheets. 
For divisions that are unable to pay for the translations, the Turning Point 
Initiative has offered to cover costs up to $1,000. I was able to negotiate with a 
certified translator to get a reduced translation rate as a government agency. 
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� Identified editors of health care provider newsletters. Each editor will receive an 
article about the web site. Three editors have been contacted and have agreed to 
publish the article. 

� Fact sheets are being written and will be proofread by division staff before being 
translated. Top priority is given to chronic diseases and conditions that are 
prevalent among Hispanics. These include diabetes, cardiovascular disease, and 
obesity. 

 The department’s senior staff are excited about the project, as it is the first step toward 
making the web site available in Spanish. In the future, the site may be expanded to include other 
languages. 


