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Brown Bag with a Plus 
Fummy Adeyemi 

 
 
Background and Importance 
 For patients, sound education about the medications prescribed to them is an 
important tool not only for understanding how he or she is to use their prescribed medication 
correctly but also for understanding the importance of taking the medication as directed by 
their physician. I believe that thorough education on these issues is critical, since: almost 50 
percent of the population might not know they have diabetes; that 89 percent of the 
population can not properly use an inhaler correctly; that the average patient is on at least 
seven to eight medications a day; and the majority of these patients are elderly patients who 
are already confused about what medications they should be taking. 
 For pharmaceutical companies, drug research can be tedious and expensive; it costs 
millions of dollars to put a drug on the market. Therefore, in the past several decades the cost 
of buying a prescription medication has drastically increased—to the point that people 
sometimes need to choose between buying food and buying their prescribed medications. 
 Educating patients about the proper use of their medications and the necessity of 
taking medications according to their physician's orders can reduce hospital costs. If the 
patient is taking their medication as prescribed, they are less likely to end up with more 
complications or worsening conditions that may require hospitalization. 
 
Vision 
 For the public to be informed and educated about the importance of the medications 
prescribed to them, the proper use of the medications, and how to effectively monitor and 
control their disease states. 
 
Specific Goal 
 To create an awareness program that meets once a month at the University of 
Colorado Hospital outpatient pharmacy to address the issues stated in my vision. 
 
Project Timeline 
 Stage 1 

 Address these issues and concerns with my supervisor. (Completed before 
October 1, 2005) 

 Stage 2 
 Collaborate with other departments for equipment and funding. (Completed 

before October 7, 2005) 
 Stage 3 

 Request volunteers to participate in the program. (Completed before October 
14, 2005) 

 Stage 4 
 Perform a test run of project during the pharmacy week. (Completed before 

October 25, 2005) 
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 Stage 5 
 Review the test run; make additions or subtractions to the program. 

(Completed before January 31, 2006) 
 Stage 6 

 Roll out the project and do follow-up to ensure success. (Start in summer/fall 
2006) 

 
Resources Required to Successfully Complete the Project 
 Form a collaborative effort among the various clinics, departments, pharmacies, and 
the school of pharmacy, which have all agreed to provide the necessary information and 
equipment to make the project a success. Also, securing some funds from the pharmacy 
department at the University Hospital will help with the cost of the project. The project 
involves educating patients about their medication, reviewing the importance of each 
medication, training patients how to effectively manage their disease state, and discussing 
and checking blood glucose levels as well as blood pressure. Properly training patients on the 
use of their medical equipment is key to having a successful project. 
 
Risks and Analysis of Those Risks 
 Project risks: Lack of participation and interest from the patients and the possibility 
of the equipment not being approved due to lack of funding. 
 Personal risks: I run the risk of having to do most of the work myself because 
volunteers may not have the same goal in mind as I do in my commitment to the community. 
Also, staying on top of the project is a challenge since I have a lot of ongoing projects 
currently in the works. 
 
Communication System Among Persons Involved in the Project 
 This project involves a lot of collaboration among my peers and other healthcare 
providers. Stages 1 and 2 require me to seek scheduled meetings with my immediate 
supervisor to discuss how some of the logistics of the project would be planned. Stages 3, 4, 
and 5 involve a lot of time and commitment to the creative process with team members. Once 
the program is instituted I will need to schedule a standard meeting or communication system 
to update team members on information about the project. Stage 6 would be discussed in the 
future (approximately six months from now) because it needs to be in the budget for the 
following calendar year which starts July 1, for the University of Colorado Hospital. 
 
Nest Step 
 The project is on hold due to some personal and financial obstacles. As we all know, 
the University of Colorado Hospital is planning to move to its new facility as early as April 
2007. This move has impacted the planning of this project's funding, because of the cost of 
operating two hospitals. However, we are still planning a follow-up with the brown bag in 
October, during the pharmacy week at the University of Colorado Hospital. As soon as we 
can set a date I will keep you informed as to the date and time for this project. 
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Implementing Self-Directed Teams in the Hazardous Waste 
Permitting and Corrective Action Program and the Voluntary 

Remediation Program: 
Wyoming Department of Environmental Quality 

Carl Anderson 
 
 
Background 
 As a result of Terri Gregory's (RIHEL Class of 2001) May 5, 2006, graduation 
presentation to the RIHEL Class of 2006, a self-directed team (SDT) approach was initiated 
and implemented for conducting work activities in both the Hazard Waste Permitting and 
Corrective Action Program (HWPCA) and Voluntary Remediation Program (VRP) of the 
Wyoming Department of Environmental Quality. 
 
Actions to Date 
 Initially, a SDT approach was conceptualized to: 1) make teams and my work more 
effective, productive, and fulfilling; 2) provide greater team autonomy, freedom, and 
responsibility; and 3) take my leadership/management skills to another level. I reviewed 
some suggested resources on teamwork, including Maxwell's The 17 Indisputable Laws of 
Teamwork Workbook. I also had a useful, productive phone conversation with Terri Gregory 
about her SDT experiences at Teton County Health. 
 Following initial conceptualization and research, I met with the Cheyenne HWPCA 
staff to discuss implementation of the SDT approach. Rather than implement SDTs across all 
of the program elements at the same time, it made sense to start with one team to allow the 
"seed" to germinate. After meetings to discuss potential issues (e.g., my level of involvement, 
performance appraisal, improvements in consistency, and aspects of team support), the 
Cheyenne HWPCA team expressed an interest in implementing a SDT approach. The team 
developed a charter to define ground rules and expectations for SDT implementation. 
 Before full implementation of the SDT approach, it was necessary to determine 
whether we had management interest and support. I discussed this with my supervisor—he 
was supportive and encouraged implementation in the other potential teams. I had a similar 
conversation with the department director, and he was generally supportive. However, in 
subsequent conversations with him, he indicated he is "watching," and if the team doesn't 
function according to his concept of "teams," then modifications will be made. 
 Following development of the Cheyenne HWPCA team charter, a staff meeting of all 
program elements was held to discuss the SDT approach and the charter. The discussion was 
spirited and included some skepticism. Following this meeting, the Cheyenne HWPCA 
began charter implementation, acknowledging that the charter is dynamic and subject to 
change. 
 Based on our discussions, I asked the other potential teams to give further 
consideration to implementing a SDT approach; subsequently, the Cheyenne VRP team and 
Lander field office team met individually to discuss SDT implementation. The Cheyenne 
VRP team agreed to implement the approach; they didn't develop a separate charter, but used 
the HWPCA charter as their model. The Lander team began SDT implementation without 
reliance on a charter. 
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 The three teams have been implementing the SDT approach for about eight months. 
While each team has taken slightly different approaches, there is general consensus that the 
SDT approach is an improvement over the way we did business previously. There is greater 
peer exchange, greater consistency (intra- and inter-program), a higher sense of fulfillment, 
and greater involvement in decision-making. I also noticed that the SDT approach is very 
effective in mentoring new employees. We have added a number of new employees, and I 
believe their learning curves have been shortened due to the mentoring and peer exchange 
inherent in the SDT approach. Finally, while my work load hasn't been reduced, I spend 
more time on program management than on project management issues. 
 
Lessons Learned 
 We have learned the following lessons: 

 Implementation of new approaches, when successful, provides greater job 
fulfillment. 

 Breaking out of the bureaucratic norm is not always easy—team, peer, and 
management skepticism will need to be addressed. 

 Initially, I was too involved in the day-to-day workings of the teams; I learned 
to butt-out, let the teams work through issues, and come to me only when they 
wanted or needed my involvement. 

 While there were initial concerns from some team members, once the teams 
worked on common goals and challenges, the concerns have lessened. 

 Having a good group of employees when going into and implementing a SDT 
process is beneficial; I'm not sure we would have been as successful if 
problem employees were present in the organization. 

 
Challenges 
 We have encountered the following challenges: 

 It has been difficult to identify a good SDT analog for the work we do. We 
seem to be inventing much of the wheel. 

 We have only been implementing SDTs for about eight months. While we 
have had successes, the future will bring more challenges. 

 We haven't received complete buy-in on our approach by the department 
director; uncertainty has created some consternation in team members that a 
"good thing" may be unilaterally modified or eliminated. 

 Not all staff members are completely comfortable with the team making 
decisions that I used to make; consequently, my advice is sought outside of 
the team. I need to continue to manage this situation. 

 
Conclusions 
 We have had successes in implementation of a SDT approach. However, there are 
seen and unseen challenges—I hope to use the leadership skills and practices I have attained 
through RIHEL to address them. 
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Collaborative Analysis of the Potential Health Care Impact of 
Proposed Colorado Ballot Proposal #55 

Brian Bacak and Claudia Brett Goldin 
 
 
Background and Importance of the Project 
 Immigration reform is a topic of much political interest, so much so that during the 
past six months, the U.S. Congress as well as state governments have dramatically increased 
the number of legislative initiatives concerning immigration. Consequently, a number of 
public protests have taken place—Colorado and other western states struggle with the direct 
and indirect costs and benefits of both legal and illegal immigration. 
 Access to quality healthcare is a political issue attracting equal if not greater political 
attention as immigration reform. Healthcare costs in the state of Colorado, both direct and 
indirect, are increasing, and the problems faced by uninsured and underinsured Coloradoans 
are a serious concern. Maintaining access to healthcare for all of Colorado's residents is an 
increasingly difficult challenge for the state's politicians and healthcare providers. 
 In 1994, California voters submitted a ballot initiative calling for the state to stop 
providing public services to undocumented residents. Proposition 187 was approved by the 
California voters, but ultimately did not take effect following various legal processes. Ten 
years later, in 2004, Arizona voters submitted a similar ballot proposition, Proposition 200, 
which also passed. Arizona's ballot initiative amended statutes related to voting rights and 
welfare benefits. It did not specifically affect healthcare issues. The first legal challenge to 
Arizona's Proposition 200 was dismissed due to a technicality. However, more legal 
challenges are occurring. 
 In 2004, a group called Defend Colorado Now submitted a similar ballot initiative for 
the state of Colorado. The initiative stalled, but the group is submitting the ballot proposal 
again for November 2006, using language identical to that approved by Colorado's Title 
Board and the Colorado Supreme Court in 2004. The Title Board has approved the initiative 
again for November 2006, and the case is currently under review by the Colorado Supreme 
Court, where approval is likely. The proposed initiative provides that state, city, county, or 
other political subdivisions may not provide services to undocumented residents unless such 
services are either federally mandated or emergency in nature. The proposed initiative also 
allows any person legally residing in the state of Colorado to have standing to bring a lawsuit 
to enforce the new law. 
 The effects of such a ballot initiative on governments and the people of Colorado are 
unknown. Both proponents and opponents of the initiative believe that the initiative would 
impact the cost, delivery, quality, and availability of healthcare in Colorado, although the 
exact effects are unknown. Additionally, the initiative may have unanticipated health-related 
consequences for all people living in Colorado, regardless of immigration status. 
 Compiling and analyzing accurate information about the potential health-related 
impact of the proposed Colorado ballot initiative is of vital importance to voters attempting 
to make an informed decision about the initiative, as well as to those interested in developing 
better healthcare policies. Unanticipated consequences of the proposal could impact the 
health of Colorado residents and their access to healthcare. Accurate information will assist 
voters, stakeholders, and policy-makers. 
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Vision 
 To help Colorado voters make an informed decision regarding Proposal #55 with 
regard to its direct and indirect impacts on public health and the healthcare system. 
 
Specific Goals 

 To collect, interpret, and discuss information related to the health impacts of 
Initiative #55 through correspondence, meetings, surveys, and research. 

 To summarize the collected information, content of meetings, and information 
gathered from contacts and disseminate through articles and discussions. 

 To educate and motivate discussions, further action, and research on the topic 
by those potentially affected by the initiative. 

 To propel further inquiry and dialogue, and to affect future public policy 
through engaged and informed continuing discussions with leaders in 
healthcare and the public sector. 

 
Project Timeline 
 Stage 1: Information gathering (November 2005 to March 2006) 

 Identify healthcare, community and legal leaders, as well as other interested 
people from whom to gather information and plan next steps. 

 Begin identifying key participants and critical areas of inquiry. 
 Stage 2: Association creation (March to May 2006) 

 Present information gathered to representative, politically neutral 
organizations that have a stake in the health of the people of Colorado. For 
example, contact the Colorado Medical Society, the Health Law Section of the 
Colorado Bar Association, and the Colorado Academy of Family Physicians. 

 Present information and encourage others to raise awareness of this issue 
within their organizations. 

 Propose publication of articles, distribution of surveys, and structured 
dialogue within these organizations. 

 Identify other organizations for similar contact. 
 Stage 3: Information analysis and dissemination (May to November 2006) 

 Work with members of the identified organizations to compile, gather, and 
analyze information on this topic from their constituents. 

 Encourage the identified organizations to publish articles, distribute surveys, 
organize Internet discussions, hold conferences, and otherwise raise awareness 
in the general public of the health effects of the initiative from a variety of 
political perspectives. These articles, papers, presentations, or discussions will 
include a legal analysis of the scope of the federally mandated and emergency 
services exemptions in the initiative language, and application of that legal 
analysis and other public policy considerations to an understanding of the 
ballot initiative's potential impact on public health and healthcare access. 

 
Post-November 2006: If the voters approve the initiative, the organizations contacted could 
continue to work with the General Assembly to provide information it may need for 
implementation. If voters do not approve the initiative, the organizations contacted could 
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continue to address issues related to healthcare access and the public health of citizens and 
immigrants living in Colorado. 
 
Resources Required to Complete the Project 
 We have devoted significant time to information gathering, information analysis, and 
writing. By creating a coalition and bringing leaders together from different backgrounds and 
perspectives, we hope to maximize the effect of our efforts. 
 
Project Risks 
 Some community and healthcare leaders misunderstand or fear discussing the 
proposed initiative and its effects. Additionally, politicization could corrupt accurate data 
related to analyzing the impact of the proposed initiative. 
 
Analysis 
 Many people in Colorado and the stakeholders with financial or professional 
commitments in healthcare have already expressed an interest in learning more about the 
potential impact of the proposed ballot initiative. These stakeholders have identified several 
areas of potential impact. However, many stakeholders have, at best, a vague understanding 
of the potential impact of this proposed ballot initiative. Others are deliberately choosing not 
to think about the initiative, despite its potentially huge impact on their work, due to the 
politically charged nature of the topic. We hope our project will help break that silence. 
 
Communication System Among Persons Involved in the Project 
 Stage 1 (information gathering): Raising questions among ourselves, subject matter 
experts, and stakeholders in the healthcare community; contact will be via telephone, e-mail, 
and in-person meetings. Conduct research via the Internet. 
 Stage 2 (association creation): Direct one-on-one communication with stakeholders 
as well as group meetings, either by electronic means or in person. 
 Stage 3 (information analysis and dissemination): This will be done in smaller groups 
and with the same communication systems described above; completion of stage three will, 
in and of itself, be part of the project's communication system. 
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Prescription Assistance Resource Guide for Mental Health 
Christina M. Beck 

 
 
Background and Importance 
 For people with mental health diagnoses such as depression and bipolar disorder, 
staying on a regular medication schedule is integral to the stability of nearly every 
component of their lives. Unfortunately, for a significant proportion of these individuals, 
covering the costs of their prescriptions is one of the biggest stumbling blocks to recovery. 
Two primary reasons for this problem are the high cost of prescription drugs designed for 
mental illnesses and the lack of health insurance. 
 The number of uninsured people in Colorado is nearing 700,000. In addition, state 
funding of mental health programs in Colorado has been cut by 30 percent over the past three 
years. Simultaneously, admissions to emergency facilities for mental health issues have 
grown by 83 percent over the same time period. Such admission rates directly display the 
volume of people with mental health concerns who have relied on those public programs 
which are now so severely hindered. 
 Prescription assistance programs offered by pharmaceutical companies and other 
organizations are an avenue of support for those desperately needing medication. Becoming 
aware of prescription assistance programs in general, finding an applicable program, and then 
wending one's way through the approval process is difficult for the average individual—let 
alone those needing behavioral health aid because of mental illness. For those with 
depression or bipolar disorder, seeking financial support for their prescriptions is quite often 
an overwhelming task seemingly beyond their cognitive and emotional energies. Therefore, a 
quick reference guide for prescription assistance programs would be an asset to individuals 
with mental health medication needs as well as to those trying to assist them. 
 
Vision 
 One hundred percent of individuals in Boulder County and the surrounding region 
who require medications for mental health diagnoses can afford and obtain their prescriptions 
on a regular basis. 
 
Goal 
 Develop and distribute pamphlets that serve as a concise clearinghouse for 
prescription assistance programs, focusing primarily on those programs covering medications 
prescribed for mental illnesses. 
 
Project Timeline 
 Stage 1: Gathering Information and Support (November 2005-March 2006) 

 Meeting with Marty Waters, Director of Behavioral Health, Anthem Blue 
Cross Blue Shield. 

• Outcome: Gained knowledge of company's prescription assistance 
and disease management programs; received in kind support for   
printing/mailing and right to use logo as a sponsor. 

 Meeting with David Miklowitz, PhD, Director of the Sutherland Institute for 
Bipolar Treatment. 
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• Outcome: Gained knowledge of their outreach operations in the 
Boulder/Denver-metro region and the right to use logo as a 
sponsor. 

 Meeting with Chris Habgood, Director of Public Policy, Mental Health 
Association of Colorado. 

• Outcome: Gained knowledge of the array of players and the 
complexity of issues affecting prescription assistance programs. 

 Meeting with Jerry Frangas, Colorado General Assembly Representative and 
co-sponsor of the "Colorado Discount Drug Program" bill. 

• Outcome: Gained knowledge of the bill specifications and the 
amendment process. 

 Stage 2: Researching Prescription Assistance Programs (January-March 2006) 
 Perform Internet and telephone research on prescription assistance programs 

offered by pharmaceutical companies and other organizations such as Eli 
Lilly, Johnson & Johnson, and Rx Assist. 

 Stage 3: Researching and Confirming Distribution Options (January-April 2006) 
 Perform Internet and telephone research on individuals and sites that could 

serve as distributors for the resource guides such as local MD offices, county 
social services, non-profit organizations (e.g., vocational rehabilitation 
counselors, sliding-scale medical facilities, and mental health support groups). 

 Stage 4: Developing Resource Guide (April-May 2006) 
 Create a concise, user-friendly guide that can be inexpensively reproduced. 

Each program listed will include program name, specific medication covered 
or general description, phone number, and Web address (if available). 

 Stage 5: Approval, Printing, and Delivering Resource Guides (June-August 2006) 
 Send proofs to Anthem and the Sutherland Institute for approval. Print at 

Anthem. Prepare cover letter. Deliver guides in person, by mail, or send via  
e-mail based upon previous communication with distributors. 

 Stage 6: Following up with distributors (September-December 2006) 
 Speak with distributors on response to the guides, questions/comments on 

content, distribution rate, future needs. 
 Stage 7: Revising and Maintaining Program and Distributor Contact Information 
             (Ongoing, on a six-month basis at a minimum) 
 
Resources Required 
 In order to develop the guides, design and printing resources (such as a computer, 
software, Xerox, and packaging materials) are required. These will be primarily covered by 
Anthem. For distribution of the guides, buy-in and active follow-through by individual 
distributors will be needed as well as high-visibility brochure stands/information tables. 
 
Risks and Analysis 
 Risk: Individual distributors may not be able to provide the level of assistance that a 
person needs in order to pursue a prescription assistance program. Persons who find the 
resource guide through general distribution may not follow through. 
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 Mitigation: Using cover letter, e-mails, and follow-up communication, thank and 
encourage distributors for putting in an extra effort. Ensure the text and information 
presented on the resource guide is welcoming and easy to understand. 
 Risk: Programs will end. Distributor contact information will change. 
 Mitigation: Follow-up every six months at a minimum to confirm and update guide 
content. 
 
Communication Systems 
 Stage 1 involved meetings with individuals or small groups. Stages 2 and 3 involved 
personal research via Internet, telephone, and some in-person meetings. Stages 4, 5, 6, and 7 
require personal input and research, collaborative distribution, and review with supporting 
organizations. 
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Planning and Implementing an Epidemiology and Surveillance 
Strategic Area within a Local Health Department 

Mona Bernaiche Bedell 
 
 
Background and Importance 
 The Denver Public Health Department is currently involved in a department-wide 
restructuring and redesign project initiated in January of 2005 by our new director. 
Historically, the Communicable Disease Control and the Immunization Programs have been 
under a single manager/supervisor and budget. These programs have grown tremendously 
over the past ten years and each program now requires staff with specialized training and 
education. Establishing each area as a separate program would allow the Immunization 
Program to enhance services and allow the Communicable Disease Control staff to develop 
an area that is more than just basic disease reporting activities. I submitted a proposal to the 
director recommending that an Epidemiology and Surveillance strategic area be created, 
separate from the Immunization Program, and staffed with a nurse manager and three 
communicable disease specialists. 
 
The Project 
 My project was to develop, present, and begin to implement a business plan for the 
Epidemiology and Surveillance Section with clearly stated vision, goals, and objectives. 
Challenges to the process included obtaining funding for a new program, effectively 
communicating issues, justifying staff, and getting buy-in from staff physicians. A transition 
in management would also provide an opportunity for me to coach and mentor a new 
program manager for the Immunization Program. Hopefully, this will set the stage for 
accomplishing long-term goals and strengthening the public health infrastructure. 
 
Vision 
 I envision a strong program of Epidemiology and Surveillance with a competent 
investigative team to provide routine surveillance, reporting, prevention, and control of 
communicable diseases as well as expanding the program to become more community 
focused, with programs related to injury and chronic disease prevention and health 
promotion. 
 
Goals 

 Create and implement a new Epidemiology and Surveillance team. 
 Develop a strategic plan with clear specific, measurable, achievable, relevant, 

and time-bound (SMART) objectives. 
 Define scope of work. 
 Define roles and responsibilities for team members. 
 Mentor new leadership; and define long-term goals beyond this project. 

 
Project Timeline 
 November-December 

 Develop strategic plan and include budget and finance section (first draft). 
 Present business plan to administration and colleagues. 
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 Initiate transition of clinic responsibilities and mentor new leadership. 
 Define scope of work for Epidemiology and Surveillance Section. 

 January-February 
 Hire Immunization Nurse Program Manager and continue to mentor 

leadership. 
 Create and implement new Epidemiology and Surveillance team; assess 

current staffing and hire personnel for new positions. 
 Create Program Manager for Epidemiology and Surveillance. 
 Create Epidemiology position. 
 Identify clear roles and responsibilities for each team member. 

 March-April-May 
 Complete project objective and tasks. 
 Report on the progress of first steps. 
 Define long-term goals. 

 
Resources Required to Successfully Complete the Project 
 Support from Denver Health as an agency as well as the Public Health Department 
will be important to initiate and sustain change. Continued mentorship from the director of 
public health and physician supervisors will also be crucial. 
 
Project Risk and Analysis of Those Risks 
 This project will be the first step in initiating the process of planning and 
implementation. Long-term goals must be developed to sustain and build upon the initial 
steps. Project risks include: 

 Justifying and identifying funding for these positions and staff will be the 
biggest challenge. City funding will again be decreased this next fiscal year 
and probably will not be a direct source of funding. 

 The short timeline is another serious challenge. It may not be feasible to have 
all short-term goals and objectives realized by June 1, 2006. 

 More urgent health department needs may take precedence before this 
initiative can move forward. 

 Lack of support from administrative staff who may not agree on the need for 
change. 

 
Personal Risks 
 Success hinges on my effectiveness as a leader, my communication skills, and my 
ability to mentor and be mentored. Other challenges will be getting the respect and support 
from my colleagues and remaining optimistic and motivated. 
 
Communications System Among Persons Involved in the Project 
 Staff members will need to be supported during the change process and it will be 
important to keep staff aware of progress through regular staff meetings, interim meetings, 
and e-mail. Also, I plan to directly communicate progress with administrative staff by 
scheduling periodic meetings for updates and progress toward goals. 
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Project Update 
 The director of the department was interested and supportive of my proposal. The 
staff physicians were resistant to change, because they were not convinced of the need for 
change, and used old arguments for why this would not work. Funding had always been a 
major barrier and remained so in their view. A draft business plan with strategic objectives 
was developed and circulated to the director and physicians. Field trips to several local health 
departments were organized. The first trip was set up by the administrative staff and lacked a 
formal agenda with clear goals and objectives. We did not prepare well for the first agency 
visit and did not learn as much as we might have had we been more organized. The second 
field trip was successful. We learned from our first trip that we needed an agenda and we met 
as a group to discuss our common goals and objectives for the meeting. A draft of the agenda 
was sent by e-mail to the agency we were to visit. Participants from both agencies were 
better prepared and the meeting was productive for all parties. Objectives for the visit 
included learning about their organizational model and having a focused discussion on the 
role and operations of epidemiology and surveillance activities. 
 The timeline was unrealistic, although it established a work flow. Communication for 
this project was achieved primarily through e-mails, meetings, and the field trips. Organizing 
meetings and finding times when all participants could meet was challenging. Preparing the 
business plan was time consuming. The field trips were effective in bringing together a 
diverse physician group with differing views and opinions. It provided an opportunity to take 
a closer look at other health department models and how we might incorporate best practices 
into our own plan. I think it was clear to all participants after the meeting that we needed to 
develop our program and needed additional staff to do so. The draft of the business plan must 
be updated to include edits and comments from physicians and additional ideas learned from 
our visits to other health departments. I will recommend that a nurse manager and three 
communicable disease specialists be recruited and that the program would be fully staffed by 
the start of 2007. 
 
Long-term Goals 
 This is the first step of a long-term process that will require continued support from 
the director of public health and the agency itself to build, support, and sustain this program 
over time.  Next steps are to: 
 

 Update the business plan with new ideas and plans. 
 Develop a strategic plan with long- and short-term goals. 
 Recruit a nurse program manager and mentor new leadership. 
 Recruit additional staff (i.e., two nurses with experience in epidemiology and 

surveillance and/or an epidemiologist with a Master's degree in Public Health 
and communicable disease surveillance background). 

 Recruit an epidemiologist with strong data management skills to do 
community assessment. 

 Develop job descriptions and define roles and responsibilities. 
 Generate interest and support in the process. 
 Stay motivated, positive, and patient with the process. 



RIHEL Project Reports 2006/14 

Breaking Down Silos in the Department of Environmental 
Quality 

Carol Bilbrough 
 
 
Background 
 The Wyoming Department of Environmental Quality (DEQ) consists of five 
divisions: Water Quality, Land Quality, Air Quality, Industrial Siting, Solid and Hazardous 
Waste, and the Abandoned Mine Lands Program. Each division has its own statutes, rules, 
and regulations, and each division typically operates in almost total isolation from another 
division. However, we overlap in what we do, and we often have agreements to enforce a 
limited component of another division's rules. In short, we are not operating as one 
Department, but as a loosely associated group of Divisions that occasionally coordinate with 
one another. 
 Preliminary discussions with most people have resulted in three messages: 
 

 Confirmation of my assessment of isolation among division operations, 
although the amount of familiarity with people in other divisions depends on 
where your office is located. 

 There is interest in developing a more integrated DEQ. 
 People are hesitant to add more meetings to their schedules.  

 
 The legislature has mandated that the DEQ "go electronic." This includes one-stop 
permitting, common data bases, and one Web page with portals for permit applications, 
which monitor data submissions, etc. If the implementation phase is funded, this will both 
require integration and result in integration of DEQ divisions. 
 
Vision 
 I envision an integrated DEQ where people from all divisions are familiar with each 
other, familiar with each division's responsibilities and the issues confronting each division, 
and are knowledgeable about whom to call when they have a question. A more integrated and 
informed DEQ will also result in better protection for Wyoming's environment. 
 
Timeline 
 This is a multi-year project. Support for the end result is enthusiastic. However, there 
is not similar enthusiasm for putting any effort into achieving the end result—the attitude is 
that "we want to be that way, but we don't want to put out the effort to get there." It will take 
time and strategy to accomplish the vision. 
 
 Stage 1 

 Conduct an informal survey of perceptions within DEQ with the intention of: 
 Confirming a problem statement with the staff. 
 Identifying potential partners. 
 Identifying potential opposition and those who are neutral. 
 Identifying opportunities. 
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 Stage 2  
 Assess opportunities for integration and development of partnerships. Develop 

a plan and strategy for implementation. Develop a clear set of objectives—this 
includes an approach with a long view for gradual building of teams over the 
course of two years. 

 Stage 3 
 Implementation. (This will take two years.) 
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Placement of Diabetic Educators in Northern New Mexico 
Colleen Catanach 

 
 
Diabetes: A Growing Threat in New Mexico 
 Diabetes is a growing problem among minority populations in the United States. In 
New Mexico, the population is predominantly persons from Hispanic and Native American 
descent, and these groups are developing diabetes at an alarming rate—approximately one of 
every eleven adults has diabetes. In 2003, diabetes was the 6th leading cause of death overall 
(NMDOH, 2005). The need for educational services, and specifically for certified diabetic 
educators (CDEs), is continuing to grow. 
 Diabetes, which is associated with severe morbidity and premature death, continues 
to disproportionately affect Hispanic adults in the United States and Puerto Rico as well. The 
age-adjusted prevalence of diabetes among Hispanics was twice that among non-Hispanic 
whites (Drewett & Landen, 2005). 
 Private sector hospitals and clinics have recognized this need and are working to find 
ways to increase the number of available CDEs for their patients. The public health response 
to this problem in New Mexico has been slow. Public health services in New Mexico are 
aimed primarily at children, pregnant women, and teenagers. Little financial or 
administrative support has been given in the past to adult health services and prevention 
programs. The New Mexico Department of Health, Diabetes and Control Program has an 
annual budget of less than one million dollars and employs just four staff members to provide 
prevention and control programs statewide (NMDOH, 2005). 
 In response to the growing need for the services of the CDEs, a collaborative group 
was formed among the New Mexico Department of Health, Health Centers of Northern New 
Mexico, and the Las Vegas Medical Center. The goal of this collaboration is to have the 
expertise of CDEs available to the poor and rural areas of our region. The idea of placing 
CDEs in a public health setting will require a radical change by administrators in New 
Mexico public health. 
 
History of the Problem 
 Currently, the ten counties that comprise northern New Mexico are covered by six 
CDEs, all of whom work in a private hospital setting. These CDEs relate that while they do 
see clients who are covered by Medicaid they do not offer services to the community as a 
whole. The only time these CDEs see uninsured clients is when the patients are so ill that 
they present to the emergency department requiring hospitalization. Many residents of New 
Mexico do not carry health insurance and do not qualify for Medicaid services. This leaves 
them with little or no access to the services of a CDE upon diagnosis. Community groups 
have tried to meet the needs of these clients through diabetic support groups and have met 
with some success. However, diabetics who are brittle or have additional health issues, 
struggle with the general lack of support. 
 In addition to a lack of services, there is a growing number of diabetics in the region 
and, as the baby boomer generation continues aging, the number will steadily increase. We 
are in the midst of an epidemic of type 2 diabetes. Type 2 diabetes is more prevalent as we 
get older, and our population is living longer; type 2 diabetes is more common the greater a 
person's body weight and, as a country, we are becoming more obese. Several minority 
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populations are increasing in number and have a greater risk of developing type 2 diabetes—
especially African Americans, Hispanics, and American Indians (Schwartz, 2005). 
 
Cultural Considerations 
 One of the goals of this collaborative project is to provide additional CDE services to 
the region and to have these new CDEs train community members in the different aspects of 
diabetes control and prevention. This will be accomplished by using a promotora model. 
Promotora is an old Spanish word for healer, and these peer counselors, once trained, will 
help to establish support networks for diabetics. This model has been successful in other 
parts of northern New Mexico in providing prenatal services and promoting breastfeeding. In 
addition, a program in California called Project Dulce has had success with just such a model 
in managing Hispanics with diabetes. Promotoras are trained to educate and support other 
diabetics within their own cultural groups. The Project Dulce director has explained that 
people in some cultures are intimidated by professionals in the health care field but respond 
to peer counselors from their own community, peer counselors who can help them overcome 
their fears or beliefs about the disease (AHA, 2005). 
 
Implementation 
 Phase 1 

 Identification of partners, selection of candidates, and completion of the inter-
agency memorandum of understandings. 

 Phase 2 
 Development of American Diabetes Association educational curriculum that 

has been tailored to clinical preceptorship at designated training sites. 
 Phase 3 

 Completion of 1,000 hours of clinical time for the candidates, and their 
successfully passing the American Diabetes Association (ADA) certification 
testing for CDEs. 

 Phase 4 
 Orientation of new CDEs into roles as community health educators. 

 
Change Theory Utilized 
 The change theory utilized for this complex and long-term project is defined as "full-
stream transformation model." That is, the members of the collaborative undergo upstream 
change in that they are reacting in a unique way to the need for increased services for 
diabetic clients. The collaborative group practiced midstream change as they designed the 
curriculum and selected candidates. The downstream change will occur when the model is 
successfully implemented. Transformation, as a continuous process, has an upstream 
component, a midstream component, and a downstream component, all of which need to be 
designed and led with intent for the transformation to succeed. The upstream stage is oriented 
to planning and setting the foundations for success. The midstream stage is focused on 
designing the desired state, while the downstream stage is about implementation (Anderson 
and Ackerman, 2001). 
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Resources Needed 
 Members of the collaborative group have agreed to pay the costs of training and 
travel for each of the candidates. The Department of Health has agreed to allow the 
collaborative group to use video conferencing equipment that is located in each of the county 
health offices in the cities where the candidates reside. This will allow the candidates to meet 
weekly for two hours in order to share progress, stumbling blocks, and learning 
opportunities. 
 The New Mexico Diabetes Program purchased three copies of the ADA curriculum; 
these have been distributed to each of the candidates. The curriculum consists of twelve 
chapters and a pre- and post-test for each section. In addition to completion of the curriculum 
and the 1,000 hours of clinical time the ADA recommends that candidates attend a week-
long ADA course offered in Minnesota. The cost of sending the three candidates to this 
training will be shared by members of the collaborative group. One of the members has been 
assigned the task of searching out potential grants and alternative funding to cover the 
anticipated cost of the week-long course and out-of-state travel. The compensation for the 
trainees upon completion of the certification will be left up to the discretion of their 
employers. 
 
Monitoring and Outcome Measures 
 This project will not come to complete fruition for several years, and it will be even 
more years before the long-term impact of introducing additional education to this at-risk 
population has a measurable impact. Initial evaluation, therefore, will center upon the 
collaborative model itself. Candidates will complete pre- and post-assessment testing 
designed by the ADA. This will test their knowledge and experience in diabetes care. In 
addition, the candidates will be assessed quarterly on their progress through the training 
process. 
 Finally, the candidates will be asked to complete satisfaction surveys for each of the 
new clinical sites in order to determine how beneficial they viewed the clinical experience at 
each site. This information will be used by the collaborative group to select future clinical 
training sites and to make adjustments to the curriculum as necessary. 
 The short-term success of the project as a whole will be measured by: (1) the 
successful completion of the CDE certification by the candidates; (2) if they demonstrate that 
they've integrated their services into other activities of the Public Health Region Provision of 
education to clients; and (3) if the CDEs implement the promotora model into the 
communities. 
 The long-term success of this project will be measured by using a correlation 
approach and based upon the assumption that increasing the number and availability of 
diabetes educators will result in a subsequent decrease in morbidity and mortality rates of 
diabetes in the region. This quantitative data will be taken from statistics collected by the 
Center for Disease Control, the New Mexico Department of Health, and the New Mexico 
Hospital Association Admission and Discharge Data. 
 A correlation approach allows researchers to determine any associations between 
factors that may be important to a specific outcome. For example, if community members 
express satisfaction with an organization's provision of alternative therapies, this response 
may be related to one or more community-specific demographics (e.g., age, income level, 
race) (Anderson and Ackerman, 2001). Another possible outcome measure for this at-risk 
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population would be to survey educational recipients on the Health Related Quality-of-Life 
before and after their interaction with the CDEs and/or promotoras. This pre- and post-
comparison should give a clear picture of the benefits of the community care model, once it 
has been implemented. 
 
Conclusion 
 The incidence of diabetes will continue to grow as the population of New Mexico 
ages. The implementation of this collaboration will help to meet the needs of the uninsured 
and underserved populations of northern New Mexico. The final outcome measurements of 
this project will not be known for years, but it is our hope that the project will become a 
model for other public health and non-profit agencies across the nation. This model may 
provide these at-risk populations with the tools they need to live longer, healthier lives and 
hopefully teach their children how to prevent onset of this debilitating and preventable 
disease. 
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Emergency Preparedness Database for Staff Competencies and 
Equipment Resource Planning and Management 

Dan Collins 
 
 
Background 
 The field of public health was not well-prepared for responding to man-made or 
natural emergencies prior to Y2K. Nor, at the time, did many in the profession imagine there 
was a role for our services and skills in the area of emergency response and preparedness. 
 This all changed when the events of 9/11 put the profession's capabilities and 
expertise into a different light—public health emergency response was quickly identified as a 
critical function of the crisis, and, more importantly, so was the consequence management 
infrastructure for responding and recovering from a man-made or natural emergency. The 
federal government began to provide funds to bolster the public health field's ability to 
respond. This effort included: response plans and procedures development, the purchasing of 
equipment for communications and personal protection, and the critical piece of providing 
training—all designed to increase the overall competencies and capacities of the public 
health services across the nation. Public heath viewed this influx of focus and funding as a 
way to improve itself and implement training programs related to core competencies. 
 The Tri-County Health Department (TCHD) also began the cultural change process 
of the organization by establishing an All Hazards Emergency Response Plan, purchasing 
equipment, and training staff. In this effort to do-all-and-be-all the TCHD soon identified that 
there were no established standards for minimum training requirements, competencies, 
credentialing, or equipment. In an effort to provide a tool for measuring how well the 
organization's staff was being provided with minimum awareness level training, as well as 
command level training, a matrix based on staff responsibilities was prepared to guide the 
organization's training efforts. The premise was that our agency staff, at all levels, would be 
responding in some capacity and, therefore, required different training requirements. What 
was needed was a means to guide and track staff training, credentials, and equipment against 
standardized competencies for planning and managing the Emergency Preparedness 
Program. 
 
Goal 
 The goal is to provide management with a tool for planning and accessing agency and 
individual needs for training and equipment. This project will combine available training 
classes, establish public health core competencies, provide individual staff training, as well 
as vaccination status, staff credentials, individual equipment needs, and in-stock equipment 
stores into a common database. This tool will give management the ability to query for 
planning purposes in order to determine what training is needed by the staff and the agency. 
It will also help to identify what equipment is on hand (or may need to be restocked), and 
identify staff that have the appropriate training requirements or credentials for responding to 
an incident. 
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Timeline 
 Draft ideas for contents of the database. (October 2005) 
 Create an access database of contents and data entry process. (December 

2005) 
 Enter staff data and build queries of desired information. (March 2006) 
 Begin to use queries as part of the emergency preparedness planning. (May 

2006) 
 
Resources Required for Successfully Complete the Project 

 Management must commit to a budget for completing this project. 
 Staff with database skills is needed to create a database with multiple fields 

and queries. 
 
To be Successful this Project Needs 

 To secure an agreement on what training classes, core competencies, and 
equipment are appropriate to go into the matrixes. 

 To safeguard the medical/vaccination information on our database because we 
must be in compliance with the Health Insurance Portability and 
Accountability Act (HIPPA). 

 To find a coordinator for planning, distance learning, and training. 
 
Risks and Analysis of Those Risks 
 The database will need to be updated on a regular basis. Entering the data will take a 
large amount of staff commitment initially, and then data entry needs to be sustained over 
time as updates are made. A secure funding source will need to be committed to the project. 
Public health agencies have separate cultures that are present between divisions (e.g., 
nursing, environmental health, Women's Infant Children, nutrition, etc.), these cultures have 
different needs and practices for training that may need to be bridged in order to reach 
agency-wide training competencies. 
 
Update 
 As of May 1, 2006, the software for the program had been completed, existing 
employee training records entered, surveys of individual staff personal equipment needs 
completed, and the matrixes for training requirements finalized. At this time, the database is 
being used to track the agency's Incident Command System training activities. Discussions to 
integrate all agency staff training activities are ongoing. 
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Methamphetamine Lab Cleanup Ordinance for Teller County 
Kurt H. Dahl 

 
 
Background and Importance 
 Methamphetamine (meth) use and production has been on the rise in Colorado and in 
Teller County during the last several years. The production and use of meth is of concern for 
several reasons, one being the hazardous waste associated with the production. This 
hazardous waste can have negative health effects for residents from direct contact as well as 
from environmental contamination. Most meth is produced in private homes for personal use 
by the occupant and not in a controlled, professional lab setting. The chemicals used are a 
hazard because the walls, ceilings, floors, and other surfaces will absorb them in either the 
liquid or vapor form. This creates a potential for exposure to the hazardous waste long after 
the "cooking" of the meth has been done. Another concern is that for every one pound of 
meth produced, five pounds of hazardous waste is generated. This hazardous waste must be 
disposed of and one possible source of disposal would be into the wastewater system of the 
house. In Teller County about 8,200 homes are on septic systems—the disposal of any 
hazardous waste into the wastewater system would potentially contaminate soils and 
groundwater. Both aspects of contamination are of grave importance to the health of the 
citizens of Teller County. 
 Another important aspect of this project is that the environmental health department 
will have a chance to work with and develop relationships with other departments in the 
county. In this case the departments that we will be working with (law enforcement, fire 
department/ hazmat teams, etc.) would also be involved in an "all hazards" response. In order 
to ensure a timely response, it is important to develop relationships with these departments 
long before any response to an event becomes necessary. 
 
Vision 
 My vision is for the population of Teller County to be free from any negative health 
effects and any environmental damage because of the hazardous waste from 
methamphetamine production. 
 
Specific Goal 
  To create an ordinance that assigns responsibility to the Teller County Environmental 
Health Department to administer the State of Colorado Methamphetamine Lab Cleanup 
Regulations. 
 
Project Timeline 
 Stage 1 

 Hold a meeting with Teller County Environmental Health (TCEH) and the 
heads of law enforcement in the county including: the Teller County Sheriff's 
Office, the Woodland Park Police Department, the Cripple Creek Police 
Department, and the Victor Police Department. The meeting is intended to 
discuss Colorado state cleanup regulations and the fact that they are not being 
enforced in the County. The purpose of the meeting is also to discuss which 
department should take the lead on enforcement of the cleanup regulations 
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(volunteer TCEH) and identify other parties who are stakeholders. (Meetings 
were held in November of 2005 and in February 2006.) 

 Stage 2 
 Review other cleanup ordinances from several counties to determine if we can 

use one and fit it to our needs. "Redline" another county's version, if 
appropriate. In other words, don't reinvent the wheel. (January 2006-May 
2006) 

 We have chosen to "redline" Weld County's proposed regulation and are 
making some major changes to it. We expect to move to Stage 3 by the end of 
May. 

 Stage 3 
 Present to the stakeholders our version of a cleanup ordinance and have 

discussion(s) about meeting their needs. Specifically, law enforcement is 
interested in adding some language to the cleanup ordinance that will allow 
them to assist in the enforcement of the new ordinance. (June 2006-July 2006) 

 Stage 4 
 Rewrite any additional changes for a final copy. (August 2006) 

 Stage 5 
 Presentation to the Teller County Commissioners for public discussion and 

possible adoption of the new ordinance. (September 2006-October 2006) 
 
Risks and Analysis 
 The biggest risk to the project is that the ordinance will not be adopted and the efforts 
of everyone involved will not bring about the desired result. The adoption of the ordinance is 
a political process and the county commissioners may decide that it does not make sense to 
adopt a cleanup ordinance. The most obvious issue will be the fact that the cost to cleanup a 
residence is expensive and can quickly become outrageous, especially if there is any 
environmental contamination. The commissioners may feel that they do not want to require 
such a costly outcome. They may also have an issue with the ordinance requiring that a 
homeowner whose residence was involved in the production of meth prove their house is not 
contaminated. Several persons have pointed out that the interpretation of this clause is that 
the owners are guilty until proven innocent. The commissioners may also alter the ordinance 
and unintentionally make it ineffective. 
 
Communication System Among Persons Involved in the Project 
 Stages 1-4 will require several meetings with all the stakeholders and updates by      
e-mail with a few key stakeholders. Stage 5 will include a presentation to the county 
commissioners and communication with the public through the media. 
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Prescription Assistance Program Model and Replication of Model 
in Other Communities 

Deborah DeLay 
 
 
Background and Importance 
 Prescription medications can help prevent, cure, and manage health problems 
effectively for years. Prescription medications can, in some cases, help people avoid more 
costly healthcare—including hospitalization or surgery. According to the Kaiser Family 
Foundation article, "Prescription Drug Trends," November 2005, the U.S. spent $179.2 
billion on prescription drugs in 2003, approximately four-and-a-half times more than the 
$40.3 billion spent in 1990. Kaiser further states that prescription drug spending is one of the 
fastest growing components in national healthcare expenditures. Prescription drug prices 
have risen on an average of 8.3 percent annually between 1994 and 2004, much faster than 
the average inflation rate of 2.5 percent (http://www.kaiseredu.org. Prescription Drug Costs, 
2005). 
 
Vision 
 I envision access to prescription medications for individuals throughout the U.S. who 
have no applicable prescription drug insurance and who have financial limitations which 
impedes their access to needed medications. 
 
Goal 
 To develop a written Prescription Assistance Program model and to replicate this 
model in areas of need. 
 
Project Timeline 
 Stage 1 

 Review the literature on other prescription assistance programs and the 
Colorado State Prescription Assistance programs.  

 Stage 2 
 Develop the written Prescription Assistance Program model. 

 Stage 3 
 Develop a program manual for implementing the program. 

 Stage 4 
 Disseminate information through presentations and publications. 

 Stage 5 
 Facilitate development of prescription assistance programs in other cities. 

 
Project Summary to Date 
 Stage 1: A review of the literature on prescription assistance programs including state 
and multi-state prescription assistance programs was completed. The implementation of the 
Medicare Part D prescription drug plans was also an important resource due to the complex 
system and the impact these plans are having on the Poudre Health District's current clients. 
An evaluation of the impact of the Medicare Part D on the Health District's clients is being 
conducted with collaboration between the prescription assistance department and the 



RIHEL Project Reports 2006/26 

evaluation department. This stage of the project has been extremely intense with great 
support from our board. Special funding was obtained, a temporary employee hired to 
conduct the evaluations, Institutional Review Board submitted, and instruments developed. A 
prescription assistance task force has been developed to keep programs informed about 
current and future trends. A Medicare Part D task force was developed to include community 
organizations working together to assist individuals in signing up for prescription drug plans. 
 Stage 2: Development of the written prescription assistance program model remains a 
project in the developmental stage. My goal is to complete the written model by September 
2006. 
 Stage 3: The program manual is also a work in progress. The manual has been written 
in segments since 1996. The current manual needs to be updated and revised. 
 Stage 4: I am disseminating information through presentations and publications. Due 
to the fact that Institutional Review Board approval has been received, the Health District of 
Northern Larimer County intends to write the results of the Medicare Part D Impact on 
Clients for publication. This evaluation will include indicators relating to out-of-pocket costs, 
access to medications, differences (positive, negative, neutral) in Medicare plans and 
prescription assistance programs, and an overall indication of what is working and what is 
not working. An abstract on the model program was submitted for the American Public 
Health Association conference in 2006. 
 Stage 5: Through the RIHEL, I have made numerous connections to individuals who 
state that this program would greatly benefit their community. Once the model and manual 
are completed, I will be in contact with these individuals to determine an approach that 
would work for their community. 
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Focusing the Energy: Creating HHIP, The Healthy Hispanic 
Interfaith Partnership 

Sandra L. Diaz-Castillo 
 
 
Background and Importance 
 Twice as many Hispanics as any other ethnic group in Colorado die due to diabetes. 
Chronic liver disease kills 24 percent more Hispanics than any other group and 14 percent 
more Hispanics die in motor vehicle crashes than any other group. Health disparities such as 
these are a significant health problem in Colorado. Currently, many resources are being 
devoted to eliminate health disparities in Colorado because health disparities not only affect 
the specific population, but also the community as a unit—unhealthy individuals result in 
unhealthy families, which leads to unhealthy communities, states, and even nations. It is 
important to recognize how we are all connected, how an individual's health can affect 
others, and that we must act to ensure a healthy world. 
 In order to create healthy communities, it is important to acknowledge the strengths 
of individuals as well as of particular groups, and to emphasize how collaboration can lead us 
to achieve the goal of reducing health disparities. Although in the Denver-metro area, efforts 
to eliminate health disparities have been sharply increasing, the engagement of Hispanic 
faith-based communities in this effort has not kept a similar pace. In the Hispanic community 
the church is one of the most trusted voices, therefore, it is critical to actively engage this 
faith-based group and bring them to the table in all public health efforts. Recently, there was 
a tragedy in which two young people who were particularly active in the Denver-metro 
Hispanic community were killed by a drunk driver in an automobile accident. This tragedy 
has been a catalyst in mobilizing the community to take action and has brought an awareness 
that makes this project, the creation of the Healthy Hispanic Initiative Partnership (HHIP), a 
timely initiative because through the project I will seek to engage the Hispanic faith-based 
community in public health efforts. 
 
Vision and Goal 
 Create healthy and safe communities through the elimination of health disparities 
among ethnic groups by bringing together public health experts with primarily faith-based 
organizations by creating HHIP: The Healthy Hispanic Interfaith Partnership. 
 
Project Plan and Timeline 

 Identify, contact, and get a commitment from an inter-denominational, 
Hispanic community organization that would be willing to serve as the 
primary sponsor of the partnership. (Completion date: October 2005) 

 Update: Have contacted Alianza Ministerial and they are willing to 
serve as the sponsor of the partnership. (Completed October 2005) 

 Ensure commitment of primary faith-based organization by meeting with that 
organization's Board of Directors and membership to present project. Request 
a letter of commitment from the organization's board of directors. 
(Completion date: December 2005) 
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 Update: Ensured commitment of Alianza Ministerial by meeting 
with the board of directors and full membership. Both were 
enthusiastic about this partnership. (November 2005) 

 Study other potential partners that should be involved in the partnership. Who 
is missing?  Identify at least eight individuals and organizations that would 
enhance the partnership and contact them. (Completion date: February 2006) 

 Update: Have contacted and met with the following organizations: 
Denver Public Health, Transform Colorado, Latino Coalition- 
Denver, and Healing Water Ministries. 

 Contact, meet, and get letters of support from other potential partners 
identified in the analysis. (Completion date:  March 2006) 

 Update: Able to obtain a letter of commitment from Denver 
Health. Currently working with the Latino Coalition sub-group of 
Denver who would like to create a coalition with Latino faith-
based organizations. 

 Identify at least two potential sources of funding for the partnership. This will 
help ensure the sustainability of the project. (Completion date: February 2006) 

 Update: Prepared and submitted a grant to obtained funds through 
Colorado Trust Fund. Although we did not get the grant, it was a 
valuable experience. I am currently looking into funding through 
the Compassion Capital Fund. 

 Once the individuals and organizations have been identified and have 
committed to participate, convene the first meeting of the group. The meeting 
of individuals and organization representatives will be successful if at least 10 
percent of invitees attend the meeting. (Completion date: April 2006.) 

 Update: Not yet completed. 
 
Resources Required to Successfully Complete the Project 
 To successfully develop the HHIP, we need to be able to share the vision in a manner 
that will be effective. In addition, we need to spend time contacting individuals and 
organizations. I have committed an average of two hours per week for this project. We also 
need telecommunications resources, space, and printing resources for the first meeting. The 
most challenging part will be ensuring sustainability for the coalition. Sustainability will 
come with community ownership, which already has begun to take place—in part due to the 
recent deaths of two young people, Isai and Zuri, who provided significant service to the 
Hispanics in the Denver-metro community. One of Isai's last comments to his parents was to 
do something about the young Hispanics killing themselves. It will be important to continue 
mobilizing the community through meetings and presentations as well as other activities in 
order to see this project through to completion. I have been working with Isai's family to see 
closure to the legal aspects of the case as well as providing support for them. Furthermore, 
identifying financial support and trying to get it funded will help in ensuring the 
sustainability of HHIP. 
 
Risk and Risk Analysis 

 As there are diverse interpretations concerning the separation of church and 
state, there is also diversity in the perceptions of faith-based involvement in 
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public areas. It seems that when faith-based initiatives are advanced many get 
turned down. This, in part, is due to the lack of proper evaluation of faith-
based initiatives. 

 There is significant theological diversity in the faith-based community on 
different issues as they relate to health. This may create tension among the 
members. I hope to manage this by maintaining the focus on the shared goal 
of healthy and safe communities as well as by creating an infrastructure that 
supports collaboration and equality so that everyone is a contributing member 
to the HHIP. 
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Increasing Adolescent Immunization Rates in Eagle County 
by Strengthening Partnerships 

Kristin Diedrich 
 
 
Importance of the Project 
 During the twentieth century (1900-1999), the United States made substantial 
progress in the area of immunizations, although many challenges remained. According to the 
2004 National Immunization Survey (NIS), Colorado ranks 44th among the states for 
immunization coverage for children aged 19-35 months. The NIS gathers data on this target 
population and uses this data to estimate coverage rates for all recommended childhood 
vaccines. However, vaccination efforts need to be expanded in all age groups. In 1999, the 
Center for Disease Control identified adolescents and adults as focus populations for the 
future direction of immunization programs, and stated that "many [of the] new vaccines will 
be targeted at these age groups." This project will address identified federal, state, and local 
immunization objectives. Indeed, Healthy People 2010 (an initiative which describes the 
National Health Objectives for the United States—objectives that are to be accomplished by 
2010) has many immunization-related objectives, including the following, which are related 
to this project: 
 

 Reduce or eliminate cases of pertussis in children under the age of seven by 58 
percent. 

 Reduce meningococcal disease cases by 23 percent. 
 Increase routine vaccination coverage levels for adolescents by an average of 21 

percent. 
 
 The timing of this project is ideal for many reasons. First, the introduction of three 
new vaccines (1 for meningococcal and 2 for pertussis) directed at adults and/or adolescents 
in 2005 gives us the opportunity to offer leadership and information to providers and parents 
regarding an increasingly more complex immunization schedule. Secondly, after I had an 
inquiry from our Eagle County Emergency Medical Service Prevention Committee regarding 
immunization recommendations after age five, I suggested we add this project to the 
committee's 2006 budget—it was approved. Lastly, I believe the time is right for building on 
collaborative immunization successes over the last two years; the time is right to strengthen 
existing partnerships in order to achieve the Healthy People 2010 immunization-related 
objectives. 
 
Background 
 Eagle County Health & Human Services has been immunizing kids for a long time. 
Yet, historically, this agency has not been engaging in the business of Public Health per se. 
Although we had been taking care of clients who came into our clinic, until about two years 
ago we weren't really partnering or collaborating around community health goals. 
 However, I have been working to make connections with various partners and with 
private providers regarding immunization issues. My effort has produced several small wins. 
These successes have been significant because immunization philosophies sometimes differ 
between the public health sector and private providers. 
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Vision 
 By strengthening existing partnerships, Eagle County Health & Human Services will 
emerge as a respected and trusted resource and leader in the area of immunizations as we 
work toward the following health goals. 
 
Goals 

 In 2006, increase by 25 percent adolescent immunization coverage to protect 
against meningitis. 

 In 2006, increase by 25 percent adolescent immunization coverage to protect 
against pertussis. 

 
 I believe this focused and specific project will open the door to more comprehensive 
immunization objectives in the future. In actuality, Eagle County Health & Human Services 
is currently on the path toward achieving this project's vision.  
 
Project Timeline 
 Stage 1 

 Research and information gathering. (December 2005-April 2006) 
 Stage 2 

 Identification and recruitment of team members. (January 2006-February 
2006) 

 Stage 3 
 Develop educational campaign for providers. (April 2006-May 2006) 

 Stage 4 
 Implement educational campaign for providers. (May 2006) 

 Stage 5 
 Develop educational campaign for public. (May 2006-July 2006) 

 Stage 6 
 Implement educational campaign for public. (July 2006) 

 Stage 7 
 Monitor adolescent immunization activity. (July 2006-September 2006) 

 Stage 8 
 Evaluate effectiveness of educational campaign. (October 2006) 

 Stage 9 
 Collect and analyze adolescent vaccination data. (January 2007) 

 Stage 10 
 Evaluate project. (February 2007) 

 
Summary to Date 
 The Adolescent Immunization Initiative is ahead of schedule—we are currently in 
Stage 6. 
 
Accomplishments Thus Far Include 

 In March, I attended the National Immunization Conference. Leveraging our 
agency's current focus on evidence-based best practices, I took the opportunity 
to write a convincing proposal in order to attend this conference, which was 
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held in Atlanta. My proposal linked the goals of this project to agency 
priorities for 2006. Since I have been at Eagle County, I have not seen a 
public health nurse attend a national conference. 

 We held our first Adolescent Immunization Initiative meeting, calling it a 
brainstorming luncheon. During this luncheon, we identified strategies and 
actions, tools and resources for success. Members committed themselves to 
various tasks within the project. 

 The first steps of the educational campaign for the public are taking place, 
flyers printed in both English and Spanish will be distributed at two summer 
activities fairs in the next two weeks. The English and Spanish letters have 
been drafted and will be sent home with all 5th through 12th grade students. 

 I presented this project, as well as the new recommendations for adolescents, 
at the Pediatric Section Meeting of the Vail Valley. This is a nice 
accomplishment because it gets at the vision of this project—by strengthening 
existing partnerships, Eagle County Health & Human Services will emerge as 
a respected and trusted resource and leader in the area of immunizations as we 
work toward mutual health goals. 

 
Lessons Learned 
 I have used all five leadership practices from Kouzes and Posner during this process. 
However, my most valuable leadership lesson has been about timing—letting the issue ripen 
(from Leadership on the Line) while searching for opportunities (part of challenging the 
process). These strategies have been essential from the beginning. 
 
Results 

 Vail Valley Medical Center instituted a Tdap vaccination policy for healthcare 
staff. 

 Meningococcal vaccinations administered in 2006 reflected a 370 percent 
increase. 

 Tdap vaccinations given in 2006 = 515 (200 over projected Eagle County 
goal). 

 
References 
 
Healthy People 2010, available at: http://www.healthypeople.gov/About/whatis.htm. 
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Designing a Bioterrorism Curriculum for Nursing Students 
Amy Doran 

 
 
Background and Importance 
 While nursing has always been a primary component of emergency preparedness, 
researchers have found a low level of self-reported familiarity with overall emergency 
preparedness among non-emergency department nurses. Non-emergency department nurses 
are not trained properly for, nor do they have the necessary experience needed in the event of 
a disaster. Nurses from all departments believe disaster preparedness is a high priority and 
have expressed interest in such training. Nurses need to be familiar with the bacterial, viral, 
and biological toxins, as well as treatment, isolation procedures, and personal protective 
equipment to be used in order to protect themselves and other patients who are victims of an 
act of bioterrorism. Nurses have not received such education in their nursing programs and 
the availability of continuing educational credit, in-services, and seminars are lacking for the 
non-emergency department nurse. A disaster is not the time to learn these protocols or facts. 
 All acute-care nurses should have the knowledge and skills in order to be prepared to 
treat patients in the event of a terrorist attack. This will ensure the health and safety of both 
patients and nurses. Nurses are the primary caregivers in times of disasters; therefore, nursing 
students should be the targets of such educational programs for the treatment of victims of 
such a disaster. 
 Nurses from all departments in both rural and urban settings believe disaster 
preparedness is a high priority and have expressed a need for such training. The better 
prepared nurses are, the better they can respond to a disaster on a personal level as well on 
behalf of the community. Nurses need to be prepared in the areas of surveillance, recognition 
of signs and symptoms of a bioterrorist event, immunization strategies, antibiotic stockpiling 
and lab preparedness, institutional preparedness for treatment and management of mass 
causalities, collaborating with other disciplines, and the recognition of the impact on mental 
health. Baccalaureate and associate degree nursing curriculums do not address these needs, 
and nurses are entering the workforce ill-prepared. This gives credence to the need for 
emergency preparedness educational resources for nursing students, including aspects of 
bioterrorism. 
 
Vision 
 To graduate a group of new graduate nursing students who are prepared to recognize 
all aspects of bioterrorism exposure and implement appropriate patient care in order to: 
 

 Ensure public health safety. 
 Comply with American Association of Colleges of Nursing (AACN) 

recommendations. 
 Prepare new graduate nurses for Joint Commission on Accreditation of 

Healthcare Organizations (JCAHO) related to bioterrorism training. 
 
Goal 
 My goal is to develop and implement a didactic and simulated lab curriculum on 
bioterrorism for baccalaureate nursing students. 
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Project Timeline 
 Stage 1 

 Review of the literature on bioterrorism education. (Completed) 
 Stage 2 

 Assess current use of bioterrorism education programs in nursing schools in 
the Denver-metro area. (Completed) 

 Stage 3 
 Meet with the interested university (Regis University) in implementing 

bioterrorism into their curriculum. (Completed) 
 Stage 4 

 Set up timeline with Regis University for program. (Completed) 
 Stage 5 

 Research and design curriculum, evaluate tool design. (January-March 2006) 
(Completed). 

 Stage 6 
 Present curriculum to faculty and nursing education groups. (April 2006). 

(Completed). The response of the Regis faculty was overwhelmingly positive 
and there was a big push to implement the curriculum for the graduating 
seniors. 

 Stage 7 
 Implement curriculum to graduating seniors. (End of April 2006). 

(Completed). 
 Stage 8 

 Evaluate curriculum and student responses of didactic and simulated lab. 
(Completed May 2006). 

 
Risks and Analysis 
 Project Risks: The topic of bioterrorism may be viewed as unimportant among 
nursing students, thus low participation in the curriculum is possible. Also, the condensed 
time frame is a concern because the program is to be implemented for the seniors graduating 
in May of 2006. 
 Analysis: There is a high level of support in resource investment and enthusiasm 
among faculty for this project. I felt this support has carried through to the end of the project. 
 
Communication Systems 
 Stages one and two were independent stages of the project, stages three and four 
involved meeting with interested faculty at Regis University about the curriculum design and 
implementation. Stage five will be a combination of independent work and collaborative 
work with Regis University. The simulated mannequin and nursing skills lab are located on 
campus in Denver, as are some of the computer programs for the simulated mannequin. Stage 
six will be a presentation I will give to the faculty at Regis University and at nursing educator 
groups in Denver. Stage seven will mainly consist of instruction of the curriculum to the 
nursing students. Stage eight will be an evaluation of the curriculum—I will design the 
evaluation and get feedback from students and faculty. 
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Results 
 The bioterrorism curriculum was researched, developed, and implemented. The focus 
of both the dyadic and simulated lab was smallpox and anthrax exposures. The students were 
taught the importance of having knowledge of biological weapons in their chosen field, the 
history of their use, and epidemiology. Many of the students expressed interest in the topic 
and thought that their new graduate orientation at their hospitals and the nursing curriculum 
should include emergency preparedness information. The curriculum also included the signs 
and symptoms of an exposure, treatment, and infection control measures to be implemented. 
 The simulated lab was a hands-on experience for the students to demonstrate what 
they had learned with the utilization of high fidelity mannequins. The students' transference 
of knowledge was demonstrated by their competence in the simulated lab. The students' 
comments were that the simulated lab reinforced their learning and connected the classroom 
material to the "real world." 
 An evaluation of the curriculum was conducted by student surveys. The areas of 
evaluation were transferability, realism, and value of both the dyadic and simulated lab. The 
faculty at Regis University decided that the incorporation of bioterrorism into the current 
nursing curriculum would be a positive step in the curriculum. I submitted an article to a 
peer-reviewed journal, Journal of Nursing Education, about my project. The article, 
"Bioterrorism in the Simulation Lab: Preparing Students for the Unexpected," has been 
accepted and the published date is to be determined. 
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Colorado Hurricane Evacuee Support and Recovery Project 
Curt Drennen 

 
 
Project Description 
 The Colorado Hurricane Evacuee Support and Recovery Project was initiated on 
September 4, 2005, as Colorado prepared to receive up to 1,000 evacuees. The focus of the 
project has been to provide basic psychosocial support to hurricane survivors to help them 
begin moving their lives forward once again. Direct services that the project provides 
include: crisis counseling, education, outreach, assessment, and referral. 
 
Vision 
 To provide the most effective and efficient crisis counseling services to the survivors 
of the 2005 hurricane season who have evacuated to and are now residing in the state of 
Colorado. 
 
Goals 

 Put together a coalition of mental health providers to effectively provide the 
crisis counseling program services of outreach, education, assessment, 
counseling, and referral. 

 Integrate appropriate resources and consulting leadership to support a 
culturally congruent delivery of service. 

 Develop, maintain, and close a fiscally responsible budget. 
 Assure that at least 75 percent of hurricane evacuees are aware of the 

Colorado Hurricane Evacuee Support and Recovery Project. 
 Assure that every hurricane evacuee who is in need of crisis counseling 

services receives those services. 
 
Project Timeline 
 Stage 1 

 Initial services provided to evacuees at the Lowery Shelter. (Day 1 through 
Day 5) 

 Stage 2 
 Application for the Immediate Services Grant of the Crisis Counseling 

Program (CCP). (Day 5 through Day 17) 
 Stage 3 

 Immediate Service Grant service delivery (Day 17 through approximately Day 
100) and application for Regular Service Grant portion of the CCP. 

 Stage 4 
 Regular Service CCP delivery (approximately Day 100 through Day 270). 

 Stage 5 
 Close of program and final activity and fiscal reporting. 

 
Resources Required to Successfully Complete the Project 
 I will need provider agencies to field five to eight crisis counseling teams to meet the 
needs of evacuees; 20-40 individuals with the courage, basic knowledge base, and 
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willingness to push their own personal comfort zones to provide the basic crisis counseling 
services needed by evacuees. I will also need fiscal support from the Federal Emergency 
Management Agency (FEMA) and the Substance Abuse and Mental Health Services 
Administration (SAMSHA), along with technical support and guidance. 
 
Risks and Analyses of Those Risks 
 There are several risks associated with this project, each with the potential to either 
end the project or significantly curtail it. 
 Risk: Community mental health centers (CMHCs) refusing to participate. 
 Analysis: Following the 2002 wildfire season, several CMHCs did not want to 
participate in the CCP. While several issues were at play in this situation, a reason of 
significance was that the CMHCs were unfamiliar with the program and what it would ask of 
them. They were overwhelmed and believed they couldn't meet the needs of the project. 
Since then, the Division of Mental Health has worked to educate these agencies more 
thoroughly regarding the CCP and expectations of participation. 
 Risk: Survivor rejection of services. 
 Analysis: The survivors have many issues impacting their recovery process, one being 
the cultural impact of moving from a southern state, with large numbers of non-majority 
cultures as well as the major influences of Gulf Coast cultures (southern African American, 
Cajun, multi-generational poverty, and functionally different governments and service 
delivery systems). Entering the cultures of Denver and the West, as well as our service 
delivery system, may seem overwhelming and alien. Individuals and families may perceive 
our system as not able to comprehend their situation and experience and may, therefore, 
reject the services we have to offer. 
 Risk: Community backlash against evacuees. 
 Analysis: Colorado has experienced some significant reductions in social services 
over the past four years due to budget constraints placed on the state not only because of state 
laws but also because of a recession. These reductions have had an impact on the poor and on 
individuals with serious and persistent mental illnesses. When Governor Owens invited 
evacuees to Colorado, he emphasized with state departments that we were not to reduce 
services to Colorado citizens. There is a potential that with the increased level of services to 
evacuees other groups in need may react strongly and build a backlash against evacuees in 
our communities. 
 Risk: Federal budget issues. 
 Analysis: The impact of the 2005 hurricane season may not be fully known for years 
to come. But, it is obvious that the monetary impact is in the 10s if not 100s of billions of 
dollars. With a federal budget deficit of half-a-trillion dollars, the federal government may 
work to reduce the amount of resources spent in psychosocial recovery efforts. 
 Risk: Lack of leadership experience. 
 Analysis: This event not only impacted a huge number of individuals but also is of a 
level of complexity that my current level of experience in this area may prove to be too 
limited to be effective. 
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Summary of Accomplishments 
Stage 1: Lowry Shelter 
 The project provided immediate assessment and triage within the welcome center 
during the first ten days of receiving evacuees. During this same time, a mini-mental health 
clinic was established at the shelter's dorm and served evacuees there until the shelter closed 
on October 15th. The agencies involved in this effort were: The Colorado Division of Mental 
Health, Aurora Mental Health Center (AUMHC), Mental Health Center of Denver, 
Community Reach, Arapahoe/Douglas Mental Health Network, the Jefferson Center for 
Mental Health, and the Asian Pacific Development Center. In addition, the Mental Health 
Task Force on Disaster Relief was formed to specifically address the provision of culturally 
congruent services. This task force is a partnership between several community agencies and 
individuals including the Division of Mental Health (DMH), Cultural Competency 
Consultants, the Association of Black Psychologists, Mental Health Association of Colorado, 
the AUMHC, and the Faith Coalition. 
 
Stage 2: Independent Study Program (ISP) Application 
 The Federal Emergency Management Association notified the state of Colorado on 
Wednesday, September 7, that it would qualify for the Crisis Counseling Program and had 
fourteen days to apply for grant funds. During this effort, DMH coordinated and collaborated 
with the Colorado Community Mental Health System to identify where hurricane evacuees 
were within the state. Eight teams were formed across the state to meet the needs of evacuees 
in the Denver-metro area, Colorado Springs, Larimer/Weld counties, northeastern Colorado, 
western Colorado as well as to meet the needs of first responders and the army of volunteers. 
 
Stage 3:  ISP Delivery 
 On September 24, the DMH received the ISP award notification letter from the 
SAMSHA and FEMA. On this same day, we were training approximately fifty individual 
providers in crisis counseling, outreach, and the parameters of the grant. Also on this same 
day, one of the eight teams canceled their participation and ten days later another team 
canceled their participation. While the ISP period of the project is to last approximately sixty 
days, this project lasted for 160 days due to the workload, application process, and oversight 
of the SAMHSA with all states involved. During this time, the project was able to hire a 
grant manager to solidify and condense eight teams down to four, hire a data/finance officer 
and deliver five different trainings, including an all-day training on cultural congruence. One 
of the most difficult processes was securing provider agencies, especially for the western 
slope. Finally, toward the end of the ISP period, Lutheran Family Services agreed to be the 
crisis counseling provider agency for the western slope. Over 500 individuals received crisis 
counseling as support in the recovery process, 5,100 received some basic psychological 
education on the impact of surviving a traumatic event, and over 1,400 educational brochures 
where distributed during the first two months of the project. 
 
Stage 4: Regular Service Program (RSP) Delivery 
 Colorado received notification of the Regular Services Program Grant on March 1, 
2006. This $1.167 million grant is designed to support four crisis-counseling teams between 
the size of three and twenty full-time equivalents through November 30, 2006. Our four 
teams include: Aurora Mental Health Center, Pikes Peaks Mental Health, Spanish Peaks 



RIHEL Project Reports 2006/39 

Mental Health Center, and Lutheran Disaster Response. Currently, Colorado has 
approximately 9,500 individual evacuees in approximately 30 counties. We have the third 
largest population of evacuees outside of the Gulf States directly impacted by Hurricane 
Katrina. We are working on further developing the response teams, focusing on outreach and 
education, as well as developing some of the infrastructure for the next disaster response. 
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Linking Children with Traumatic Brain Injury to Services 
Barbara Gabella 

 
 
Project Description 
 On average, eight hundred children are hospitalized with a traumatic brain injury 
(TBI) in Colorado each year. Yet, in its first year, the Colorado TBI Trust Fund provided 
services to only 49 percent of their goal of 131 children. 
 
Vision 
 In Colorado, every child with TBI and their families have access to needed services. 
 
Goal 
 For public health nurses in the local and regional offices of the Health Care Program 
with Special Needs to contact families with children discharged with a TBI and identified 
through the TBI surveillance data system, in order to provide information on services and 
assist them in accessing those services. 
 
Activities and Timeline 
 Stage 1 

 Determine planning process and planners. (September 2005-July 2006) 
 Stage 2 

 Create a plan to link children with TBI to the local public health network.  
(August 2006-October 2006) 

 Stage 3 
 Conduct a pilot system to link children with TBI to the local public health 

network (based on the plan) and evaluate the pilot. (November 2006-July 
2007) 

 Stage 4 
 Implement revised linking system based on the pilot and find funding to 

sustain this mostly-volunteer effort. (August 2007-July 2008) 
 
Results to Date 
Stage 1: Determine planning process and planners (September 2005-July 2006) 

 Identify potential models or methods for linking children and their families to 
services. (September-December 2005) 
 I reviewed what the state health departments in Oklahoma, South 

Carolina, and Minnesota are doing to use their TBI data to link people to 
services. I presented the project to external stakeholders and 
representatives from the Colorado Department of Human Services (which 
oversees the Colorado TBI Trust Fund), the Children's Hospital, the 
Colorado State University (and its Center for Community Participation), 
the Brain Injury Association of Colorado (a non-profit advocacy group), 
and the Colorado Department of Education. I also presented to the 
quarterly teleconference of the statewide TBI Network Team of school 
personnel and public health. I recruited individuals from these 
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organizations, as well as internally from the Health Care Program for 
Children with Special Needs, to attend a summit meeting in December 
where we could review previous efforts to use TBI data to market the 1-
800 telephone number for TBI information and referral. I used the 
research on other state activities and feedback from the presentations to 
plan the summit meeting. 

 Convene stakeholders to review models and previous efforts to link persons 
with TBI to services. (December 7, 2005) 
 In addition to the stakeholders mentioned above, a clinical psychologist 

from a school district and a parent advocate attended this meeting. I also 
recruited a colleague from the community referral program of the birth 
defects surveillance system to present their efforts to have the public 
health nurses at the regional and local offices of the Health Care Program 
for Children with Special Needs reach families of children with birth 
defects to connect them to services.  In the first half of the meeting, we 
heard presentations on previous efforts to use TBI data to link persons to 
services, the birth defects model, and the new integrated data system on 
children with special healthcare needs. During the second half, we 
discussed questions that I had identified in advance as key to getting the 
planning process started. Using an outside facilitator and a separate 
recorder allowed me to fully participate as a group member. The result 
was twofold:  a draft plan for a pilot linkage and referral system for 
children with TBI and an advisory committee for the planning period. The 
draft plan covers components of this linkage system (with possible 
alternatives) and issues or key decisions related to each component. 

 Recruit and engage stakeholders to continue as an advisory committee 
(December 2005-March 2006) 
 To gain the broadest input, I asked at the summit meeting if I could 

continue to update the group and ask them questions individually, even if 
they could not agree to participate in the planning meetings as an advisory 
group. Both those who could and could not commit to participating for a 
year as an advisory group agreed that this process would lead to a better 
plan for the pilot linkage and referral system. They also agreed that using 
smaller working groups on key issues would be an efficient use of time 
and expertise. The working groups can bring their recommendations to the 
advisory group. Everyone agreed to continue to participate in some 
capacity and suggested additional experts for the working groups. 

 Recruit and convene working groups to address key issues identified in the 
planning process. (April 2006-July 2006) 
 At the second meeting on April 5, 2006, the advisory committee suggested 

that the pilot linkage system target all children statewide who are 
hospitalized with a TBI. They were in consensus that the first working 
group should address (1) how the public health nurses contact families, (2) 
how intensive is the nurse outreach effort, and (3) how targeted is the 
information that the nurses provide families. The working group will 
present their recommendations to the advisory group on August 23, 2006. 
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Lessons Learned to Date 
 I cannot attend every meeting where there may be experts to help with this 

project. Therefore, I have invested my time in getting to know the director of 
the Health Care Program for Children with Special Needs and sharing my 
vision for this project, and I recruited a recruiter. Now the recruiter is 
recruiting public health nurses at meetings that I cannot attend, such as their 
annual meeting here in Denver on May 4 and 5, when I am at RIHEL. 

 Volunteers who are not directly impacted by this project will recommend that 
one do everything. Since the public health nurses at the local and regional 
offices will be the first to be directly impacted by this project, we are 
recruiting them for the first working group. 

 As a leader, I need to keep in mind, and strategically remind the external 
stakeholders of, the larger issues beyond the scope of this project. My current 
list of issues is centered on finding funding for sustaining this project and 
increasing the capacity at the Colorado TBI Trust Fund and at schools, if this 
project is successful at creating greater demand for services. This area is 
where I may use the ripening of an idea and turning up the heat from the book 
Leadership on the Line. 
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Renewed Vigilance: Minding Asbestos in Colorado’s Schools 
Melanie Granberg 

 
 
Background and Importance 
 Many Colorado schools are not in compliance with Federal and State laws governing 
the management of asbestos in their school buildings. This results in needless exposure of the 
students, staff, and faculty to asbestos. Some school districts believe that because they have 
adopted an Asbestos Hazard and Emergency Response Act (AHERA) plan and they are 
doing all that is required. In fact, hundreds of those plans across the state are incomplete and 
have never been updated. This project is aimed at creating a renewed awareness at the 
management level within school districts. 
 
Vision 
 All Colorado schools provide a safe and risk-free learning and working environment 
through the proper management of their asbestos containing building materials. 
 
Goal 
 To create a comprehensive training module and outreach program aimed at school 
district management that promotes renewed interest and vigilance in properly managing 
asbestos in schools. 
 
Project Timeline 
 Stage 1 

 Recruit team of experts. (Deadline: November 15, 2005 – done) 
 Stage 2 

 Explore funding options. (Deadline: February 1, 2006 – ongoing) 
 Prepare message, formulate program, and print materials. (Deadline: February 

1, 2006) 
 Stage 3 

 Select target districts for outreach. (Deadline: January 15, 2006 – ongoing) 
 Stage 4 

 Schedule outreach sessions. (Deadline: February 15, 2006 – ongoing) 
 Stage 5 

 Conduct outreach sessions across the state. (Deadline: First session by April 1, 
2006 – ongoing) 

 Stage 6 
 Follow up with districts. (Deadline: 6 months post outreach) 

 
Necessary Resources 
 The project itself is actually fairly simple. Time and people are the most needed 
resources. A small team of experts will be utilized to deliver outreach sessions and materials 
to school districts. Some funding will be necessary to cover the cost of printed materials 
which will be given to districts as part of the outreach. Printed materials will include 
checklists, references, and regulatory summaries. 
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Risk Analysis 
 Project risks: Schools are in the business of educating children. While some districts 
have large, full-time maintenance staffs, many have a single person whose job it is to do 
everything from water the lawn to supervise asbestos management. Management has been 
told for years, regardless of district size, that asbestos is not a problem and it is being handled 
in accordance with the plan. Resistance by management to hear, absorb, and act on our 
message could render the project ineffective. 
 Personal risks: Through my law practice I have developed many good contacts in the 
asbestos regulatory arena. I understand from working with these folks and from having 
several school districts as clients over the past several years that there is a serious need for 
renewed vigilance when it comes to asbestos in schools. I am committed to the project and to 
see it fail would be a significant disappointment. 
 
Communications Plan 
 The team of experts will communicate via face-to-face meetings only as necessary 
during the developmental stages of the project. Every effort will be made to communicate via 
e-mail and teleconference where possible. All members of the team are extremely busy and 
have full-time jobs that do not necessarily include asbestos education as their main focus, so 
streamlining communications is very important. 
 Delivery of training modules will be through meetings with school district 
management. The group of experts will strive to make these short training sessions part of 
other meetings or events so as to avoid adding a separate meeting for management to attend. 
The goal is to make this as easy as possible for district management to become aware of and 
act upon. 
 
Executive Summary 
 A team of experts has been assembled and consists of representatives from Gobbell 
Hays Partners, Inc., the Colorado Department of Education, a local school district 
representative, and the Colorado Department of Public Health and Environment. The team 
has met and is in the process of developing written materials and a model presentation for 
outreach sessions. Districts have been selected for outreach based on targeting by team 
members. Scheduling of outreach sessions is underway by team members. Funding sources 
for reproduction of printed materials is being explored. 
 The team has focused primarily on public schools in the beginning phases of the 
project. If successful, the project will be expanded to include private schools in the future. 
This split in focus is a natural result of the contacts and resources of the various team 
members. 
 As described above, this is a very simple project. It is perpetual in nature so it is not 
something that has a scheduled completion date. What we hope to achieve is greater 
awareness and less complacency when it comes to managing asbestos in schools. It will be 
up to the individual districts to act upon the information we provide. We do intend to track 
and follow up in order to measure the success of the program, therefore, a system of 
evaluation will be developed and executed. 
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Community Tobacco Prevention Specialist Core Competencies 
for Colorado's Tobacco Control Program 
Molly Hanson, Jason Vahling, and Janna West Kowalski 

 
 
Background and Importance 
 Tobacco use is the leading cause of preventable death and disease in Colorado. In 
November of 2004, Colorado voters passed Amendment 35. This ballot initiative increased 
Colorado's tobacco tax and earmarked a portion of the monies collected for tobacco 
prevention and cessation programs. Local health agencies (LHAs) throughout Colorado are 
one piece of a comprehensive approach to addressing tobacco use. These programs are 
funded by the taxes collected from tobacco sales. We have a responsibility to the voters and 
Colorado tobacco users to develop and implement programs that will effectively reduce 
tobacco use in our local communities. To accomplish this, Colorado needs LHA employees 
who have the knowledge, skills, and abilities to implement best practices in tobacco control. 
 
Vision 
 We envision highly proficient LHAs that provide state-of-the-art tobacco education 
and prevention programs. 
 
Goal 
  In year one, a tobacco control learning team will develop core workforce 
competencies to implement effective programs at the local level. In year two, the learning 
team will assess LHA workforce competencies and identify and implement training needs. 
An ongoing goal is for the learning team to continually assess, develop, and implement 
appropriate training. 
 
Project Timeline 

 Review existing research on core competencies (see what other states, 
agencies, programs, and fields have done) by 1/06. 

 Identify LHA representatives (one from each peer mentor region) to serve on 
a subcommittee. Convene first meeting to a create shared meaning around 
project goal(s) and outcomes. The desired outcome for the first meeting is to 
define the role of LHAs in tobacco control by 2/06. 

 Convene subcommittee to develop core and expanded work force 
competencies for LHAs by 5/06. 

 Compile input and develop draft competencies by 6/06. 
 Present to the State Tobacco Education and Prevention Partnership (STEPP) 

staff for feedback by 7/06. 
 Solicit feedback from the remaining LHA's staff on competencies (seek 

comments, suggestions for improvement, etc.) by 8/06. 
 Core competencies are finalized and presented to the legislatively mandated 

review committee for approval by 10/06. 
 Assess training and technical assistance needs of tobacco prevention staff 

(based on the core competencies) by 12/06. 
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 Develop training and technical assistance plans based on LHA's needs by 
1/07. 

 
Resources Required to Successfully Complete This Project 
 In order to successfully develop, implement, and integrate the Community Tobacco 
Prevention Specialist Core Competencies into Colorado's comprehensive tobacco control 
program, three entities have agreed to work collaboratively on this initiative: the State 
Tobacco Education and Prevention Partnership of the Colorado Department of Public Health 
and Environment; the Larimer County Department of Health and Environment, Tobacco 
Education and Prevention Program; and the Boulder County Public Health Tobacco 
Education and Prevention Partnership. Additionally, five other local health department 
tobacco specialists (from varying regions in Colorado) will be recruited to serve on the 
learning team that will develop the competencies. 
 
Risks and Analysis of Those Risks 
 Project Risks: Local or state tobacco specialists do not agree on the need to develop, 
implement, and integrate the Community Tobacco Prevention Specialist Core Competencies 
into Colorado's comprehensive tobacco control program. Consequently, specialists are not 
willing to: 

 Participate in program development, program implementation, and program 
evaluation based on the Community Tobacco Prevention Specialist Core 
Competencies. 

 Integrate the Community Tobacco Prevention Specialist Core Competencies 
into the hiring, training, and job performance measurements of local and 
state tobacco specialists. 

 
 Personal Risks: This could be a time-intensive project. Additionally, strong 
communication, facilitation, and project coordination are required to enhance participation 
and buy-in of local and state tobacco specialists as well as to ensure that entities do not feel 
the competencies are to "judge" them or members of their staff. 
 
Communication System Among Persons Involved in the Project 
 Utilize current peer mentor communication channels and develop a new system once 
LHA members are added to the learning team. 
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Public Health Awareness of Potential Issues 
from Emerging Contaminants 

Karl A. Hermann, Sean C. Lieske, Patti L. Tyler, Mark J. McMillian 
 
 
Background and Importance  
 Recently, advances in monitoring technology and laboratory analyses have led to the 
ability to reliably detect very small concentrations of a wide array of chemicals not 
previously detected in water samples. This has led to an increase in research monitoring for a 
variety of contaminants, including pharmaceuticals and personal care products, referred to as 
emerging contaminants. A consortium of agencies along the Front Range of Colorado—the 
Consortium for Research and Education on Emerging Contaminants (CREEC)—has been at 
the forefront of the new research. Results from the CREEC research efforts have shown the 
presence of numerous contaminants as well as the impacts to fish in waters downstream of 
waste water treatment plants. The research indicates skewed sex ratios, abnormal 
reproductive tissue development (intersex), and increased vitellogenin development in male 
fish. A logical question that arises from the research on aquatic organisms is: What are the 
potential impacts of these contaminants to human health? This question has only been 
preliminarily addressed. Although there is a great deal of opinion and uncertainty about 
potential human health impacts, the current monitoring and analysis research activities have 
not included meaningful involvement of public health professionals in the Colorado Front 
Range. Since the implications of the research are that most existing waste water and drinking 
water treatments do not adequately remove many of the contaminants studied and 
concentration levels are higher in effluent dominated streams, improved public health 
involvement is desirable. Colorado's Front Range continues to experience rapid population 
growth causing drinking water supplies to diminish and local governments to search for 
alternative water resources. As a result, the re-use of waste water for drinking water is 
expected to increase, thus magnifying a potential public health concern. 
 
Vision 
 The project vision is that public health professionals are well informed of the 
emerging contaminant issues related to public health as well as the current monitoring and 
analysis research activities. They are provided a balanced, adequate education on the topic 
and they are aware of the uncertainty of the public health risks involved. 
 
Goals 
 There are two goals for the project. The first goal is to inform and educate interested 
public health professionals along the Colorado Front Range on emerging contaminants issues 
and research by conducting a free one-day workshop in October 2006. The second goal is to 
establish long-term public health involvement in CREEC activities. 
 
Project Timeline 
 Stage 1 

 Formalize the project proposal. Participate in the October 2005 CREEC 
workshop and confirm the need for the proposed project. Identify current 
public health involvement in emerging contaminants efforts and CREEC 
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activities. Develop specific workshop objectives and an initial workshop 
agenda. (Completed) 

 Stage 2 
 Decide on workshop location, date and potential conflicts, workshop 

constraints, sponsorship, draft agenda, and targeted speakers. Identify the 
public health professional audience and a method to invite them. Identify 
workshop logistics. (Complete by 6/30/2006) 
 Items completed include the decision on an October 2006 date in the 

Denver-metro area. In addition, workshop sponsorship has been 
established with CREEC and the Environmental Protection Agency 
(EPA). Presentations on the project were made to both groups and 
endorsement was obtained. 

 Stage 3 
 Invite targeted speakers by 7/30/2006. Identify speaker needs (travel, lodging, 

fees). Finalize workshop sponsorship and handle identified needs. 
 Stage 4 

 Send workshop notices/invitations to identified public health professionals 
and groups by 8/30/2006. 

 Stage 5 
 Conduct the project workshop in October 2006. Include a solicitation for 

continued involvement in CREEC. 
 Stage 6 

 Continue project team involvement in CREEC and follow up with identified 
public health professionals about their involvement in CREEC. (Ongoing) 

 
Resources Required to Successfully Complete the Project 
 Time and commitment of the project team are the most important items. Workshop 
sponsorship is essential in order to avoid direct project costs of hosting. The workshop 
location and logistics are expected to be handled through appropriate sponsorship. CREEC, 
EPA, and the Colorado Department of Public Health and Environment are potential sponsors. 
Appropriate speakers are key to the success of the workshop. Their time and travel are 
considered project resources. The capture and posting of workshop highlights and findings 
requires note taking, writing, and Web resources. These are expected to be handled through 
appropriate workshop sponsorship. 
 
Risks and Analysis of Those Risks 
 Inadequate workshop participation is the largest risk. Both speaker and audience 
participation are critical yet have the most uncertainty. Workshop sponsorship and project 
team involvement are considered low risks. Rigid timelines could be a risk, but the project 
timeline is a goal and has flexibility. In response to CREEC requests, the timeline has already 
been relaxed from the original proposal. 
 
Communication System Among Persons Involved in the Project 
 Project team communication will rely primarily on e-mail and conference calls. 
However, critical points in the project timeline require face-to-face meetings. Since all 
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participants work in Denver and have allowable work time dedicated to the project, meetings 
should be easily conducted. 
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Information and Referral Line for Public Health 
Bridget Hettgar 

 
 
Issues 
 Initially, in researching efforts to develop this project, I was referred to a group that 
was already addressing the development of a 211 telephone line in conjunction with the 
Department of Family Services and the Children and Family Initiative (CFI)—which was 
developed by a RIEHL alumnus. The CFI addresses six issues that the Wyoming Early 
Childhood Comprehensive System Planning Grant (WECCS) is working on. The CFI was a 
statewide, county-by-county assessment of the needs and services available to children and 
families. One of the strategies that is being addressed is an Information and Referral (IR) 
telephone line. It would be accessible statewide and it would provide information and 
referrals to all child and family related programs available in each county. It would be a one-
stop source for program and service information for families. At this time there is no IR line 
that addresses all the programs for children and families for the entire state. In fact, there is 
only one information line for one of the largest counties. The development of the state-wide 
information line would allow parents to dial a number and then access information they are 
seeking related to the care and education of their children within the county of their residence 
or throughout the state, including referrals to other programs and services that they may be 
eligible for. With more information available, parents and families will be better educated 
and, in turn, the children of Wyoming will be better cared for. I should point out that this 
project was an already ongoing project, one that I did not initiate but was asked to join. It is 
aimed at addressing an information line with the CFI. 
 
Timeline 

 The group was established in March 2005 and has had four conferences already with 
an anticipated deadline of having the line functioning by this time 2006. 

 At a March phone conference, funding sources were addressed regarding how to 
provide and staff the line. Although the United Way provides funding resources for 
211 lines, there remains the question of sustainability. Technical information will also 
play a role in the location of the call center. Data resources for each area need to be 
addressed with each county; reliance on data sharing is a must. 

 My initial introduction to the group was after a phone call to the grant coordinator 
who recommended me to the group after I had explained my plans for a similar 
project. During the first phone conference in November, I was brought up to date on 
their goals and what had been accomplished already in the development of the 211 
line. 

 The December 14th conference included the information on the 211 toolkit that was 
being sent to ease the application process for the telephone line and it included the 
password that would be available. The toolkit is like a recipe that explains the steps 
necessary to take to set up the line. Information was shared on a survey of three states 
that have the 211 lines, most are stand-alone lines that are not within health 
departments, though initially they were. All are staffed M-F, some from 9am-6pm, 
one 24 hours a day (staffing is dependant on funding), there are no volunteers in the 
programs, and all are 501(c)(3) organizations. Phone systems were discussed and cost 
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of the equipment is an issue. A centralized site must be addressed, this may be tough 
choice. 

 For the January conference, the toolkit will have been circulated either by e-mail or 
fax in order to discuss what the requirements will be. I will also need to schedule a 
time to address the public service committee regarding the phone service. I will also 
contact the cell phone servers for their assistance with the line. 

 
Communication System 
 Members of the group come from throughout the state; therefore, contact is through 
phone conferencing. Calls have been on a monthly basis—soon to be on a twice-monthly 
basis. The agenda and meeting notes from the last conference are submitted by e-mail; we are 
looking into a list service for more frequent contacts. Meetings were initially set up in 
Cheyenne when the group was first formed (and smaller in size). Now the group has been 
able to find more specialized people in the non-profit and technology fields to help with this 
program. 
 
Update on Project 
 Since January, there have been two meetings with United Way representatives to 
determine how they are involved with the process. There have been several conference calls 
to discuss the development of a survey, which is considered to be a tool to help determine the 
statewide inventory of active IR services to be sent out to various organizations in the state in 
order to obtain more feedback on the type of information that other IR lines are providing. 
The survey was sent through the Survey Monkey with 56 percent return. Problems arose 
when it was discovered that several of the returns were from agencies that provided specialty 
services (e.g., Chamber of Commerce) to the program. In the meantime, there is a sub-
committee established to analyze the data from the Survey Monkey. We are checking those 
who did not return the survey to see if their data and content are related to our system. 
 The latest phone conference in April reviewed the 211 toolkit as it relates to the 
project and the level of development. We are still in the pre-planning stage of development—
the task of developing an inventory of the landscape is an important and time consuming 
activity. The task of defining who we are is in the development stage as well. We will present 
ourselves in the form of a one-page information piece, which will be designed to share with 
potential stakeholders as well as the general public. The next step is to develop a statement of 
the purpose of the project. The Wyoming Homeless Coalition has been working with the 
Service Point (a program designed for case management) and Community Point (a 
connecting clearinghouse program). In the meantime, several others have been working to 
gather data from other counties that have community resource manuals and they have been 
cross-checking these with Connect Wyoming, a compact disk database of services offered in 
the state. Another sub-group is seeking information from other states regarding a phone 
system that is the most economical and user-friendly. This sub-group has also been learning 
how the phone system will interface with other phone systems in the state that are 
independent and small so that all areas of the state will be able to call into the 211 system. 
 The 211 project team is being joined with the other 5 groups of the CFI and, thus, will 
be able to apply for implementation funds starting in July, with rollout funds available 
October 1st. This funding was approved by the legislature this year under HB 92: Quality 
Child Care. There is also funding in the WECCS grant to help with the start-up of the 211 
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line. Further budgetary issues are to be discussed in May's phone conference, along with any 
developments from the other sub-groups. 
 
Lessons Learned 
 I learned that one's idea for a project may not be the same as the other people on the 
team and that the person with the most to gain will take the lead. Fortunately, there was a 
coordinator. The size of this team has fluctuated since I joined. Often, as new members 
joined the team, original team members seemed to drop out as tasks that were originally 
assigned to them were completed. Key members were asked to join in on phone conferences 
in order to lend their expertise to pertinent areas, but since then they have not stayed on the 
team. There is a handful that is pulling this project through, and they have a small back-up of 
supporters behind them. There are several sub-groups working on areas that need to be 
addressed. 
 This is a project that is a full-time job for one person and requires work on a daily 
basis to keep it moving along to completion. Distance is a problem in keeping people on the 
team; therefore, phone conferences are set for certain times and dates of the month. The few 
face-to-face meetings did involve driving 150 miles to attend. 
 The toolkit that was part of the startup for the line is handy and user friendly—it gives 
step-by-step directions for how to get started and funded. Initially, when this project was 
proposed, there was no source of funding. In January, the Governor included the 
recommendations for the six groups of the CFI in his state budget request. Funding was 
guaranteed because of the state's surplus income. 
 My original goal of starting an IR line for public health is still a priority. However, 
since it is outside the scope of my job duties, the time spent on the project is on a volunteer 
basis. Under that circumstance, an IR line is a huge project to pull off alone—it is even a 
huge project for a small group. 
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Women, Infants, and Children's Electronic Benefit Transfer 
Transition Program 

Dennis Hoefs 
 
 
Background and Importance 
 The Women, Infants, and Children (WIC) is a nutrition program that helps pregnant 
women, new mothers, and young children eat well, learn about nutrition, and stay healthy. Its 
mission is to safeguard the health of low-income women and their children up to age five 
who are at nutritional risk by providing nutritional foods to supplement diets, information on 
healthy eating, and references on healthcare. The objective of the WIC Electronic Benefit 
Transfer (EBT) program is to promote greater cost control and increase the quality of 
services to WIC participants while at the same time minimizing the impact of services to 
clients. 
 
Vision 
 Our vision is to improve client services through simplified point-of-sale transactions 
that offer the participant dignity, greater shopping convenience, and benefits through a single 
credit card type device. 
 
Goal 
 To create a statewide, computerized system to reduce costs, improve client services, 
and meet new federal standards. 
 
Project Timeline 
 Stage 1 

 Update version of application. (Complete May 2003.) 
 Stage 2 

 Identify sites for pilot of application. (Depended upon vendors' timeline.) 
 Stage 3 

 Work with vendors to prepare upgrade. (Completed Truth or Consequences 
and Roswell, Sept. 2005.) 

 Stage 4 
 Develop training materials. (Ongoing and changing as pilot sites come 

onboard.) 
 Stage 5 

 Expand sites statewide. 
 Stage 6 

 Conduct monitoring and feedback. (Depended upon finalization of statewide 
expansion.) 

 
Resources Required to Successfully Complete the Project 
 In the effort to successfully implement the new WIC EBT System, WIC will need the 
help of the WIC contractors, local Information Technology (IT) staff, and WIC management 
to implement changes to the computerized system. After the changes are made, we need to 
consult with store and other vendor owners in order to ensure that their equipment can be 
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updated on time. It will be an entire statewide effort—that of working with local 
communities to get everyone's commitment. 
 
Risks and Analysis of Those Risks 
 Project risks: The project already has a commitment from the WIC program, but 
there is a risk of store and vendor owners having a lack of interest in the program. The 
owners must buy new equipment and update their store's computer systems. 
 Personal risks: My role with the project is as Regional Manager and IT support for 
the project. I am responsible for working with WIC staff and other management to ensure 
that the project is successful. 
 
Communication System Among Persons Involved in the Project 
 Most communication takes place from the WIC management team, store owners, and 
contractors. Communication flows downward as progress is made and equipment is bought 
and prepared for installation. 
 
Current Status 
 WIC is moving along with the new version of the WIC Application—expect roll-out 
in August or September. This will fix and add new features to the current application. We 
have been looking at updating the current EBT card readers because current EBT readers are 
not supported by the former manufacturer. The next few EBT pilots have been postponed due 
to issues with grocery stores and other vendors coming on board. Equipment is costly for 
smaller businesses and requires help from WIC and other sources from the USDA. We will 
continue to keep working with the federal government before federal funding for the project 
runs out. 
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Developing Strategies to Allow Local Setting of Fees 
for Retail Food Establishments 

Lauren Jervik 
 
 
Background and Importance 
 El Paso County has seen tremendous growth in population. Over a ten-year period, 
from 1996 to projected 2006, we have experienced a 19.5 percent growth rate—from a 
population of 477,000 to a projected 585,000. With the expansion in population comes an 
expansion in the need for services from the El Paso County Department of Health and 
Environment. In 2001, the Department saw the loss of state per-capita funding of over 
$700,000 annually. From 2003 through 2006, the Department saw a greater than 25 percent 
reduction in El Paso County funding for a total reduction of $1,100,000. Meanwhile, retail 
food establishments have grown to more than 2,400 in El Paso County, and in 2006 staff for 
this area has grown to more than 12 full-time equivalents (FTEs). However, revenue falls 
short of expenses by more than $276,000 annually. In order to adequately protect our 
community, additional funding is imperative for this work. 
 
Vision 
 My vision is to provide sustainable protection for citizens of El Paso County for 
inspection of retail food establishments. 
 
Specific Goal 
 To research methods by which inspection fees would fully cover the costs of 
providing services that are acceptable to business owners, citizens, and environmental health 
services. 
 
Project Timeline 
 Stage 1 

 Review existing legislation on RFE fee setting and mandated county funding. 
(Timeline: §25-4-1607 and §25-1-516 review completed in November 2005.) 

 Stage 2 
 Conduct data analysis to determine various options for pricing mechanisms to 

cover costs. (Timeline: Analysis complete by January 15, 2006.) 
 Stage 3 

 Develop a community coalition of business owners, interested citizens, and 
staff to analyze the pricing models and build support. (Timeline: Support 
commitments secured by February 2006.) 

 Stage 4 
 Work with the existing group of County Health Departments to continue to 

build support and strengthen the coalition. (Timeline: Ongoing) 
 Stage 5 

 Provide support to legislature champions to move legislation forward for 
approval. (Timeline: Spring 2006) 
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 Stage 6 
 Work to help others in the state develop a model for consistent pricing that 

can be applied to local settings. (Timeline: Summer/Fall of 2006) 
 
Resources Required to Successfully Complete the Project 
 I will need data in order to complete the data analysis and be able to make a case for 
why local departments should be able to set their own fees. I will also need support from the 
Board of Health, the County Commissioners, and local restaurant association members, as 
well as support from legislative lobbyists and other county health departments. 
 
Risks and Analysis of Those Risks 
 Project risks:  One risk is that data will not show that there may be a cost savings for 
small restaurants, therefore, there may not be support from local restaurant association 
members and government.  I have support from the Board of Health and management for this 
effort. 
 Personal risks:  I run the risk of being the bearer of bad news if data doesn't show a 
win-win situation for a large group of stakeholders.  If we cannot come up with an innovative 
approach, or if data doesn't yield the results the group is looking for, I may not have as much 
to contribute in the move to get approval.  
 
Results of Project to Date 
 HB 1078 went to the Health & Human Services Committee on January 30, 2006. It 
was not expected to pass, but it did. I had worked with a member of our Board of Health to 
testify and provided him with talking points. HB 1078 went to the Finance Committee on Feb 
9, 2006. It did not pass and was postponed indefinitely.  
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Increasing Awareness About and Access To Tetanus Vaccinations 
in the Adult Population of Colorado 

Kelly A. Johnson 
 
 
Team Members: Kelly A. Johnson (RIHEL), Joni Reynolds (CDPHE), Roberta Smith 
(CDPHE) 
 
Importance 
 Vaccinations are a proven and cost-effective means of preventing disease, and their 
ability to save lives and prevent suffering extends beyond the years of one's childhood. In 
fact, in 1999 adolescents and adults were identified by the Center for Disease Control (CDC) 
as focus populations for the future direction of immunization programs. 
 The Advisory Committee on Immunization Practices (ACIP) recommends that all 
adults receive a primary series of three vaccines containing tetanus and booster doses of 
tetanus and diphtheria (Td) every ten years. The delivery and acceptance of recommended 
vaccinations is an ongoing challenge for healthcare providers as well as healthcare and public 
health systems. However, specific interventions can increase levels of vaccination coverage. 
 In the United States, 3 of every 10 persons who contract tetanus die from the 
disease—an overall fatality rate of 21 percent. The tetanus vaccine is an often overlooked 
vaccination and one people tend to put off for various reasons. Some people have a bad 
memory of the pain associated with a previous tetanus shot and dread getting their next one; 
many people think they do not need to be vaccinated but that they will simply get a tetanus 
vaccination if they get injured. 
 Yet, tetanus in the U.S. is primarily a disease of older adults and has an 11 percent 
fatality rate. This is because those over 60 years old lack the protective immunity of the 
tetanus antitoxin. Serologic studies of the U.S. population demonstrate an excellent 
correlation between vaccination coverage and immunity to tetanus among children. However, 
antibody levels decline over time and immunity levels are lowest among the elderly. In a 
national survey, 69 percent of adults 70 years of age lacked protective levels of tetanus 
antibodies. The disease continues to occur in unvaccinated or inadequately vaccinated 
individuals. 
 According to the National Vaccine Advisory Committee (NVAC), immunization 
programs in nontraditional settings might enhance the capacity of the healthcare system to 
effectively deliver vaccine to adults by increasing the number and types of sites where adults 
can receive vaccine. Medically underserved adults might be at particular risk for under-
vaccination because they are often without a medical home (Morbidity and Mortality Weekly 
Report March 24, 2000 Vol. 49 / No. RR-1 MMWR 1). 
 The most common benefits of administering vaccine in nontraditional settings noted 
by he NVAC are increased access and convenience. Providing vaccines in settings readily 
accessible to adults who are most in need of the services is critical. For many adults, the need 
to use transportation to reach a healthcare provider is a barrier to receiving preventive 
services (MMWR March 24, 2000 Vol. 49 / No. RR-1 MMWR 1). This barrier might be 
eliminated by offering preventive services (e.g., administration of vaccines) in a 
neighborhood retail establishment, church, or other convenient location. Eliminating the need 
for making an appointment in advance and avoiding the waiting time often associated with a 
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clinic or office visit are factors that also might increase the vaccine-seeking behavior of some 
adults (MMWR March 24, 2000 Vol. 49 / No. RR-1 MMWR 18). 
 An indirect benefit of administering vaccine in nontraditional settings is increased 
public awareness of the need for adult immunization. This benefit is realized in two ways. 
First, many immunization programs operating in nontraditional settings use direct marketing 
to inform the community about their services and why they are important. Although 
marketing strategies might be directed toward promoting a specific site, the actual benefit is 
likely a general increase in public awareness regarding the importance and availability of 
vaccines for adults. Secondly, immunization programs in nontraditional settings often elicit 
media attention, which might increase community awareness of the need for vaccination of 
adults. 
 
Vision 
 Public health professionals will be mobilized to increase awareness about and access 
to tetanus vaccinations in the adult population of Colorado. Secondly, adults of Colorado will 
become more aware of the need for a tetanus vaccination every ten years and know of 
convenient locations to get that vaccination when it is due. 
 
Goals and Progress On Goals 

 To prove the viability of this project and its concept by conducting a pilot. 
(Completed) 

 To create awareness among public health professionals of the importance of 
the project by presenting the efficacy of the pilot and concept, thus mobilizing 
them to act in their own communities. (In progress) 

 To increase public awareness through a media campaign and high profile 
venues of Td vaccinations. (In progress) 

 To evaluate the project. (Ongoing with final evaluation at the end of 2006.) 
 
Results of Project to Date/Evaluation 
 September-October 2005 

 Meet with partners at the Colorado Department of Public Health and 
Environment (CDPHE) to share project ideas and brainstorm possible 
implementation plan. Develop vision statement and goals of the project. 

 October-December 2006 
 Pilot of project, marketing, and offering Td vaccinations in local communities 

at seven influenza clinics in Custer County, Colorado. Present result of pilot 
project to Regional and State Public Health Professionals. 

• Very pleased with the results of the pilot. Ten percent of the 
individuals receiving a flu shot also got a tetanus shot. 

 January-April 2006 
 Work with CDPHE partners to take pilot project to other venues, such as the 

Botanical Gardens, Home Depot, 9-Health Fair, CDPHE Emergency 
Preparedness Program, as well as others. 

 Not successful with this. Decided to do an expanded pilot program 
instead. This expanded pilot would take the same idea that was 
successful locally and bring it statewide in four sites. 
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 Added Bonus: I was able to partner with the CDPHE as 
well as the Public Health Nurses Association of Colorado 
(PHNAC). All proceeds will be donated to PHNAC for 
special projects. The CDPHE donated 2,000 doses of Td 
and Tdap as well as all TO vaccination supplies and 
materials. Expanded pilot to be held in Prowers, Boulder, 
and Gunnison Counties on May 12. 

 May 2006 
 Write Executive Summary of project for RIHEL. Present the project and 

lessons learned at RIHEL in Saratoga, Wyoming. 
 Expanded pilot program to be held on May 12, in Boulder, 

Gunnison, and Prowers Counties. 
 June-September 2006 

 Present at National Immunization Coalition Conference in Denver. Present at 
the Colorado Public Health Conference in September. Present the project at 
the Regional Public Health Meetings around Colorado. 

 I have presented the project to PHNAC, Regional Public Health 
Nurses, and emergency preparedness and planning groups. My 
abstract was accepted and I am confirmed to speak at the 7th 
Annual Immunization Coalition's Conference in August. I have not 
yet seen the call for abstracts for the Colorado Public Health 
Association meeting in September. 

 October-December 2006 
 Support public health professionals implementing the project in their 

communities. 
 Share the Vision! 

 January 2007 
 Evaluate project. 
 Conduct a random sample of public health nursing services and a random 

sample of health departments to determine how many: (1) offered increased 
access (venues) to Td vaccinations outside their traditional clinic based 
practice; (2) offered a media campaign geared toward Td vaccinations in the 
adult population; and (3) increased the number of tetanus vaccinations given 
(actual numbers preferred) to adults in their communities. (Ongoing and 
complete by end of Dec. 2006.) 
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The Syphilis Elimination Plan for Colorado 
Daniel Lopez 

 
 
 In 1999, The Center for Disease Control (CDC) announced The National Plan to 
Eliminate Syphilis in the United States. New cases of syphilis infection had declined by 86 
percent since peaking in 1990, at the highest levels seen in 40 years. The dramatic decline in 
rates was seen as an opportunity to eradicate syphilis altogether, since, given adequate access 
to care, syphilis is relatively easy to detect, treat, and cure. In Colorado, a significant increase 
in primary and secondary syphilis cases in 2003, evidenced by surveillance data, prompted 
the state to respond with creation of its own Syphilis Elimination Plan. 
 Eliminating syphilis would remove other costly and devastating consequences of the 
disease: the reproductive calamities of spontaneous abortions and stillbirths, the multi-system 
disorders caused by congenital syphilis from infected mothers, and the increased likelihood 
of HIV transmission. Of significant concern in Colorado is that, since 1999, the 
epidemiological evidence indicates increasing syphilis prevalence among men who have sex 
with men, particularly among those co-infected with HIV. Recognition of this emerging trend 
provides a primary focus for the Colorado plan. 
 While national syphilis rates are currently at historic lows, syphilis remains a severe 
public health problem in specific geographic areas. National figures collected in 2004 reveal 
that over 50 percent of infectious symptoms were reported from less than 1 percent of 
counties in the United States, the majority of these are in the south. The CDC created criteria 
for recognizing areas of particular concern: (1) high morbidity areas (HMAs), defined as 
areas with continuing syphilis transmission, usually signaling the need to improve preventive 
services and to strengthen the capacity to conduct surveillance and provide access to clinical 
and laboratory services, and (2) potential re-emergence areas (PRAs), defined as areas that 
are at significant risk for re-introduction because they have a history of high syphilis rates in 
the 1990s; they are a port or border jurisdiction or are located along migrant streams; they are 
located along drug trafficking corridors; or they include groups that are disproportionately 
affected by syphilis (e.g., drug users, people exchanging sex for money or drugs, men who 
have sex with men, and minority and migrant populations that are affected by racism, high 
rates of unemployment, poor educational opportunities, and poverty). 
 Colorado fits the profile for a PRA due to the following factors: we experienced high 
rates of syphilis in the 1990s; we are located along the migrant stream and drug trafficking 
corridor of I-70; and, Colorado contains populations that are subject to the social conditions 
that are recognized, above, as increasing risk for syphilis. 
 At the local level, syphilis elimination is defined as the rate of 0.4 cases of primary 
and secondary syphilis reported, per a population of 100,000 people, each year. In 2003, 
Colorado's rate of 0.9 cases per 100,000 ranked 35 among 50 states, the District of Columbia 
and 3 territories. Colorado's rate was 0.4 times the national rate of 2.5 cases/100,000 
population. 
 Colorado does experience temporary, seasonal influxes of labor in the transient 
migrant worker population, but imported cases are not the primary source of the state's 
increasing syphilis morbidity rate. In 2004, sixty-two cases of primary and secondary syphilis 
were reported in Colorado; 65 percent of these infections were among men who have sex 
with men, and of those, 48 percent were co-infected with HIV. Forty-one of the sixty-two 
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cases were reported in Denver alone, resulting in a rate of 7.4 per 100,000 and clearly 
identifying the metropolitan area as the epicenter of syphilis advancement in our state. 
 With a total of 155 cases of primary and secondary infection reported for the years 
1999-2003, the morbidity rate for syphilis in Colorado may appear comparatively low. 
However, in contrast to other geographic areas, the epidemiology distinctly pinpoints men 
who have sex with men as the group most at risk in our state. Therefore, Colorado is 
designing tailored interventions and strategies congruent to this population, and in so doing 
expects to significantly impact or potentially halt the spread of this easily treated and 
preventable disease. Without intervention, we can expect the disease to progressively 
advance through additional vulnerable populations. 
 The Syphilis Elimination Plan for Colorado is derived primarily from the strategies 
presented in the National Plan, calling for enhancement of surveillance protocols, 
strengthening of community involvement and partnerships, development of a rapid outbreak 
response plan, expansion of clinical and laboratory services, and enhancement of health 
promotion. The Colorado plan also reflects components of the CDC's Recommendations for 
Public Health Surveillance of Syphilis and the Marion County Syphilis Elimination Plan, 
State of Indiana. In addition, input has been collected through discussion with staff from 
within the HIV/STD Section of the Colorado Department of Public Health and Environment. 
 We are confident that with a targeted approach to the specific population in which 
new cases are being reported, and with a plan for Colorado that encompasses the principles 
set out in the National Plan, syphilis elimination is an achievable goal in our state. 
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Colorado Public Health Resource Typing Project 
Mike Moreland 

 
 
Background 
 This project is aimed at trying to fill a gap between what public health has/should 
have in place and what may be needed during an emergency requiring public health or a 
medical response. It is hard to think of a natural disaster or an intentional event of any 
significance that would not require either or both of these components in order for a 
community to respond to or recover from such an event. For those government agencies 
tasked with response and recovery, such as fire departments, law enforcement, and public 
works, to name a few, the Federal Emergency Management Agency (FEMA) has provided 
standards for "typing" their resources. This "typing" process has enabled these disciplines to 
catalog their personnel and equipment into a shared database network so that resources can 
be shared across jurisdictional boundaries during events with varying degrees of complexity. 
 Currently, the reports circulating in the media make it sound as if the threat to this 
country appears to be the bird flu (avian influenza) and not Bin Laden and Al Queda. With 
this focus on a biological threat of a different nature, the committee that was formed during 
this project has used this scenario as our planning guide. We have used "what if" scenarios 
throughout the process to keep a focus as we developed a strategic plan for how we, as a 
committee, were going to approach this daunting task of developing the standards for public 
health (because they don't exist) and then populating a database with resources and learning a 
system to manage them during an emergency. 
 
The Definition of Resource Typing from FEMA 
 For ease of ordering and tracking, response assets need to be categorized via resource 
typing. Resource typing is the categorization and description of resources that are commonly 
exchanged in disasters via mutual aid, by capacity and/or capability. Through resource 
typing, disciplines examine resources and identify the capabilities of a resource's components 
(i.e., personnel, equipment, and training). During a disaster, an emergency manager knows 
what capability a resource needs to have in order to respond efficiently and effectively. 
Resource typing definitions will help define resource capabilities for ease of ordering and 
mobilization during a disaster. As a result of the resource typing process, a resource's 
capability is readily defined and an emergency manager is able to effectively and efficiently 
request and receive resources through mutual aid during times of disaster. 
 
Mission Statement 
 To create the uniform typing of public health assets for ease and rapid deployment in 
the event of a public health disaster or health threat. 
 
Vision Statement  
 To engage Colorado's public health leaders in creating a template for standardization, 
cataloging, and making resources available to other public health agencies during a disaster 
emergency through a statewide mutual aid management system. 
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 Participation in the Mid-America Alliance (MAA) regional planning committee 
for resource typing initiatives. Leadership to be provided to the MAA through 
participation in the public health resource sharing database group as the co-chair 
of the subcommittee. 

 The future focus of the group will be to develop standards for public health 
response in the form of building a Mass Prophylaxis Team and a Public Health 
Rapid Assessment Team. This targeted approach was derived through a series 
of meetings to determine the priorities of public health, by consensus and with 
the endorsement of the Colorado Association of Local Public Health Officers. 

 The process and the future direction of the group has been reviewed and 
approved by the section chief of the Emergency Preparedness Response Section 
(EPRS), as it is a subcomponent of Emergency State Function #8, Health, 
Medical, and Mortuary within the State Emergency Response Plan and the 
Colorado Department of Public Health and Environment (CDPHE) Internal 
Emergency Response Plan. 

 A direct correlation has been drawn between resource typing and developing 
standards for volunteers to use for augmenting a public health response during a 
disaster. It will be up to this group to incorporate the work products into local, 
regional, and state plans for incorporation of volunteers, such as the Medical 
Reserve Corps (MRC). 

 
Accomplishments to Date 

 Formed a Colorado subcommittee for public health resource typing which is 
part of a bigger project headed by the Department of Public Safety, called the 
Colorado Resource Mobilization Committee. 

 Developed a strategic plan for incorporation of standards into resource planning 
related to organization, inventory management, response capacity development, 
and deployment protocols. 

 Developed the strategic plan in concert with the overall strategic plan for the 
EPRS of the CDPHE. 

 Prioritized the public health resources that can be typed over the next three 
years in conjunction with development of response/recovery protocols. The 
priorities are as follows: 

 Personal protective equipment (inventory management) 
 Public Health Rapid Assessment Team 
 CHEMPACK 
 Field lab kits 
 Radiation Response Team/vehicle 
 Clinic supplies 
 Fact sheets: what subjects and where located? 
 Printing capacity (central services, department printers) 
 Training standards 
 Mass Prophylaxis Teams 
 Illness/Disease Team or EPI/Surveillance Team 
 Strategic National Stockpile Team 
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Lessons in Leadership 
 The process has not been without its challenges, but we have made large strides in a 
short amount of time compared with other response disciplines that had the benefit of the 
standards available to them before starting the process. The subcommittee is made up of 
members from state and local public health departments, the Colorado State Patrol, and the 
Colorado National Guard Civil Support Team. With the contributions from all of the team 
members, the list of accomplishments has grown and we have a good roadmap for success in 
the future. The committee members are knowledgeable and committed professionals who 
have brought their individual talents to the table and have contributed to a project that is not 
necessarily what is required of them in a grant. They contribute because they believe it is the 
right thing to do for public health and safety. Colorado is forging a model of public health 
preparedness for the rest of the country. The application of these tools will be to move public 
health from the current stage of preparedness to a state of readiness, which is the ability to 
respond to any type of event, regardless of the hazard. 
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A Systems Approach to Breastfeeding Promotion 
in Boulder County 

Melinda Morris 
 
 
Background and Importance of Project 
 Over the last decade, breastfeeding rates as reported by the Center for Disease 
Control (CDC) Pediatric Nutrition Surveillance and the Colorado Woman, Infants, and 
Children (WIC) Program have shown disparities in rates of lactation initiation and 
breastfeeding duration (at three, six, and twelve months) between Boulder County's three 
major cities: Boulder, Longmont, and Louisville/Lafayette. The purpose of this exploratory 
project is to investigate these differences, to support county hospitals and other partners in 
addressing underlying issues that impact breast feeding rates, and to develop and implement 
a plan to increase lactation initiation and three-, six-, and twelve-month rates across the 
county. Decisions around whether or not to breastfeed, and how long to continue are affected 
by many factors. This project will begin by investigating just one—support at the hospital. In 
the future, this project will investigate other factors impacting lactation decisions, such as 
employer support. 
 
Vision 
 All women delivering in Boulder County hospitals are encouraged, assisted, and 
supported in initiating breastfeeding beginning in the first few hours after delivery, and 
receive support for continuing to breastfeed for twelve months. 
 
Goal 
 To create a community-based, county-wide plan to support optimum breastfeeding 
rates by partnering with area hospitals. 
 
Results 
 Stage 1: Assessing level of breastfeeding support at Boulder County Hospitals 

 Steps completed to date include: 
 Reviewed literature on hospital practices that support or hinder 

breastfeeding initiation. 
 Identified key contacts at area hospitals. 
 Created an interview tool which was relevant to the overall goals and 

objectives, and which was used to assess each birthing facility on 
standing protocols and actual practice. 

 Met with and interviewed key contacts at four Boulder County 
hospitals. 

 
Steps Currently In Process 

 Compiling information gathered through interviews and written policies of 
four Boulder County hospitals. 

 Conducting follow-up interviews (telephone or face-to-face) with key 
contacts to gather information necessary to complete comparison to Baby 
Friendly Hospital steps. 
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Step Eliminated 
 Soliciting feedback on the tool from the Boulder County Public Health 

(BCPH) and community collaborators. This step was not completed. 
Instead, the information gathered at interviews and meetings with key 
contacts was compared with the Baby Friendly Hospital steps and follow-up 
interviews are scheduled to gather any unaddressed information. 

 
Future Steps 
 (To be determined by results of Stage1 and future funding.) 

 Build on relationships to create a formal community-based task force to 
develop solutions based upon the information gathered. 

 Stage 2: Addressing Hospital Issues  
 Stage 3:  Addressing Workplace / Work Site Issues 

 
Summary to Date 
 Two objectives were accomplished in this first phase of the project: 

 Establishment of rapport with all four Boulder County Hospital Lactation 
Departments (Avista Adventist, Boulder Community Foothills, Exempla 
Good Samaritan, and Longmont United). 

 Initiation of support for lactation from Boulder County Public Health via 
provision of breast pumps for WIC clients delivering at each hospital. 

 
 Positive working relationships were established with all four hospitals. This was 
likely a result of early discussions with the Project Manager and the BCPH Health Planner, 
which determined that the primary goal was to establish relationships with hospital staff, 
which would set the stage for any further community partnerships. Thus, meetings were 
conducted in an informal meet and explore manner, which did facilitate establishment of 
rapport. 
 As a result of these new relationships, sources of the discrepancies in lactation 
support at each hospital are already becoming apparent. We have laid the groundwork for 
moving forward in supporting these community partners in ways to be mutually determined. 
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Radiological Training for Emergency Response Personnel 
Tammy Ottmer 

 
 
Background and Importance of the Project 
 Radiological preparedness has long been one of many hazardous materials training 
objectives in Colorado. This is in large part due to the extensive number of U.S. Department 
of Energy (USDOE) radiological waste shipments that are transported across Colorado. 
However, since the events of 9/11, priorities have revolved around the highest priority, that 
of biological preparedness and antiterrorism. Yet, as biological preparedness planning has 
proceeded (and so has chemical to some degree) no attention has been paid to radiological 
preparedness. 
 In 2004 and early 2005, dirty bomb exercises were held by many local jurisdictions. 
The unfortunate nature of these exercises was that they were held to actually result in the 
failure of the emergency response authorities. Exercises were held for plans that did not exist 
and involved emergency response personnel that had little or no radiological training. 
"Exercising to failure" has become a standard in many of our communities. This conscious 
decision to embarrass an agency and its management is being done because of the frustration 
of subordinates in getting their management to recognize the importance of proactive 
preparedness planning. 
 As the Governor-appointed USDOE Transportation Emergency Preparedness 
Program (TEPP) Coordinator for the Colorado, I have persevered in bringing the topic of 
radiological preparedness to the forefront for many years. In 2005, local jurisdictions began 
requesting radiological training. Several organizations offered the use of their facilities for 
training. I approached the Colorado Department of Public Health and Environment 
management with a proposal to renew our outreach effort and received their support. 
 
Vision 
 My vision is to have fully radiologically trained emergency response personnel along 
the Interstate 25 corridor in Colorado. 
 
Goal 
 To hold a large radiological training seminar that would address the needs of law, 
fire, Emergency Medical Services, public works, medical, emergency managers, and 
associated disciplines. 
 
Timeline 
 In February 2005, I included $20,000 for the large training seminar in the Colorado 
Waste Isolation Pilot Plant (WIPP) 2005-2006 Program. Unfortunately, the WIPP budget 
was approved by USDOE with a $75,000 budget reduction effectively canceling the large 
training seminar. 
 I then conferred with the Western Governors' Association. They agreed to place the 
training seminar in their outreach budget with USDOE Headquarters. By December 2005, it 
became apparent that the money would not be forthcoming from Headquarters. 
 By January 2006, the planning for the large seminar had been nearly completed. Most 
planning was carried forward in a new direction. I refocused the effort away from a single 
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large activity to that of localized and specialized training courses in communities all along 
the USDOE radiological waste transportation corridor along I-25 through Colorado. 
 
The Project Results 
 The USDOE Modular Emergency Response Radiological Transportation Training 
Course and the Train-the-Trainer Course were taught on March 15-16, 2006, at Colorado 
State University in Ft. Collins, CO. This was the first USDOE radiological transportation 
training course held in Colorado since the events of 9/11, when training priorities were 
refocused upon biological preparedness. The course was jointly hosted by the USDOE/WIPP 
Project and the USDOE/Idaho National Laboratory (INL). The course was announced 
nationwide and instructors were brought in from the USDOE/WIPP, the USDOE/INL, the 
USDOE/INL/Ft. St. Vrain, the USDOE/INL/Training Resource Group, and the USDOE 
Savannah River Site. Thirty-five course attendees participated from Arkansas, Ohio, and 
Colorado representing the following disciplines: Environmental Sciences, Radiation Control, 
Fire Safety, Port of Entry, Public Health, Radiological Health, Law Enforcement, Radiation 
Management, Medical, and a Railroad Union as well as private industry. The instructors 
noted that the diversity of the class made this the best group of trainees they have taught. 
Attendees scored the course very high and commended the staff on the thoroughness and 
quality of the training. The four practical exercises were a hit with the group and interaction 
was lively. Several agency representatives noted interest in follow-up training for their 
agencies. 
 
Resources Required to Successfully Complete the Project 

 USDOE/WIPP covered the cost of their instructor, including travel and 
training materials. 

 USDOE/INL covered the cost of their instructors, travel, and $500.00 in 
costs incurred by the University. 

 Course participants covered their own travel, per diem, and lodging. 
 
Risks and Analysis of Those Risks 
 The greatest risk I faced in this effort would have involved giving up when the first 
budget was rejected. Persistence is vital to resolution of a challenge such as this. Flexibility 
in modifying the goal allowed me to reach towards my ultimate vision of training personnel 
in radiological matters. Coordination, collaboration, and communication were the keys to 
achieving the revised vision and goal. 
 
Communication System Agreed Upon by the Persons Involved in the Project 
 Verbal and e-mail communications with all parties were key to the success of this 
endeavor. 
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Restructure Within the El Paso County Department of Health 
and Environment/Environmental Health Division to Solve 

Employee Retention Problem 
Deborah Polelli 

 
 
Background and Importance 
 For the past three years, since the Environmental Health Division reorganized in 
January 2003—from generalization of environmental health duties to specialization—high 
turnover and the inability to retain good staff has been a problem for the Consumer 
Protection Program/Environmental Health Services (EHS) at the El Paso County Department 
of Health and Environment (EPCDHE). The reason for the move to specialization was multi-
fold included: (1) more accountability for completion of static inspection workload, (2) more 
specialized training, and (3) easier to manage staff and programs. In the past year, the 
Consumer Protection Program has lost five staff members either through transfers to other 
environmental health programs or from finding jobs at other agencies. The patterns and 
trends that have been noticed with this attrition include employee burn-out, inequity of 
workload, mileage increases, and decrease in advancement opportunities. Other issues worth 
mentioning are the inability to standardize staff, to get adequate coverage for weekend 
temporary event inspections, and to complete static consumer protection inspection work 
load due to lack of manpower. These problems have not only impacted the Consumer 
Protection team members, but also have affected employee morale within other programs as 
well. 
 
Vision 

 Retain happier, more loyal employees who work well together as a 
collaborative team. 

 Provide improved training opportunities for new and existing employees. 
 Facilitate better communication among Consumer Protection team members, as 

well as among all Environmental Health employees. 
 
Specific Goals 

 Increase the variety of tasks for every environmentalist within each team to 
prevent burn-out and develop greater professional skills within Environmental 
Health. 

 Reduce mental perceptions, assumptions, etc., that diminish effective 
communication, employee morale, and the overall team mission. 

 Look at each EHS staff member's workload and redistribute employee tasks as 
needed. 

 Encourage a team approach for all environmentalists to pitch in when help is 
needed, regardless of what program assigned. 

 Develop and implement creative restructuring and reorganizing methods, from 
small changes to major solutions, in order to solve ongoing EHS issues. 
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Project Timeline 
 Stage 1 

 Brainstorming session to identify the employee retention problem using Dr. 
Peter Senge's "Systems Thinking" technique. Stakeholders include Consumer 
Protection team members, Consumer Protection Program Manager, and EHS 
Administration staff. (September 2005, during the Consumer Protection Team 
Meeting, held monthly.) 

 Stage 2 
 Development of the EHS Restructuring Workgroup, whose purpose is to find 

viable solutions to ongoing EHS employee retention and workload distribution 
problems. Workgroup members consist of seven line-staff environmentalists 
from all EHS programs (no managers are on the workgroup). (October-
December 2005, meeting once a week each Thursday. Solutions to be presented 
to EHS Management on December 6, 2005.) 

 Stage 3 
 Adoption and Implementation of EHS Restructuring Workgroup Solutions and 

Strategies. Workload redistribution to be created and enforced by EHS 
Management at that time. (To begin Jan 2006, solution results to be reviewed in 
July, 2006. Geographic Information System (GIS) EHS District 
Reconfiguration to be created by IT staff and implemented within the Consumer 
Protection Program no later than Jan. 30, 2006.) 

 
Resources Required to Successfully Complete the Project 

 Support from EPCDHE Board of Health, senior staff, finance office, and IT 
staff. 

 Budget approval by EPCDHE Finance Office for four additional full-time 
equivalents (FTEs) for the Consumer Protection Program, as well as 
additional equipment needs for new and existing staff. 

 Approval from the EPCDHE Board of Health for the purchase of a new 
software system, Garrison Digital Health, for the EPCDHE Environmental 
Health Division. 

 IT support for new software system, hardware, and GIS reconfiguration. 
 
Risks and Analysis of Those Risks 
 Project Risks: New solutions from the EHS Restructuring Workgroup may not work 
to solve ongoing problems. Support on all levels will be needed to ensure success of 
Restructuring Workgroup solutions. 
 Personal Risks: Consumer Protection Program Manager may be perceived as just 
rocking the boat or as a malcontent not satisfied with the status quo. It may be difficult to be 
taken seriously by other EHS managers and environmentalists if solutions do not work. May 
lose credibility with own Consumer Protection team members as well if work overload does 
not improve over time. 
 
Communication System Among Persons Involved with the Project 
 Open communication and active participation without fear of retribution have been 
encouraged within the Consumer Protection team brainstorming sessions and the EHS 
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Restructuring Workgroup. Communication within regular meetings between 
environmentalists and EHS managers as well as follow-ups to the meetings via e-mail, 
reports, and memos are to be conducted to ensure project success. Regular input from the EH 
Director and Consumer Protection Program Manager is to be expected to monitor project 
progress. 



RIHEL Project Reports 2006/72 

Development and Pilot of a Template for Public Health Staff to 
Use in Emergency Preparedness Planning for Target 

Populations/Services 
Karen Ramstrom 

 
 
Background and Significance 
 Emergency preparedness is an important contemporary public health issue. Priority 
areas for public health preparedness planning have involved early detection, investigation, 
control, laboratory capacity, communication, recovery, and so forth. However, there is a 
multitude of miscellaneous social and health needs that will not only persist but also may be 
exacerbated during the event and recovery periods should an emergency occur. These needs 
may involve at-risk populations and under-funded services that are familiar to public health 
professionals. Such community services and/or populations with unique needs include, in 
part: substance abuse treatment, family planning, abortion, prenatal care, family violence, 
home health care, dialysis, Women, Infants, and Children (WIC), sexually transmitted 
disease, behavioral health, non-English speaking populations, cultural differences, the 
elderly, the physically or mentally disabled, and the homeless. It is difficult to do adequate 
planning for all these needs at a time when the future of funding is unpredictable. 
 There is certainly a need for emergency preparedness planning for all of the issues 
listed above, but with limited resources and competing priority needs, how can this task be 
accomplished? At the El Paso County Department of Health and Environment (EPCDHE), 
staffs interface with over 140 community collaborative groups. This provides the opportunity 
to raise the topic of preparedness planning with diverse community partners regarding the 
populations these collaborative groups serve. Furthermore, considering that most public 
health staffs are passionate about their areas of work the hope is that, with appropriate 
training, they will be motivated to initiate emergency preparedness discussions with 
community partners. However, it must be acknowledged that this will require staff time and 
training. 
 
Vision 
 My vision is that public health program leadership will be ambassadors for 
emergency preparedness planning within their respective areas of work and community 
partnerships. 
 
Goal 
 To develop a template for public health staff to use in facilitating community partner 
emergency planning, using family planning as the area of interest. 
 
Project Description 
 The following template was pursued using family planning as an example target 
population service need. The same template could be modified slightly and applied at any 
collaborative meeting for a variety of programs: 
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 Research was done regarding the project concept and reproductive health issues that 
arose during recent disasters including the South-East Asia Tsunami and Gulf Coast 
hurricanes. Sources included: media reports, professional organization Web sites, a 
survey of CityMatCH list serve subscribers, EPCDHE emergency preparedness (EP) 
staff, EP Steering Committee and family planning program manager, a Ft. Worth 
Health Department community outreach worker (who responded locally during the 
hurricanes), and a CDPHE/EP staff person who is involved with target population 
preparedness planning. 

 This input led to the development of a user-friendly template that managers can use to 
generate discussion with community partners. Components of the template include, 
for example: 

 Naming the target population. 
 Illustrating the pertinence of EP planning to the host agency and population 

served. 
 Introducing a brief scenario to set the context (e.g., pandemic flu in the 

world). 
 Showing additional potential scenarios with associated questions to generate 

discussion. For example: 
 There is an avian influenza (H5N1) pandemic among birds in other 

parts of the world and this is anticipated to soon affect birds in Alaska 
and subsequently other parts of North America. 
 What questions have your clients had about this? What questions 

do you have as an agency? Are you aware of personal 
preparedness recommendations for the target population you 
serve? What are they? Have you made these recommendations 
within your sphere of influence, including to your own staff? 

 The first case of human H5N1 influenza has been diagnosed in El 
Paso County and there is concern that human to human 
transmission may be occurring. Public health has made the 
recommendation to increase social distance. Is there a time frame 
during which your target population would require essential 
services or support? If so, what are the services and corresponding 
time frames? In a situation such as this where it is recommended 
that individuals minimize contact with others, how will the need 
for these services/supports be evaluated? Who will evaluate the 
needs? What are some alternative ways of providing these 
services/supports? At what point would you have to stop providing 
services? What is the best way to communicate or to make 
recommendations to your agency and similar service providers and 
to the clients you serve? 

 The template was piloted with the EPC Family Planning Community Advisory 
Council. 

 
Note: The template is closed with an invitation to share any plans that have been developed 
and the date the group agrees to revisit this discussion. 
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Highlights of Project-Related Findings and Emergency Preparedness Lessons 
 Clearly, there continues to be reproductive health service needs in the event of 

natural disasters. As a Ft. Worth community outreach worker involved with 
hurricane evacuees observed, "There is NO reason to believe that people will 
cease sexual activity because there was a disaster." 

 Agencies that routinely serve target populations are the most likely to recognize 
the need for services as well as being the most motivated to provide needed 
services during a disaster. 

 In initiating these discussions, it is important to set the context about how 
emergency preparedness planning applies to the partner agency, and to illustrate 
the value and prepare the group for discussion using brief, real-world examples 
pertinent to the populations they serve. 

 By using the pilot, the program manager was very interested and engaged in 
discussions. Her desire to serve this population seemed to outweigh the issue of 
dedicating some of her limited time to this EP effort. Also, the community 
partner attendees were exceptionally engaged and interested, and also gave 
great feedback on the template content. There was clear motivation to take this 
list of questions back to their respective agencies for discussion. 

 Among community partners and service providers, there will be early-adopters 
and late-comers getting these community agencies engaged before a disaster 
will expedite involvement and communication during an event. 

 During an event, there is a need for a central place to assimilate needs that are 
identified in the community in order to coordinate solutions, services, resources, 
and information dissemination. 

 The unique observation point of front-line staff generates valuable information 
regarding the needs of those impacted by a disaster. 

 
Leadership Lessons 

 I reaffirmed the lesson that the more input received from diverse audiences, the 
richer and more successful the project will be. 

 Learn from the process! Listen. This may provide perspectives that had not even 
been conceptualized. 

 Leadership lessons are all over the place. This project taught me the discipline 
of looking for them in all that I do. 

 Using the EPCDHE Emergency Preparedness steering committee as a sounding 
board for this project was effective in many ways. My accountability to provide 
updates to the group at regularly scheduled meetings inspired me to move the 
project forward; the opportunity for feedback from the same group of experts 
was extremely constructive and contributed to the success of this project; the 
approach provided a "home" for this effort that goes beyond myself as an 
individual carrying it through, instead it becomes part of the institution. 
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Cultural and Linguistically Appropriate Services Training for 
Public Health: Creating an Infrastructure 

for Cultural Competency 
Jose Reyes 

 
 
Purpose / Goals 
 To educate participants on the importance of developing and implementing culturally 
and linguistically appropriate services. The training program will provide public health 
department staff and decision makers with the tools necessary to educate and influence 
public health staff, contractors, and other organizations in planning and developing culturally 
and linguistically appropriate services that are inclusive and sensitive to the needs of their 
communities. 
 This Project addresses the following department-wide objectives: 
 

 Eliminating racial and ethnic health disparities (closing health gaps). 
 Strengthening the public health infrastructure. 
 Increasing access to healthcare. 
 Improving health outcomes. 
 Improving the quality of healthcare. 
 Improving the well-being and safety of families and individuals—especially 

vulnerable populations. 
 
Scope of Work 
 As the project lead, Cultural Competency Consulting, LLC, in collaboration with the 
Region VIII Minority Health Consultant, the HIV Regional Resource Network Consultant, 
and the Office for Civil Rights Equal Opportunity Specialist shall provide the following 
tasks: 
 

 Develop a training agenda/curriculum to include core competencies, learning 
objectives, and learning exercises. 

 Develop training materials and handouts. 
 Develop evaluation instrument. 
 Schedule training for each of the Region VIII States (Utah, Colorado, Montana, 

South Dakota, North Dakota, and Wyoming). 
 
Training Content 

 Essential public health services. 
 Challenges for public health. 
 Relational aspects: diversity, cultural competency, and inclusiveness. 
 Core competencies. 
 Self assessment. 
 Acculturation, assimilation, and covering the impact on public health. 
 Cultural issues relevant to understanding disparities. 
 Workforce diversity. 
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 Working with limited English proficient consumers. 
 Health and Human Services (HHS) Title VI regulation and application. 
 Ways to provide cost effective language services. 
 Designing effective language assistance plans: Five Steps. 
 Power and privilege. 
 Domination and subordination: impact on public health. 
 Healing practices. 
 Value orientation. 
 Value orientation and healthcare. 
 Practical steps toward inclusiveness. 
 Workgroup discussion and feedback. 

 
Project Timeline and Process 
 The initial project timeline was to be from December 2005 to May 2006. Due to 
scheduling, the project timeline has been extended. Region VII of the Office of Minority 
Health (OMH) HHS has also contracted to provide the training in the following states: 
Kansas, Nebraska, Iowa, and Missouri. 
 
Training Schedule 

 Utah Health Department (December 5 & 6, 2005) 
 Wyoming Health Department (April 11& 12, 2006) 
 Colorado Health Department (June 27& 28, 2006) 
 North Dakota Health Department (Bismarck & Fargo) (June 12-16, 2006) 
 South Dakota Health Department (TBD) 
 Montana Health Department (TBD) 

 
Project Outcomes 
 This project seeks to achieve two essential goals related to the reduction of health 
disparities. First, the content of the training addresses basic information related to cultural 
competency, inclusiveness, and regulatory compliance-based information. Strong emphasis is 
placed on understanding the link between cultural competency and inclusiveness in reducing 
health disparities. Participants are provided a framework to begin putting into action this 
knowledge in their work. Second, the training seeks feedback from participants to create a 
plan to address issues of cultural competency and inclusiveness within public health. The 
feedback provided by the participants serves as the first step in developing an inclusive 
action plan to address issues related to the reduction of health disparities. This plan is 
followed by the Sate Office of Health Disparities or State Office of Minority Health. 
 
Training Evaluation 
 The following lists are part of the training evaluation. Participants are asked to rate 
each item on a scale from 1-5 (1= Poor   2= Fair   3= Average   4=Good   5= Excellent). The 
overall average for the first training was 4.27 and for the second training 4.62. 
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Training Evaluation Items 
 Training Objectives 

 Establish baseline knowledge for inclusion in the context of culturally and 
linguistically appropriate services. 

 Discuss core competencies and compliance-based elements in providing 
services to diverse communities. 

 Provide the audience with practical applications for building and sustaining an 
inclusive environment. 

 Overall Effectiveness 
 Were the teaching methods and strategies effective? 
 The information I learned in this training will enable me to consider other 

cultural perspectives when working with diverse groups. 
 The information I learned in this training will enable me to integrate cultural 

competency concepts in my daily practice and work. 
 The information I learned in this training has increased my awareness of the 

importance of cultural competency and its impact on positive health outcomes. 
 The information I learned in this training has provided me guidance in 

developing culturally and linguistically appropriate services that are inclusive 
and sensitive to the needs of diverse communities. 

 The information I learned in this training has increased my awareness of the 
importance of cultural competency and inclusiveness as important variables in 
helping reduce racial and ethnic health disparities. 

 I would recommend this training to other colleagues. 
 
Workgroup Feedback 
 At the end of the training, the audience participates in a discussion and feedback 
session concerning the challenges for public health in reducing health disparities. Audience 
feedback is gathered with the guidance of three main questions: 

 How have culture or cultural issues shaped the way you conduct your work in 
public health? 

 What aspects of the organization facilitate addressing the issues mentioned 
above? 

 Are there challenges you see in making public health more inclusive and 
culturally competent to address the issues of diverse communities? 
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Discussing Weight in Public Health 
Sara Robbins 

 
 
Background 
 Obesity, as well as the costs associated with it, have become a major public health 
issue. The prevalence of obesity in the United States has increased from 23 percent to 30 
percent in the last ten years, and 65 percent of adults are overweight or obese. We are also 
seeing rises in rates of obesity at younger and younger ages, such that from 1980 to 2000 
rates doubled in children and tripled in adolescents. This increase in weight is of 
consequence considering the co-morbidities that often accompany obesity. Outcomes 
associated with obesity include type 2 diabetes, hypertension, heart disease, stroke, certain 
types of cancers, and gallbladder disease—all of which can be fatal. Non-fatal but 
debilitating consequences include chronic musculoskeletal problems, sleep disturbances and 
breathing problems, as well as infertility and depression. While these consequences have 
been found in children, the prevalence of these diseases is lower in children than in adults. 
Yet, the younger someone becomes overweight the longer someone is exposed to the cascade 
of factors that precipitate these co-morbidities. 
 The rise in prevalence of obesity has been disproportionate among the poor and can 
be explained, in part, by two factors: limited access to nutritious foods and limited access to 
healthcare. With the expansion of the food supply, food has become less expensive—
especially energy dense foods. Energy dense foods tend to be high calorie foods (e.g., potato 
chips and soda). With less money to spend on food, a common strategy is to buy these more 
energy dense foods to maintain dietary intake. A U.S. study showed that a decrease in food 
expenditures by $10 to $20 a month was associated with a net increase of 300 calories in 
daily energy intakes. The Women, Infants, and Children (WIC) program strives to offset the 
higher cost of nutritious foods by providing nutrient dense foods for improving the growth 
and development of pregnant moms and their children. The initiative Healthy People 2010 
recognizes the disparity in access to quality healthcare among those with lower incomes and 
the impact this has on health. They have included proposals not only for improving direct 
healthcare provider services, but also for improving health education and services provided 
in the community. 
 Effectively addressing obesity in any population is a multi-faceted task and is 
dependent upon the skills and confidence of the practitioner as well as the resources of those 
whose health is in question. In the public health arena, as in other settings, obesity is often 
being overlooked as a health problem. This could be related to the lack of resources the 
practitioner has at his disposal to elicit change in the client, or it could be related to questions 
the practitioner has about their own adequacy in discussing weight with the client. Because 
of the rise in prevalence of obesity, especially among the poor, the public health system as a 
whole needs to find a way to join forces in combating this issue to minimize the mixed 
messages on weight. 
 
Vision 
 A public health community that shares a common ground and provides consistent 
messages based on current scientific knowledge in discussions of obesity throughtout a 
variety of settings. 
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Goal 
 Develop a curriculum based on current scientific knowledge and common messages 
to educate all levels of service providers within public health. Develop a referral system for 
use when a public health provider feels nutrition counseling is beyond their knowledge 
and/or comfort level to a Registered Dietitian (RD) who would be available for a higher level 
of nutrition counseling and or follow up. 
 
Timeline 
 Stage 1 

 Develop a referral system for a RD who will spend one day a week in four 
different offices with the capacity to receive referrals from region-wide public 
health offices. (Timeline: January 2006) 

  Stage 2 
 Assess the competence of staff with a questionnaire to be given to all staff 

working for Family Planning, Children's Medical Services, Family Infant 
Toddler Program, Family Support Program, and WIC. This will assess current 
knowledge on obesity issues, messages currently given to clients concerning 
their weight, willingness and finding an agreeable avenue for training, and 
personal health practices. (Timeline: February 2006) 

 Stage 3 
 Develop curricula for training the office staff on ways to address obesity 

based on staff need, concepts of motivational interviewing and scientifically-
based nutrition information, with additional resources for the staff to use with 
their clients. (Timeline: March 2006) 

 Stage 4 
 Present curriculum to all clinical staff in the region at Clinician's meeting. 

(Timeline: April 2006) 
 Stage 5 

 Provide more in-depth training for staff in the four offices the RD is working 
in one day a week to ensure common messages are being used and appropriate 
referrals are being made to the RD. (Timeline: July 2006) 

 Stage 6 
 Evaluate the usefulness of the training, resources provided, and future needs 

through a post-evaluation of the staff. Evaluate the usefulness of the referral 
system by looking at the number of referrals made over time and where the 
referrals originated from in order to assess the need of an RD in every office. 
(Timeline: August 2006) 

 
Results 
 A survey was conducted via e-mail to all public health staff within Regions 1 and 3 
on the messages they convey to clients concerning weight, nutrition, and exercise as well as 
their personal health habits. The results showed: a consistent message on increasing fruit, 
vegetables, and whole grains; an inconsistent message on the amount of exercise 
recommended; a long list of resources required to convey the message more effectively; and 
a consistent comfort on their personal health habits. 
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 There were three areas of concern expressed in the responses from the survey. The 
first concerned the consistency of the messages around recommended foods, namely, how is 
this message provided to the clients? This is especially important when we consider 
practitioners' and our culture's perception of good food versus bad food and the tendency to 
encourage diets. The second was the inconsistency of the role of physical activity in 
impacting weight and health. While many professionals recommend up to 60 minutes a day, 
how reasonable is this recommendation for our clients? The last concern was that all 
responders stated they were very comfortable with their weight and health. It is likely that 
this was a poorly written question and did not address how comfortable practitioners feel 
when they prescribe eating better and exercising more when they personally are not 
practicing these habits. 
 With information gleaned from the survey, I met with a WIC program manager and 
the Medical Officer to discuss the key messages we would like public health practitioners to 
convey to clients. These include: increasing activity in any form as much as possible, 
encouraging the food guide pyramid, decreasing sweetened drinks, and watching less 
television. Another area of concern was the implementation of individual program area 
curriculums to address obesity and how this will fit into our regional obesity plan. This 
committee will meet to look over handouts and other materials provided by the programs and 
evaluate their effectiveness based on our regional plan. The committee also concluded that 
ongoing nutrition education was needed for the practitioners. We decided that at each of the 
regional practitioner's meetings I would discuss a nutrition topic. The first discussion was 
held in March for the practitioners from Regions 1 and 3. The goal of the talk was to help 
practitioners recognize how their personal health habits influence the way they talk to their 
clients. Also, by practicing motivational interviewing techniques, practitioners can help elicit 
change in their clients. 
 Finally, family planning practitioners are to refer all clients who meet overweight 
classification based on the BMI to the regional dietitian. 
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Project Math and Science 
David Salinas 

 
 
Background and Importance 
 According to the National Center for Education Statistics, the number of persons 14-
24 years old is expected to increase between 2000 and 2020. During that time span, the 
population of Hispanics is expected to increase much more rapidly than the population of 
Blacks and Whites. Between 2000 and 2010, the number of Hispanic 14- to 17-year-olds is 
expected to increase by 34 percent and the number of Black youths in this age bracket is 
projected to increase by 7 percent. Similar increases are also projected between 2010 and 
2020—a 21 percent increase of Hispanic youth and a 1 percent increase of Black youth. In 
the next age bracket the number of Hispanic 18- to 24-year-olds is projected to increase by 
18 percent between 2000 and 2010 and increase another 18 percent between 2010 and 2020. 
 As the Hispanic population continues to grow in every metropolitan city so does the 
need for medical providers to be culturally competent and, therefore, it has become even 
more apparent that it is of the utmost importance to educate the youth now in preparation for 
the future, so that our youth are prepared to fill professional roles. However, because of their 
cultural background, limited English language skills in the family, and limited incomes, 
Hispanic youths may have a difficult time understanding the material that is presented to 
them in the classroom—in many cases these youth have little or no help to attain full 
understanding of the course materials. Youths who do not fully grasp the classroom lessons 
often feel frustrated, rejected, isolated, and unable to bond with their school. 
 
Vision 
 My vision is to have an increased number of Hispanic first through eight graders with 
a solid understanding of basic math and science. 
 
Specific Goal 
 My goal is to develop a bilingual/bicultural after-school math and science tutoring 
program for Hispanic youth. The aim of this program is to empower Hispanic youth with a 
set of skills that will increase their personal levels of confidence, pride in their culture, and 
help propel them to medical careers where they will be able to provide appropriate, 
culturally-competent medical care to the rapidly increasing Hispanic population. 
 
Project Timeline 

 Secure a location and time at Holy Trinity Catholic Church (HT) to hold an 
after-school math and science tutoring program for Hispanic youth. (Location 
secured by June 2006.) 

 Secure funds for the purpose of offering college scholarships to the tutors. 
(Funds secured by June 2006.) 

 Promote the program through HT Sunday bulletins (church) and at the Holy 
Trinity Catholic School. (Start program in the fall semester June 2006.) 

 Continued, ongoing feedback with the HT principal, the Hispanic coordinator, 
and students, as well as keeping records of their grades. 

 



RIHEL Project Reports 2006/82 

Resources Required to Successfully Complete the Project 
 I will need a secured location and time at HT to hold tutoring sessions twice a week. 
In order to do this, the principal will need to grant me permission. The Hispanic Coordinator 
of HT is providing assistance in this matter. Participation and cooperation from the students' 
parents will also play an important role in the success of this program. Moreover, I will 
submit grant proposals to organizations that fund programs like this one, requesting funds to 
be able to run such a program and to make available scholarships for tutors and students who 
demonstrate serious interest in pursuing a university career. 
 
Risk and Analysis of those Risks 
 Project Risks: The work schedules of parents and the students' after-school 
responsibilities may lead to conflicts, and, thus, parents and students may be unwilling to 
participate, which would affect the success of this project. On the other hand, an 
overwhelming response to this project could also be detrimental to our success because not 
having enough support or help with a large group will limit the quality of the help that can be 
provided. 
 Personal Risks: Without added man power or financial incentives, my workload 
might be overwhelming. As coordinator of this project, it is my responsibility to advertise, 
recruit, and retain Hispanic students who are in need of math and science tutoring, to engage 
them in their school work when necessary, to provide quality assistance and explanations of 
their work, to maintain a grade record to assess their academic status, and to develop and 
encourage peer-to-peer assistance. With the appropriate planning I am sure this project can 
be a model program. 
 
Communication System Among Persons Involved in the Project 
 All stages of this project will include a continual dialogue between me, the principal 
of HT, the Hispanic coordinator at HT, students, and their parents. When people who are 
interested in assisting me in this project volunteer themselves, a continual dialogue with them 
will also begin. 
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Connecting Health Departments and Rotary Clubs 
to Encourage Health Promotion Projects 

Mary F. Shaffran 
 
 
Background 
 Rotary is a worldwide organization of business and professional leaders that provides 
humanitarian service, encourages high ethical standards in all vocations, and helps build 
goodwill and peace in the world. Approximately 1.2 million Rotarians belong to more than 
32,000 clubs in 168 countries. I have been a Rotarian in the Crystal City/Pentagon, Virginia 
club for 12 years, and have been its President in addition to numerous other posts. I am 
currently Public Relations, Health Concerns, and Scholarship Chair at the Rotary District 
7610 level, supporting 52 clubs in these areas. My job as the Principal Director of Public 
Health Systems at the Association of State and Territorial Health Officials allows me the 
privilege of knowing many health leaders at the state and local levels. I have a good working 
relationship with state health officials and many of the projects that I work on require 
connections with local leaders as well as laboratory technicians, epidemiologists, chronic 
disease directors, etc. 
 
Vision 
 It is my belief that making a concerted effort to connect health leaders with Rotary 
Clubs across the country will result in greater awareness of health issues with business 
leaders and create motivation for Rotarians and Health Departments to work together to 
improve the health of Americans. 
 
Specific Goal 
 To connect Rotarians and State and Local Health Departments in northern Virginia to 
health issues between March 1, 2006, and February 28, 2007, and continue this effort in two 
additional states, Colorado and Georgia, between 2007 and 2008. 
 
Progress to Date 
Phase 1: March through June 2006 
  In the first phase of the project I am to complete the following tasks: 

 Connect the Crystal City/Pentagon Rotary Club and its local Health Department 
by having Reuben Varghese, Arlington County Health Director, speak with the 
club. 

 Develop a presentation on health concerns for Rotarians and set dates to give 
the presentation to at least two clubs by the end of June 2006. 

 Contact the Virginia State Health Department and request that they send me the 
addresses of the local health departments in VA, and put these on a map 
associated with the locations of local Rotary Clubs. 

 Post this information as appropriate on the Rotary District 7610 Web page and 
share with the 52 Presidents and District Governors by e-mail. 

 
 March was health and environment month for the Crystal City/Pentagon Rotary Club 
and I was able to secure two speakers for club meetings, Dr. Reuben Varghese, who spoke 
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about the leading health issues in the nation and the particular challenges to Arlington, and 
another speaker who spoke specifically on mental health issues in Virginia. 
 The Virginia Department of Health has provided information to get me started on 
mapping the locations of Rotary Clubs and Health Departments in Virginia. My office is 
currently working to load GIS software so that my team can begin using it. 
 I am slated to give my first presentation on health concerns at the Rosslyn/Ft. Meyer 
Rotary Club at the end of May, 2006, and the presentation will focus on the Alexandria 
Health Assessment. I also hope to present information on opportunities to volunteer in the 
surrounding area. 
 
Phase 2-4: Over the months of 2006 

 Connect ten more clubs with Health Departments. 
 Continue to give speeches on health concerns to Rotary Clubs. 
 Add to the map of clubs and health agencies the location of clinics, food banks, 

homeless shelters, and potentially eldercare facilities where volunteers are 
needed. 

 By the end of September, assess the results of the connections and determine if 
there is a better way to approach this. 

 
Phase 3: October 2006 through March 2007 

 Discuss with family and colleagues in Colorado about how to approach Health 
Departments in Rotary Clubs given their culture and current status. 

 Recruit Health Concerns district level leaders in Colorado to help with this 
project. 

 Connect one or two clubs that are open to this idea by December, 2007. 
 Assess results in March. 
 Begin to expand the effort to the Rotary clubs in the state of Georgia.  

 
Phase 4: April 2007-June 2008 

 Write an article for Rotary World to report on results. 
 Connect with district leaders and Rotary International to see whether this 

approach can be replicated in other states. 
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Reasoning Behind Public Health Departments Implementing 
Public Information Campaigns 

Stewart Thomas 
 
 
Background and Importance of the Project 
 Public health departments use public information campaigns for the promotion of 
various services. These services include direct service, research, and quality compliance for 
environmental and health-related needs that are basic essentials for the community. 
Communities take advantage of the benefits as a result of the efforts of local health 
departments, often without the knowledge that they are doing so. Public information 
campaigns offer awareness—they are avenues for education and serve the purpose of 
offering information. 
 A recent billboard campaign was displayed for three months on a main boulevard in 
inner-city Denver in an area known for its high volume of prostitution and drug activity. This 
brought surprising awareness to public health officials that sexually transmitted diseases 
(STDs), especially syphilis, were on the rise and that risks are still prevalent in the 
community where the billboard was placed. 
 In response, Denver Public Health STD Prevention learned that increased awareness 
and education needed to be provided to the community. 
 Denver Public Health, in collaboration with the Colorado Department of Public 
Health and Environment (CDPHE), recommends that increased public information 
campaigns for all STDs, including syphilis, needs to be disseminated to targeted populations. 
These campaigns will offer awareness, educate about risks, and inform community members 
how to screen for STDs. Recommendations are to create and disseminate public information 
campaigns to specific target populations on a quarterly basis through mass media including 
television, radio, newspaper, and other feasible media avenues, that are most likely to reach 
specific populations who are at risk. 
 
Vision 
 As a result of public information campaigns, the target population will show 
significant decreases in STD incident rates enabling persons to (1) have increased awareness 
and education of risks, (2) better communicate safer sexual practices, and (3) inform targeted 
community members how to screen for STDs. 
 
Specific Goal 
 To create a city-wide strategic plan in collaboration with other community-based 
organizations and the CDPHE that will increase screening for STDs and show increased 
awareness and decreased STD rates in the Denver-metro area. 
 
Steps Taken 
 Two focus groups were conducted with community members in order to formulate 
strategies on how best to disseminate messages about the risks pertaining to STDs as well as 
other appropriate responses to these risks. Both groups identified new and pertinent messages 
that have yet to be widely distributed to the represented target populations. 
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 Focus Group One: In an effort to gather the opinions of professionals who provide 
services, recruiting efforts for the first focus group were conducted through four different 
community-based organizations that predominantly serve African American and 
Latino/Hispanic men who have sex with men. Five representative men were recruited, all of 
whom were experienced prevention workers within their respective agencies. 
 Focus Group Two: The second focus group consisted of nine gay, lesbian, bisexual, 
or trans-gendered (GLBT) youths under the age of 17. By visual observation, there were two 
Latino/Hispanic youth and seven Caucasian youth. There was no inquiry as to specific 
identity or orientation; however, all participants of this group were recruited through the 
GLBT Youth Center in Denver. 
 
Findings 
 The first focus group identified two issues in their communities that they felt were not 
being adequately addressed—rampant cocaine abuse and public messages that do not target 
African American and/or Latino ethnic groups. 
 The second focus group identified issues that were more closely tied to their social 
identity than did the previous group—public messages that do not address social health 
issues and substance use (tobacco smoking and methamphetamine—both smoking and 
injection usage). 
 The GLBT youths expressed a dire need to address methamphetamine abuse because 
it may create other psychosocial indicators such as social seclusion, isolation from peers, 
depression, low self-esteem, and severe weight loss. 
 
Conclusion 
 The dominant needs identified by the two focus groups are, (1) tailoring the messages 
to specific ethnic, cultural, and/or age groups, and (2) addressing the issue of substance 
abuse. 
 Recent data in the Denver area has shown an increase in HIV diagnoses among 
GLBT youth, therefore, a decision was made by me and other collaborators to construct a 
social marketing campaign to target GLBT youth in the Denver-metro area. We developed 
4x5" "palm cards" that have a unique graphic on the front side and messages pertaining to the 
risks associated with use of crystal-meth, as well as information on where to seek desired 
support and/or services for youths, on the reverse. These cards will be widely distributed 
through outreach and social networking efforts as well as displayed prominently in local sites 
and venues patronized by GLBT youth. Currently, campaign materials are undergoing a 
second revision, with distribution anticipated to begin mid-summer 2006. 
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Web-based Grants Management Portal 
Heather Tolby 

 
 
 This project design is intended to facilitate the administration of prevention services 
grants to local health agencies, community-based organizations, and other entities funded to 
undertake public health prevention projects. 
 
Project Goal 
 Implementation of a Web-based grants management portal for administration of 
prevention services grants at the Colorado Department of Public Health and Environment 
(CDPHE). 
 
Secondary/Process Goal 
 Develop a long-term, collaborative program that requires the commitment and active 
collaboration of a majority of programs within the Prevention Services Division of the 
Colorado Department of Public Health and Environment. 
 
Background (Current Grants Management Status) 
 Due to recent funding gains, the volume of prevention services grants made available 
to local-level organizations has grown exponentially. With some exceptions, the process by 
which these dollars are administered is largely uncoordinated and non-standardized. The 
typical experience of a county health department program staff person seeking financial and 
technical support for local public health initiatives can be time-consuming and confusing. 
Requests for proposals (RFPs) released in this area are often promoted via word-of-mouth, 
through announcements at Denver-based coalition meetings, and by way of e-mail listserves, 
as well as through coalition or program Web site postings. RFPs are occasionally listed on 
the bottom of the Colorado Department of Public Health and Environment's Internet 
homepage http://www.cdphe.state.co.us/cdphehom.asp. under a heading of "public notices 
and announcements." 
 This methodology presents a barrier for those seeking funds. E-mail listserves are 
inconvenient for those wishing to manage their electronic mail volume and inaccessible to 
those who are not members of the originating group. Denver-based coalition meeting 
announcements are ineffective for those with limited time to devote to multiple coalitions or 
a dearth of resources to direct toward travel or monitoring large amounts of meeting minutes 
or Web sites. RFP release dates are inconsistent from year to year, and the due dates often 
conflict with those of other internal funding sources, forcing many small offices—assuming 
they are able to obtain notification—to choose between applying for one grant over another 
because of personnel time constraints. Further barriers exist regarding formatting; RFP 
templates and reporting mechanisms are not standardized from program to program, 
necessitating a relearning of protocol with each individual grant. 
 The project vision includes the development of a Web-based portal to be utilized in 
the administration of all division grants. Those seeking funds could visit one Web site to 
monitor the release of RFPs and a calendar of projected annual release dates by which to plan 
their program schedules and block out adequate time for grant writing and reporting. Further 
benefits for users would include grant-writing tutorials and pre-populating form fields for 
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returning applicants. Reporting and RFP forms would reflect a common, standardized format 
with which grantees could become familiar and conversant, allowing for a focus on content 
rather than format. Benefits for program administrators would include the ability to sort data, 
research common awards, and increase cross-programmatic collaboration and the leveraging 
of funds. 
 
Project Summary 
 The following summary outlines internal steps undertaken to gather data regarding 
project feasibility, cost projections, anticipated utility, and programmatic support. 
 
Steps Undertaken 
 I've conducted a meeting with Shirley Vaughan, Web Coordinator, CDPHE Center 
for Health and Environmental Information and Statistics. 
 
Findings 

 The Web master is willing to be trained on necessary programming on ASP.net and 
File Transfer Protocol to transfer files to another server. Project may need to sit on 
state server rather than utilizing an upload/sync process. 

 Meeting with Kristina Kiburz, Information Technology (IT) Professional, Health 
Facilities Division of CDPHE. 

 Findings: Ms. Kiburz developed and utilizes a Web-based reporting system 
for the reporting of occurrences from health facilities nursing homes. The end-
user is able to type in an identifier and receive pre-populated fields. Using an 
event-based ticket manager approach with predefined user names and 
passwords, a ticket is issued for each unique plan of correction. Users type in 
or cut and paste their plans. Once submitted, these become read-only to the 
user. 

 Meeting with Bob O'Dougherty, IT Department Head. 
 Findings: IT Director is supportive of the plan, outlines estimated costs 

(~$100,000 for site development, ~30 percent annually for maintenance) and 
suggests the utility of a dedicated server. 

 Meeting with Section Program Managers. 
 Findings: The project concept was supported by all program managers 

present. Representatives were recruited for the work/implementation group. 
 Meeting with Lena Peschanskaia, Chief Fiscal Officer Prevention Services Division. 

 Findings: Supportive of the plan for site development. Offers opportunity for 
input into the Position Description Questionnaire for a Division Web 
Coordinator position soon to be posted. 

 Meeting with Jillian Jacobellis, Division Director. 
 Findings: Director is very supportive of division-wide programmatic 

integration projects. Suggests the utility of researching similar projects in 
other states. Offers full support, including assistance of support staff. 

 Meeting with focus group of section program staff. 
 Findings: The project concept was supported by all staff members present. 

Representatives were recruited for the work/implementation group. 
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 Meeting with Division Program Managers. 
 Findings: The project concept was supported by all program managers 

present. Representatives were recruited for the work/implementation group. 
 Discussion with Gina Fabrarro. Tony Grampsus, Program Manager TGPM expresses 

interest and requests involvement with project development. 
 Meeting with Division Director's assistant. 

 Findings: Division Director's assistant volunteers assistance with development 
of project. 

 Meeting with Jose Esquibel, Interagency Prevention Systems, CDPHE Prevention 
Services Division—TBD. 

 Meeting with Tobacco Program staff. 
 This program has been in the process of researching Web-based reporting 

systems for use within their individual program only. Program has also 
developed a standardized RFP for internal use and formed a subcommittee to 
explore next steps. 

 
Immediate Next Steps 
 Survey of end-users recruited from currently-funded and non-funded local health and 
community-based organization representatives. 
 Meeting set to design and implement Phase I, the creation and maintenance of a 
Prevention Services Division Web-based grants calendar. 
 It has become apparent that the implementation of this project will be longitudinal 
and multi-phased. The ultimate success hinges on the active support and collaboration of 
dozens of largely siloed public health programs. This factor poses a challenge to my 
professional comfort-level regarding reliance on others and will be/has been a meaningful 
exercise in shepherding a long-term project that I cannot ultimately complete on my own. 
The development, implementation, evaluation, and ultimate success of the project involve 
many partners operating throughout a large, bureaucratic organizational structure. While this 
factor increases its vulnerability, my hope is that the variety of input will vastly strengthen 
the quality and utility of the final product, just as we experienced in the group exercise in 
Florissant. 
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Health Advocacy Training for Men 
Starting with Cervical Cancer in Southeast Colorado 

Ada Torres 
 
 

The aim of this project is to train Hispanic men on women's health issues, 
specifically, breast, cervical, and colorectal cancer, with a separate module for the men on 
prostate cancer. We are hoping that this training will increase the number of women who are 
being screened for these cancers as well as increase the number of men getting colorectal and 
prostate screenings. 

I will be working with the Latino American Health Network here in Colorado Springs 
to develop the curriculum and will also work with one church here in town this year. We 
hope to establish a "best practices" to expand throughout the city as well as in southern 
Colorado. 

We will be working with the Penrose Cancer Center, Peak Vista, and Memorial 
Hospital, as well as Our Lady of Guadalupe Catholic Church, and several oncology and 
mental health specialists to provide training of promotoras to do community outreach to 
teach men about the importance of supporting the women in their lives to get much needed 
early screenings. I have spent some time developing these contacts and getting support for 
this project. 
 
Proposed Curriculum Topics 

 Duties and responsibilities of a promotora de salud. 
 Basic cancer biology. 
 Specific biology of each cancer:  breast, cervical, colorectal, prostate. 
 Basics on communicating with men about sensitive issues of a woman's body. 
 A module on effective leadership skills. 
 A module on mental health issues that arise in numerous scenarios, for 

example: 
 The importance of men supporting their wives, lovers, female 

relatives, and friends. 
 The importance of knowing the mental health issues that may arise 

when a man's female relative is diagnosed with cancer. 
 A resource module for learning about what is available in the community and 

where to send women to get screened. 
 A module for learning about how to fill out the paperwork. 

 
I am applying to do this as a pilot project with Denver's Latino Research and Policy 

Center with Drs. Estevan Flores and Angela Sauaia (Colorado Foundation for Medical Care), 
among others, who have pledged to help me. I am fairly certain that Dr. Ohlsen from 
Pueblo's St. Mary Corwin Cancer Center will also support this work. Even if not picked up as 
a pilot project, we will conduct this training this year, and we will be holding a committee 
meeting some time in June. 
 I see the RIHEL leadership training I have received as vital in helping me organize a 
group of collaborators who will want to help support this type of work in a number of ways, 
as well as helping me to encourage others to collaborate with each other. 
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 If you are interested in being invited to the training or being kept in the loop as to the 
progress, please let me know: 
 
adatorres@centura.org 
adamariatorres@hotmail.com 
719.776.5669 O 
719.593.2856 H  
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Electronic Injury Surveillance System Project 
Lisa VanBramer 

 
 
Background and Importance of the Project 
 Injury Burden: Each year in the United States, motor vehicle traffic crashes are the 
leading cause of fatal injury, and among those aged 1 to 34 they are the leading cause of 
death, resulting in 44,065 deaths in 2002, a rate of 15.8/100,000 population. (Please refer to: 
http://www.cdc.gov/ncipc/wisqars/default.htm.) Unintentional injuries are the leading cause 
of death for Coloradoans aged 1 to 44 years of age (Injury in Colorado 2002). In 2002, there 
were 1,812 unintentional injury deaths in Colorado—for an age-adjusted death rate of 
42.9/100,000, a rate nearly 20 percent higher than that for the United States as a whole. 
(Please see, www.cdc.gov/ncipc/wisqars/default.htm.) Forty-two percent of those deaths 
were due to motor vehicle traffic-related events. 
 Each year, more than 600 Coloradoans are killed and nearly 4,500 are hospitalized for 
injuries sustained in a motor vehicle traffic crash. The estimated economic cost due to motor 
vehicle crashes in Colorado in 2000 was over $3.2 million, representing $762 per person and 
2.3 percent of per-capita personal income. Motor vehicle traffic crashes also contribute 
substantially to the significant demographic disparities in injury deaths among Coloradoans. 
Death rates from motor vehicle crashes in Colorado are significantly higher among Hispanics 
and American Indians than among white non-Hispanics. Death and hospitalization rates for 
motor vehicle traffic injuries are also highest for Coloradoans ages 15-24 and 75 and older. 
These data indicate a need for targeted prevention efforts for specific groups, including 
Hispanics and American Indians, teens and young adults, and the elderly. 
 Need for Improved Surveillance Systems and Use of Geographic Information 
Systems: By statutory authority, the state of Colorado mandates reporting of trauma-related 
hospitalizations and deaths. Although multiple state and local agencies collect data relevant 
to injury surveillance and epidemiology, no comprehensive system currently exists in 
Colorado for data collection and analyses either of non-hospitalized, non-fatal injuries or of 
follow-up after hospitalization for acute injury. As described by the National Center for 
Injury Prevention and Control, www.cdc.gov/ncipc/ncipchm.htm, there is a need for linkage 
of databases and new data-captured technologies, especially to link pre-hospital data with 
out-of-hospital data and also pre-trauma center and post-hospital release. 
 As electronic clinical information systems enter the mainstream of acute care 
practice, new opportunities arise to use clinical data for public health surveillance of injuries 
and other acute health problems. Research is needed to identify the point-of-care data that 
should be recorded and reported, to resolve questions about terminology and classification 
systems, to guide decisions about linking disparate systems, and to evaluate the benefits and 
costs of new approaches to public health surveillance of injuries and other acute conditions. 
 This project can help establish and maintain relevant data standards. For example, in 
emergency and trauma care, standards would include data elements, clinical vocabularies, 
and coding systems that convey information about the nature, severity, treatment, and 
outcomes of injuries. Enhanced data collection and analyses of traffic-related injuries will 
help inform decision-makers and hopefully guide interventions to prevent, treat, and 
rehabilitate the injured. Because injury is an under-recognized major public health problem 
facing the United States, injury studies present unparalleled opportunities for realizing 
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significant financial and human savings. Surveillance of traffic-related injuries at the local as 
well as the state levels is essential to set research priorities and to target and evaluate 
intervention efforts. Thus, this project focuses on linking data to enhanced injury surveillance 
capacity and direct local public health interventions. Successes and lessons learned from the 
activities of this project will be used to assist the state of Colorado in developing injury 
surveillance systems for use in other domains which also have significant morbidity and 
mortality rates. 
 
Vision 
 To develop an electronic injury-surveillance system that incorporates geospatial 
analysis as a tool to improve the comprehensiveness, usefulness, and accessibility of injury 
data in order to improve subsequent injury prevention, treatment, and rehabilitation efforts. 
 
Goals and Project Timeline 

 Identify, evaluate, and establish pre-hospital sources of motor vehicle traffic-
related injury data. 

 Identify pre-hospital (e.g., ambulance, fire department) data 
sources. (Completed) 

 Evaluate any sources of pre-hospital data for inclusion in a data 
dictionary used for establishing linkages. (Completed) 

 Evaluate any sources of public works, department of traffic safety, 
or others for potential denominator data (e.g., traffic per hour, cars 
per day) to create a rate of traffic accident report (TAR) rate. 
(February, 2006) 

 Identify, evaluate, and establish linkages between pre-hospital data sources and 
a local, integrated healthcare system's trauma registry to create an Electronic 
Injury Surveillance System (EISS). 

 Receive sample data and develop a comprehensive data dictionary 
for each pre-hospital data (i.e., Office of Safety TARs, 911 
dispatch, and emergency medical service trip reports) and hospital 
data sources, to create an EISS. Conduct a preliminary review of 
the completeness of data and report all variable values and 
meaning based on analytic review. (Completed) 

 Conduct a qualitative analysis of pre-hospital and hospital data 
system owners to determine what are the perceived barriers and 
potential areas for collaboration around data transfer and linking 
identifiers across systems. (February, 2006) 

 Use a Geographic Information System (GIS) utility to analyze temporal and 
spatial aspects of motor vehicle traffic-related incidents. 

 Train the principal investigator in the use and applications of a 
GIS. 

 Complete the Environmental Systems Research Institute GIS 
introduction program. (Completed) 

 Complete an advanced GIS course at the University of 
Colorado at Denver (UCD). (Completed) 
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 Geo-locate/address-match all TAR records from the city of Denver 
for the year 2003. (Completed) 

 Use a geographic information system temporo-spatial analysis 
using spatial correlation techniques to identify areas of increased 
TAR events. (February, 2006) 

 Share GIS findings as a guide to areas of motor vehicle traffic-related injury 
intervention activities. 

 Submit an abstract for presentation at the Society of Academic 
Emergency Medicine in May. (January, 2006) 

 Prepare an abstract for the University of Colorado at Denver and 
Health Sciences Center's (UCDHSC) Epidemiology Exchange. 
(February, 2006) 

 Prepare a presentation for Spring RIHEL retreat. (April, 2006) 
 Develop a multi-agency workgroup to develop a collaborative community for 

injury surveillance efforts and enhance capacity to perform geographic analyses 
of injury-related events. 

 Conduct quarterly research exchange meetings between the 
University of Colorado Health Sciences Center (UCHSC), (UCD), 
the Colorado Department of Public Health and Environment, and 
Denver Public Health to identify commonalties, share methods, 
findings, or needs, and develop a collaborative learning 
community. (Quarterly for entire year) 

 Build on these relationships to design and build a prototype GIS 
analysis project for use with traffic-related injuries. (August, 2006) 

 
Resources Required to Successfully Complete the Project 
 Currently, I am funded as the principal investigator for this project through the 
Centers for Disease Control and Prevention (CDC). The grant funds my time at 80 percent. I 
also have a data analyst and student research assistant funded part-time. Additionally, I have 
significant support and guidance from Carolyn DiGuiseppi, MD, MPH, PhD; Deborah 
Thomas, PhD, at UCDHSC; Art Davidson, MD, MSPH, at Denver Public Health; and Holly 
Hedegaard, MD, MSPH, at the Colorado Department of Public Health and Environment. 
 
Risks and Analysis of Risks 
 One significant risk is the magnitude of this project. Although the goals are 
ambitious, we have a great team that has taken on appropriate tasks in an efficient and 
effective manner. The scope of this project requires the participation of many organizations 
and agencies. In order to facilitate collegial relationships, I have spent, and will continue to 
spend, one-on-one time with partners in order to assess "what is in it for them" and have a 
sense of impending difficulties. Another major risk of this project is in identifying potential 
"Hot Spots" of motor vehicle crashes, it may create conflict with agencies responsible for the 
safety of roads. To this point, we have been able to keep our sights on the common vision of 
reducing injuries to Coloradoans. 
 Personal Risks: As a person who has perfectionist tendencies, one risk is that I may 
become overwhelmed with trying to get this ambitious project accomplished. I will strive, as 
Dr. Marianne Neifert suggested, "to be consistently adequate." I believe that the effectiveness 
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of my leadership will be tested in several ways: as a coalition builder, researcher, 
communicator, etc. I feel fortunate to have so many collaborators and mentors on this project 
to help keep me on task and try to stay realistic. 
 
Communication System Among Persons Involved in Project 
 The primary communication among persons involved is face-to-face meetings. We 
also utilize e-mail and the telephone. We use Evite.com and Outlook to arrange meetings. 
We have made a point of meeting at different locations so that partners have an opportunity 
to collaborate on home turf. 
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Montbello Leadership Coalition 
Kelly O’Keefe Voorhees 

 
 
Overall Project Objective 
 To create a self-sustaining, ongoing coalition of individuals, groups, and 
organizations in Montbello that is able to envision community goals and implement steps to 
achieve and evaluate these collaborative goals. 
 
Vision 
 A shared community vision to effectively reduce sexually transmitted diseases 
(STDs) among Montbello youth by 2008. 
 
Goal 
 Develop a community vision, mission, and strategies to address STDs in Montbello 
from 2006 to 2008. 
 
Project Description to Date 
Stage 1 
 Facilitate a one-day leadership workshop to create a shared vision for Montbello and 
outline steps to move toward this vision as a community from 2006 through 2008. Products 
of this community meeting included a list of action steps, several graphic facilitation maps 
documenting the meeting process, a meeting summary report, a community newspaper 
article, an evaluation summary of the participants' responses to this meeting, and a poster for 
display at local and national scientific conferences. This poster will first be presented at the 
2006 National STD Prevention Conference in May and is entitled: Using Graphic Facilitation 
to Define a Community Vision to Address Sexually Transmitted Diseases: Community-based 
Participatory Research in Colorado. 
 
Stage 2 
 Conduct a baseline social network analysis to describe leadership workshop 
participant relationships in Montbello. This social-network evaluation was completed for the 
December 2005 meeting. It revealed several distinct groups that had come together for this 
meeting, mostly connected to individual facilitators. 
 
Stage 3 
 Continue to investigate the possibility of funding and conducting community-based 
participatory research as defined by the needs and specifications of Montbello participants. I 
was unsuccessful in securing funding for youth participants to attend the 2006 STD 
Prevention Conference, despite soliciting over ten agencies and individuals. Ongoing 
Montbello Leadership Coalition (MLC) meetings to discuss progress of this community-
based participatory research project are scheduled for May and July/August. Culturally 
competent Spanish translation must be provided in community mailings, flyers, e-mails, and 
meetings. 
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Project Results 
 Participants created a list of action steps for 2006, and committed to work on at least 
one step in 2006. The Montbello Leadership Coalition Action Steps, in order of members' 
commitment by vote are: 
 

 Stay involved, keep learning, and start sharing! 
 Have Denver Public Schools and the cities of Denver and Aurora at the table all 

at once. 
 Expand the Montbello Family Health Center to meet the needs of the 

community. 
 Continue to share information with other students and adults. 
 Don't talk about it, be about it. 
 Parents need to get involved. 
 Schools empower and educate youth. 
 Reflect and use information in personal life. 
 Conduct sex education classes. 
 Continue these types of focus groups. 
 Be more involved in the community. 

 
 Community members evaluated the first meeting and assessed their own levels of 
participation. Participants rated the urgency of STDs in the Montbello community an average 
of 9.4 (1=low to 10=high), and 90 percent thought that STDs should be the focus of the MLC 
in 2006. Other suggested focus areas were our community, race issues, and violence. A very 
important indicator of the success of the meeting was that participants were highly likely to 
feel that their ideas and opinions were heard and respected by the group, the average 
response was 3.7 (a range of 3 to 4) on the scale of: 1=Not at all to 4=To a great extent. 
 
Project Challenges 
 Challenges include: (1) how to guide the community members to translate the MLC 
action steps into specific activities and interventions which can effectively address STDs 
among African-American and Hispanic youth; (2) to address the complex and polarizing 
issues around STDs, including community member's expressed and unexpressed anger and 
mistrust toward the health department and STD data; (3) to obtain sufficient resources for 
culturally competent Spanish translation; and (4) to obtain sufficient resources for 
community-based participatory research that teaches collaborative leadership. 
 
Conclusions 
 The finished panels document this extraordinary process in which various members 
of the community defined a shared vision to address a complex medical, social, personal, and 
community issue for which several solutions are possible. Action steps to begin to address 
STDs were documented, and a sense of urgency around preventing chlamydia and gonorrhea 
in youth aged 15-24 years created the impetus for ongoing action in 2006. 
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Implications 
 Use of graphic facilitation to create a shared community vision has the potential to 
allow various groups to come together to create a common denominator which can unite 
community members for action. Participants were asked: 

 What were the most important things that you learned through your 
participation in this event? The answers were: 

 We CAN come together. 
 People care. 
 The number of people that have an STD of some kind. 
 How people can pull together and make a stand that will make a 

difference. 
 Censorship at DPS is preventing youth from STD information. 
 Statistics on STDs. 
 Ideas and feelings from Montbello youth. 
 Agencies that we can turn to for resources. 
 Si muchismo. Si. Bastante. 
 That STDs are a big matter. 
 The numbers of STDs in our community. 
 The STD rate. 
 Rap it up and practice abstinence. 
 I learned that we should improve more on the commitment. 
 Everything. 
 That we have a very high rate in our community for STDs. 

 Note: These responses indicate the community members see great value in working 
together to address a serious community issue. 
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Evaluation of the Impact of Underinsurance on Healthcare by 
Insurance Type in Colorado 

Kent Voorhees 
 
 
Background and Importance 
 For many people in the United States, healthcare is in a state of crisis. There are 45 
million people without health insurance, many of whom are employed. These patients have 
poorer health, worse outcomes, and higher mortality than those who have health insurance. 
Much of the focus in the debate of solving the healthcare crisis in this country is centered on 
this population of uninsured. Unfortunately, there are also many segments of our society that 
have some form of insurance but are actually underinsured; this population needs to be 
included in the debate of how to solve this nation's healthcare crisis. Health insurance in this 
country has become more and more expensive, and in order to make it more affordable there 
has been a significant shifting of the cost to the patient. This shift has taken on many forms, 
such as patients having increases in their insurance premiums, higher deductibles before the 
insurance begins to cover costs, higher co-pays for prescriptions or for care, or care that is 
not covered by insurance at all. 
 Underinsurance means that although a patient has health insurance, they are still 
unable to afford the care that they need, such as being able to afford prescriptions or tests, or 
to see the specialists that they need to see. Several definitions of underinsurance include: 

 Although the patient is insured all year, they are without adequate financial 
protection. 

 Some definitions try to specify this based on income, such as when medical 
expenses amounted to 10 percent or more of income, or for those below 200 
percent of the federal poverty level when medical expenses amounted to at 
least 5 percent of income. 

 Another definition is where health plan deductibles equaled or exceeded 5 
percent of income. 

 Studies have found that those who are underinsured also have poorer health and 
poorer outcomes similar to those without insurance. In 2003, the estimate of those who were 
underinsured in the United States was 16 million people, and it is estimated to be increasing 
each year. Studies have not looked at Medicare or Medicaid, where many people are also 
likely underinsured. In addition, this estimate of those who are underinsured is likely low 
because it looks at people who have already had a medical need that put them into a position 
of having medical expenses that need to be paid. There is likely a large number of people 
who have been fortunate enough to be healthy but are one illness away from discovering that 
their insurance would not adequately cover their needs—the illness could put them in a 
financial hardship situation. This country, in spite of spending as much as four times what 
any other country spends for healthcare, ranks as low as 41st in the world with regard to 
healthcare outcomes. 
 In order to adequately meet the healthcare needs of our citizens, any solution not only 
needs to look beyond just providing some form of coverage for the uninsured, but also needs 
to create a system to solve the problem of the underinsured in order for overall health and 
health related outcomes to improve to an acceptable level. Many changes need to take place 
at a state level first, and it will be important for Colorado to have information to better 
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understand that their citizens who are facing healthcare problems are not only those without 
insurance, but also include those whose insurance is inadequate to financially protect them 
from their illness while providing for the care they need. This understanding will be 
important in the discussion of how to improve healthcare for all. 
 
Vision 
 My vision is to create a healthcare system in which all individuals have the ability to 
receive necessary healthcare and not be put into financial hardship because of their illness. 
 
Specific Goals 

 To complete a study which looks at the healthcare provided in primary care 
offices in order to provide a measure for Colorado of how many patients are 
actually underinsured and unable to afford their healthcare needs, in spite of 
having health insurance. 

 To utilize this information as part of the discussion of how to solve the 
healthcare crisis for the citizens, and perhaps the country. 

 
Project Timeline 
 Stage 1 

 Review the literature and then meet with individuals to obtain information, buy-
in, and collaboration in the implementation of this project. Individuals include 
Bennett Parnes, MD, Director of CaReNet, a primary care research group; and 
Pamela Haynes, PhD, President and CEO of the Colorado Health Institute. 
Also, meet with representatives from The Colorado Health Foundation (TCHF, 
formerly HealthONE Alliance) regarding funding and hold several meetings 
with the State Network of Colorado Ambulatory Practices and Partners 
(SnoCap), a larger primary care research group with 64 practices that will 
conduct this study and finalize the budget. (September-November, 2005) 

 Stage 2 
 Become Colorado Multiple Institutional Review Board (COMIRB) and HIPPA 

research certified. (January, 2006) 
 Stage 3 

 Finalize data collection instrument and pilot the study. (December, 2005-May, 
2006) 

 Stage 4 
 Institutional Review Board (IRB) approval and create analysis plan. (By June, 

2006) 
 Stage 5 

 Data collection in practices and creation of study database. (June-August, 2006) 
 Stage 6 

 Data cleaning, data entry, data analysis. (September-October, 2006) 
 Stage 7 

 Practice feedback, reports, report to TCHF, manuscript preparation, publication, 
possible presentation at a national meeting. (November, 2006-January, 2007) 

 Stage 8 
 Repeat this study in future years to track changes over time. (Future years) 
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Resources Required to Successfully Complete the Project 
 For this study to be successfully completed, it requires the study to be done in a vast 
array of primary care practices that represent a variety of practice models, including 
suburban, urban, rural, and community health centers. SnoCap is a primary care research 
network made up of the following research networks: CaReNet, High Plains Research 
Network, and Bighorn representing about 75 practices that are willing and capable of 
performing primary care research projects. The Colorado Health Foundation has agreed to 
fund this study at the amount of $23,000. Other resources include a study coordinator, a data 
analyst, a biostatistician, as well as supplies, postage, printing, and travel. This study will 
need to go through an IRB before it is implemented. The study will be submitted to an 
appropriate journal once it is completed. 
 
Risks 
 The study will be in the form of a questionnaire that will be given to patients as they 
present to their doctor's office for an office visit. One risk is that patients could be 
uncomfortable in providing the information requested in the questionnaire. Another risk is 
that the patients will not know the answers to the questions. In particular, the question: What 
were their out-of-pocket expenses in the past 12 months? A final risk is that the practices will 
find that the study slows down their ability to see patients according to their scheduled 
appointment times. 
 
Analysis of Risks 
 With regard to the patients feeling uncomfortable revealing the requested 
information, this study will be done anonymously and the patient has the option of choosing 
not to participate in the study. Their responses will be placed in an envelope to help ensure 
the confidentiality of their answers. With regard to patients not knowing the answers, in 
particular their out of pocket expenses, the study asks for their best estimate. One of their 
options is "No idea." If a substantial number of patients end up checking "No idea" that is 
useful information indicating that patients may not be aware of what they are spending out of 
pocket on healthcare. With regard to the possibility of the study slowing down the flow of 
seeing patients, these practices are accustomed to doing primary care research projects. If the 
questionnaire can not be completed prior to being seen by the provider, it could be completed 
after the visit. 
 
Communication System Among Persons Involved in the Project 
 The major communication system for this study is e-mail. In addition there have been 
face-to-face meetings, group meetings, and phone calls. These will continue to be the form of 
communication for this project. 
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Identifying and Establishing Points of Distribution Sites for a 
Mass Vaccination Plan for Pueblo County’s Populace 

Kenneth Williams 
 
 
Background and Importance of the Project 
 Federal funding is allocated to the Pueblo City-County Health Department to properly 
prepare and develop a mass vaccination plan for Pueblo County under the Emergency 
Preparedness and Response Program. In this program, three regional positions were 
developed to complete this task, as well as to meet several other contract deliverables. These 
include meeting training requirements for all staff members, holding community-wide field 
exercises and tabletop exercises, developing emergency plans for an all hazard type of event 
disaster, implementing/incorporating the incident command structure, and developing/testing 
protocol procedures for the Strategic National Stockpile (SNS). The three positions in the 
program consist of a planner, a trainer, and an epidemiologist. Not only do these individuals 
support Pueblo County but also they give support and assistance to four other counties within 
the southern region of the State. The other four counties are Las Animas, Huerfano, Fremont, 
and Custard. The importance of having a mass vaccination plan for Pueblo County is to 
properly administer vaccine and/or medicines in a timely manner in order to protect the 
health of citizens in Pueblo County. 
 
Specific Goal of the Project 
 To determine and establish the number of Point of Distribution (POD) sites needed 
for a mass vaccination plan. This goal is a high priority because these sites would be 
activated and utilized for a disease outbreak, such as for small pox or a pandemic event. In 
determining and establishing the number of POD sites needed for such a plan, several factors 
need to be considered: 
 

 The number of people needed to be vaccinated within Pueblo County. 
 The vaccine must be distributed and the vaccination process must be 

accomplished within the 36 hour time period after receiving the SNS supplies. 
 The total number of personnel available from all agencies (such as Health 

Dept., Medical, Law Enforcement, Fire, Community Volunteers, etc.) that 
would be available to support the POD sites must be determined. Then 
determine the number of people needed to give support at each POD site. 

 The POD sites must be familiar and easily accessed by the community or by 
mass transportation vehicles from surrounding areas. (Geographic appeal to the 
community.) 

 The POD sites must be handicap accessible for the special needs population. 
 The POD sites must be capable of being properly secured and controlled (i.e., 

traffic control—good entrance and exit points). 
 The layout of the POD sites must be considered to see if they can accommodate 

the different staging areas of the vaccination flow plan. 
 The Memorandum of Understandings (MOUs) must be obtained for each POD 

site location from the owner of the facility for utilization. 
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Project Timeline Updates 
 Stage 1 

 Ascertain an accurate number of people that reside within Pueblo County. (By 
October 21, 2005) 

 Completed by due date. Accessed the County's census bureau. 
Approximately 150,000 people reside within Pueblo County. 

 Stage 2 
 Hold meetings with other agencies to establish the total number of personnel 

available to maintain POD sites over a 36-hour time period. (By November 14, 
2005) 

 Completed by due date. The total number of personnel from 
City/County agencies and Medical/EMS facilities that would be 
available to maintain the POD sites is approximately 1,000 
responders. At the present time, ongoing meetings are being held 
with other agencies concerning upcoming tabletop and full-scale 
field exercises regarding a mass vaccination clinic. In addition, job 
action sheets have been completed for staff members of the Pueblo 
City-County Health Department. The SNS response team 
completed this task action. 

 Stage 3 
 Using the total number of personnel available, calculate the number of POD 

sites and the number of vaccination stations needed within each site. Based on 
the vaccination stations, determine the number of vaccinations that must be 
given within an hour over a 36-hour time period to treat the populace of Pueblo 
County. (By November 30, 2005) 

 Completed by due date. The number of POD sites needed for 
Pueblo County based on total personnel numbers available is four. 

 Calculations for one POD site, based on a continuous 36-
hour time period: 3 vaccination stations per POD site, 70 
people needed for each vaccination station, 70 people x 3 
stations = 210 people. Personnel needed to provide security, 
traffic control, and other general duties is ~30 people. 
Therefore, the total number of personnel needed for one POD 
site is 240 people. 

 
Vaccination Rate 

 6 shots/minute at one vaccination station=360 shots/hour 
 360 shots/hour x 3 vaccination stations=1,080 shots/hour 
 total number of shots given at one POD site:1,080 shots/hour x 36 hours = 

38,880 shots 
 
*Total number of people vaccinated based on four POD sites: 
 38,880 shots x 4 = 155,520 people 
*Total number of personnel needed to maintain four POD sites: 
 240 people x 4 = 960 people 
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Note: Three 12-hour shifts would be established to accomplish the continuous 36-hour time 
period at all four POD sites. 
 
 Stage 4 

 Attend neighborhood meetings to survey the community for possible locations 
for POD sites. Start a buy-in process within the community. (By December 19, 
2005) 

 Completed by due date. The major consensus of the community, 
first responders, and SNS team members was to utilize school 
buildings within Pueblo County. 

 Stage 5 
 Conduct site assessments for possible POD sites within Pueblo County.  

Develop a map layout for all criteria factors as stated under specific goals. 
(January 13, 2006) 

 Completed by due date. Site assessments were conducted at school 
buildings and other community state buildings. The four POD sites 
selected were based on the outlined criteria factors: 

 School District 60: East High School and South High School 
 School District 70: Pueblo County High School and Pueblo 

West High School 
 These POD sites will also cover the four major quadrant areas of Pueblo 

County. Alternate possible POD sites (not yet secured with MOUs) are: 
 Community state building, Colorado State Fair Events Center 
 Colorado State University of Pueblo 
 Pueblo Community College  

 Stage 6 
 Obtain MOUs with owners of the selected POD sites. (January 31, 2006) 

 Completed by due date. MOUs have been secured with both 
School Districts 60 and 70. 

 Stage 7 
 Obtain letters of support from City/County agencies, fire departments, law 

enforcement, medical (hospitals/ EMS), Community Colleges (Nursing/Intern 
programs), Emergency Operation Centers, and community organizations (Red 
Cross and Salvation Army). (January 31, 2006) 

 Completed by due date. Letters of support have been secured by 
City/County agencies and community organizations. 

 Stage 8 
 Develop a Medical Reserve Corps and recruit volunteers from the community, 

such as retired medical people, role leaders, special event organizers, etc., and 
complete all training requirements for these individuals. (August 1, 2006) 

 On schedule with projected due date. Pueblo City-County Health 
Department started a process to meet projected due date. 

 
Final Conclusion 
 To date, all deadlines concerning the POD sites have been met. Regarding the 
Medical/Volunteer Reserve Corps, a designated staff member from our department attended 
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a workshop in Texas from April 17-21, 2006. The workshop was specifically dedicated to the 
topic of how to establish and maintain a Reserve Corps within a community. This designated 
staff member and public information officers will begin the education and buy-in process 
within our community. 
 Future Events Scheduled by the Pueblo City-County Health Department: 
 

 Chemical Stockpile Emergency Preparedness Program (CSEPP) exercise 
scheduled for May 10, 2006, for an all-hazard type of incident. 

 Personal Protection Equipment (PPE) drill with staff response members of the 
Pueblo City-County Health Department, May 31, 2006. 

 Home preparedness video for the community completed by June 1, 2006. 
 Develop a safe-haven plan in place for family members of the Pueblo City-

County Health Department by June 1, 2006. 
 A regional tabletop exercise is scheduled for June 14, 2006, concerning a 

pandemic outbreak. 
 Completion of National Incident Management System (NIMS) training: 

Incident Command System (ICS) 700, ICS 100, and ICS 200 for upper 
management by July 1, 2006. 

 Conduct a volunteer exercise for members of the Medical/Volunteer Reserve 
Corps for Pueblo County by September 1, 2006. 

 Conduct a regional Strategic National Stockpile (SNS) exercise in Pueblo 
County by October 31, 2006, with the other four regional counties. 

 Attend and assist the other four regional counties regarding their field exercises 
by November 30, 2006. 

 Conduct a full-scale field exercise on December 2, 2006, in Pueblo County, to 
test the Pueblo City-County Health Department's mass vaccination plan. 

 Goal:  Vaccinate 10,000 people in Pueblo County for flu at the 
Colorado State Fair Events Center in a 6 or 8 hour time period (to 
be determined). Additionally, EMS personnel will provide 
ambulances to operate as mobile field clinics for people in nursing 
homes, assisted living centers, and the special needs population in 
community neighborhoods. 

 
Funding Source 
 Pueblo City-County Health Department received supplemental funding from City and 
County Governments to conduct a field exercise and purchase 10,000 doses of flu vaccine for 
the community. 
 
Note: Plan to complete an After-Action Report of the full-scale exercise by Jan. 1, 2007. 


